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PREFACE

The ' American Medical -Association's (AMA) Third National Conference
on Medical Care and Health Services in Cdorrectional Institutions was an
outstanding success. A total of 550 individuals participated in .hat
conference, which was almost fifty percent more than the number who
attended in the previous year. The participants represented a variety
of occupational groups including physicians, nursed and other allied
health personnel, pharmacists,'dentists, mental health workers, she-
riffs, jailers, correctional administrators, attorneys, and educators.
This multi-disciplinary approach to solving-a common problem - improving

health care in correctional institutions - 1is what makes the AMA Con-
ference so unique. ‘ -

As in previous years, the participants were asked to complete
"Evaluation Forms" for the sessions and workshops they attended. The
summary statistics indicated that in general, the conference program was
very well received. On an overall basis, 91% of the respondents rated
the conference at least "good" in terms of providing relevant information
about health care in correctional institutions and 75% rated it at least
"good" in «terms of providing practical solutions and suggesticns. as well.

The AMA wishes to thank the American Correctional Health Services
Association for its cooperative ‘efforts and the many speakers who made
stimulating and informative presentations. The real success of the con-
ference, however, was due to the enthusiasm of the participants. We hope

you will join us again for the ‘Fourth National Conference to be held at

the Radisson Hotel in Chicago on October 24 and 25, 1980. With

your par-
ticipation, we can make the next conference the best one ever. :

v
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) L ' ) ‘f§§ncerely,,
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‘B. Jaye Anno, Director
AMA Correctional Programs
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“THIRD NATIONAL CONFERENCE ON MEDICAL CARE
AND HEALTH SERVICES IN CORRECTIONAL INSTITUTIONS

INTRODUCTION

These Conference Proceedlngs were prepared as a serv1ce to the
registrants and other individuals and organizations concerned w1th
health care dellvery in detentlopfand corrﬂctlonal fac111t1es In -
order to faclllrate publlcatlon,\;t was possible to use only those
paper&xrecelved)prlor to-a deadllqe ) o

The ideas and opinions advanéed by the speakers are not necessa-

1ly those of the American Medlcal Association nor the United States
Department of Justice. Because the speakers hdve not had the.oppor— 7/
tunity to review this summarized material, any further reproductlon
or tse should be cleared in advance with the indiyidual concerned.
> We wish to express sincere thanks to the speikers, panellsts, and

participants for their contributions in time and talent.

o B ) .
!

| [k ”2'/"‘"‘.‘"

Joseph R. Rowan
<% ConfetencerCoordinator
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STANDARDS IMPLEMENTATION IS €OST EFFECTIVE.*

Good morning. I'm pleased to be with you. Even though I have
been in Congress for twenty years and adopted the title of "Lawmaker,"
I feel very-much at home in this setting. Prior to being elected to
Congress in 1960, I was the state's& attormey for Winnebago County,
Illinois, some 60 miles west of here.

In that capacity, I experienced first-hand the same cycle of
frustration and satisfaction; failure and success, disappointment and
exhilaration that is part and parcel of the criminal %justice system.
Therefore, T am truly among friends and fellow "law enforcers here this
morning. 5 ;

Since I left the criminal j%stice field and came to Congress, the
attitudes of the American public toward law and law enforcement have
changed repeatedly. Now, in the dawning stages of the 1980:Presidential
Campaign, the public's attention is dominated by unemployment, rising
prices, .scarce fuel supplies, long gas lines, and steeper taxes. Little
more than a decade ago, however, campaign oratory literally resonated with
appeals for law and order, safe streets, and swift and exacting punish-
ment of wrong doers:

To be in the front lines of the war on crime was to be at the center
of natlonal attention and esteem.

Even though other battles are now being waged, even though ‘there are
public enemies other than those pictured on mug sheets at the post office,
the law enforcement community remains a bulwark of outr society.

£ In the public's eye, three law enforcement professions—-police,
prosecutor, and jailer-—embody the central elements of our criminal justice
system: apprehension, prosecution and punishment. And to the public, the
system is as simple as that. ~ N
I need not remind you that justice in American is-incredibly more:
complex. Apprehension is no easy task; prosecution never cut. and dried;
and punishment entails more than simple incarceration. You, who must
deal firsthand with those convicted of crime, know that, while the con-
vict is paying his duty to society, society has a ‘duty to the convict.

The impulse to lock "em up and throw away the key is more than a
glib response. It is a derogation of our constitution, which prohibits
cruel and unusual treatment in the punishment o6f crimes. Society must
recognize, as you have, that by imprisoning someone we have assumed re-
sponsibility for their care, and while it may at tlmes be unpopular, that
responsibility must be carried out. . T

A key component of our duty to ‘the 1mprlsoned ig the prov151on of
health care. » ;

&

3

% Presented Ey. Honorable John B. Anderson, Republlcan-Illinols, United
States Congressman, 16th District, Illinois. \
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While barriers of stone and chain link may separate the prisoner .
from the general populace, there is no divide between the concern each
group has as individuals for their own health and well—belng - o

Oscar Wilde wrote in The Ballad of Reading Gaol:

"I know not whether laws be right,
or whether laws be wrong;

all that we know who lie in gaol
is that-the wall.is strong;

and that each day is like a year,
a year whose days are long."

The inmate develops a need for medical care, in those long days,
often that need is for other than medical reasons; but just as often,
those needs are real. /Any correctional, institution which overlooks or
denies those needs runs a serious risk of violating the guarantees of
the eighth amendment to the constitution. 5

For many brlsoners the mere fact of incarceration creates the
immediate need for médical care. For the prisoner undergoing treatment
prior to imprisonment, that process is shortcircuited by incarcerztion.
Immediate. access to a physician to continue treatment of previous dis-
orders or for the evaluation of new injurieg¢ or problems is often not
possible. In addition, confinement itself creates health hazards the
prisoner may not have faced on the outside.

These institutional characteristics are not the only. problems
complicating the provision of health care. The correctional population
as a group is medically more vulnerable than the general populace.

In 1972, one survey of local jails indicated thatnmost prisoners
. reached no more than the 12th grade. .Almost 80,000 local prisoners had
pre-arrest incomes of less than $3,000; in all 86% earned less than: $7,500
annually prior to their arrest. - ‘ ’

In society at large, the incidence of medical problems is greater
among those of fewer means than among those of greater means. Therefore,
when the prisoner population is drawn largely from the poor or near poor,
it 1s logical that group will shave more health problems. than non—prlsoner
groups. Drug addietion, tuberculosis, alcoholism, hypertension, diabetes,
and mental heaith problems, while 3001ety—w1de allments are more prevalent
in the inmate population.

. : P
~ Proportionally, therefore, prisoners maké greater demands on their
health care system. Additionally, bogus requests for heglth care are
-1iable to be high as inmates try to avoid the normal correct10nal demands
made by their keepers. :

The institutional and medical components of high demand for health
services in correctional centers are not: the only burdensome factors.( The
effect of soarlng health costs 1s further complicated in the prison. settlng
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where medical seerces are paid by . municipal, county, state and federal
budgets. ’ o

Where inflation has driven up the costs of government and revenues
are stretched thin, budgets at all levels of government are under assault.
When -push comes to snove, correctional budgets are given low priority by
‘those who plan the expenditure of public mories. :

Yet, we no longer can be indifferent to prisoner health needs. :If
they choose to cut costs in health’delivery, they very well may be confronted
with significant legal costs as they defend themselves against suits pro-
tésting malpractice and the unconstitutional denial of adequate care.

, Earlier this year,.one state correctional system made a half-million
dollar settlement tc an inmate who suffered paralysis after months of
neglect. Certainly, that case was neithér the first nor the last of its
kind, and you know that your system could be forced to defend itself
against this kind of action--if it has not had to do so already.

‘The federal court system's examination ofvprison health programs
developed slowly.. But, just as inexorﬁbly as a glacier moving forward,
judicial case law in this area has begun to reshape the correctional topography.

Justlflcatlon for federal involvement is found in the Eighth Amend-
ment, which reads: v

"Excessive bail shall not be required, nor excessive fines
imposed, norvcruel and unusual punishments inflicted."

Initially, the courts interpreted this ameddment as prohlbltlng
deliberate and halmful actions against an inmate.

It became apparent, howeverd that the barbarous conduct standard was
an inadequate measure against which to judge the denial of health care to
inmates.. As the case load grew and complaints persisted, the courts
endesvored to develop an appropriate @gal critérion for assessing dep-
rivation of treatment.

Even with this realization, progress toward an Uperative and complete e
standard has been uneven. Even the Supreme Court's decision in Estelle v. ‘

- Gamble falls short of being < judicial watershed. e

(In that case, the Court identified a governmental obllgatlon to
provide medical care to those i incarcerates" reasoning that, ‘at the very
least, '"Denial of medlcal caré may result in’ pain and suffering which no
one suggests Would serve any penological purpose and is 1ncon31stent with

contemporary standards of decency. ) 5

- The Court reiterated the "Deliberate Indifferénce" Standard which
arose in the courts of appeals but supplled little definition to that o
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Various reasons exist for this failure to be more precise in
detailing how to adjudicate ''deliberate indifference'™ in a penal environ-
ment. One primary reason is the reluctance of the court to make judgments
on the day-to-day operations of an institution and to make medicad.judg-
ments. The coutt chose to remain within the Constitutional bounds of the
Eighth Amendment rather than cross intc the realm of civil law malpractice..

Certain court decisions have prescribed remedial actions for state
prisons. For instance, Judge Frank Johnson, ruling in 1976 that the
treatment of inmates in Alabama's prisons vielated the Eighth Amendment,
mandated various improvements in the system. This mandate included the
improvement of physical security for each prisoner, adequate living space,
a meaningful job, and the improvement of medical care for each inmate.

: \

Still, correctional officials, while 1living under the shadow of un-
favorable court rulings at the state or federal level, have been given
little guidance and fewer resources in order to improve health care for
those under their supervision.

Where then can they--and you--turn? How can you use ;scarce financial
and personnel resources to maximize health care delivery while minimizing
judicial interference with correctional administration?

Very often, the impulse is to look to the federal government for aid.
Admittedly, the federal prison system's health delivery programs are con-
sidered to be superior to those of state and local institutions. (The
Bureau of Prisons enjoys’a significant advantage ovey its counterparts
elsewhere. With roughly 24, 000 prisoners, it houses less than 10% of
the national inmate popuiat10n' it has a unified system of management;
and as a result, it enjoys significant economies of scale.) FEven with
these advantages, however, the system 'is not problem free.

You are here because you believe that other opportunities exist for
managing health systems and in this respect, the AMA's Standards for Health
Services :in Jails serve an inestimable;purpose.

First, the program and others like 1t——such as recommendatlons of
the American Public Health Assoﬂlatlon‘-— attempt to bring medical and
Second, it,offers
Third, aiough realistic
it promises discernible pr xesq w1thout con-

guidance and suggestions rather than mandates.
standards and encouragement,
siderable cost.

As you will learn, the Standards identify subject areas which deserve
attention: Administrative matters, personnel considerations, care and
treatment, pharmaceuticals, health records, and legal issues. .Identifying-
these areas, they suggest methods of solv1ng problems that arise within
the penal environment.

As some of you know, my political career has been spent as a
Republican . Therefore, I believe in certaln,vfundamental approaches to
problem—solving. One approach is to establish private-sector-oriented
attainable and'workable goals and make systematic progress toward those
It is desirable, in my view, to avoid over-reliance on the
federzd government as a means'of achieving those ends. )

W )

T D R I S sty st M rcons e

-followed.

Vprograms that already are less than lavishly funded.
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In the next two days, you will be discussing reasonable expectations
for improving health care in your institutions and how to effectively and
reasonably fulfill those expectations. Essentially, those goals must’
includer

—— prompt medical screening upon entering prison;
-~ provisions for medical evaluation on a routine basis;

-~ increased use of paraprofessionals to handle basic chores
but not to prevent inmates from seeing doctors;

-- cooperation and communication between the medical and
correctional staffs; and

-~ supplying the patient with the necessary information about
his condition or diagnosis.

As for how to meet these goals, I believe quite strongly that you ‘
must look to yourselves. The AMA Standards offer the methods which can i
be utilized; but you, in your institutions, must supply the means.

Looking to the federal government for assistance or waiting for the
courts to force you to act will only result in orders that® must be
I would hope, and I am sure you would prefer, that health care
be achieved without coerc1on and w1thout bureaucratic interference from
on high.

The best alternative, therefore, remains the correctional community
itself. As long as you and, your colleagues are willing to communicate
and cooperate, as long as you know what needs to be done and what works,
you can do that job.

When I accepted Joe Rowans' invitation to speak, I was asked to
emphasize that the implementatjon of model health care standards can be
cost-effective. I want to clﬁée, therefore, by highlighting some of those
savings that can be made and Gosts that can be avoided by adopting. the
approach which you will learn more about today and tomorrow.

First, I understand your preoccupation with dollars and cents in
Here, the Standards

‘ter use out of limited dollars because all
and agreed-upon

offer the hope of getting bé
expenditures will be dlrected toward v131ble, workable,
means.,

In the 56 institutions that have been accredited by the AMA, costs
have risen slightly in roughly one-third,  stayed the same in another third,
and even fell somewhat in the remaining third. In addition, one source has
suggested that, where regular medical care is available, inmate visits
actually drop as prisoners are assured that their real needs will be met.
Therefore, if prisoners make fewer unjustified demands on the systnm, that
system shOuld operate more cost—effectlvely. ’
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I believe also that there are more than purely monetary costs. For
instance, correctional officials should be concerned about their medical
personnel. By utilizing paraprofessionals and physicians on a rotating
basis, if possible, those individuals will avoid the burnout which in-
evitably comes if they remain too long in the instituticn. Emotionally
and physically drained medical personnel do not and cannot always offer
optimal services, and if procedures can be regularized within the conte%ﬁ
of the correctional schedule, authorities can avoid the costly exhaustion
of health providers.’

Within the correctional environment itself, the costs® of poor health
care are manifested in crowded sick calls, patient mistrust of health care
personnel, and festering hatred for the institution. While better health
care may not turn prisoners into pussycats, it can improve attitudes with-
in the prison population, and thereby, reduce inmate tensions which spill
over violently and which eventually cost the system time and money.

Finally, there is a moral cost. As someone who has made a Christian
commitment in his l1ife and who has striven to elevate politics to a hlgh
moral plane, T believe it necessary to raise this issue.

. As you may recall, St. Matthew recorded Christ's description of the
final judgment in his gospel. Christ told his disciples that: :

"When the Son of Man comes as King and all the angels with Him,
He will sit on His royal throne, and the people of all the
nations will be gathered before Him. - Then He will divide them
into two groups, just as a shephard separates the sheep from
the goats. - He will put the righteous people at His right and
the other at His left."

\Chrlst foretold that the people on the King's right would.be called
blessed, and when those on the right asked: ~

"When Lord did we ever see you hungry and feed you or thirsty
and give you a drink? When did we ever see You a stranger and
welcome you into our homes, or naked and clothe you? When did
we ever see You sick or in prison and visit You?"

@

The King will reply, "I tell you whenever you did this for one of the

»

least important of these brothers of Mine, you did it for Me."

There can be no finer valedictory than that. Whein we appreciate that
in addition to budgetary, personnel and inatltutlonaL‘costs, there are moral
costs in not providing health care then we can be resolute in dev151ng
methods of delivering cave and bearing those costs.o
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O HEALTH CARE IN CORRECTIONAL INSTITUTIONS:
WHO AND WHERE ARE THE PROBLEM-SOLVERS?*

I'm going to begin my formal remarks here today with this statement:
The American Medical Association hereby recommends the establishment of
a Presidential Commission to address the serious deficiencies in current
health &ihd medical services in this country s correctlonal institutions.

We believe the establishment of such a comm3551on is absolutely im-

~ perative for the following reasons: Y

- There is strong evidence to suggest that a majority of
correctional institutions in the United States are so
lacking in appropriate resources that they actually
may contribute to the health problems of inmates rather
than promote or even maintain inmate health.

- While the fault for such def1c1enc1es may belong to
society at large, a substantial portion must be shared
by national, state and local governments, the courts,
correctional institutions per se, and health professionals
and their organizations.

- Although these very same institutions including yours

- and mine have made some progress during the past few years
in recognizing, and attempting to meet, the real need
for adequate health and medical services for correctional
populations, there has been no strong central focus, no
national strategy to make this progress meaningful for
the vast majority of correctional inmates.

- Finally, of course, there are compelling ethical, legal
and economic reasons to remedy these deficiencies.

I should add, that the progress. made by our respective organizations in
identifying major problem areas, in developing appropriate models for
the delivery of care, and in establlshlng minimum standards for the
quality and availability of inmate care could be of invaluable use to

a Presidential commission in a national campaign to upgrade health and
medical services 1n correctional institutions. ' “K

Hence, it is all ‘the more important that we continue our efforts in s /”‘
these areas, which I shall discuss in detail a bit later on. Before I/ 5\
do that, however, I'm going to briefly review some of the evidence /ﬂ
pointing up the sorry, even.inhumane, state of health and medlcal ser- //
vices in our correct10na1 system.

Since prisons are much larger than jails, with about 590 federal e
and state facilities holding about 250,000 of an estimated total of -7
500,000 correctional inmates, prisons are expected to have more compre—
hensive health and medical services. And to some extent, they do. But
the extent is’ too small. Just last year, a U.S. General Account Office

* Presented by: H. Thomas Ballantlne, Jr., M D., Secretary, Board of

Trustees, American Medical Association, Chicago, filinois.
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(GAO) reportlobserved that:
"The health care delivefy systems of most prisons and jails
are inadequate, and alﬁhough some improvements have been
made or attempted in the last few years, progress has been
siow." 'Widespread deficiencies exist in providing adequate
levels of care, physical examinations, medical, records,
stafying, facilities, and equipment.”

Among other chings, the GAO report revealed that in many instan?es, medi-
cal records weve inadequate, unsigned, undated or simply non-existent;
that frequency of sick calls varied widely, from once a day to once a
week, and in som> cases were administered by unlicensed personnel. Al-
so in visits to two states' prisons, major .surgery was being performgd
within the walls ulthough the GAO was told the prisoners' hospital did
not meet state lirensing standards and requirements.

A 1975 study of Michigan prisons by that state's health and C?Frec_
tional officials“revealed that in a sample of 458 inmates, a 5 percent
of the men and 29 percent of the women had urgent medical needs and
that 1.8 health problems per inmate wére found in addition to dental pro-
blems — in fact, all of the women examined and 96 percent of the men ex-
amined did need dental services other than teeth cleaning.

Meanwhile, other studies of prisons, as well as jails, -demonstrates.
that unsanitary, outmoded facilities can actually create the h?a}th\p?o—
blems of inmates.: Thus a 1972 report on a study of Pennsylvania' s pri-
sons-disclosed that rat droppings were found in kitchens, cockroaches
in dining rooms, and that infestations by lice and other vermin were
common. J

The GAO study I cited earlier found that some prison infirmaries .
were 50 to 100 years old and could not meet present standards; that som?_
infirmaries did not have isolation wards for patients with communicablell
diseases and some infirmary wards did not have toilets or washbasins.

-Furthermore, it's no secret that the same kinds of health and medical

deficiencies can be found in most of our nation's 3,900 local jails,
where up to 142,000 or more inmates are housed on any given day.

Surveys by the AMA and éhe Law Enforcement Assistance Administration
(LEAA), as well as other:institutions, have uncovered such deficiencies.
For example, AMA surveys in 1972 and 1977 indicated that:

- In more than one-half of the-nation's jails, medical
resources are limited to rudimentary, first—-aid measures.

| L R S
- The vast majority of jails do not conduct admission phy-
sical examinations to detecq,cdmmunicablgﬁdiseases or
possibly life-thieatening health problems. L

- Many, if not most jails, fail to keep in-house mgfgcal
records of the health problems of inmates, andtumﬁmg
such records are kept, in many instances, patient con-
fidentiality measures are lacking. e 2
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The 1972 LEAA study of the nation's jails indicated that in-house
medical services were available in just one of every eight facilities
and only about 19 percent of the jails had a physician on the staff -
just part—time-at that in about two-thirds .of these jails.

I could go on and cite mani'other examples to demonstrate the sub-
standard conditions of health and medical services in-this country's
correctional “institutions, conditions which themselves often border on
the criminal. But this:audience is familiar with these examples. If
those examples I have cited sound like old history, I have reviewed
them once more precisely because old history must not become forgotten
history.

Yes, various institutions in our societysincluding yours and mine,
have made heartening progress during the past few years in recognizing
the crucial need for-improved health and medical services in correctional
institutions. Yes, we have identified major problems areas and construc-
ted appropriate models to enhance the delivery of care. And yes, we
have developed minimum standards to assure the quality and availability
of that care. But let's not forget that our efforts to date affect omly
about 10 percent of the nation's prisons and jails. .Thus about 90 per-
cent of these facilities-and 350,000 or so dinmatés- remain largely un-
affected by the progress that has been made. Furthermore, if we are to
reach these people and if we are to significantly improve health care in
all correctional institutions, I believe we have to do a much better job
of finding out "who and where are the problem—solvers?"

Since its establishment in 1975, the AMA's own jail health program
has not only been instrumental in the development of jail health stan-
dards and delivery models but it also has helped underscore the need for
problem~solving at the national and local levels.

The widespread health care deficiéencies uncovered on a national :
scale, at all levels of the correctional environmént, obviously demand "
the involvement of people who can develop and eventually help implement
a natijonal strategy to remedy these deficiencies. Hence the AMA is con-
vinced that the establishment of a Presidential Commission to do just

that is absolutely essential at this point in time.

I should emphasize that the members of such a commission would be
people capable of fashioning a national strategy to squarely confront,
and resolve, the problems that exist. To cite some examples, a member of
.the U.S. Congres$ might serve as chairperson, with other members repre-
senting public organizations such as the LEAA, the Justice Department, ,
the GAO, the Mayors' and Governors' Conferences and”similar organizations . :
as well as a member of the White House staff. The private sector members
might represent our own respective associations: the John Howard Asso- .
ciation, the American Bar Association, the American Nurses Associatiom, A
the American Dental Association, the American Civil Liberties Union, and
80 on. Such a comprehensive membership roster would definitively answer :
the question of who and where are the problem—solvers at the national !
level. ' ’ ’ . é

‘To be more specific about problem~solving, the commiséion in deve-
loping a national strategy might focus on:

W
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~  An in-depth reappraisal of the problems that exist, with
emphasis on the collection of hard data on the extent of
inmate health problems such as emotional illness, mental
retardation; alcohol and drug abuse and suicide.

— The establishment of a set.of acceptable performance ]
standards for correctional health and medical services,
.hopefully including some of the standards developed by
those of us involved in the AMA's jail health program.

- The determination of possible legislative remedies.

= The submission of a final report and recommendations to
the President.

Obviously, we cannot expect the federal government, and its agehcies,kto
remedy most -~ or even many — of the problems that exist in state and lo-
cal correctional facilities. These are primarily state and local respon-
sibilities, after all. But it should be equally obvious that the same
kinds of problem-solving people and organizations exist at the state and
local levels, if only we get them involved. To cite just a few examples:
there are state and local governments; health departmentS' medical so~-
cieties; bar associations; dental associations; nurses' arganizations
and similar groups - not to mention a variety of civic clubs and organi-
zations.

If those of us involved in correctional health and medical reform
effectively present our case to these problem-solvers; and if we demon-
strate that we do have practical models for the delivery of care to in-
mates and practical standards to measure performance; and if our own inte-
rest and involvement is reinforced at the highest federal levels; then
we should be able to get a substantial number of state and local pro-
blem—solvers involved too. - I'm not saying it will be easy. Too many ‘
Americans still.tend to believe that correctional inmates deserve what- jf
ever they get. ‘Such attitudes, together with the fact that inmates have fio
votes, tend to make correctional health issues politically unattractive.
It follows, then, that we must be particularly forceful in reminding :
other institutions in-our society that there are compelling reasons to
upgrade correctional health services - both phllosophlcal and practical
reasons. :

. . : s}

At the philosophical level,
our common humanity, if you will,
a time when "

should -compel our society to act. At
me first' has become the operative philosophy of far too

-many Americans, they will find the simple extension of a helping hand to

those less fortunate than themselves a reaffirmation of “their ‘own mo%ality;

“Just about everyone agrees today that no ore should be barred from access

te health, services ' But thousands of correct:onal inmates are, in fact,
barred from such care. .And unlike the vast majority of Americans, they
are largely helpless to secure it. -In most instances, their voices are
not heard. ' Yet our society would do well to listen. Because what .we
will hear is our own humanity. :

n
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‘ethical considerations - moral principles -

3™ "‘M
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There are also strong legal reasons to improve correctional health

care.

In point of fact, and as this audience knows full well, during

the past five or six years emerging case law at various levels has held
that at least adequate amounts of health care should be available to
correctional inmates.

Finally, there are important economic reasons as well.

Undetected

and untreated health problems of correctional inmates almost invariably
will worsen and eventually require the application of even more concen-

trated,

and expensive, care inside or outside the correctional facility.

In some cases, chronic health problems will be created which will require

long-term therapeutic care.

Any failure to prevent the circulation of

communicable diseases poses obvious health hazards not only to the cor-
rectional community but to the larger community as well, with equally

obvious financial implications.

Of course, the failure to provide ade-

quate care for inmates can result in additiomal costs to society by re-

ducing the chances for successful rehabilitation.

Parenthetically, the

resulting resentment not only tends to reinforce the anti-social be-"
havior of individual inmates involved but can be ~- and has been -- an
important contributing factor in inmate riots with the attendant threats
to the health and lives of correctional staff - not to mention correc-
tional security.

For all the reasons I have cited and because of the deficiencies that
we know exist, it is crucial that we ourselves play even stronger roles
in designing standards and delivery mechanism for the provision of health

and medical services in correctional facilities.

Because, while the de-

velopment of a national strategy to supplement and help coordinate aur
own efforts is imperative, it also is imperative that we remember this:

In the last analysis, you and I and thousands
of people like us are the ultimate problem—
solvers and where we are is in hundreds of
communities across the nation. That's where
the jails and prisons are. That's where the
inmates are. And that's where the people who
can help are. v
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COURT JUDGEMENTS - THE ROLE OF/}HE ADMINISTRATOR AND STANDARDS
IN ASSURING QUALITY CARE FROM INDEPENDENT PROVIDERS *

The Sheriff ofPCoék\Qanty has multi-faceted responsibilities.
. \ ; - ]
I am the chief law enfo}agment officer for the county, and that -~
responsibility is covered primarily by the Cook County Sheriff's Police
Department.

I have the responsibilit§ of maintaining-‘the security and decorum
of the courts throughout the county and for the serving of legal papers.
Those are covered by the Sheriff's Court Services Department.

I am also responsible for the cleaning and maintenance of the var-
ious courthouses throughout the county, and that is done by my Custodial
Department. R

But one of my most important responsibilities is that of being the
jailer of the county. Illinois law states that the sheriff of each

county’ is the warden of the county jail and has custody of all the in-
mates in the jail.

" I know not whether laws be right,
Or whether laws be wrong;
All that we know who lie in jail,
Is that the wall is strong;
And that each day is like a year,
A year whose days are long."

Unfortunately, that poem is as true today, in 1979, as it was when
Oscar Wilde wrote it some 80 years ago. But it is through the work of
organizations such as the American Medical Association, the National
Sheriffs' Associatibn, the American Bar Association and the American S
Corrections Association that efforts are being made to improve the con-":'
ditions and standards in our jails. N

In counties havinp more than one million inhabitaiits, Illinois law r
establishes a Departmeék of Corrections within ‘the Office of the Sheriff,
which is to include-jurisdiction over the county jail, municipal houses
of correction "and any other penal corrections or prisoner diagnostic

center facility operated by either the county jail or the municipal houses
of correction.”

The Cook Cbunty Department of Corrections has an average daily in-
mate population of more than 4,500 and a yearly budget of $31 million.,

The law also empowers the department to establish diagnostic, classi- -l
fication and rehabilitation services and programs, and, whenever feasible,
to establish separate detention and commitment facilities.

Preceding Pége blank

* Presented by: Richard J. Elrod, Sheriff of Cook County,wChicago, Illinoié.
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‘When T became Sheriff in 1970, Cermak Memcrial Hospital, which is F=ee

located in the Department of Corrections complex, was the only general
hospital in the nation in a county jail setting. During my first termj
Cermak was transferred, by state law, to the control, of the Ceok County
Health-and Hospitals Governing Commission, which also controlled Cook
County Hospital and Oak Forest Hospltal The commission decided to J
close Cermak Hospital. , i _ /

7

Cook County Hospital did not have a separate area where proper se— /
curity could,bejprovided without providing a corrections officer for
each inmate/patient. I was also very concerned about proper medical care
and emergency treatment in the jail proper. Aftef discussing the pro-
blem with Dr. James Haughton, the director “of Cook County Hospital, we
decided to file a lawsuit, Elrod vs. Health and Hospitals Governing Com—
mission (78 CH 1970), in which the Cook County Board of Corrections
joirad as plaintiffs. On March 1, 1979, a consent decree was entered in
the case, and the court so ordered.

All parties agreed 1) that Cermak Hospital would no longer be opera-
ted as a general. 80-bed hospital; 2) a 40-bed security ward would be
established at Cook County Hospital for inmates requiring hospitalization
but not requiring treatment in some special ‘care unit; 3) a 10-bed faci-
lity for inmates not requiring acute hospitalization would be maintained
at Cermak or in the Department of Corrections complex, with the capa- .
bility of expansion to 20 beds; and 4) that the following special ambula-
tory services or clinics be maintained at either Cermak or within the
Department of Corrections complex: Emergency, X-ray,.Laboratory, Phar-
macy, Medical Records, Epidemiology, Physical Therapy, Eye, Dental, Or-
thopedics, Skin, Obstetrics- Gynetology, Urology, Neurology, Ear, Nose
and Throat .and Plastlcs.

The consent decree also stipulated minimum medical staffing. At
least one attending physician ,would be on call in the emergency room at
all times. At least two atteQHing physicians would supervise qualified
medical and nursing personnel on a five-day-a-week basis of daily sick
call. At least one attending physician would supervise qualified medical
and nursing personnel doing intake examinations. Physicians, qualified
medical and nursing personnel, and supporting medical staff were to be
present at-all times to service the emergency room, the tiers, sick call,
intake examinations, ambulatory services ‘and clinics, and the beds occu-
pied at Cermak. o ) B

I was also very concerned with maintaining conditions and meeting new
medical standards and, therefore, I insisted that the following be in-
¢luded in the decree. "Should the American Medical Association, or other.

“official accrediting agency for medical facilities in jail complexes §ach
as Cook County Jail, adopt at any time standards for medical care to the
inmates of such a jail which require more or different facilities or
personnel than described ... above, the commissioﬁ shall take steps forth=-
with to attempt to comply with such standards. “As you know, the AMA's =
program to improve medical care and health services in correctional insti-
tutions Rubllshea standards for health services in jails Xast July.

14
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« in conditions too serious to allow transfer to Cook County.

Recently the number of inmates on the security~werd at Cook County
Hospital has been averaging around 16 to 17 a day. Yesterday there were
12 on the ward -~ nine surgical and three medical. Yesterday there were
four inmate/patients on other wards. at Cook County. Those 1nmates, of

. course required one-to-one security coverage. There were also two other
inmate/patients arrested by local police agencies at other area hospitals
An apel-
late court decision requires that the Department of Corrections maintain
security for them. Yesterday in Cermak Hospital there were 15 convales=
*cing inmate/patients: 12 male and three female.

In addition to the facilities available at Cermak Hospital, there
are other dispensaries located around the Department of Corrections comp-
lex. There is one in the Women's Detention Center which houses about
300 inmates, one in the new Men's Dormitory which houses about 1,000 in-
mates and one in the old County Jail that will be renovated as part of

~that Division's overall removation program and which will then house
“about 650. There are also examination facilities for intake in the Re-
ception, Classification and Diagnostic Center.

Another aspect of medical care which has concerned many lawyers, in-
cluding myself, who ‘are interested in corrections is the area of mental
health. I suggested to some of these lawyers that one approach to solving
some of the problems might be the filing of a class action suit against
the State Department of Mental Health and Developmental Disabilities, our
Departmént of Corrections and the Health and Hospitals Governing Commission
to acquire additional funding for county jails for the purpose of upgrading
psychiatric diagnosis and care in the jail setting.

What resulted was Harrington et al. vs. DeVito et al.
in the U.S. District Court.

(74 C 3290),

The decision required the Department of Mental Health and the Health
and Hospitals 'Governing Commission to.supply adequate medical and para-
medical personnel comprised of three full-time psychiatrists; five psy--
chologists; eight medical/psychiatric social workers; four activities
therapists; and ten psychlatrlc mental health technicians. This team is
to provide screening, diagnosis and treatment for inmates of the Cook
County Department of . Correctlons.

The commission also is to provide a psychlatrlc diagnostic and treat—
ment unit at Cermak Hospltallas well as a sufficient number of registered T
nurses and nurses' aides on ﬂuty for the urit to comply with the J01nt
Comm1381on on Accredltatlon/éf Hospitals Standards.

P =

The Department of Correct1ons is requ1red to prov1de office space and
furnifure for the mental health team as well as space aqd equlpment for
screening. The department also\ls providing a residential’ ‘freatment unit
(RTU) «for 250 inmate patients mbdt requiring hospitalization.

u 23 . ¥

The Department of Corrections is required to staff the RTU with ’ . S i
specially trained corrections officers. The training, already in progress,
~is being conducted under a contract  with the University of "Chicago's
Social Psychlatry Study Center of the Department of Psychiatry. A total . d
of 200 officers will eventually receive ten weeks specialized mental i ‘ ;

o
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~health training, including two weeks in the field.
"quired to maintain a ten to one ratio, corrections officers to patients,

4
iy
1

‘The department is re-—

in the RTU on each shift.

\
//

/

Generally, I feel that real progress is being made toward better ]
health care in the Cook County Department of Corrections.. And I firmly .~
believe that progress can only be made when there is honest team efforf
among the various disciplines, professional groups andcgovernmeﬁtgi:{)

F

As one possible way of measuring progress in several areas involved
in services to inmates, I urged the Illineis Law Enforcement Commission
and the Chicago-Cook County Criminal Justice Commission to commission an
independent management consultant firm to study inmate attitudes toward
things like food, court treatment, interpersonal relations and medical.
The study was conducted during three consecutive years -- 1977,.

agencies involved.

care.
"'78 and '79. It is the only/study of its kind ever made in a correctional
facility. Inmate perception of the medical care received in the Cook l o

County Department of Corrections indicates ‘continued 1mpr%vement.
Y

4 The law is meant to help all people. We who are administrators do
not have to sit back:and allow suits. to be filed against us to force us
into performiiig actions which in the long run may be cost inefféctive,
deleterious to proper management and COmprOmlSlng securlty in a correc- =2
tional institution. However, we'can ‘take advantage of the courts and
the judicial process by initiating litigation that may have the result of
mandating to a recalcitrant county board or other fiscal appropriating
bodies or of determlnlng the parameters of legal respon51b111ty amongst
different public agencies.

I strongly urge each of you as administrators to cooperate with one
another to accomplish your goals and, when necessary, . seek Jud1c1al in-
terpretatlon.ln an effort to resolve conflict. : K

§ A

In closing, I would like to empha51ze the statement contained im_ t !

the preface of the July 1979 AMA Standards of Health Services in Jails’ o

"Accreditation means professional and public recognition of good

" performance; accreditation through standards implémentation, based upon,

the success of other fields, is the foundation for professionalization
and the public's recognition of criminal justice medicine. As demo--
strated in the AMA Jail Program, implementation of the standards can re-
sult in (¥) increased efficiency of health care delivery, (2) greater
cost effectiveness and (3) better overall health protection for 1nmaLes,
staff and the community."

4

That is what we as jail admlnlstrators, health care prov1ders, theﬁ

- incarcerated and segiety as a whole should contlnually strive for and,

with'our tgntlnued mutual cooperation, will ultimately. achieve.
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. mates referred to the clinic from the intake screening area.
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HEALTH CARE ISSUES AND ILLUSIONS*

-
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.One of the things that Fontlnues to amaze me about operating a

- jail ‘health program is howreasy it is to deceive myself about what

actually happens in the day to day operation of my program.

Several days ago, it occurred to me that I hadn't seen many in~
So, I
It turned

went over, to the screening area. Guess what--no screeners.

" out that a new administrator had been hired who decided that the in-

take screeners would be more productive helping the nurses, so she
transferred all of them to the 1n—pat1ent service. As a result, the
jail had had no intake screenlng program for the previous three weeks.

This is an example ©f a very common ‘illusion that everyone shares—-
the Illusion of Perminance-—the illusion that nothing changes when in
fact everything constantly changes. Everyone is familiar with Murphy's
Law.! Murphy s Law says that anything that can go wrong, does. In a
jail heaith program, anything that can go wrong does, constantly.

, The illusion is that nothing changes. The reality is that every-
thing always changes. The corollary is that unless we are willing to
allow things to go awry, we must develop the habit of seeing what is
really happening as contrasted with what we wish were happening.

The problem is not limited to my program. Let me give you another
example, thé use of Medical Technical-Assistants (MTAs). Many staté
prison “health programs are built around the’use of.MTAs. Although no
one admits 'it, the MTAs in these systems frequently manage more visits
than the prison doctors and nurses combined. When I visit a prison
health program for the first time, I always ask the warden and the doc-
tor in charge how well the MTAs are trained and how well they perform.
Invariably, I'm told that both are- superb

Not long ago, I 1nterv1ewed an MTA whose pre—employment tralnlng
was llmlted to a 160 contact hour Emergency Medical Technician (EMT) 3
course. I asked him if he could predict when an inmate might” commit
suicide. ' He told me no, because the lastxlnmate ‘who had .committed -
suicide at'that institution had told the MTA that he was going to kill
hlmself three times before he finally d1d'

In the second system, in another state, the MTA who conducted ; e
evenlng sick call and manned the emergency room alone at a 6Q0-man s ;
prlson had recently retired from the A11 Force. He had worked as a . " :
hospital administrator for the last 15 years of his A1r Force career. :
His last cardiopulmonary resuscitation (CPR) training was in 1956. *\\

There was no emergency resuscitation equipment in the 'emergency room.

# Presented by: Glen E. Hastlngs,)M D., Associate Professor,’School of
Medicine, Un1versttv of Miami, M&ami, Florida: - . P
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more sophisticated clinical skills. By more sophisticated clinical
-skills, I do not mean those :0f a licensed practical nurse or a regis—
tered nurse without additional training. Does that mean that doctors
are needed to manage-the other 50%? No. One of the illusions of the
past is that it takes a medlcal degree to treat every runny nose. It's
not common for 10% of some inmate populations to turn out for sick call
every day. In a 1,000-man institutiom, that would leave 50 patients
~ for the other doctor to see; too many for one doctor. Fortunately,
' there are other options. For the past few years, it has been possible
to hire nurse practitioners (NPs), registered nurses who-have completed
a special-one year course of training which prepares them to manage
about’85 to 90% of the kinds of problems brought to daily sick call by
prison inmates.” Our research (see Figure 1) as well as that in other
settings 253 shows that nurse practitioners c¢an manage about 90% -of the
patients we see during clinic sick call, as well as board qualified in-
ternists in subspecialty training.

That was perhaps fortunate since none of the MTA staff'knew how to -
use emergency resuscitation equlpment

The pre-employment training 6f both of these men was’ considered
satisfactory. . Neither had received any type of pre-service training,
_neither had been given any type of in-service training. No one had.
ever .evaluated their performance either before or after they were. em—
ployed. Both had been at work for more than a year and both were con-
sidered good employees .

e et g <
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The directors of both programs had operated under ‘the 1llu51on\ ///
that the MIA's in those systems were competent to perform the work 4

\j assigned to them, yet neither had assessed tn? reality of that bellef i , ;

gt e

This is by no means to argue agaln;t theLuse of MTA's in correc-
tional health programs. Some of the mostu,.ghl] skilled and competent
personnel I've met in correctional health)programs have been MTAs. 1If _ ; 3 3 )

MTAs are used; they should be used safelj. That means that certain, - 2 Figure 1. PERCENTAGE OF WEIGHED QUALITY OF CARE CRITERIA MET BY DIF-
safeguards sh0uld be observed: ) , v ' ¥ FERENT PRISON HEALTH CARE PROVIDERS AND THE HOSPITAL EMER-

GENCY ROOM IN DADE COUNTY FLORIDA

- The Diseases or Conditions which may be treated by non-medi-

- AcMedical Record should be made of every patlent contact and
every treatment given. :

Does this mean that nurse practltloners may be employed instead of
o : ' ‘ o S doctors in jail health programs? No! The same controls must be applied
; i " ; b - to their work as are applied to the work of the MTAs because even though
— Medical A“dlt should be performed contlnually to 1dent1fy . 3 the nurse practitioners are trained to manage 85 to 90% of sick call

patient management problems. . 12 type patients without assistance, it is precisely the 5 to 10% that they
. , L o . : ‘ , B ¢ Ca are not. trained to manage who. are the sickest and therefore the ones

- JIn-seryice Trainlng should be cdntinuous and ongoing for iden- . : " which must be filtered through the system for care by the physician.
tified patient management problems.* s . .

cal personnel and clrcumstances necessitating referral should , . h% g , , . Average Quallty
be specified in writing. : ; C %. L - : ' Score . o
s . g Medical Technical Assistants (MTAs) - 49
- Drugs and Other Treatments which may be dlspensed by non- ﬁ Licensed Practical Nurses (LBNs) 49
medical personnel should be specified in writing. é% ; . Registered Nurses (RNs) . 51
- e é Nurse Practitioners (NPs) _ . 63 :
- .Specific Pre-Service Training should be mandatory for all per- ﬁ Y * Physicians (MDs) . 65 !
sonnel in’ the work they will be required to do. v » 1 F Hospital Emergency Room (ER) : 75

_— , D D , - Stme people have argued that a doctor should see every .inmate who
- On-Site Medical Backup should be avallable da1ly, on—site for, T R ‘ has. a' complaint. I have visited systems where I've been told that this
problem patlents. ERE 4 : L v p ' : - was the policy. That's an illusion. The fact is that somebody always
end up“Screening the number of inmﬁces seen by the doctor down to a mana=
: geable size even if the system isn't planned that way. The reason is,
N W L fd; * 0 ~ 2 . that it is not sensible to requlre ‘that’ every complaint be managed by a.
In short, what iS really~reQUired to~pro§ide‘high qualiﬁ§ oorrec4f o : : physician. = The cost of asking a doctor to reyiew all of’the complalnts
tional health care at 4a reasonable eost, is a ‘rationally organized, . of 107 of an inmate pOpulatlon every day would be tremendous. .More lm:
monitored, and sel f-correctlng systeém which is snec1f1cally ‘designed for S portantly, when doetors spendfthat much t;menwlth medlcally trivial, self
~ the .task it is to undertake. L S S taon E : -

— Emergency Evacuation and: Treatment axrangement should be made
in advance of actual emergencies.

w - . Y
® v o

=3 Licensed phys1c1an assistants can sometlmes be used in thlS role, but
.- the tralning and experience requlred for licensing physician assistants
- ¢ . s varies so much from state to state that the responsible physic1an should
o ‘evaluate’ the specific training and the clinical skills of each individual
 physician assistant candldate before employing him in order to insure
“fhat he will be quallfied to perform the: tasks that are to be delegated
.- to hlm. S i

b=

- In such a aYStEm, I would expect about 50/ Qf the inmate complaints
.to be manageable by MTAs. The rest require referral to someone wlth

il
B .

# Beware of the Illusion of Eternal Competenceﬁf All technieally skilled » :
workers tend to become "stale" or "burned out”-and their seldom used = - o
skills tend to atrophy without frequent professional stimulation. o

o
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5I don’ t think so.

~ be hlghly skilled at ministering to the internal needs of bureaucratic

limiting conditiens, the quallty of the care they give to serious pro-
blems tends to deteriorate. Any doctor who agrees to dispense asplrln,
laxatives, and foot powder all day eventually become proficient at

dispensing aspirin, laxatives and .foot powder. Meanwhile, he may lose

_ his ability to do the things you really need him for; to detect and

treat medical conditions which are more likely to cduse discomfort, disa-
bility, or death if they are not treated in a timely manner.

_In the interests of providing high quality correctional health care
at a reasonable cost, what is required is a system which is rationally - g
designed, in the 'sense that; the roles of all.the players are defined; j
everyone is given the training and experience needed to perform the tasks
to which he or she is assigned; it is controlled and self-correcting, ]
in that there are bullt—ln procedures for detectingiand correcting pro-
blems as they occur. Finally, it cofitains provisions for upgrading the
skills of everyone working within it so that they will not become ob-

solete as a result of the technical advances that are going to occur in
medical care over the next five years.

In a well organized well monitored system, about 50 to 60%Z of the
sick call complaints could be managed by the MTAs. Another 30 to 35%
would be managed by a nurse practitioner. This leaves 5~15% who would
require physicians' care, specialty care, or hospital care. Fewer than
1% of those seen each day on sick call would be expected to requ1re
hospital care. .

Once a system like this is in operation, the medical director can sit
back, light up a cigar, and put his feet on the «desk, right? Wrong!
Systems of this type when properly organized and services are much more
efficient than those which are not so organized, but it is a terrible
illusion to believe that they will continue to operate as planned with~
out canstant attention. Without supervision, any organization tends to
decrease in efficiency at all levels, and to break down at the interfaces
between providers. The reality is that health systems are exactly like
other bureaucracies, they tend to drift off course, to expand‘and to ex-
pend progressively less and less of their resources to address the pur-
poses for Whlch they were intended. :

Ttois my oplnlon that it is the job of the senior physician in every
health program to 1nsure that this does not happen. Why a phys:Lc1an9

Perhaps that s my illusion, a person bias because I am a phy31cian
It is my opinion that few people other than physicians
possess the requisite knowledge to be able to identify trouble with the
quality of care received by the patients and to correct those problems

on the spot. I have never seen a lay administrator with the ability to

~ do that no matter how skilled,he or she might have been in other areas.

o gl

It is a myth that phy31c1ans necessarily make poor administrators. It
is true that many physicians have,different orientation than do most ad-
minlstfators. That is precisely the point. Many administrators tend to

L

3%
A

organlzatlonal systems./ Physiciang tend -to be interested in whether

oq:not the organizatioa actually ‘performs. ‘the work. for ‘which it ‘ - N
YRR @, S . = ,’f . : ~

&, .}\\
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was created. It is an abdication of the physicians's professional
responsibility when the mission of any health organization becomes
subverted to the internal needs of the organization or its staff,
no matter what the reason might be.

The physician who has had personal experience in the delivery of
‘health care who can see beyond the illusions,-he may wish were true, has
far greater potential for identifying serious problems when they occur
or before they occur and is less likely than most lay administrators to
be misguided by a type of polysyllabolic head tripping that too fre~
quently disguises itself as problem solving in health circles. ’

The role of the lay administrator is to keep those working within
bureaucratic organlzatlons comfortable and this rolg. is of great wvalue.
The medical directors' job is to keep the organlzatlon on course.

@ It is my opinion that the medical director should have high visi-
bility and authority within the correctional hierarchy. I believe he
should be accountable directly to the director of the correctional pro-
gram by which he is employed. This is particularly necessary for de-
fending essential budgetory items which are not always easily under-
stood by correctional administrators or leglslatlve budget analysts. It
is also desirable because many of the most serious and intractable cor—
rectional health problems occur because of direct conflicts with the -
wardens of specific correctionadl institutions over personnel matters or
other issues which have kittle to do with correctional security matters.
In order to address such probléms effectively, the medical dlrector must
be able to discuss them on an equal footing with the pérson in charge
of security.

. The medical director also needs to have several special personal
and professional characteristics.

- He should have gtrong leadership skills.

- He should view his role as extending well beyond providing care
personc? 7 to individual inmates, ‘ o

- He should understand the organization and operation of systems
of health care and should have both the ,willingness and the
ability to work with people from a variety of backgrounds both
inside and outside the health care industry with whom he must
work in order to keep a complex operational system functlonlng.

- He ﬁhould have a worklng knowledge not only about medical care,
but] also about medical record systems, quality audit procedures,
ideptification and resolution of staff in-service training '

gneeds, cost contailfiment procedures, creation and revision of
standing medical orders and other medical policy procedures, _
public health and sanitation measures, and program planning and .

budget .
budgeting * s
- In the words of my Latin friends from South Florida, he must ‘
bave “heart!. Not to be confused with "bleeding heart" -~ no-
-body who }s a sucker for a sad story functions well in a Ja11
§ 21
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seither to cure, to limit’ the disability they produce, or to de-

" which have become absolete with time.

Q

I mean by "heart" that he should all but instinctively
feel the operation of the health program from the pér-
spective of its patients. He should have the humility
and the clarity of perception to identify its serious
flaws, the courage to stick with them until they are
remedied, aiid the wisdom to give the credit to those
who need it

~ Finally, he must keep his vision at all times upon the
purpose his health program austensively serves.
What is that purpose?

The purpose of any health care system is to prevent avoid-
able diseases or injuries, and to treat them whenever they occur,

crease the discomfort of the v1ct1ms.} From this perspective, any

health care system looks a lot like a police force in that its pur— | .

pose is to prevent certain undesirable things from happening. It

~is helpful if someone reviews any operational health care systen

from this perspective from time to time because health.care systems
are just like other bureaucratic organlzatlons, unless ‘somebody re-—
views them in terms of their purposes and goals they tend to dcéu-
mulate a lot of useless:functions which once served useful purposes

m

Whab are the specific occurences that -health care sysrems are
supposed to prevent? T like the list suggested by Kezr White, for-
mer Dean of the John Hopkins School of Public Health.  'They are:

« Death , X
) Disease

Disability :

Discomfort : v LRy

Dissatisfaction o S ‘

So far as I'm concerned, preventlon of these phenomena are the
goals of any health care system. :

If you will.look at the major causes of death, disease, disa-
blllty, dlscomfort, and dissatisfaction in any correctlonal health
program, you w1ll§he surprised. First of all, you'll find major pre-
ventable causes of death, disease, etc. that are not mow being add-
ressed by the health program. JEverYOne knows that suicide and homi-
cide are the leading causes of death in most JallS and prisons. Yet,
how many medical staffs view suicide and homicide as ‘health problems?
Secondly, some of the health problems you identify can be;addressed
by training correctional officers, correctional counsellors, inmates,
or the kitchen staff without adding a penny to the budget for doctors,
nurses, or medical equipment. Finally, it quickly identifies actir
vities that do not seem to benefit anyone with the pos51b1e exoeptlon
of those performing them. !

!
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The American Medical Association's. recentlﬁ publis ed Stan-
dards for Correctional Health Care in Jails and/Prisons are im-
They specify the elements which shov)d be in place in
any well run correctional health program. We/ will need the help
of the AMA along with state and county med’cal societies to help .
us in translating the guidelines into realltles, because in
many_places this will require translating the guidelines into
state and county enabling statues. This is a task with which we
will need a great deal of help.

At best however, the guidelines can only provide us with
help in obtaining the resources we may then use to develop and
operate sound correctional health programs.- They cannot be used
to determine whether or not a given program is serving the purpose
for which it is intended once it is in operation. That is the day
to day job of the medical director. 1In this regard, state and
county medical societies may have a second potential role. Let us
solicit their help, to periodically review our programs in terms
of their “intended objectives, and to assist us in addressing them
better.

If from time to tlme, you will review. -any program of health
care from this perspective, or if you will ask someone to reV1ew
it for you, it will produce several benefits:

.= It will help you create a rational system, one in
which you've at least tried to address specific pro-
blems which affect the health and well being of your
patlents.

: %

- It contains a built in prlorlty system which can help you
alle¢zate resources when dollars are short as they
always are,’

- The ratibnal health care system it will help you to pro—i
duce, is one your lawyer can much more eas11y defend in
court if he has to.

- Because 1t is ratlonal it is easier to defend before
leglslature budget committees.

N (

- It helps you to create an ec0nomlcal system, because by
1ook1ng first at what you wish to accomplish, you fre-

- quently discover that you can retrain and use existing
personnel, instead of buying more medical resources.
g f

- Flnally, 1t glves you- SOmething like measurable obJec~ .

o td ves for the health care system which you may use to ’
eviluate how well or how poorly the health care program
goes from year. to year. :

&G o 2

Those arerbenefits to which most all of us could subscribe. ‘

o

* There is an obvious hierarchy of importance among the health sy—

(3  stem goals, it is more important to prevent unnecessary death

than to prevent disease, etc., etc.. 23
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At this point, however, it is extremely important for us to,
avoid another illusion. It is the Illusion of Medical Omnipo-
tence. The fact is that there are many serious health preblems
that are simply not well addressed by medical means. We may:not
suffer from this illusion quite so frequently as some of our free
world counterparts because the place we work is in many ways like
a crucible, it's “harder to malntaln delusions of grandeur &bout
your effectiveness when you're penned in eight hours a day with-
your patients. '

It is important to remember in this regard that we are not
isolated, we 'are not alone in the institutions in which we are em-
ployed. Some of the major health problems we canpot address, can
be addressed by others who also work in jails and prisons. It is
critically important in this regard that the correctional staff be
trained in cardiopulmonary resuscitation, for it is they, not .us,
who are close enough to prevent death by hanglng or cardiac arrest.
It is the correctional staff who must be trained to identify and
refer those with high risk sulcqxe potential. It is they who must
intervene in a variety of crises and to council other inmates with
problems before they become crises.

In recent years, many jails and prisons have begun to be inun-

- dated with emotionally disturbed men and women who in former years,

might.well have been hospitalized in long term mental institutions.
No one. would suggest turning away °from today's community mental
Jhealth programs for a return to the “Snake Pit" era, yet, as one
legacy of the passing of that era, correctional systems are pre-
sented with a group of problem patients for which we have no more
satisfactory answers than did the alienists of the asylums of the
past. It is important that we know what our limits are in carlng
for the mentally ill, as well as the medically 111 JW

There are many new non-medical growth techniques and thera-
peutic approaches which .have in recent years evolved from the Human
Growth Potential movement. In my opinion, we should: wemaln open .and
actively encourage the development of these approaches, for some of
them may in fact be effective w1th the very problems we find 1n—
tractable.

It is the inmates themselves who must help with other problems
such as phy51cal assault, homosexual rape; and the emotlonal stag~’
nation which tends to accompany exce331ve 1d1e tlme. o

If we are to be effective in moblllzlng the energies of the
inmates to these ends, we must to this extent possess the humlllty
and the wisdom to call those inmates, colleagues. S

o
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CAN ALCOHOLISM TREATMENT BE SUCCESSFUL WITH JAIL AND PRISON INMATES?*

I am the Executive Director of Al-Care, a publicly-funded, com--
presensive alcoholism service agency in a metropolitan area .of over
200,000 population, namely Rockford, Illinois. I appreciate the oppor-
tunity to speak with you regarding the ability of alcoholism services
to reduce the frequency of revolving-door type admissions of alcoholics
into jails and alcoholism services. Due to the dual focus of this con-
ference, T will attempt to highlight both the law enforcement and medi-
cal issues involved in reducing the cyclical admissions of:chronic al-
coholics. My presentation today will involwve giving you a brief back-
ground on how alcoholism services for this client group developed in
the Rockford area, a description of Al-Care's current services to this
client group, the impact of services on the client group, and suggestions
for assisting with the development of services in your own community.

Overview of the Development of Alcoholism Services in the Rockford Area:
" The development of alcoholism services from a custodial level of

care on county work farms and rescue missions has been rather recent,
given the prevalence of alcohol problems in our communities. In 1955,

24 years ago, the first step was taken by a family service agency to for-

mally address the needs of alcoholics. This agency had difficulty gain-
ing political and financial support for services.. After five years of
effort, .an alcoholism education and 10-bed treatment program was opened.
After one year, the funding failed and only the alcoholkism education
effort could be kept going. This level of effort continued until 1967
(twelve years after the need for senV1ces was formalized) when a 58-bed,
residential alcoholism program was opened in a new state psychiatric

hospital. After this difficult beginning, alcoholism services became }1

more avallable in Rockford. 1In 1968, Al-Care opened a 15-bed half-way
house .and the community education program opened outpatient counseling
services., In 1970, a hospital-based voluntary 1l2-bed detox program
was opened, a 45-bed quarter-way house was begun by the community edu-
cation program, and a jail-release effort was begun by Al-Care. The
~jail release program consisted of daily visits to the jail, conferences
with alcoholic inmates and the judiciary, and a diversion of alcoholics .
from the jail system into a structured, thetapeutic environment. Four
separate agencies, plus the local mental health center were involved in
delivering alcoholism services at this time.

In 1974 the detox program was moved out.of the hospital and into a

soclial setting in an attempt to reduce detoxificdtion costs. The agencies

involved with the revolving-door clients tried their best to reduce system
dependency and service abuse by these clients. The detoxification problem

maintained many of the medical procedures and medication protocols pre-~
viously utilized when the program was hospital-based. The cumulative
frustration brought on %y ‘these cllents spawned the development’6f means
‘to exclude the abusing clients from access to services, in an attempt to
break the cyclical dependency of clients. This attempt at exclusion only

resulted in an escalation of system manipulatiqps,lpamely, mention of |

*Presented by: Eldon T1et]e, Executlve Dlrector, Al—Care of Rockford
Rockford, Illinois . R

>27 ‘




- B PN . e T e e e e e S e e e e . . I U A S T

" adult men and women, and outpatient counseling and evaluation services.
At this time, all of Al-Care's services are primarily focused on the
chronic, public-inebriate alcoholic; the group of alcoholics which have
also been involved with the pollce and jail systems. The services in this
system can briefly be described as follows:

suicide, by the clients to access the services. Also, the premgﬁqre
services administered by this group led to persons under sedation L
being at risk in the community. The demands of the Illingis alcohol pro-
gram licensing requirements led to very extensive and costly facility reno-
vations being required by the agency to centinue providing detox- services.

o ey
N

-~ 7 o

In late 1976, thé agency providing detox services chose to discontinue %“§
detox services rather than undertake a very costly remodeling of their , g ' A.  Detoxification Services: (A 20-bed social settlng detox program
facility. The Illinois Department of Mental Health then asked other - v Wlth 24 hour nursing staff on duty) Physician and psychiatrist back-up
alcoholism service agencies to submit proposals to provide the detox : 6l are provided through a shared consultant contract. All nursing procedures
services. Al-Care's proposal was accepted and in March, 1977, Al-Care ’ are physician authorized. Beginning in February, 1979, clients are :
began to provide social setting detox services. ] brought directly to detox for evaluation and admission to services (see
; : : g . "Al-Care Detox Admission Pattern). The shift away from unneeded hospital °
Meanwhile, a 7-bed women's half-way house was opened in 1975 by Al- © % .admission evaluations of detox clients has resulted in a large cash savings
Care. Also in 1975, an 18-bed, hospital-based residential treatment e < to thé Department of Mental Health. Detox services are coordinated by a
unit was opened in the community hospital which had previously provided . ¥ recovering alcoholic with background experience similar to. the client group.
detox services. Also, at the time Al-Care assumed detox' services, it , # The average length of stay for cllents is 2% days, with a maximum of flve
closed its 18-bed men's half-way house. Due to the expansion of community 1 % S days. The detox program monitors tie client's physical condition during 3

based alcoholism services, the 58-bed, state hospital-based-alcoholism alcohol withdrawal, stabilizes clients physical conditdon with minimal

services were being under-utilized. This under—utilization led to a re- % . medical support, assesses client's ‘alcohol problem, and refers clients to

. duction from 58 to 29 beds in this state hospital-based program in 1977. : % 2 appropriate level of care.» A staff attitude of empathic, helping care is
- s M conveyed by staff to cliénts, .and punitive, rejecting frustration with
The Rockford alcoholism treatment system continued to- evolve in ; gt ' client relapse is minimized.

1978. The Illinois Department of Mental Health began to more-clearly : : -

focus on the chronic, revolving-door alcoholic as the major target group . : o B © B. Residential Services: (A 30-bed residential program combining

for service funding. The remaining 29 beds of the state hospital-based . . ; : intermediate care and half-way house services for adult chronic alcoholic

alcoholism program were closed. The 45~bed half-way house program was re— PR males and females) The program offers a CETA-funded 15-week work-readi-

duced to 30 beds when it was forced by the demands of statevlicensing, into ’ % % ness program for 15 clients. In this program, clients are paid minimum

wage for participating in a 30 hour work week divided between living~-skills
training and a supervised work experience. This Drogram is designed to re-

a smaller, but licensable facility. 1%
. ’ Lo ¥
In the fall of 1978, the Rockford area HSA and the County Health De- - @k 3 . establish a personal re~orientation to employment” schedule routines, raise

partment Mental Health Division recommended that there should be one com= »i? G self-esteem and self-confidence that positive life changes are possible for
’ prehensive alcoholism service agency in the Rockford community. These _ i o5 ‘the clients, and to help engender the life attitude in the client that he ,
! recommendations grew cut ‘of an attempt to avoid the extra cost of adminis—.;‘ [ CE has something to gain by staying sober and something to lose by drinking.

trative duplication by the two alcoholism service agencies, and to promote e R . The work-readiness participants are charged reduced room and board costs
better coordination ofslevels of service for the chronic alcoholic. The oy : o on the condition that 25% of their income is placed in a savings account
Department of Mental Heaith responded to these recommerdations by app01nt1ng HJ . ¢ " i for use as: apartment rent and security déposit when they move to the next:
a fact-finding community task force to study the current service needs and ;'} g level of care. ..The residential services have a community rather than
service agencies. The task force held a public hearing at which the two ) ° "office" orientation. If relapse occurs, staff.try to find the person as

agencies presented their proposals to prov1de comprehen31ve alcoholism soon as possible to detoxify the person and re-enter them in the residential
s services for the Rockford community. ¢ o program. All group and individual counseling occurs in early evening or on
- week—-ends to insure ac2essibility of working clients. All group services

are jointly staffed by residential and outpatient staff to facilitate client
- comfort in moving from residential care to outpatient care., ~

In early 1979, the Department of Mental Health announced its support
of the task force recommendation, namely that Al-Care would become the

, ‘comprehensive, publicly-funded -alcoholism .service agency for the Rockford oo ; . : - o :
*  area. In July, 1979, Al-Care assumed responsibility for the residential ’ '& o ) ‘ C.  Community Outpatient Services: Services are provided by a seven t
and outpatient alcohollsm services prev1ously prov1ded by'the other Ce B ' member staff. Services are primarily directed at follow-up aftercare of . o
service agency. ; . ; . ! clients prev1ously served by Al-Care's Residential Program. These services

B 4 R N g ’ ‘ s 7 include individual and group counsellng Emphas1s is given to working in
Al—Care's*burrent Comprehensive Alcoholism7Services: - P ; voh ’ the community rather than providing "office" sérvices. Community services
4 i = i ’ ‘ i T relafes to the county probation office and-circuit court by providing pre-
*This lZ-year ‘evolution of" publlcly-funded services has reSulted in 7 ' ' sentencing alcoholism assessments and post~sentenc1ng alcoholism counsellng

Al~Care prov1d1ng soc1al—setting detox serv1ces, residentlal services for ‘ o £ 7 ; . & N . ,
. v . R ’ '\.Jb s
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Community services also relates to adolescents experiencing difficulties
with alcohol by having -a staff member work in the juvenile probation de-
partment and the juvenlle division of the police department. This staff
member interviews every adolescent who is arrested on an alcochol related
or alcohol-involved offense. Education sessions regarding alcohol use,
value clarification, etc. are provided for adolescents and their parents
(separately) Similarly, requests for community education presentations
by schools3~thurches and other communlty groups are fllled by Community
Outpatlent Service Staff.

e T
T

Impact of Services: B

The above comprehensive services directed at chronic aleoholics and
the positive cooperation of the police, emergency rooms, Department of
Mental Health, County Health Department, A.A., other alcohel service
agencies and other social service agencies has indeed had-a positive be-
havioral impact oun this client group. The attachment of residential ser-
vices to this client group has led to lower the number of detox admissions,
particularly by the revolving-door cllent (see ""Detox Adm1551ons by System-
DependentuAlcohollcs")

Y

The percent of clients leaving detox services before being detoxified
was reduced from 67.9% of admissions in 1977 to less than 12% of detox
admissions in the last month of service. This reduction was primarily due
to policy changes directed at reducing .the secondary- gains derived by system-
abusing clients when entering detox services. The change in medication
usage for detox clients also lowers the risk factors of clients leaving de-
tox prematurely. The increased percentage of detox referrals coming from
informal referral ‘sources (see ""Al-Care Detox Admission Pattern'") also in-
dicates that clients are accessing services at earlier stages of difficulty
and that a positive attitude towards Al-Care's ability to help alcoholics
exists in the community.

i

Ways to Help in Your Own Community: —°

Rockford's communlty experience would indicate that educatlon of the
medical and/or the legal/3ud1c1al system dre key areas to begin mounting
community support for alcoholism services. Both of these groups have.
first hand experience with individuals having alcohol problems. Slmllarly,
these two.groups frequently have access:ro communitynleadership.

w

The Rockford experlence in alcoholism. service development would under~

score the need for support and involvement of community agencies (pollce,

. hospitals, physicians, social service, etc. Yy in the development and ‘cooxr-
" dination of alcoholism serv1ces.' N R . i : - 5

. #
Al*Care s  recent p031t1ve experlence in coordlnatlng client services

for a very difficult alcoholic client group would support the concept of

having-all publicly-funded alcekh tolism. service belng coordlnated by one com-
prehensive agency in that community. L Sn
; ; L S o)

: =8 £

30 ; , » , S IR

<

e

e PO

I

Rt

AT AT AT AT T B 2 5 TR A YT £ ST RSP 5 e, 3 S 61y e e N R ey I £ 1 N s e 5 ST R T

Do not underestlmatc the impact 1nd1v1dual involvement in’ 1nf1u-
encing the establishment and refinement of effective alcoholism services
in your communlty One should become aware of and involved in the local
community's alcoholism services. One might also become a board member . of
a community service agency. Work to establish and improve the support for
alcoholism services by your local government and business community. Work
to gain the support of the medical community and the attachment of appro-
priate medical comronents to alcoholism services., Most of all, support
aRproprlate levels of funding to attract well-~qualified alcohollsm counsel-

- ing staff into your community alcoholism services. Effective and artic-
ulate service staff can have a positive impact on the chronic alcoholic
client group Concernéd staff can also greatly assist an alcoholism
agency's ability to garner the polltlcal support and treatment credit-
ability needed to develop alcoholism services to the level needed by your

communlty.
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now and is probably familiar to most people involved in the helping or

care giving professions.

fessions who has™mpt been called upon to perform seme form-of crisis
intervention whecner they were aware that that is what it was.called
or not. CrlseSrand their resultant reactlons are a daily part of hu-
man éxistence. - They range from rather mild innocuous but nevertheless
unsettling events such as receiving a traffic .ticket or having a minor
accident in which one's car is scratched or dented, to major catastro-
phes (involving death, loss, injury .and illness), which are severely
threatening in actuality'as well as in our perceptions of them.

to which one may be exposed.
any effect, even when they are major events, while to others even the
most seemingly imsignificant of events may bring on an unexpected and

serious disruption of normal functioning.

CRISIS INTERVENTION IN.JAILS AND CORRECTIONAL FACILITIES *
The term crisis intervention has been around for quite some time
It is hard.to imagine someone in those pro-
Individual reactions to crisis are as varled as the types of crisis
To some* people they seem to have little if
’l

i

Crisis has been most s1mply defined as

"an upset in a steady state,

an upset which then calls for a fhew adaptatlon in order to either obtain &

,Some crises are considered positive and growth producing. Many
theorists such as-Erick Erikson postulate that the development of the ego
and personality result from a series of conflictsand crises, the resolu-
tion of which leads to a strengthening and maturing of the individual'
ability to cope and adapt to society and the problems of daily living.

However, here we are concerned with the concept of crisis in which
the individual's normal state of equilibrium and normal methods of coping
are so overwhelmed and apser as to lead to a breakdown, a breakdown in-

which intervention by ‘'others becomes necessary.

This' happens very simply

when there is an evént or occurrénce which results in a threat (this

‘threat may be actual or perceived as such), the result ‘of which is an in-

ability 'to cope. The reasons for this inability may be due to theelndl—

.new level of equlllbrlum or a raturn to the state of equilibrium that/ex1sted
)prlor to the occurrence of the crisis.

vidual involved experiencing a break in his usual defense mechanism.  This

.results in a flood of both conscious and .unconscious feellngs ar per-.

ceptions which can result in confusion, disorientation and ‘an itnility

to clearly understand all that is happening.

In other 1nstances, the in-

ability to cope may be due to the event of occurrence being so foreign

* Presented by: Teddie L. Ramsey, Chief of Counsellng Serv1ces, Depar tment

of Correctlons, Springfield, IllanlS.

1 Howard J. Parad, ed., CrlSlS Intervention: Selegted Readings, New York:
Family Service Assoc1at10n of America, 1969, Page 24.

2 Erlck H. Erikson, Identi;y Youth and Cr151s, New York: W.W. No:ton“aﬁd

Company, Inc., 1968, Page 44- 135
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to the individual as to be completely outside of his/her normal range of
experience, to the point, that the knowledge of how to respond is just
U€0t there, ‘ W , =
\ : ot . : ) " . -
The behavioral responSes to a state of crisis are varied and many.

They may range from rather short episodes of mild cenfu51on and an in-
ability to take actions - to severe withdrawal - depre531on - suicidal
ideas and behaviors, disruptive or acting out-behaviors resulting from
_unresolved conflict and frustration, to full blown psychotic episodes.®
The extent of reaction varies according to- the individual involved and
his/her particular ego strengths and weaknesses and according to the
degree of threat posed by the crisis event.

Frow this, it becoﬁee eviident that eBrly detection and inéérven-
tion in crisis situations is of paramount importance in order to minimize
the degree of deterioration and decompensationfas much as possible.
c ) o

‘People in a sthed of .crisis are particularly. susceptlble to interven-
tion and help. Due to the1r feellngs of being overwhelmed and helpless,
and to the opentiess resulting from the breakdown of defenses - sincere
and strategic contacts are not only more p0531b1e, but are also more re-
sults-producing in many cases.

APPLICATION IN CORRECTIONAL FACILITIES

Prisons, or as they are now called, correctional institutions, are
most- definitely appropriate environments for the application of crisis
intervention services. I earlier defined crlsis as- an upset in a steady
state and this could also be one definition of dally prison life.

Not only do residents of correctional facilities experience the usual
crlses as experienced by all of us, such as loss of loved ones - divorce-~
financial reverses - 111z yess, etc. (and these may "be” exacerbated by their
imprisonment.and inability to take action due to confinement), but they
also experience crises due to the prison environment itself, with iECh
problems as isolation from family and suppert group, loss of freedom and
resultant grief, and the need to repress personal feelings, particularly
those that -are genérally .considered negative, such as angeréénd frustra-
tion. They also face violence and the threat of violence, sexualjpres—”
suring, sexual assault or threat of such assault, with a resultant- feeling
of total vulnerablllty in the face of such circumstances. Furthermore,
one frequently sees lonellness, despair, sextal confusion, and/or massive,
-5elf doubt in correctional settings. These may be brought on by the re-
sidents' recognition of their criminal behavior, feelings of failure, ‘anger
over having been caught and the sometimes harsh unresponsive environment
resulting from overcrowding and other such condltlons in prlsons with which

- most of us are familiar. . ~

Developing a crisis intervention program in the light of the above de—
scribed conditions is of utmost 1mportance to prevent long term damage to
the mental health of those 1mprlsoned . : e

O
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To use an analogy herey if we were to have as a proscribed punishment
_the concept that for certain crimes an individual deserved to be smashed
in the leg with a ten=pound sledge hammer, we would not be surprised at the
resultant damage and pain. If we also believed that the punishment should
be time limited, it would then be' necessary to quickly repair the damage
through surgery, casting, or whatever, in order for the person to recover
-and not be permanently crippled, thereby extending the punishment beyond
its proscribed limits. It then follows that if we are going to expose
people in some cases to thls same type of effect, psychelogically speaking,
then we must be prepared to provide emergency aid to prevent the response
or effect to such exposure from becoming crlppllng and permanent.

Crisis intervention is just the. tip of the iceberg in term$ of what

may be needed but it is at least a Beginning. .
- In order to effectlvely establlsh such a program several things are
needed: A\ .,

First of all,{for’such a program to even bp possible it must have the
full support of the.institutional staff from the Chief Administrative Of-
ficer on down, and secondly, it must be a cross departmental program in-
volv1ng all facets of imnstitutional staf

More specifically, it-would first be helpful to form a crisis inter-
vention team, since crisis intervention is highly applicable to the team
concept. This team should include clinical or counseling staff, security
personnel - nursing, medical and psychiatric staff. All team members and
their functions need to be clearly identified. Training of these staff’
and any auxiliary or back up staff in the essentials of crisis interven-—
tion techniques is absolutely necessary in addition to, exposing and train-
ing all institutional staff in reference ‘to the functions and purposes of
such a team and program. : ; . N

Choice ofvstaff and their training. cannot be overly emphasized for
several reasons: first of all, the results of most therapeutic interven-
tion rest heavily upon the ability of the intervenor and the recipient of
that intervention being able to form a significant and meaningful rapport.
Staff characteristics needed to facilitate this should include at the very
least, a capacity for objectivity (very important-in.a correctional set-

in’crisis intervention is the offering of sincere support. Highly de-
“veloped diagnostic and assessment skills are necessary in order to 1dent1fy

response to a cr131s situatlon. /%

and separate crisis situations.from -ongoing problems.or. more severe mental

. and physical illnesses. Good s ugervisorz ‘and communication skills are ‘also

desirable to facilitate a cooperatlve effort on the part of all staff in

4

. There should be a clear identiflcacion of the leader and co-leader of
such a team and the team should include supervisory.staff and at least one
security officer with rank high enough to facilitate quick decision making.
“A back up staff member should be designated for each team member and plans
effected for weekend, hollday and evening responses. Crises are not likely
to occur only on an 8 5, Monday through Friday basis. '

c i ©
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Once a team is chosen and trained, a second component of almost
equal importance is the development of a crisis intervention unit, a
-physical area to whlch the r931dent in crisis can be placed when neces~-
sary both for acce881b111ty and close superv151on, and-in order to re-
move him/her from the stress of - daily prison life. The ideal would be
to make it a .therapeutic environment but at the very least it should be
a relatively benign and protective environment in which the individual
can feel safe, know that-he or she is being responded to in other than
a punitive fashion and where the stimuli coming at him/her can be some-
It should include a suicide watch area which may in-
clude cells with unbreakable plumbimg, fire retardant clothing and bed
linens, and security lighting fixtures. It should also have close 24
hour a day staff supervision and, though disciplinary or security pro-
cedures cannot be ignored, this unit should provide for more flexible
appllcatlon of those for the individual who is truly 1n an overwhelmlng

crlsls state. . i o

In terms of the actualiggﬁgram it should have at the very least the

following components: 7
_\\C
“1l. A clear system by which the team is notlfled of either an actual
and/or 1mpend1ng crisis.

2. An immediate response by a de51gnated team member to evaluate

Wy
2 : /.
3. Quick communication of immediate needed responses to all team

members and administrative staff followed by the implementation of these
as soon as p0351ble. =

) . 5 ) W

4. Quick involvement of medical, nursing,-and psychiatric personnel
to rule out medical problems and to prévide appropriate and necegsary
chemotherapy, if indicated.

to the crisis intervention unit with . -

I
RN

5. Removal, when indicated,

as little delay and disruption as possible.-

6. Priority involvement by crisis ‘team members with frequent visits,
including medical checks, as well as short but frequent therapy sessions
as dictated by the residents' emotional and mental status.

7. Eariy staffing by the total team to establish a working diagnosis.

8. Careful evaluation in referenceito terminating crisis interven- -
tion and transfer from the crisis unit.

9. Careful and fredhent follow—up by ; designated staff member fol- .
lowing termination of the crisis approach. =

10. Future assignment, if poesible, to needed ongoing programs and
treatment indicated by the intensive eleuation performed during the
crisis perlod °

b4
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11. Last but not least, careful and comprehensive documentation
of .all that was. done during .the crisis interventionuphase.

In summary, correctlonal facilities are by their nature environments
of high crisis risk indicating a need for vigorous, comprehensive crisis
1nterventnon programming 1nclud1ng a designated team and a relatively benign
if not therapeutic environment offering removal from the daily prison en-
vironment. It should include extensive training of crisis team members in
crisis intervention techniques and” of the institutional staff in goals and
purposes of such a program with full support to such efforts being granted
from top staff .on down.
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~CRISIS INTERVENTION IN JATLS AND CORRECTIONAL FAC]ZLITIES\;c

Acknowledging that many of the participants at the Conference had
expressed a desire to focus on the practical issues of the struggle to
bring quality health care services inside the jail, Dr. Peters presen-
ted a description of the procéss, with its attendant successes and
failures, which have led over the last 8 years to the extensive work of
forensic health care services now in place in San Francisco. He ex-
pressed the hope .that the conferees could, depending on the status and
history of their attempts within their own localities, draw from this
description suggestions and strategies that would be helpful.

Several ‘of the main points stressed by Dr. Petérs were:

Shstan )

l: To make extentive use of the standards for jail health:,
care, particularly the AMA standards, as a guideline for program develop-
ment. - ‘

It was suggested that attempts be made to draw into the‘jails re-
presentatives of local hedlth professional organizations to assist in ’
@aking a needs assessment of the health problemgzzxisting therein. It
is common to find in most localities a long history of ignoring or deny-
ing that jails tend to house an unpsually high popufétion of medically -
and psychiatrically high-risk individuals. Having a professional and
independent assessment of the health problems, as well as an analysis
of ‘the health system in place (if any), and then comparing this to the
AMA Standards, is a good -and probably mandatory first step. ‘

2. To present this needs assessment and program'outline to the
appropriate public body responsible for funding decisions.

Given the considerable legal and social history pertairing to the
delivery of health care services to the jail which has aeveloped parti-~
cularly within the last several years, many local jurisdictions are. in-
clined now to voluntarily support the provision of such,services within
their own jails. Such a decision may be made on a sound public health
basis, but in many instances also reflects a jurisdiction's attempt® to
reduce the legal liability which would result from a-failure to provide'
such care. In other instances of course, the decision to fund adequate
health programs will not be made voluntarily, but will have to come as a
result of legal challenge, (In that regard, Dr.'Peters cited the influ-
ential decision in Smith v Hongisto, United States Distfict Court,
Northern California, C-70-1244~RHS. This decisioﬁ,”handed down in 1973
after extensive investigation and testimony, found that the conditions
of San Francisco's county jails, including its lack of appropriate health
care services, constituted a violation of the United States Constitution's
prohibition against cruel and unusual puniskment, and the Courﬁ 6rdered
an immediate plan for improvements. This decision, and others like it in
other jurisdictions, have set a clear precedent of the mandatory nature'
of such jail health care services, and can be most helpful in any iegal
battle undertaken now.) ' ' i '

* Summary‘Presentation by: Tom Peters, Ph.D;, Pirector of Forensic’ServiCes
Department of Public Health, City and Countyﬁof San Francisco, San
Francisco, California." o
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* denying equal access to health benefits for jail detainees.

3. To determiné what revenue sources are available to support
jail health services.

Many local and state jurisdictions have allowed, either by direct or
indirect means, the establishment of policies which have the effect of
One example
of this at the State level is the allowance of provisions for the can-
cellation of insurance benefits to incarcerants, or State Medicaid pro-
gram_policies mote restrictive than Federal guidelines permit. Such
policies, along with the decreasing amounit of local public revenue avail-
albe in many localities, serve to foster either inadequate or altogether
non-existent health services within the jails. Given that most local
jails house people with minimal financial reésources, and given the mul=-
tiple health care problems so frequently concomitant with this economic
status, the effect of such public policies can be the restricted access

‘or outright denial of health care services to those who are most in need

of but least able to obtain the necessary care. Again, legal and politi-
cal assistance may have to be sought in order to bring about the necessary
redress. (Dr. Peters pointed out the clear legal history establishing
that a jurisdiction's fimancial difficulty is net an acceptable explana-
tion or excuse for the denial of constitutional rights; see again the

Smith vs. Hongisto decision). v ‘

N 4. To ensure that the relevant health agency or department
assymes an independent authority and responsibility within tﬁf jails.

7

While the Sheriff or other lécal authority has a basic responsibility
for the safe and appropriate conditions of the jails, it was suggested
that the local health department also has a unique responsibility to pro-
vide services to this medically and psychiatrically high-risk population,
just as it has a responsibility to apply "its expertise to other special
and pressing community health problems. The ideal of course is the joint
and cooperative effort of the health and sheriff's departments, which,

though it sometimes can be difficult to establish at first, has many suc-—

cessful precedents across the country. (Dr. Peters has pointed out that,
on this very issue, Ms. Carole Morgan, a co-panelist, has considerable
‘expertise in the provision of consultation services).

; 5. - To ensure that there is the proper use of medical professionals
in the provision of care:

- No matter under whose jurisdiction, the critically important point is
that the basic responsibility for the provision and monitoring of jail
health care services must be in the hands of, medical professionals. While

. the training of deputy and volunteer personnel can be of invaluable

assistance in establishing emergency medical readiness and the formation

of a comprehénsive team effort, the fundamental skills and responsibilities
must continue to be seen as the purview of health professionals. Addi-
tionally, the attraction of affiliating with other healthéprofessionals

in the challenge of bringing health care to a difficult yet responsive
population can be an important element in the ‘recruitment of quality

staff to this demanding and rewarding effort. -

2
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‘the facility and organization have medical care goals.
“institutions, as previously stated, the basic goal is securltx\( We are

_ same department as the custody personnel.
Angeles County.

CUSTODY/MEDICAL INTERFACE: PRINCIPLES AND MODELS FOR PRISONS AND JAILS *

I would like to open our panel discussion by merely stating that un-
less your ‘individual® system is d1fferent than most, for every single.
medical function performed it is niecessary to have a custody/medical in-
terface. It may be an interface that relates to medical personnel coming
in the building to deliver care of it may relate to the actual delivery
mode.

For reasons of self-preservation and a desire for continued employ-—
ment in the custody envor nment, there is one basic groundgfule or fact
of life that is imperative to accept. We, as health care providers,
whether working directly for the system, or contracted from the outside
to come into the facility and provide service, must acknowledge one
thing. The primary objective of a custodial facility is merely that ...
custody. It is not a medical facility.

““Medical personnel are used to workihg in systems where everyone in
In cor*“ctlonal

only one component of their system.

This background and understanding sets up our discussion en inter-
face. .

it

There are two kinds of systems that we interface and work in. The’
behaviors and salesmanship skills required‘ﬁay differ somewhat based on
these two systems. To make it 81mple, in one system the health care pay-
checks come from employers outside of the custody system. In the other,“
the paychecks come from the same system. . You may hawve your own prefer-
ence. Depending on which way your system is organized and whether it -

works well for you.= i

A group of us were talking earlier and concluded that what really-
makes interface positive, more than the kind of system, is the specific 45.
individuals involved in both custody and medical services in a given '
facility. If there are willing, listening individuals on both sides,
able to accept and understand eachjothers( goals, then all problems-are -
minimized. If the vision is "tunnelled" on either side, big problems arise.

I mentioned earlier the two types of health delivery systems in cor-
rections. I happen to work for the one where my paycheck comes from the
I work for the Sheriff of Los
The custody personnel are deputy sheriffs. I am a strong:
supporter of this system because it works well for me in the county and
circumstances in which I work.

&
o

* Presented by: Bonnie Norman, R.N., Director, Medical Serv1ces Bureau,
Los Angeles County Central Jails, Los Angeles, California
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I work for a sheriff who prefers to maintain total control. In order

to maintain control, he must keep medical care gijinmates in "his shop".-
With the current outside forces and pressures hammering away at jails®
regarding health care, there is only one way the sheriff can hold onto
medical care. He must give it the same status and agggntion that he does
to custody in general,. patrol services and other units within the depart-

ment.

o

I am extremely lucky. My sheriff has done exactly that. I have
executive status dlong with the sworn chiefs of divisions. I sit on the
executive planning council which meets weekly. At least 75 percent of
the information discussed has no relevance for me but I do not miss a
meeting, if it can be helped. I want and need to be there; not only for
the 25 percent that relates to me but for the visibility it gives me. I
want the other executives to know me and to realize that I am an interested,
viable, important person in the organization. @ ©

thing that seems to be a big help to me is that I do not report to
I report, the same as the chief of custody, to the assistant
I have my own budget and set there fighting for my dollars along

sworn division chiefs. ; ,

One
custody.
sheriff.
with the

Another reason I am happy to be tnder the sheriff, rather than the
department of health services, is a budgeting survival reason. 1In Los
Angeles County, the health services budget is something like 600 million.
My small operation of 300 staff and a 10 million dollar budget would have
low priority in the total population. In the sheriff's department, I
have a chance to be heard on an equal basiz with other executives in the
department. , i

Let's get back to the everyday world of interface in a large county..
. jail. Our system houses 10,000 inmates. We process an average of 450 neyy
bookings daily. The interfaces are numerous; constant, painful and im-

proving.

<

|

*

In our central jail, which houses 5,000 inmates, wurses and other medi-
cal personnel go to fifty module areas throughout the jail to deliver ser-
vices. They operate a screening process in the inmate reception center.
They man a 24-~hour-day clinic and emergency services. We operate a 500-
bed skilled nursing facility within thgkjail. ‘ ' '

We have a 1l6-hour a .day pharmacy operation, 24-hour laboratory‘and%
X-ray services and a dietitian who maintains all medical diets and, in
addition, supervises the diets of all inmates in the general population.

T ®

The interfaces are constant. When I firstkcame to the system, 2%
years ago, the comments I heard most from medical personnel had to do with
their feelings about custody personnel. For the most part the feelings
were negativej; feelings of lack of cooperation, lack of understanding, etc.

Not all of the negatism is gome today, but’ it is greatly lessened. We
have come a long ways. Why? Because of two things. We have become less
paranoid and wgﬁhave cooperated to make things work better in their environ-

0
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“the faeility. K The training becomes much easier.

‘their system and we are

£y
s

We are actively and constantl i
: ‘ 1t y working on
dlffer?nt methods of housing, preventive malpractice programs and deputy
Sducatlgndprograms. We try not to attack or accuse each other. We sit
own an 0 meaningful interface. We problem solve It! i1 i
_and . . t's still
but it is working. ; ' patniul,

ment, a custody environﬁent.

An immense help to°us has

been the initiation of i :
: : . a medical serv
security unit. Sservices

Their primary function is not only to resolve issues be-

- tween medical and custody but to facilitate medical care of inmates

where assistance of custody is needed. I am talking about areas such as
transportatiqn, special housing, etc. ‘ )
?here are 500 deputies at central jail and with their constant move-
ment it was impossible to keep the deputies educated as to special medi-
cal problems of inmates and preferable handling techniques. For example
Fhe handling of psychiatric patients. With our new liaison unit. t eie ’
1s an effort made to assign permanent deputieé to the medical aréas\vf
v. f

3 . \\
so do we. They. like it better and

' We invi;e the lieutenant of the liaison unit to attend staff, qualit
of care, space utilization, and other meetings as he wishes. ’ 7
For the most part, the deputies no lodger feel like we are sabotaging

ol ' ggtting oYer ?ur paranoia about deputies. The
eputies have started coming up with ideas for us to improve medical ser-

vices. They appear to be enjoying their work assignment: In fact, there

:i a waiting list of deputies requesting to come to work in the meéical
eas. “

Communicat@ons is hard Work.q The pay off is worth if.
comes an enjoyable activity.
complaining that I was“giving
and cooperative attitude,

Interface be-
Once I stopped listening to a few employees

the store away and moved ahead with unbiased
good things started happening.
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. CUSTODY /MEDICAL INTERFACE: PRINCIPLES AND MODELS FOR PRISONS AND JAILS* . ' N S 4

We all have the same goals; to improve health care in jails. The ! o ‘ =
AMA has selected an excellent approach by encouraging jails to apply , , '
for accreditatiofni. The accreditation standards are high but attain- ) ' o
able. However, a significant amount of time may be required in order
to get states to implement these standards.

: Another approach to improve health care is by dnstituting a system o T N -
. . of quality medical care directly .into the jails. This medical system v 4 - L e
: would be run by well motivated and licensed practitioners who would be. , - - k S . s
directly responsible to county or jail administrators. This system is S ¢ s i o L
working Welluin Los Angeles and has produced outstanding results. “ V

7]

We in Kentucky have gone to a third system, -one that has proved to

i be inexpensive and also one that we have been able to implement in a ! - : :

very short period of time. The Kentucky Department, of Corrections, ’ . u_” ' : g

Bureau of Training, in cooperation with my department, The Department ... e

of Emergency Medicine of the University of Kentucky Medical Schiol, haéek_

created and implemented a course in first aid and disease recognition

for jailers. One of the "side benefits" of this system is the creation .

of an environment/attitude conducive to a positive custody/medical “in- . R

terface. This training takes 24 hours of classroom instruction. The - . .

curriculum is broken down into the following parts: ' ‘ ‘

<

i

1.. Cardiopulmonary Resuscitation (CPR) -
2. Red Cross First Aid

«

s

N o
3. (Classroom instruction: o i \ ‘ ‘ ’
a. Communicable Diseases Recognition " f, s B ’ 4 o P
b. Medical Record Keeping b Lo ‘ ) ‘ - )
c. Dispensing of Medication ! # é"j ? ‘ ) e
o~ d. Evaluation of the Inmate ) ‘ﬁt o . K
- e. Evaluation of Patients' Complaints ﬂ \ B 0 LI . \
4. Psychiatric Problems in Jails Including Recognition of The yf }‘HA g an
Suicidal Inmate. c o i B R " N
Integral to the development of this program has been preparation of ‘. E? T . s , N SR ~
a manual for jailers that is aimed specifically at jailers neéds. The R T ‘ ot N
manual is written for jailers with an eight grade education (which has i P T _ SRR -
proved togspbe the education level of most of the jailers in our smaller . ) \g ' :

i - facilities). g

g

: . The system that we are using, (training jailers directly), has

' been able to make an impact on health care in Kentucky jails with a mini-

> mal financial investment and in a rapid manner. We look forward to: , , R ‘ ~
~ training most jailers in Kentucky within the next two years. ) o : ‘ L ' : S , ° EREEREE

v}
0

‘ For those desirous of obtaining more information about the Kentuéky ‘ R I R ey L R
o E ¥ Jail Health Program or obtaining a:copy of the Jail Health Care Manual, ' . R : ; o
b _f 7 you mangcntact Lawrence J. Guzzardi, M.D., Division of Emergency Medi- - - - Hi SRS ) B : T 5 )
: ‘ cine, Unlver51ty of Kentucky Medical Center, Room H—l34 Lexington, == ' . B s g Sl e o FERE R A
* Summary Presentatlon by. Lawrence J. Guzzardi, M. D., Assistant Professor, . ‘ R ’ o s Qtt?éfii\y o R
o . Emergency‘Med1c1ne, University of Kentucky, Lex1ngton, Kentucky T : R S B e f T s ; LT N B S o
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HEALTH PREVENTIVE MAINTENANCE MODELS *

The ultimate goals of prevention of health maintenance strategies
are to enable each peréoq to live long and free from disability. Each
health professional, I believe, has a part to play in promoting health

and healthful behavior in those for whom we provide services. I direct

my remarks, however, to primarily the nurses in. the audience. By virtue

of our educations and the concepts we learned, nurses represent a signi-
ficant investment by society to insure a supply of persons knowledgeable

in matters of health. Beckuse nursing represents the melding of theories
and practice from the so i“al, biological and psychological sciences, we

are prepared by educatio® to focus our efforts toward promoting health

and well beingﬁi::thasé¢we serve. Moreover, most nurses, unlike physicians,
do not usually’have the same professional -and emotional Preoccupation with
disease diagnosis and intervention. Nurses are frequently more interested
in the patient as g person and look upon health maintenance and educational
activities as a major challenge rather than as evidence of failure.

Because of our orientation, I firmly-believe nurses have a special
commitment and a special responsibility‘{yfinitiate or improve correc-
tional health care delivery systems to include preventive services.

Before we can discuss prevention strategies in the correctional
setting, we must first look outside to the total American health care
system. Trends and issues in the larger society are the origins of develop-
ments within prisons and jails. This remains true with respect to the
potential success of preventive services. Obstacles inherent in the over-
all health care system will also be obstacles within correctional facili-
ties.

Why Our Preoccupation With Illness? ' *

Throughout most of recorded hispéry, responsibility for health has ,
been placed on the individual. As Knowledge of the humnian body and disease
mechanisms were acquired and refined, however, medical practice became
more scientific and society came to place increasing dependence on medi-
cal intervention. Concomitantly, decreasing emphasis was placed on in-
dividual behavior and responsibility. Both the doctor and patient accep-
ted the authoritarian, curative role of the physician as the primary
avenue to health.

Dramatic advances in infectious disease control, chemotherapy,
~diagnostic inférvention serve to reinforce the emphasis on medical inter-
vention. "Health", in the vocabulary of the public, has become equated
with access to medical care. Health care has come to mean, in reality,
disease care. We identify "health" care almost totally in terms of visits
to the doctor, hospitalization, complex often risky diagnostic and sur-

gical procedures and above all else, the use of prescription medications,

%

Presented by Carol Charney; R.N., B.S., Director of Nursing Activities;

Health Education Foundation of Eastern North Carolina, Inc., Tarboraugh,
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Not only has our vocabulary been altered to reflect this orientation
te illness care but expenditures for health care haye increased ex-
ponentially. Our belief in the power in medicine to alleviate our
ills has been solidly supported by the sum of over one billion dollars
a year. o .

This traditional model of health care has survived to this point
because real gains have been made in decreasing the severity and dura-
tion of episodes of illness. There is data to suggest, however, that
we have met- the point of dlmlnlshlng returns (Somers et. al” 1976).. The
ills that most commonly effect human beings at this time are not e331ly
amenable te preyention or "cure' through traditional medical care. The
majority of heai th problems teoday are manageable -through alteration‘in
1ife style and improvement in living conditions. The latter staterent
is particularly trye for the poor, who experience more frequent and
more severe health problems than the general population and who, of
course, make - up the vast maiority of prison and jail inmates.

I raise these issues as a preface to discussing preventiye services
in correctional facilities to illustrate’ the tremendous obstacles we
face. The bBroad implementation of preyentive services is easier said
than done in a culture which first gives overwhelming priority to the
management of firmly established disease and -second, whose principle
health care providers are prepared to deal w1th illness and not neces-
sarily the maintenance of health o

Preventive Health Services

There are many approaches to preyentive health activities.. Some
services focus on the individyal, some on the total population. For the
discussion -today, preventive seryices have been divided into three cate-
gories: .Promotional Health Services, Protection Sérvices and Detection
Services. All of these components are necessary to an effective preven-
tive care system.’

Promotional Health Services: Promotional liealth services are those
seryices directed toward informing, “educating, and motivating persons to
adept improved changes in their personal life style, hygiene, and nutri-
tional habits.” Such changes should result in promoting optimal health,

avoidance of unnecessary risks, and more approprlate use of¢ayailable ~. ™ -

health care resources. ‘ o

Ihe concepts of informing,aeducating, and motivating are the keys
to successful health promotion services. In the pasty these terms have
been synonmous with information giving and, as such, haye been viewed
as a task adequately performed by anyone who is capable of speaking and

had both the time and inclination to do so (Jacobson and Pellegrino, 1977). -

The xmpllcatlons of this model present a very limited understanding of be-
hayior and decision making. In this context, people are viewed as con-
sistently rational beings who act in their own best interest, who avoid:
potentially harmful acts or behavior- and therefore, only lack specific
knowledge. To suypply them with the missing scientific information is all
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that is required for the necessary change to take place. Behavior change,

1 “we understand now, is often more difficult than Jjust providing information

“and is sometimes even threatening. Belief systems and basic values must
be scritically reviewed and quesrloned. Educational activities, thus,
are viewed as the process or planned behavior change. This model of pro-
motional health services will be described in more detail by the other
two panelist.

Protectional Health Services: Protection'services include those aimed
at the welfare of both individuals and groups.

Protection services for individuals primarily include immuniza-
tions. Although required by law, many individuals today have not received
the full array of immunizations for preventable communicable diseases.
Crowded living conditions in most prisons and jails and erratic contacts
with the health care systems prior to incarceration, make complete immuni-
zations imperative for inmates.

Strategies for the protection of health for groups of persons in-
clude primarily maintenance of a safe environment. Meeting the standards
for water supplies, waste disposal, ventilation, food handllng, occupa-
tional safety, and minimal housekeeping cleanliness Wlll insure against
health problems related to environmental hazards.

Detection Health Services: Detection services are designed to eval-
uvate and assess individuals without recognized symptoms for the purpose
of identifying those at risk from unrecognized dise eases,

There is rapidly growing scientific and professional consensus that
risk factor intervention should be intensively explored as a way of main-
ta1n1ng and improving health during the present era (Breslow, 1978).
Without ongoing services for the detection of physiological changes:and
personal habits that put people at higher risk, we cannoct insure that in-
carcerated individuals leave our institutions at least as healthy as they
entered.

Detection services should have a truefold emphasis. First, the de-
tection of physiological changes that are the precurses of disease such
as high blood pressure, elevated serum cholesterol or glucose, and cer-
vical dsyplasia. Often these changes aYe not sufficient for typical
clinical diagnosis but they put up red flags that require attention. It

.. is not enough that individuals receive thorough health appraisals_ upon
beginning their incarceration. We are obligated to monitor health status,
including those "silent" bodily changes that do not bring people to sick
‘call.

Secondly, detection services should include assessments of behavioral,

or life style, risk factors. Noting that the lwfe expectancy of the 45-
year old male has increased only about 4 years sboce 1900, Dr. Lester
Breslow, Dean of the UCLA School of Public Health, estimates that an
additional eleven years could be added to such life expectancy, if peo-
ple were to exercise regularly, maintain moderate weight, eat breakfast,
‘ not.snack between meals, "avoid smoking, limit liquor consumption, and
sleep at least seven hours a night (Breslow and Belloc, 1972),.
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have been few controlled studies, evidence continues to accumulate con~
cerning the association of particular risk-factors with disease and
mortality. Likewise, the prospects for improving health through reducing
risk factors seems to be rapidly improving.

Conclusion
{3

Based on this description of the three types of preventive services,
the following are proposed: »

1) Héalth education programs for groups of inmates as will be
described shortly by Mr. Johnson and Ms. Hunter.

2) -Expansion of efforts to provide a healthful environment. As
the resource persons with both the necessary knowledge and
skills, nurses must provide leadership.and direction to cor-
rectional administrators.

3) Better documentation and follow~up, to insure completed immuni-
zations as necessary.

4) Yearly blood pressure screening for every incarcerated adult
should be routine matter, as should yearly Pap smears for
adult females.

- Before concluding this portion of the presentation, I ask each nurse
in the audience to consider the following issues carefully'

Does your nursing practice reflect an orlevgation to health?

Do you spend as much time promoting health as you do caring
for illness? ’

Does your vocabulary reflect an orientation to health or to
illness? :

Do you more frequently speak of health care or medical care?
Health records or medical records?

Do you work in the "Medical Department' of fhe correctional
facility or is it called "Health Services"? 0

o

SO i

e

ATy

[N ———

e g S A g 1 i

e e b A

s, S

—

P

A T T ST A A b 4L oty AL ik e R © e L £ i s s ke b L S et e e e e s e

References "

Breslow, L. "Prospects for improving health through reducing risks
factors: Preventive Medicine 7, 449-458, 1978.

Breslow, L. and Belloc, N.D. '"Relationship of phy51cal health status
and health practices" Preventive Med1c1ne 1, 409-421, 1972,

Jacobson, L. and Pelligrino, E.D. "Change agents in a changing system".
Preventive Medicine 6, 379-385, 1977.

Other Resources

U.S.D.H.E.W. Forward Plan for Health FY 1977 — 81 June, 1975.

_Somers, A.R. etal. Preventive Medicine USA Health Promotlon and Consumer

Education New York Prodist, 1976.

Worth, R.M. "A health care system designed to give rewards to the main-
tenance of health rather than just for the treatment of ‘illness"
In The Changing Health Care Team. Zoog, S. and Yarnall, S. edltors
Seattle: MCSA, 1976. &

[Nt)

51



HEALTH PREVENTIVE MAINTENANCE MODELS*

One could hardly find an environment more in need of ‘the anti-
cipated benefits of health education than a prison. In order to
fully appreciate this statement, common understanding of the term
health education is required. Health education oftentimes has meant
different things to different people--but a 1972-~1973 Joint Committee
on Health Education Terminology produced a definition that seems
particularly appropriate to corrections:

Health education is a process with intellec—
tual, psychological, and social dimensions
relating to activities which increase the
ability of people to make informed decisions -
affecting their personal, family, and community
well-being (Marshall, 1975). ‘

This definition reflects the expanded role of health education--
a role that does more than teach people how not to be sick. Health
education can be viewed as a preventive measure that will encourage
healthful behavior both inside and outside the prison. ‘

The prison environment can create stress and pressure for resi-
“dents which can at least partially be addressed through health edu-
cation. For instance, the residents are placed in a foreign physical
environment where they experience drastic changes in personal behaviors
and lifestyles. In addition, the institutional setting places many
limits on personal responsibility and decision-making.- Health educa-
tion offers an opportunity for them to learn to recognize the effects
of these changes and to take responsibility over some area of their
- lives. They ean also acquire the information necessary for positive
decision-making. For instance, a person can learn good nutritional.
habits and then make the decision to lose weight if that will be more
healthful. ‘
sense of accomplishment and power when one learns to control or modify
their daily habits. . .

In addition, recent research supported by a U.S. Public Health
Service'Grant (No. HS 00874) found that prisoners were more likely
than the general population to harbor serious, undetected health pro-
blems. Health education ean help inform this population. of the signs
and symptoms of various disorders. This same research grant stated
that -if resources were allocated realistically according to needs,
there would be extensive health educatlrn programs inside prisons (New—
.port, 1977). -

Benefits to the residents are only one component of health educa-
tion in prisoms. Correctional health care staff are .likely to benefit
as well. "By becoming involved with conducting health education classes,
staff are able to share the knowledge they spend years acquiring and
possibly to increase their sense of professionallsm., Communication
between staff and residents will likely be 1mproved The staff may
additionally discover that their time is more appropriately allocated =
to health concerns when residents no longer need to use sick call as
a way of getting some attention.
Presented by: Susan Hunter, M.S., Department of Community Health Science

Michigan State Unlversity, East Lansing, Mlchlgan 0
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.of patient-care (Fogarty, 1976).

. tion as a topic for inclusion in their program.

There are also benefits to the correctional system itself that
could potentially occur through a health education program. In. the
private sector, the.Blue Cross Association found that health education
offered the potential for both cost containment and improved quality
They found that health education
might contribute to reduced costs by decreasing the unnecessary utili-
zation of health care services and by encouraging use of the most app-
ropriate locus of care for health problems. In addition, several
studies have demonstrated that patient education enhanced the under-
standing of and compliance with the process of care, thus improving
the quality of care. In fact, due to the anticipated benefits of health
education, the Board of Governors for the Blue Cross Association in

© 1974 recommended that Blue Cross Plans encourage health care institutions

to establish and operate such programs and to support them financially
through existing payment mechanisms. While this writer is not aware
of parallel studies in correctional health care, it seems reasonable
to suspect there would be benefits to the correctional system itself
through impXementation of a health education program.

Given the recognized needs for anticipated benefits of health
education in the correctional setting, the staff of the Correctional
Health Care Program at Michigan State Univérsity selected health educa-
In conjunction with
the Michigan Department of Corrections' Office of Health Care, a
pilot health education program was established at the women's prison
in Michigan. A systematic program development process was employed
which addressed planning, development, implementation and evaluation "
activities. , '

The delivery model at Huron Valley Women's Facility was based on
the concept of utilizing community resources in the prison setting.
The county health department agreed to coordinate the prison health
education program. They arranged for community health educators to
conduct classes. at the prison in their respective specialty areas.
These subject areas were determined after consulting with the prison
health care staff and the residents. . The topics included in this ini-
tial program were: general physiology of women; personal health;
self care (hair, skin, body odor, etc.); menstruation; contraception;
self-breast exam; venereal disease; nutrition; ‘and exercise. Classes
were held once a week over a ten-week period and lasted approximately
1% hours each. Upon the recommendation of both staff and residents, g
the classes were conducted in the study room of the participating ‘ i
housing unit. This allowed the regular unit housing staff to provide
security at the sessions without necessitating any additional personnel.
One member of the health care staff sat in on each class to help moni-
tor the class and assure consistency between the cllnlc personnel and §
the community health educators. ;

The classes were designed to increase information gain and to
help improve the Wwomen's feelings about themselves. To this end,
several educational strategies were employed. Involvement by the par-
ticipants in the class was essential so activities were designed to

- be fun, interesting, and informative (examples: learning and doing =

self-breast exams, participating in exercise classes etc.)s Oppor-
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tunity and encouragement to express personal feelings also contributed
significantly to the learning experience. = Weekly solicitation of feed-
back to help improve the classes and to test learning gave the women
an additional sense of commitment to the program.

Several problems were encountered during the implementation phase
of the program. For instance, although the community health educators
were "briefed" by the prison health care staff prior to commepcement
of the program there was not enough preparation to allay the fears of
persons not accustomed to the prison setting. Also, coordinating the
activities of the residents so that there were few scheduling cén-
flicts with school, work, visiting, etc., was oftentimes quite dlffl-‘
cults:

Despite these problems, the evaluation confirmed that there were
benefits to be gained in this .facility from a health education program.
The results showed a significant knowledge gain by the participants
which was measured by their ability to apply the information they re- ¢
ceived to practical situations (example: they were asked to explain
how a contraceptive method worked and how they and a partner could \\
utilize it). They also were questioned about self-reported behavior !
and attitude changes. Their responses indicated that indeed some be-
‘haviors had been affected (weight loss, changed nutritional habits, in-
creased exercise) and that their overall concept of themselves had im~
proved. The women were eager for another class to commence and recom—
mended a variety of additional topics which indicated the seriousness
with which they regarded the class (for example: drug and alcohol abuse,
foot care, loneliness, human sexuality, stress, suicide, child, care,
cancer, smoking, aging, and 1nfect10n)

In this instance there. were no evaluations conducted to assess
whether there was any impact onLg system~wide basis. Because there
were only 20 participants (out of a prison population of 400), it is
doubtful there would have been much large-scale change. However, the
benefits to the residents were unmistakeable. Also, the health care
staff who participated expressed awareness of an improved relationship
with the residents. Given these reports of success, it certainly seems
that there are many benefits to be gained by implementing a health’edu-
cation program in the correctional setting.
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HEALTH PREgENTIVE MAINTENEFCE MOBELS *

On the bulletin board in my office hangs a quote by W.R. Spencer,
President, of Spenco Medical Corporatiomn, and I quote, ”healthkcare in-
volves more  than surgery, pills, and devicés. When it comes to pre-
venting tomorrow's health problems today, health education is our best
buy in health care." This statement reflects, very well, my own personal
inclination toward the subject of health education. Accordingly, my own
professional feelings dictate that the single most pervasive health pro-
blem in this nation today is not the high cost of health care, the lack
of sufficient number of primary care physicians, or even the availability
or accessibility of health services in general; but rather the inability
and/or unwillingness on the part of individuals to accept responsibility
for their own health, poses the greatest threat to our ever being able to
develop a workable and efficient national health policy. :

Thus, in the spring of 1976, and in conjunction with the Minneapolis
City Health Department and the Minnesota State Department of Health, I set
out to translate my philosophy into a structured education program for the
inmates within the Minnescta State Department of Corrections.

What were we out to change? The crux of the situation is this. Many
inmates of correctional facilities have long histories of neglecting their -
health. At the same time, however, these people, at least verbally, show
some concern about their bodily functions and anxiety about their health.
For example, sixty percent of the inmates entering the federal correctional

- system have never received professional medical care, yet ninety-five per-

cent of them do, in fact, require such attention. The prison experience
then only exacerbates already existing tendencies. The existence of these
problems is further substantiated by the many studies of the health beha-
vior and practices of people with':social, cultural and economic backgrounds
similar to that “of many inmates in correctional institutions.

The need for health education programs in correctional facilities has
been documented by the American Bar Association, the American Medical Asso-
ciation, the American Public Health Association and the ‘Law Enforcement
Assistance Administration (LEAA) to name a few. No serious attempts had

. been made in the Minnesota state correctional system, however, to address

this need in a systemwide, on-going manner. All previous health education
programs, in this state have been the result af individual efforts by staff
members at the institutions. Despite the success of some of these programs,
none of them has gver been offered on a continuing basis. A similar exper-
ience can also be found in the local jails. The health education program

‘which we are developing is, therefore, the first of it k1nd in Minnesota

and possibly the nation.
Goals and Objectives

Tﬁé long term goal of the Minnesota Department of Corrections is to Mf
establish an on-going preventive health education program for inmates at all

=

% Presented by Howard L. .Johnson, Health Care Adminlstrator, Minnesota
Department of Corrections, St. Paul, Minnesota
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of the correctional facilities under its jurisdiction. The purpose of

the program will be to address the health problems of inmates in terms of
their neglect of personal health and the associated anxieties. This will
be accomplished through 1ncrea31ng the inmates' levels of awareness and
knowledge of what they; as individuals, can do to maintain their personal
health and at the same time prevent illness.. The more immediate and spe-
cific goal was the generation of an educational format and structure ‘
which could be adapte?) for use throughout the entire state system. The
initial step in that direction involved the development and implementation
of two demonstration projects - one at the Minnesota Correctional Insti-
tution for Women, Shakopee, and the other at the Juvemile State Training
School, Red Wing.

i

Methodology for Achieving Goals and Objectives

The Conceptual Framework: The conceptu% framework for the demonstra-
tion projects is the Health Activation approach to health education developed
by Dr. Keith Sehnert, former Director of Continuing Health Education, George-
town University, Washington, D.C., and now President of Health Activation
System, Minneapolis. .This is a consumer oriented approach that can be tail-
ored to fit the specific needs and interests of different groups of people.

.The basic concept is that an activated patient is one whose clinical skills
and understanding of his health are up-graded in order that he becomes an
active participant in his own health care in contrast to the passive one
traditionally assigned to him. In other words, you do not.meed to be a
doctor to be concerned about your own health. The concept has three gen-—

eral goals: ; ?, .
: | -

1.) To teach patients how to use health care resources more \
effectlvely, .

2.) To give them a better understanding of self-help snd
preventive medicine; and;ghe“effect of lifestyles on » :
good health. - e

3.) To train them to do certain easy procedures and make
better observations of clinical events in minor illnesses.

One of the salient features of the Health Activation approach that distin-
guishes it from other health education philosophies is that it attempts'to
. involve people in the-:maintenance of ‘their own health as active, participa-
ting members of -the health care team. In this respect, the inherent facet
of the concept is the involvement of course participants in all’major
phases of curriculum planning, development and implementation. Through
this involvement course participants develop the confidence and ability to
deal with their personal health neéds in a knowledgeable manner. The sub-
jects for.a particular course, for instance,; are developed through the ef-
forts of a planning commlttee composed of course participants, community
and health resources and the éducational staff. The courses are further-
wore conducted by facilitators rather than instructors per se. The atmos-
phere is one of sharing information and experiences among equal members

of the group. The educational process is thus far different from those
using traditional methods and strategies - an important consideration in
working with ‘inmate populations. Thus, a grant was submitted to and funded
by LEAA. In July, 1978, I hired a health educator whose job it was to

O
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carry out our plans for developing health education throughout the state's
system.

"Target Populations: As T indicated earlier, the initial phase of
our plan called for the develcpment of two demonstration projects ~ the

.women's facility at Shakopee and the juvenile facility at Red Wing.

The Minnesota Correctlonal Facility for Women is located appronimately
20 miles southwest of the Twin Cities and houses adult women felons con-
victed by the courts and sentenced to more than one year. It has a capa-
city of 65 and last year's average population was 56. . The average length
of stay is 18 months. Sixty percent of the res1dents are chemically de-
pendent, 75 percent are mothers and 52 percent are between the ages of 18
and 25.

The State Training School is located"énproximately 45 miles from the
Twin Cities. It was recently converted from a co-educational juvenile fa-
cility to a school for delinquent boys whose ‘ages range from 12 to 18. It
has a capacity of 230 and last year's average was 120. The average length
of stay is 4 months. In order to accomplish our objectives, we divided
our activities into three phases - 1.) Curriculum Planning and Development;
2.) Program Implementation; and 3.) Evaluation.

Planning and Development: During the initial planning stage, contact
was made with the institution administrators, program professionals, and
educational staff to make a more detailed assessment of any Health Educa-
tion present within the institution. If Health Education was present, the
next choice was to continue present programs or combine them with The Ac-
tivated Health Education Program. It was critical that local community
health resources were notified of the program.  Valuable advice was gathered
from programs ‘similar in scope. It was also vital that we establish in-
terest on the part of communlty health resources in participating in our
programmlng

Needs Assessment: In order to establish interest, health priorities
of inmates, and identify health problems of the institution: 1.) A health
curriculum committee consisting of inmates was established; and 2.) An -
assessment of medical records with the assistance of medical and institution
staff was completed. Promotion was achieved by a presentation of project
goals and objectives directly to the population. Promotion among captive
populations was quite easy since daily cottage meetings were held te discuss
institutional, 1nterpersonal and individual-problems. It was.at these
meetings that program content, needs assessment, and Health Educatien in “|
general were discussed. A pamphlet was drawn up by residents during the ..
first session. For the program to work within any institution, health care
providers, administratiow, and inmate support were needed. In this unique
program it was the input of the inmates which was most central in deter-

a

“mining course comtent. - This gave some assurance that those going into the
. program would do so with an open mind and a willingness to learn. Percep-

tion of need by staff and medical records were reported to the Inmate Health
Commlttee to help promote an objective representation of health needs. .

[

G
To keep the program as relevant to outs1de consumer -health programs

as possible, an assessment of hospital and community programs in the metro-

politan area was done by the health educatdr and presented to the curriculum
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committee. This committee, along with feedback from the general popu-

lation, developed main areas of interest and the areas were-prioritized.

Those topics which were found toc have a low prlorlty were excluded from §
%he curriculum content. Before securing teachlng resources and pre-test
design the final curriculum was presented for approvdl ,to inmates and the
administrative staff. Controver51al subJects were discussed’ to eliminate
misconceptions of program topics.

<3

Health Resources: To save limited resources we attempted to use
State and Department sources where possible. However, the use of outside
health experts from local area programs and clinics was necessary. It
appeared that the qutside resources which were most effective were from
local clinics interésted in client centered Health Education. There also
appeared to be a hunger among the inmate population for contact with the
new resqQurces. This led to a constant -need to increase and update our re- ¢
sources file. i : ‘ ‘ ¢

Implementation: Before sessions were started pre and ppst tests were
designed to measure knowledge, attitude towards preventive health, intent
to follow preventive health practices, and the practice of behavior which
was affected by course content. Testing measures had to be kept simple
and easy to understand since the educational levels of the .populations,
varied between 5th grade level and that of post graduate.

N .

At the women's facility, classes were held three times a week for eight
weeks and each class lasted for l/ hours. This eight wéek period comprised
a session. There were three sessions spaced throughout the year. The
same was .the case at the juvenile facility except that classes met cnly
twice weekly. Curriculum topics at the State Training School were found
to be less varied than the one chosen by the women. This could possibly.
be attributed to the high turnover rate among the juvenlles as compared
to the much lower rate among the adult women.

Evaluation ' e ) LA
Those women who - part1c1pated in the orlglnal curriculum commlttee were O

in general still involved“at the finish of the first year. 1In fact, many

were anxious to start planning for the coming year. Again, the adolescent

male population has a much higher turnover rate and ‘there involvement can-

not' be measured much beyond a single session. Among. the female populatioen,

‘self care and first aid type skills were:perceived as the most. valuable

and con31stently rated by the -inmates themselves ag high pr10r1ty areas.
Minnesota Correctlonal Instltutlon for Women (MC’W) An increase in .

knowledge did occur since a total of 16 inmates were certified in some type - o

of self help skills. (Certification at MCIW means attendance .at, 20 out of

24 sessions and at STS attendance at 1% out of 16 sessions. ) Atritude to-

. wards self care and. preventive health behavior has increased among the: ‘ma=

s

jority of yesponderts (80%). Many of the women feel they are moré able to 5
cope w1tb/the1r day to day health problems and feel less dependent on wr U
health servlces.ﬂ There iscalso a general perceptlon that participants d

feel they are moré actlvated and asgertive patients. Attitude towards health’
ot DR S
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,morbidity and mortality is the ultimate goal.

.1nEIease in knowledge upon post. testing.

~tution staff.

services did not change to“a significant extent, it is the attitude of
participants to self and their ability .to cope.that has changed.
Behavior change is the immediate goal of Health Education. Reduced
Self reported behavior

yf participants in the areas of
flrst aid, dental health, and “smoking
of course, be necessary to measure

ot

change was noted by, approximately 5874
stress management, diet and exercase,
cessation. Long term follow-up will,
the consistency of this behavior.

At least 75%. of pa¥ tlclpants had
Measures which were ndst suc—
cessful were short and to the point. In-depth measurement had'a tendency

to not hold the attentlon of this population. Elghty—flve percent found
new ways to take respon51b111ty instheir own health and 75% found ways to
help’ others. It is interesting to note that the area of mental health
and emotional health was found quite important among this population. The
areas of sexuality, drugs, disease, blrth control and dental health were
also of great 1nterest.

State Tralning School - Red Wing:

n

Differences exist in attitude towards health services at the two in-
stitutions. The more positive gttitude which was noted among the male
adolescents may be due to a lack of exposure to the medical care system
and less experience in the manipulation of health care providers. The *
intent to use health serv1ces in a more effectlve manner and to follow
preventatlve health behavior was stated by at least, 75% of the participants.

The most successful ‘behavioral change came in the area of dental health.

Gumgdlsease was decqeased among the target group by peer,.and professional
education, .and dailymonitoring. This would suggest thar  thigs component of
dlsease control should bg applied to the dally diving situation by insti-
This @&ll be attempted during the coming year - with the

hope of attaining bettef\\yaluatlve tools by the end of the year.
< \\\;ﬂ// ‘

#

Problems in Corrections

Inmates visiting health services for non-health reasons with the intent - -
to manipulate for personal gain will most likely continue. In order to
minimize this problem, however, we must continue to explore the phenomenon
of patients' dependenqe on phy51c1ans while at the same tlme teaching in-
dependence. . ’ o

/{/ S
Vi

- A second year continuation grant was funded by LEAA, beginninglldly

°1, 1979. This step two involves three basic .activities:: q,}
2
1.), The contlnuatlon and refinement of the actlvated health
‘programs already begun at Minnesota Correctional Fac111ty
for Women and the State Tralnlng School. : R
23) The expansion to two addltlonal 1nst1tut10ns. a.) The

Minnesota Home School - a 100 bed co-educational juvenile
facility; b.) The State Reformatory/for Men - a 600 bed
maximum secur1ty fac1llty of younger adult males; and

ol
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3.) The development of a guide which may be used for quure
Health Activation classes. This guide will be presénted
in an easy to follow format which will direct staff and
inmates in continuation of the Health Activated approach.

The health care system of Corrections, as that of other heal?h.ca;e sy-
stems, is overburdened. Resistance to change and a continued pra?tlce of
unhealthful behavior is not limited to those in incarcerated seftings b?t
is a mirror image of society as a whole. For example, drug abuse, obesity,
lack of exercise, smoking and indifference to safety measures are areas
with which the whole nation has problems. Many people are aw§re of these
problems but fail to take action or realize that they are ul?lmately respon-
sible for their health or i1l health. Additionally, statistics show that
certain nations that have instituted a "free' national health program have
had their health system stifled by a high rate of inappropriate patlenF
use. In our own country the same experience has been noticed at the site
of certain Health Maintenance Organizations. ‘A factor which adds to.our
problem is our insistent reliance on the obsolete prac?ice of de?endlng
on the physician for all health services. O0f course, 1g corrections, the
task often becomes that of structuring the environment in the mgst.humane
way possible in which health care services may be used more efféctively.

It can, of course, be alleged that by educating an individual in such
matters as health could cause more harm than good in the long run. And
this is always a real danger. :

"Studies undertaken in Britain and Denmark (although among non-incar-
cerated populations) conclude that 90% of self care behaxior that occur?ed
pridr to seeking medical care was rational and relevant. Our.attempF in
Corrections should be to promote health learning at the same time hoping
that information such as symptomology will not be used as a sham or con.
We are thus faced with a dilemma, an area for future research.
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IMPROVED COMMUNICATIONS ESSENTIAL TO GOOD HEALTH CARE *

The ability to communicate on a person to person basis and with-
in an organizational framework is a critical issue to the smooth opera-
tion of any program. Inmorder to develop an excellent team spirit, the

- ability to communicate on a person to person basis is an essential prin-

ciple. If any organization possesses excellent communication skills,
there will be good conflict resolution and confrontation will be mini-
mized. ’ '

)

There is probably no other health care environment in the world
that produces more opportunity for person confrontation and organiza-
tional conflict. Correctional health care programs are poorly under-
stood by the general public. ‘An effective health services Progrrm meets
and addresses the communications problem with the various public that
impinge on health care delivery.

‘Fellow Employees: Correctional custody employees do not understand
the health services program and do not regard health services as priority
within the correctional framework. “All health care personnel must be
willing to educate and explain our’ medical skills to fellow employees in
primary health care services. An employee health care program is an im-
portant ingrédient_in this strategy.

State and Government Officials and Legislators: All health care
employees must make a legitimate effort to understand the problems of
legislators and other state officials. Government leadership is under
great pressure by various vested interest groups, and health care per-
sonnel must learn to appreciate the pressures that are brought to bare
upon legislators. The implementation strategy of communicating with legis-
lators is by written communications that are brief and understandable.

In most cases, state officials do not like to communicate orally or by
telephone. Health services personnel have the responsibility of providing
apprqpriateninformaﬁion without it being understood as a lobbying effort.
Commuriication with this component of our general public is probably the
most sensitive and requires the greatest skill. s

General Public: Everyone will agree that the image of correctional
medicine is poor in the eyes of the general public and the health care
professionals. It is generally understood by the public that the third
rate performer is the person who works full-time in a correctional medical
status. All health care employees must tell the correctional story
accurately and understandably, and in an authentic manner. The implemen-
tation strategy is to encourage all health care employees to speak in
their community whenever feasible about the importance .of the health care
program within the custody environment. All health care employees share
the responsibility of recruiting top quality skilled professionals to
correctional medical positions.

© * Presented by Armond Start, M.D., Medical Director, Oklahoma Department

of Corrections, Oklahoma City, Oklahoma
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IMPROVED ggMMUNICATIONS - ESSENTIAL'TO,GOOQAEEALTH CARE *
s ) g

The purpose of thls presentatlon is to brlefly descrlbe how the
Medical and Health Care Services Branch has become an integral part of
the Correctional Service of Canada. I will also attempt to illustrate
how the organizational structure of the Correctional Services of Canada.
facilitates communication within the Medical and Health Care Services
Branch, between this branch and other branches in the Correctional Ser-
vice of Canada, and between this branch and services in the community.
Permit me to begin this talk with a brief overview of the Correctional
Service of Canada and the Medical and Health Care Services Branch.

Correctional Service of Canada (C.S.C.) . s

The Correctional Service of Canada, along with the Royal Canadian
Mounted Police and the National Parole Board, report to the Federal Soli- .
citor Gemeral. The correctional service is responsible for inmates sen-
tenced to terms longer than two years. Inmates sentenced to less than two
years are the responsibility of the provincial governments.

The Correctional Service of Canada is a combination of branches which
are separately responsible for personnel, financial, inmate rehabilita-
tion and health care services. FKach branch exists at the national, re-
gional and ihstitutional levels. Each level has an administrator in g
charge of all the bran¢hes. The head of each branch is a member of a mana-
gement team which, under the direction of the administrator, attempts to
formulate and execute an integrated admlnlstratlve program for that parti-
cular level. :

N
« A

The Correctional Service of anada is responsible for the -adminis-
tration and operation of approx1mately fifty (50) penal institutions. The
personnel in National Headquarters at*Ottawa formulate and define policy.
The five reglonal offices under this natiollal administrdtion interpret ,
policy, and assist administrators and service personnel at the institu-
tions with the implementation of policy. Administration in the ingti-
tutions is responsible for the details of implementing policy. k//:f"hOngh
this model suggests centralized, hierarchical decision making, in fact S
extensive interaction among the personnel at QOttawa, the managers at the \
regional offices, and the institutional administrators takes place be-
fore a new policy is issued. 1In addition, much time and effort is expended
by reglonal and institutional personnel in the discussion, modification
and analysis of these policies before implementation actually occurs.

Medical and Health Care Services Branch

Prior to 1974, medical and-health care services were administered by
an Inmate Programs Branch. This branch was also.responsible for psycholo-
gists, and a variety of inmate related services including inmate classifi-
cation, work placement and socialization. Hospitals in the 1nst1tut10ns

Vo Ly

* Presented by: Phyllls Peters, R.N., B.S.N., Regional Nurs;ﬁé'Officer,
Regional ‘Headquarters Prairies, Saskatoon Saskatchewan, Canada. '
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resembled first aid stations. They were primarily staffed by personnel
with first aid qualifications and a few psychiatric nurses. The ser-
vice provided by these hospitals was mainly restricted to band-aids and
pills., Any situation reguiring medical expertlse was handled by the
local community hospital.
o .

In 1974, medical and health care services became a separate branch
with an administrative structure similar to other branches in the Cor-
rectional Service of Canada. Shortly thereafter, national "headquarters

and regl vial offices were staffed with medical and nur31ng personnel.

It was decided to expand the scope of health care to include more
comprehensive surgical, medieal, nursing, dental, optical, psychiatric
. and support services. Consequently,; the number of health care staff at
each institution had to be increased. The new staff required registered
nurse qualifications and existing staff were encouraged to apply for sub-
sidized educational leave to obtain a registered nurse diploma. At
present, two-thirds of the nursing employees in the institutional hos-
pitals are registered nurses.

Although the scope of the service“increaéed, instityutional hospitals
are primarily restricted to outpatient service with the capability of
. providing some .inpatient care. Any patient requiring diagnostic and/or
treatment services not available in the institution is referred to
appropriate community health care resources. As you may expect, the tran-
sition from a first aid station to a small, self-contained health care
centre is not'yet complete and the retraining of hospital personnel has
been a major undertak%ﬁg.

Communication Within T}e Medical and Health Care Services Branch

The new Qrganizatﬁonal structure, administratively staffed by ex—
perienced medical and \nursing professionals, provided a basic framework
for a new communlcatlone/fetwork Personnel in the institutional hos-
pitals now had access to medical and nursing expertise, and the adminis-
trative personnel at the regional and national offices were willing to
offer suggestions a@ﬁ aqﬂisbance to improve the quality and quantity of
service. /i g

@ Fortunately,(the Medical and Health Care Services Branch has been
able to hire and/6Y contract a number of experienced physicians, nurases,
dentlsts, optometrists and psychiatrists. /Vnese people have contributed
significantly to the reasonably smooth tfan81t10n from a first aid
station to a comprehensive headtii ¢ caré/éerv1ce. These health care pro-
fessionals have also been active -in the establishment of health care policy
and procedures. ‘They strive to achieve the goal of providing health care
in a penitentiary equlvaient to the’ health care available to the general
publlcﬂ, ,
To achieve thls goal of equlvalent health care, a relatively in-
formal communlcatlons structure hag beern* found to be effective. Stan-
«)dards for health care and admlnlstratlve procedures have been developed
from;suggesulons submitted by dtistitutional, regional and mational heaith
care gtaff. At the 1nsq&tut10n, 1deas are freely exchanged at regular



meetings of doctors and nurses. Regionally, regular meetings are sched-
uled between the regional nurse and the senior nurses from the insti-
tuticus. The regional doctor also has regular meetings with the insti--
tutional physicians. Periodically these regional meetings are arranged °
to occur simultaneously to accommodate a discussion of mutual concerns
between the two groups. In addition, the nurses and dog}ors from re-
gional offices also meet frequently with their national“counterparts

to share information, analyze recommendations, spawn new ideas, and re-
view and amend existing policies. To ensure intimate contact between
regional and institutional health care staff, the former visit ;he insti-
tutions a number of times each year. The health care staff in Ottawa

may also visit the institutions as required.

Additionally, effective and organized communication is essential to
the efficient operation of institutional, regional and national health
care groups. At the institutional level, nurses communicate at the
change of shift by a detailed verbal or tape recorded report. In one in-
stitution, an open file is kept for each member of the health care team
so personal memoranda and/or significant details about health care and
administrative procedures can be placed in the file folder for review and
reference. At another institution, information relevant to the health
care staff is filed in a communication drawer for reference and perusal.
At regional and national headquarters the number of health care personnel
is usually small and their offices are in close proximity; consequently,
communication is frequent and most issues are discussed as they arise
without the formal organization of a meeting. .

Recently, the entire Medical and Health Care Services Branch.has
been expressing dissatisfaction with the defects in our existing medi-
cal informatien system. A program, initiated by institutional nurses
and now involving the entire institutional, regional and national health
care staff is under way to improve and standardize the health record..
This would ensure the continuity of health care, especially when inmates
are transferred from one institution to another. ’

Communicatiorn Bngeen Institutional Health Care Staff and Inmates

As the Medical and Health Care Services Branch continues to develop,
there is an increasing emphasis.on the preventative aspects of care. In-
stitutional nurses counsel inmates on health and social topiecs. Health
care tips and brochures are distributed to inmates and/or posted on
bulletin boards.

Newly admitted inmates receive a verbal orientation from a nurse, as
well as written material explaining the type of health care service
available in the institution and the procedure for obtaining this service.

Inmate feedback about health care is encouraged and facilitated by per-—

iodic meetings between the senior nurse and the health representative of
the Inmate Welfare Committee. These meetings provide opportunities to
explain and interpret health care pc&%cies_to the inmates, as well as
gather inmate response to these policies.

Cémmunication Between The Medical and Health Care Services Branch and
Other Correctional Service of Canada Branches

Throughout the three levels of administration, health care staff

64

i

Q

R S ".’”"'*‘"M”"’""é*""“ s

actively participate in the development of policies and procedures for
the Correctional Service of Canada. At the institutional level, meetings
of health care staff often include representatives from'security and the
Inmate Rehabilitation Branch. At these meetings observations about an
inmate's physiological and/or psychological condition are shared. The
discussion of these observations has often led to the evolution of re-
medial and preventative programs. The senior nurse represents health
care services on a committee consisting of the warden and other branch
managers. Institutional operating procedures are discussed in detail at
these institutional management meetings. With representatives of all in-
stitutional branches present, policies can be formulated which minimize
interference with the operation of other branches.

Similar exchanges of ideas exist in the regional and national ad-
ministrative pffices.  Representatives from health care initiate and/or
contribute to the dévelopment of the respective regional or national
policies. This communication structure has encouraged cooperation be-
tween branches. Whenever an individual branch wishes to introduce a new
policy, it must be accepted by all branches. Before acceptance is granted,
the implications of this new policy on the programs of other branches is
critically examined. The theme of this communication arrangement is to
establish and implément an administrative program where branches cooperate
in an effort to provide the best possible program for the inmate.

The Interaction Of The Medical and Health Care Services Branch With Commun—
ity Services

I have indicated that community hospitals and specialists are util-
ized when the inmates' health needs cannot be met by the correctional
health care program. These services are provided on a ¢ontractual or
fee~-for-service basis and personally arranged by health care staff at
the institution or regional headquarters.

Unique and extensive communication exists between institutional health
care personnal and the medical and nursing staff in community hospitals.
As the health care in the institution became more comprehensive, the de-
gree of cooperation between institutional and community health care ser-
vices has changed. Since 1974, health care staff at a few institutions
have adopted a program whereby the community health care professionals are
informed in detail about the health care-capabilities of the institutional
hospital. Since the scope of institutional health care is still in an
evolutionary stage, occasional meetings with community health care pro-
fessionals are necessary to keep them aware of recent developments. Also;
these meetings include an exchange of ideas about administrative procedures
and advances in clinical techniques. Senior nurses from the institutions
visit community hospitals, and staff from the community services occasion-
ally visit the institutional hospital.

It is not economical for an imnstitution to employ a full-time phar-
macist, physiotherapist or radiclogy technician. Rather, these people
are emploved-6n a contract basis. Health care personnel in the institu-
tion are careful to inform these part-time professionals about the unique
working conditions in a penal institution. The contracted personnel have
been most cooperative, and'have appreciated the administrative efforts
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and the informative talks provided by the institutional staff. Conc?se,
complete information transfer has improved the effectiveriess and effi-
ciency of these "part-time" services.

At all levels of the Medical and Health Care Services Branch, active
communication with universities and community colleges is nurtured.
These educational institutions have cooperated with the Correctional Ser-
vice of Canada to provide correctional nurses with refresher courses,
inservice sessions and bridging programs for those staff members who wish
to obtain a registered nurse‘diploma. Faculty.at university and community
college schools of nursing would like to incorporate aspects of peniten-
tiary health care in their respective baccalaureate and diploma pngraws.
They are interested in allowing their students to utilize the institution-
al hospitals for training and research purposes. Incidently, the Direc-:
tor of Nursing at national headquarters is a part-time faculty member
in the School of Nursing at the University of Ottawa.

Most nursing staff at the institutional level, and all nurses at the
regional and national levels are members of thgir respective national and
provincial professional associations. Correctional nurses frequenFly
consult these associations about professional matters such as nursing. re-
sponsibilities, and the legal implications of correctional nurses pe;—
forming non-nursing duties. Also, the medical staff at the institutlonél,
regional and national levels frequently interact with their colleagues in
the provincial and national medisg}fhssociatioﬁs.

=

Summary

As indicated in this summary of the organizational structure and com-
munication network, the Medical and Health Care Services Branch maintains
informal channels of communication between 4ll levels within the branch, -
cooperateé with other branches in policy formulation for the Correctional

Service of Canada, provides an active clinical and educational service tohv
the inmates, and incorporates available community services in the develop:* -

ment of a comprehensive and integrated correctional health care program.
The Medical and Health Care Services Branch has become an integral part
of the Correctional Service of Canada and the society it serves.

5
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LEGAL ISSUES IN GORRECTIONS #*

W

Is there a right to health care? If so, who holds this right?
The debate over National Health Insurance scarcely recognizes the
startling fact that there already exists a well-defined group of
Americans for whom access to medical treatment is not merely a right,
but a constitutional right. They are prison inmates.

This right, which has been developing slowly over the past decade,
applies to pretrial detainees as well as sentenced prisoners in both
state or federal institutions. Is is grounded in the Eight Amendment's
prohibition against cruel and unusual punishment. The relevant cases

" argue that putting someone in a prison where he or she cannot secure

private medical care obligates the prison to provide that care; fail-
ure to do so is an excessive and disproportionate punishment not in-
cluded in or permitted by the sentence.

Furthermore the courts have reasoned that providing "grossly inade-—
quate" or "callously indifferent" or "deliberately indifferent" care is
not adequate, since it offends contemporary concepts of fairness, de-
cency, and dignity, those Eighth Amendment standards against which
punishments must be measured for constitutional acceptability. Grossly
inadequate medical care is therefore a "cruel and unusual punishment
and has been prohibited by law. ‘

This constitutional right to medical care in prison. grew over the
last decade in the context of the general expansion of inmates' rights.
Despite decades of reform efforts, jails and prisons for all practical
purposes removed an individual from the rights, remedies, and scrutiny
of civilized society. The federal courts supported and encouraged
this seclusion by holding firmly to a "hands off" attitude toward pro-
blems of prison administration. Judges regularly commented that the
problems of prisons in America were so complex and jintractable, and
more to the point, so ill-suited to resolution by judicial decree, that
a policy of support for administrators’ discretion, rule-making power,

practices, procedures; and disciplinary punishments would be accepted
as adequate and proper.

-
.
w

The civil rights and the antiwar moveménts of the late sixties and
early seventies directly affected society's attitude toward prisoners,_
and prisoners' attitudes toward themselves. These movements, and the
various politically militant organizations they spawned, created a new
kind of prison population; prisoners became more aware both of their
rights as minority members (which most were)“and of their rights as in-
mates. Moreover, for thé first time since the AmBrican Revolution,
political activism brought large numbers of well-connected, middle-class
people to jail. This atypical prison population contributed to a grow-
ing awareness of ‘prison conditions, legislative committee reports, and

. exposes in the national .media.

At the same time, publicly funded legal service projectswcreated
a new group of attorneys unfettered by fee-for-service client relation-

o

* Presenfed*by:Nancy Dubler, L.L.B., Department of Social Medicine,
Montefiore Hospital and Medical Center, Bronx, New York.
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ships who were able to focus on the needs of those individuals and
groups unable to afford lawyers. These attorneys formulated strate-
gies and structured litigation that called upon prison administrators
to justify previously unquestioned policies and to demonstrate that
the "regulation or practice in question furthers an important or sub-
stantial government interest' (Procunier v. Martimez, 416 U.S. 396,
413 1973). The total privacy of administrators in shielding prlson
abuses came to an end because of these efforts.

The Legal Thicket: Litigation over adequate health care in prison
has been one of the key areas in the prisoners' rights struggle.  Wheén
an inmate audience was asked why such emphasis was placed on health
care, one '"lifer's" answer was, "Everything hurts more in prison."

An inmate is particuiarly vulnerable because of the lack of connections
with outside issues and events, fear of disease and illness, and un-—
certainties about the competency of medical authorities to respond
appropriately to an illness.

It is undeniably important than an inmate has the right to receive
uncensored mail, or engage in a private conversation with an attorney,
or be protected by due process safeguards in displinary proceedings.
These rights were secured in the early seventies by litigation. How-
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ever, in most cases it is even more important that an injury be treated,

or a chronic illness be managed effectively. Survival in prison de-
pends on effective medical care; survival may also be supported by the
ability to exercise the right to that care. On reflection, the right
to medical care in prison is the 1nmate s single daily exerc1sable
right.

Although there were earlier cases dealing with individual incidents
of maltreatment, Newman v. Alabama (349 F. Supp. 278, 503 F. 2d 1320,

5th Cir. 1974), cert. denied 421 U.S. 948) was the landmark case that ,

addressed the conditions of an entire state prison system. The court
upheld allegations that "unsupervised prisoners without formal train-
ing regularly pull teeth, screen sick-call patients, dispense as well
as administer medication, including dangerous drugs, give injections,.
take x-rays, suture, and perform minor surgéry". Several dramatic in-
stances of abuse were cited, including the case of a quadriplegic whose
bedsores had become infested with maggots because his bandage had not
been changed in the month before his death, and a patient, whose pre-
scribed intravenous feeding had not been administered in three days
before his death. s

The court found the ovarall health care dellvery system in Alabama
prisons constitutionally. impermissible. Nor were these conditions
unique to Alabama. 1In 1975, in preparation for a grant from the Law
Enforcement Assistance Association (LEAA) designed to improve health
care in the nation's jails, the American Medical Association (AMA)
surveyed thirty jails of varying sizes, both urban and rural, in six
states. On June 1, 1977, the AMA published a "Summary of the Jail Pre-
Profile", which stated in part that there were:

In general, (a) dearth of available health

care facilities and services . . . less than

50% of the Surveyed jails provided a re-

»gular sick call, and only 17% held sick call

on a daily basis. Twenty-seven percent of
68 ‘ 3 '
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the jails had no emergency equipment at all.
Six percent of the jails did not even have

a first aid kit. Fewer than 337 of the jails
had any written policies regarding the de-
livery of health care to inmates . . . only

10% of the jails were doing receiving screening
or initial health assessment upon admission to
detect communicable diseases and referring in-
matées to treatment who had acute illnesses.

What was glaringly at fault, in other words, was not simply instances

of maltreatment but the entire setting of prison health care.

At the behest of legal services attorneys, the federal judiciary
entered the situation in recognition of these shocking conditions
and in pursuit of a legal standard that would improve conditions with-
out overburdening the federal court system. The search for such a
standard was’ governed by the necessity of restricting litigation so
that the federal courts would become neither a forum for the litigation
of malpractice claims (which are state issues), nor a supervisory body
for general medical practice. This reluctance to intervene is perfec-
tly in keeping with the general federal '"reluctance to supplant exis-
ting state remedies and administrative fears of swamping limited feder-
al judicial resources' (Eric Neisser, "Is There a Doctor in the Joint?
The Search for Constitutional Standards for Prison Health Care,” Vir-
ginia Law Review, 63 (No. 6) 1977, 926).  However, this attitude was
tempered by a recognition of the intractability of many of the horrors
of prison life.

Most federal court decisions in the late sixties and early seven-
ties declared that only a total ''denial" of care would qualify as a
constitutional claim; if '"'some' care or "any' care had been delivered,
the court would not review the constitutional adequacy but would de-
clare that a state court should adjudicate the case under relevant
malpractice law. Quickly a series of phrases groping toward a consti-
tutional standard of reasonable care modified this rule. Various cir-
cuits declared that "some''care, which was delivered with "callous
indifference" or "callous disregard," or "deliberate indifference,"
amounted to a denial of care. This tortured search for a linguistic
standard was made necessary by the grounding of the right to medical
care in the Eighth Amendment, and by the need therefore to justify
decisions by the jurisprudence of that amendment.

The facts of these early cases, however, even where some care had
been given, compelled judicial action. In Martinez v. Mancusi (443
F. 2d. 921 2d Cir. 1970, cert. denied, 401 U.S. 983 1971) an Attica
inmate, following corrective leg surgery, was treated by prison offi-
cials in disregard of the suféeon's order. The surgeon had ordered

that he be kept flat on his back, be moved as little as possible,

and be given pain medication as needed. Instead, the inmate claimed
that correctional officials moved him from the hospital, required him
to walk on the leg, denied him the prescribed medication, and forced
him to stand. The court found that the allegations, if true, would
amount”to a violation of a constitutional right as Lthey would "con-
stitute a deliberate indifference to, and a deflaneE~of the express
instructions of the operating surgeons.'" This case and others led
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to the rule that the disregard of a doctor's order would satisfy the
requirement of ''deliberate indifference'" and would therefore consti-
tute a violation of the inmate's right to care. In Williams v Vin-
cent, a prisoner was assaulted by another inmate who cut off a large
portion of his right ear (508 F.2d. 541, 2d Cir. .1974). The com-
plaint alledged that when the inmate asked that the ear be saved, the
physician in charge "told him that he did not need his ear, threw it
away, and sewed up the stump with ten stitches." Six operations

were needed in order to repair the damage. In response to this out-
rageous cruelty, the court decided that a constitutional violation
exists in medical care which "shocks the conscience, such as deli-
berate indifference . . . to a prisoner's request for essential medi-

cal treatment."

The Supreme Court finally entered the arena in 1976 with the case
of Estelle v Gamble, 429 U.S. 97 (1976). The Court confirmed that
there was indeed a constitutional right to care and supported the majori-
ty federal court language, which had decreed that individual cases
should be measured against a standard of '"'deliberate indifference."

In his complaint, Gamble; a Texas inmate, alleged that he had been
injured when a bale of cotton fell on him while he was unloading a
truck. He stated that the resulting severe back pain was never ade-
quately treated, despite numerous visits to and prescriptions from the
medical staff and despite repeated exemptions from work. . He also
alleged that he had been punished for his inability to work, which was
interpreted as refusal, and that he had been denied access to the medi-
cal staff. Gamble did not allege a denial of care; indeed he acknow-
ledged'béing seen by medical persomnnel ¢n seventeen separate occasions
over a three-month period beginning with the day of the injury. Rather
he based his complaint on lacgﬁpf adsguate diagnosis and treatment. “
The Court characterized the airégations as a classic example of a matter
of judgment, which could at most be medical malpractice but not be
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) Todaro was a clas i i
13 § action suit, brought in 1977 i
N d . challengi
:sslthT;are §ystem.at Bedford Hills, the New York Séate womeﬁ'gg E?e
unt;eate: ;rlal ezldence described women with acute symptoms lefg '
Or weeks or months; nurses' examd
: , minations conducted th i
wire-mesh screens; physicians' e i th no pric B
. ' . ) eéxaminations conducted with no i-
chz; ?edlgatlon dispensed without obtaining prior reco%ds andpiith
Stem for ongoing record keeping; i i
: o g5 Patients in infd 1
in cells in acute illness with no heip Fhe infimary locked

The - . -, . A
critiZiindgedln Todaro used individual lnstances to examine, critique
sYstemof’tﬁn eventually order specific reform in the health delivgr ’
by Fimding tﬁagriion.d ge held the system constitutionally inadequatey,
e adminis i : : ”
- "grossly inadequate" Frat}ve oo pecord-keeping procedures were
q resulting in the "denial of necessary medical

i fgsoiemzd}es ordered in this case were not individual bat systémic
, Volved 1nspection and certification of 1ine
: , the x-ray machine -
tion of a communication s £ i infi 4 choent of o
. ystem for the infirmary, establish
sick-call and physician réfe . t of procedorar
rral system, establishment b .
and a time frame for dia i ing “up Appointaers?
gnostic testing and follow- poi '
and creation of recordkeepi T aloe requines’
, CL€ ping procedures.” The order al i
‘Periodic audits by an independe k 7 ceely reros
nt agency. The orde 1
per _ ] r closely resembled
applicable standards.developed by the private medical organizations

persgznZISfZizgtﬁh:tt;scresniﬂg shall be conducted by licensed medical
2 a ere be "specific written protocol ini
P =17 the _ spec ols, definin
ozaiuzgigzizrz?eduies,; the judge in Todaro replaced the’vague thfcket

¢ utional rubric with the sharp clarity of
cedure. As such’ Todaro is th i " careh aames teolre

e first "quality of care" ;
the right, and the remed i i b Tht, il foom mow
y for violations of that ri i

L ght, will focus on

assuring the adequacy of the delivery system - a measu;able'process

the cruel and unusual punishment required for a constitutional viclatiom. . | : : .
1 unu pu X q b J? which can be supervised by audit. Todaro mandates the specifi .
' o i ' ; i o ! S 4 of a medical system capable of deli ing pecitic creation
However, in reviewing the history of the Eigth Amendment and the o : 3 ) Todaro extended the right of i a1 svering adequate care. The court in
various circuit court decisions involving an inmate's right to medical .- gt ; i "deliberate indiéferenge" go ;n ividuals to care delivered without
care, the Court declared that "the deliberate indifference" .to serious . /! : of quality ‘care. This anal Lssues of health care delivery service and
medical needs of prisoners constitutes the 'unnecessary and wanton o I .~ become the yardstick to m:agii:’tgt least.ln Fhe second circuit, has
infliction of pain .. . .proscribed by the Eighth Amendment." It then . . Cf ‘ 13 T T ? € constitutional adequacy of care.
suggested three instances that would clearly demonstrate a constitution- s N % .
al violation: "indifference. . .manifested by prison doctors in their i " The Fthi . \
: % thical Thicket:. i : : ; :
response to the prisoners' needs or by prison guards in intentionally g 13 _ conflicts remain. some frgizglge ;he grg&th of institutional standards,
denying or delaying access tg}medical care or intentionally interfering - S prison existénce. Héalth care geliw and §0me ?1?tat¢d bY the facts of
with the treatment once prescribed." While these three examples give 1 care delivered in a medically alienvere inoa jail or prison is health
some guidance, they unfortunately leave much of the standard shrouded B inmates, prison health care staff ar:esz;ng' [g? delivering care to
: ' - ] : s g4 1" 2 . . \
in the vagueness of delibertate indifference”. : ) . B + while simultaneously being constrainad bypg;:lstsuzguEZe:rdpatli?ts .
s ’1 , the instittftion' the must U . . . . n routine o
The Medical Thicket: Despite the fact that the standards, even (in R rate, cpnfine, ;nd~pznish, C;;z_a;gstreat 'n, & setting @eSigned to sepa-
AMA-accreditation institutions, do not have the force of law, judg s S often Cgﬁflictiﬂg norms that ozern : a;csmmodatelth? different and p
are recognizing them as describing a minimal acceptable level of care. ! i3 "~ hand and correctional staff og th ealth care providers on the one "
This 'recognition is being reflected in increasingly specific judicial T . , ' e other.
- orders, couched not in vague language, but in concrete language directing - N £ Inmate ' S ade IR
. . ' . ,: § are not pas 43 i .
practices. The best example of this develo?ment is Todaro v. Ward (431, v é 4 press for access/to Ehi:izsﬁzsiiptzFS in thlf process. They regularly
. F. Supp. 1129, 565 F.2d 48 2nd Cir. 1977). ’ ) : ; g ectional and’therefore theoretically
. . . . 'Q\\\:
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/umre humane service.
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Therefore, not only is the health care staff
expected,-to’ serve in .regular ambulatory medical and spec1f1c referral -
tasks, but it must also provide an avenue for the expression .of human
feelings, % rouﬁe to escape from boredom, a place for meeting friends ‘
in a more j nsuperv1sed setting, a way of escaping from the tyranny
of wbrk_and programs\gpat continue unrelentingly, and an ongoing
poss1b111ty for the LXEICISE of 1nd1v1dua1 autonomy.
g
These needs create an overmhelmlng list of respon51b111t1es for<

Ui

' a health-care staff and an uqreallstlc set of ‘expectations for an in-

mate population. Given budgetary real Lles and security limitations,
both groups must be regularly dlsapp01nted'“auff1c1ent funds are lack-
ing; isolated and oppressive surround1ngs make it difficult to attract
capable and well-trained staff; patients are often difficult and poten-
tially violent individuals.

Moreover, the law exacerbate§ certain dilemmas. An inmate who.
refuses initial screening procedures is segregated.- To have-it other-
wise would be to permit inmates who may have a contagious dlsease to
infect others; to have it so means that, at least in the 1nmate
view, the initigl interacticn with the medlgal care gystenm is over-
‘shadowed by the presence of the correctional system. In many jurlsdic—
tinons, an inmate who refuses treatment in a llfe*threatgnlng situation

- may ‘be forced to accept that treatment‘ o . .

\‘, X -
In many states, medical, records including drug and alcohol histories
are included in prison records and are fully accessible to prison auth-
orities. In one system where this was not ‘the case, thg~Department of
Corrections required immates to waive their right to confidentiality if
they wished to participate in a much-desired program. The -independent
health service only gradually became aware that inmates en masse wer® .
signing releases for medical information, and it then challenged this
coercion. Reports of psychiatric interviéws regularly become part of
thke evidence in a parole hearing. Finally. there is'the ever—present
threat than an altercation with a physieian about an.illness may result.
in disciplinary action. Little in most discussions about medical
ethics prov1des guldance in these and similar c1rcumstances. . .

[
-

Some. of thése coﬁflicts can be"resolved'more easily when the health"
care deliyery system is ceuntrolled by an independent health ¢are provider.
The experfence of the Chesapeake Phy51c1ans Associatioh in Baltimore,
Maryland, ,aﬂd Montefiore Haéspital and Medlcal Center at Rikers Island .
in New' York.ley indicates that the rights Qf patients and the conflicts
between patients, and physicians are minimized But not negated by the-
independent autherity of a health-care provider. The. .protection of .
medical records,” the\confldentlallty of the doctoz«patlent relatlanshlp,
the acceptance of the appropriateness:of medlcal judgment are “all en-
hanced by the 1ndependence of the servlce. But nelther the courts nor
thé AMA have ‘supported this solutiem:. ’ o L e -

Although theré isca congtitutional right to health care in prisOn
and although the dimensions of the right have received private and
judicial outline, the conflicts persist. In a separatea and segregated
system to designed to 1n£antlllze, humlllate,‘and punlsh the need to
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be cared for is overwhelming. The caregivers, primarily from medi-
cal care staff, must function within the boundaries set by the insti-
tution they ‘serve. There is scant support for challenging the system
on behalf of individual inmate patients; there is overwhelming pres-—

sure to adapt-to the norms and:mores of the correctional staff.

How can the various needs of these three groups be accommodated
and what further ‘role will the courts play in fashioning the solution?
Private and judicial efiergies are now directed at the establishment
of systems capable of delivering reasonably adequate care.. On the
whole that is positive. It must be remembered, however, that in pri-
sons, individuals tend to be ignored, overlooked, or punished; gener-
ally adequate systems may not be permitted to shield spec1f1c vio-~
lations. '

X3

Prison. 1nmates have a constltutlonal right to medical care. How-
ever, in practice, that care is often characterized by gross disve-
gard ox abuse, Inmates cannot exercise this right without the aggres-
sive support ‘of madical staff who are aware of the conflicts and pre-
ssures inherent: in a prison setting and who are able to confront these
situations effectively.

*The paradox is that the ponincarcerated population, without a
legal guarantee of care, can generally secure adequate care while in-
mates guaranteed care are often given only hollow promises.

o by
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LEGAL ISSUES IN CORRECTIONS * .

8
1. A Description of the Role of the U.S. Department of Justlce in
Institutional Reform Litigation

b et

(a) The Spec1al thlgatlon Section of the Civil nghts Division
is respon51b1e for~aff1rmat1ve trial level litigation on behalf
of institutionalized persons, i.e., persons in prisons, jails,
juvenile facilities, mental health and mental retardation facili-
ties.

NP

(b) The Special Litigatiou Section receives information concerning
institutional problems regarding health care delivery services from
many sources, i.e., citizen and/or inmate correspondence; press; S
advocate groups; Courts; .and members of the Bar. i

(c) Before becoming involved in litigation, an investigation is
under taken, documents collected and reviewed, and knowledgeable
persons interviewed. Based upon the 1nvest1g?t10n and after ap-
propriate research of appllcable law, review/of professionally
accepted standards, and consultations with experts, if necessary,

-, a decision is then made as to whether to initiate action. 1In short,

K\the U.S. Department\pf Justice becomes involved in litigation in- ;

\volv1ng institutional health care delivery systems only after an ° i

—~="adequate data based to justify such action has been established.

{d) The U.S. Department of Justice participates in cases as a K i
plaintiff, plantiff-intervenor, and as litigating amicus curiae.

2. A Brief Review of Legal and Underpinning of Prison and Jail Health
Services Litigation

1’/'\\ \,\
(a) The whole arsa of prison lltlgatlon is emergent. and evolv1¢,.
Until 10 years ago, the Courts for the most part adopted a Vhdnes—
off" approach to such litigation in deference to the presumed ex— -,
pertise of prison administrators. However, as cases prgsenting
egregious abuses of prisoners began to flow into the Courts in

every increasing numbers, the Courts began to address the nature

=
-

and scope of Constitutional and statutory protectlcns secured to )

inmates.

(b) 1In the medical area spec1f1cally, the United States Supreme
Court in Estelle wv. Gamble, 429 U.s. 97,'103~104 (1976) has re=
cognized:

the government's obligation to prov1de medical
‘care for those whom it is punishing by incar &
ceration. An inmate must rely on prison authori-
ties to treat his medical needs; if the authori-
ties fail to do so,” those needs will not. be met.
In the worst cases, such a failure may actually
produce "torture or a lingering death', verane
the’ evils of most immediate concern to the A
< / K} ﬂ
. i (j_\ °
* Summary Preseﬂtation by: Lynn Walker, J.D., Chief," Special Litigation
Section, ClVTl Rights Division, U.S. Department of Justice, Washington, D.C.
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drafters of the (Eighth) Amendment. 1In less
serious cases, denial of medical care may result
in pain and suffering which no one suggests would
serve any penological purpose... The infliction
of such unnecessary suffering is inconsistent with
contemporary standards of decency as manifested
in modern legislation codifying the common law
view that "it is but just that the public be re-
quired to care for the prisoner, who cannot by
reason of the deprivation of his liberty, care
for himself.

We therefore conclude that deliberate indifference
to serious medical needs of prisoners constitutes
the necessary and wanton infliction of pain,"

Gregg v. Georgia supra, at 182-183, 49 L. Ed 2nd 859,
965. Ct. 2902 (joint opinion), prescribed by the
Eighth Amendment. (citations and footnotes omitted)

The Ceurt°went on to say that

in order to state a cognizable claim, a prisoner
must allege acts of omissions sufficiently harmful
to evidence deliberate indifference to serious
medical needs. It is only such indifference that
can offend "evolving standards of decency" 1n%m1o-
lation of the Eighth Amendment. Id. at 106,

3. The Evidentiary Underpinning of Prison and Jail Health Servnces

Litigation i

(a) In determining whether a viable claim of deprivation of
Con§t1tut10nal or statutory rights to minimally adequate health
© services has been established, Courts look at a variety of
evidentiary sources, a few of which follow:
(1) adequacy for the population served of physical
_ ,facilities and equipment;

(2) the adequacy for the population served of
©  medical personnel;

(3) . the adequacy of medical records and of
safeguards for the protection of the
¢ confidential information included therelq,

(4) the adequacy of the formulary and practice
and procedures for the safekeeping of medlcatlons,

(5) the adequacy of training of health ‘care pro-
viders for.the functions which they discharge;

(6) the nature of any tasks assigned to inmates and
whether they can adequately or properly per—
form them;



b

. R e e e T i T g T T L R T Y SRR T T A ST
- P PUR S, [— . ey A

LEGAL ISSUES IN CORRECTIONS #* ~

(7) the adequacy of sick call procedures and practices;

The following summarizes three issues in Correctional Health Care:

(8) the adequacy 6} specialized services for special Confidence, Confidentiality and Autonomy.

: need patients such as the non-§mbulatory, the _
elderly, diabetics, the retarded, epileptics, etc.; : I

3 - . . . s C
I. Importance of inmate confidence in medical personnel.

s il

. a 4
. (9) the adequacy of protocols and procedures; ; 1 Pl A. Patient care hinges on the amount of éandqr that
: i~ - Gt _ R exists in patient communications to physicians.
s (10)  specific instances of problems experienced by in- ' o ) : Sy =
matesvinnobtaining minimally adequate health care = ! L1 B. Patients, particularly the less medically-sophis-
\services. g - i - ticated who often comprise the bulk of inmate
} population, cannot be expected tc know which cir-
(11) professionally accepted standards, such as those i cumstances and habits are perﬁinenpfto their
published by APHA, AMA, ACA, JCAH, etc., for health { treatment. /
care services and ‘ ! ) f
- , & C. Patients must‘pherefore feel free ﬁo disclose all
(12) expert testimony concerning deficiencies in the sy- J ‘ {0 7 to a physician without fear of reprisals or jeo-
stem, ' ’ ¢ ‘) : pardizing of their legal status. )

In summary, legal chéllenges to the minimal adequagy of health ;-ﬁ : _ Example: Michigan v. Bland, 218 N.W. 24 56 (Mich.
care delivery systems usually are presented in a "totality of circum— | 1 i} , 1974) arrested on drug charge. Needed
stances' context, and, there significant deficiencies are established, : medicai care for withdrawal. @ Court
e Courts have not hesitated to mandate sweeping reforms and improve- ~ruled: inmate could not be required to-

LR

ments in health care services afforded to the imprisoned. ' , . i | - . sacrifice one constitutional right
: ' ' o A (self-incriminatdion) - for another (ade-
4. Conclusion ) ) 1 . quate medical care}. -

The object of litigation concerning health care services is to
' assure that health care providers are given minimally adequate resources

II. Confidentiality of Medical Records,

to discharge their duties in accordance with professional standards and A. Not an absolyte right.
" thereby serve the needs of the imprisoned adequately. The object of , Ny 2; af\ | :
such litigation is not to impugn the integrity of ins;itutional hea%t@ \ P : o 1. Required neporting/disc}oshreg“?y law.
care providers, nor to question their commitment to adequately servicing | i ‘ Example: yen!real disease, gunshov wounds, child abuse.
the needs of their clients. Quite to the contrary, the United States ; S o ® ,‘ : .
Department of Justice recognizes that institutional health care providers 1 ,K ) 2. Interest of“public health.
are frequently overworked, underpaid, and afforded inadequate resources ' : o ~ A Example: tuberculosis Y

to do quality works In this sense, then; those who prosecute health care P ER =
reform lifigation in institutions are really the allies of the health
care providers, and it is hoped that our goals in prosecuting such cases
will be viewed in that light.

3. Welfare of thg'patieht. -
Example: diet, physical limigations due to heart or
back~ailments. s

e

e
3

‘B. General Rule: Do not disclose without patient's consent.
°  This means records must be kept separate from confine-
ment record. -

y o C. Where corrections personnel must have access to records,
» o k duty of gonfidentiality is imposed on{such personnel
i i . as well. ’ {

} :b‘ H ) . . " ? /; ]

= S ' : . a . & TII. Autonomy of Medical ‘Service.

A Inyolvemenﬁ omeedical personnel in discip;inary;h
~ correctional or security activities creates perception
of thémrgS‘part of corrections process, destroys trust.

.
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. N ' . ' . ’ ) ' f? * Sumﬁéry of presentation by: William P. Iselé, M.A., J.D., Health-
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Strip Searches.

T

Y
E(/ 7 R
1. Supreme Court ruled %Eésonable, without

probable
cause.
Purposes: deterrent, discovery
2. No need of medical personnel for visual searchi.

Guards may reasonably conduct.
Body cavity searches.

L. Supreme Court has not ruled.

W

~In ‘lower court cases, medical personnel ha%e per-
formed them.

l

2. Dilemma.

a. P0331b . health danger if conducted by un-
trained personnel. )

i

b. Destruction of essential medical confldence
if medical staff condhcts.

3. May be resolved by training corrections personnel
in proper proceduref

Forced medication.

1. For control purposes.

Recent cases support rights of pgtients.

2: For discovery of contraband. Conl

Unreasonable and impréper use of medical resources. +

Overal% gu1d1ng principle is that enunciated by the World Medlcal
Assochation in 1975:

0

a doctor must have complete
clinical 1ndependence in de-
ciding upon the care of 2 person ?
for whom he or she is medlcally
responsible. The Doctor's funda—
mental role is to alleviate the o
distress of his or her fellow men, ~ o
- and no motive — whether personal,
collective or political - shall
prevail against this higher pur-
pose. (Declaration of Tokyo,
Prlnciple 4, October,. 1975) 7
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LONG RANGE HEALTH SYSTEMS PLANNING# o

Serious problems in delivering health services to prisoners
continue despite "an increase in professional interest and concern in

the 1970's. In general, four problem areas need attention. They
are:

. Plunning of health services
Admlnlstratloﬁwand provision of services
Data storage and retrieval

. Quality assurance

AN

Because soluticns may require expenditures of additional mil-
lions of dollars in State systems, serious attention must be given to
quantitative health planning in each area.

In this paper we describe the major issues in health planning
for state planning systems.,

1. Planning Health Services

As Taylor has obserVed}‘the first step in health planning is
to plan the planning process. Effective planning requires that the
planning process have the support of the cabinet level offlclal res—
ponsible for state prison systems. It also requires that other policy
makers, particularly attorneys general, senior health department offi-

‘cials and state legislators, be informed and in some cases actively

involved. Although it is rare to obtain a prior commitment to expend

.a significant amount of public funds on new health programs .in state

prison systems, it is nonetheless imperative to obtaifn a icommitment
for planning and implementation from as high a level as p0551b1e be-
fore 1nvest1ng in techn1cal7<xpertlse.

It is also important to involve those in the plannlng process
who will be responsible for implementation.  These persons or agencies
will vary from state to state, and even within states. Nonetheless,
once commitment to planning has been obtalned(frcm the political policy
makers, the technical expertise should be sought from health systems
agencies, local health departments, state and local medical societies,
and private practitfoners.

For example, in Maryland, differences among the geographical re-
gions with respect to patterns of medical practice, will determine the
nature of viable health services programs at prisons and in those re-
In Baltimore city there are large group practices at University
Hospital, whereas in Hagerstown, where we have two large correctional
institutions, there are only small group practices.

2. Administration g%d Prevision of‘SerViees"

Planning for mental health services and fbr primary health services

Il

* Presented by: Gbr&on Kamka, Secretary; Maryland Department of Public
Safety and Correctional Services, Towson, Maryland

I
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requires data not often available in prison systems. <Once a commitment
has been obtained from policy makers, the planning group must then de-
fine as precisely as possible, the nature of the problems of the popula-
tion for which there are planning services.
(R

In mental health services in particular, there is a serious lack
of data. In general; patients' demands for services arise malnly from
three groups of people.

a. Persons with psychoses and attempted or threatened suicide.
If these persons were in a free living population, they
would be considered for in-patient hospltsllzatlon, either
voluntary or inwvoluntary. ;

b. Persons with neurosis and/or personality disorders. The
number of persons in this category is probably large, and
the demand for services should be estlmatgd. It is in
this group of persons that the psychologists, may have the
greatest impact. In a free living population, these per-
sons would receive intensive group or individual therapy
on an outpatient basis, or might be hospitalized for in-
tensive therapy of short duration.

¢. Persons with mental retardation. These persons may re-

quire special programs or living arrangements, but there
can be no rational planning'withept an estimate of the .
number of persons in the various categories of mental re-
tardation.

The primary health services will include not only the sick call
services, but also a referral system to more intensive or more specia-
lized modes of intervention. [t may be possible to estimate utili-
zation with existing data, but unless the primary care services are
comparable to those in community health centers, one may expect to find
excessive numbers of referrals to specialists and hospitals. Engebret-
sen and-Olson “ have surveyed ‘the types of health care problems encoun-
tered in a jail population. This data, as well as our own unpublished
data, suggests that non-physician practitioners physician assistants,
nurse practitioners - may be gppropriately utilizidd in jail settings.
There have not been comparable studies in prison. psnulations and we
‘can only infer that mid-level practltloners w1ll be«Lhe appropriate- per-
sons for this setting as well.

Another issue in plannlng primary health services is that available
standards, thoseof the American Médical Association as well as the stan-
dards of the American Public Health Association, do not address a criti-
cal faatox “for health planning, the ‘duration of the primary care en-
counter. The average duration of visit for all visits was 15.4 minutes
in the National Ambulatory Medical Care Survey.-” About 47% of visits
had a duration of 10 minutes or less. &or black patients, the average
duration of visit was 13 minutes, and 47% of patients had a duration

4;/
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of visit of 10 minutes or less.4 If this is felt to be an appropriate
duration of encounter for.a primary care visit by a prisoner, then
staffing patterns must permit sufficient practitioners to enable this
duration of visits

“3. Data Storage and Retrieval

The _need for data storage and retrieval is self evident. Froom,
et al., “have described a data system for New York State correctional-
facilities which provided summary statistics on ddlly encounters at
each of three facilities in the system. However, the decision to em-
ploy automated data systems should be made only after thoughtful anal-
ysis of the administrative and clinical needs for data. i

s ecored
O0f equal or greater importance is a uniform health records/system
for all imnstitutions so that the transfer of records and inmates can
be made with minimum disruption in the data storage and retrieval func-
tions. It is important to note that the need for health data may tran—
scend the closed prison system, and extend to local State Health De-
partments, particularly in the area of tuberculosis control. The
prison system must notify health departments to continue the medication
prophylaxis for released inmates. '

“ IJ

4. Quality Assurance

During the past decade much effort and thought has been focused on
the problem of quall ty assurance. -Two major and different approaches
may have relevance to quality assurance in prison health services. -

The Professﬁonal”Standards Review Organizat%on (PSRO) program has
at least tFree major goals, summarized by Goran:®

. ;

l;+ The elimination of inappropriate and unnecessary health
services (freeing scarce resources to alleviate unmet
needs); .

2. The improvement in the”quality of health services-
. (making ‘quality services more uniformly available as
well as raising the overall level of performance);

oy

S

3. Providing assistancé in the identification, and where
possible, dorrection of the small minority of practi-
tioners and providers whose practices are harmful to
the health and safety of patients.

Although the PSRG has devoted most of its reSWUrces toward reducing
the variation in hospital use and bring hospital {ates clogser to those
levels belng achieved in the mdre efficient prepamd and fee for service
sectors, it has developed methodologles and legitimacy among the pro-
fessions for quality assurance. We should 1nv1te and challenge the
PS@Q to asslst us in quallty assurance in prison health systems. -

81
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Williqmsonghaé proposed basing quality assyraneééon outcomes Qﬁs
care. He has criticized the medical audit appr@ach because of 'its
narrow focus on problems that can be identified and measured from
patient chart or claims ¥orm information, thus requiring the use of
methods suited to the data, to the neglect of ymethods that might
have greater potential impact in terms of improving patient health."
He suggested that "important variables will often have to be mea-
sured by means of special encounter forms, utilizing perspective
assessment designs adapted specifically to the talents and resources
of the quality assurance teams as well as to the particular charac-
teristics of the topic."

PEe—

-Quality assurance should not be seen as an isolated function.

As data accumulates omn. programs which are evaluated with sound TN

quality assurance methodology, the standards on which such health  / ) }
programs were based may themselves be evaluated and revised. Addi- K ;
tionally, professionally competent quality .assurance programs may be X

used to document the adequacy of health services programs to federal §§\\
courts as well as to legislatures and the public who seek increasingly . )

to know whether public funds are being appropriately spent. “ &

In summary, the involvement of federal courts in the constitu-
tional issue of prisoners' assess to health services has presented the
legislative and executive branches of state governments with the .chal-
lenge to respond to prisoners health needs. These policy makers, in
turn, will look to the health profession for the planning of cost
effective programs. Such planning must be characterized by awareness
of the political realities of State and local jurisdictions, by quan-
titive assessment of needs, and by documentation of the effectiveness |
of new programs.

1
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e 6. . Calculaterthe difference between number and type of
primary care physicians needed to serve the expected
number of visits for the population-at-risk (step &)

. ' ; and the number and type of primary care phy81c1ans
Loug neglected by public health and medical care organizations, o ¥ available to meet such need (step 5)".

issues in the delivery of jail and prison health ‘services have only re- ) ‘ ‘ . . :
cently begun to be explored in established medical publications. Iwo } - Steps 1 - 4 may be adapted to the purpose at hand, namely the ™%
important areas that have been explored are epidemiologic characteris- : determination of the devel of primary physician coverage necessary to

LONG RANGE'EEALTH SYSTEMS PLANNING *

i

tics of jail and prisen®populations (1,2) and the innovative partici- . v 3 provide adequate health care in correctional institutions. “The ques-
pation of physician extenders and other medical technical personnel L : tion of physician availability will not be directly ,analyzed in this
in provision of correctional health services (2,4, and 5). Current ’ i . paper s1ncé there is already extensive documentation of the gap be-.
knowledge of both epidemiologic and personnel factors will be utilized } § ; tween"health needs and phy51c1an.ava11ab111ty in the maJorlty of -cor-
in the calculation of primary care phy31c1an needs: in correctional faci- - ; o ‘ srectional institutions (7,8). :
lities. . s 2 ;
‘ - { i) © Before deriving a formula for the calculation of prlmary phyﬁl—
METHODOLOGY i 5 ' cian staffing in correctional health programs, a number of specific
N R . e ! : ‘ program components must be analyzed. Each “tomponent will be described
L As in ‘other institutional health systems, physician and other : ‘ : Co and an appropriate measure assigned ‘to be utilized in the overall cal-
staffing requirements in correctional” facilities should be predictable . 13 culation of primary care phy51c1an coverage.

on the basis of health care needs of the population to be served. There . | , £ ‘ i o ' '

has been little previous experience with prospective methods ,of deter- ; Entrance anmlnatlons' In a recent analysis of Jall and prlson
BT mining the physician and physician extender coverage necessary to pro- T i ’ health services, the General Accounting Office has empha51zed thp in~-

vide adequate health cdre needs in correctional 'institutions. Such deter- ‘ i . adequacy of physical examindtions provided upon entrance®to many jails

minations must? take into account all program components requiring primary ‘ and prisons. In a population that has generally received only spora-

physician involvement, epidemiologic analysis of any special health care : B dic or acute health care in the past, there is an expected high frequency

!
{
/
s Ty

needs of incarcerated populations, and particular administrative and in- ° Sy ig of previously undptectegﬁhealtﬁ;problems. A careful medical history,

stitutional facdtors affecting health care delivery in the jail .or prison ! . physical examination, and standard laboratory evaluations are an essen-

setting. : & i | tial prerequisite to the establishment of an accurate health data base

' ‘ ‘ i f £’> ij ) and the formulatlon of an adequate treatment plan. A proper entrance

Mandel had developed a useful model for determining the need’and ¢ Lo g , . ekamination is thus the cornerstcne of any adequate health care 'pro=

available supply of primary care physicians in such health care settings , S } W %; gram in a correctional 1nst1tutloo. - ‘ S

as private phy5101ans offices, neighborhood health centers, and hospita® N TR 5 s : .

outpatient departments (6). This method may be summarized in the fol- | ., - Q v : Unfortunately, entrance examinations are often the most neglected

lowing six steps: o g aspect of prison and” jail he;ixh services. The responsibility for ob-

taining medical histories may be limited to the inmate alone by use of

o

&

oy 1.  "Define the population-at-risk for primary ambulatory R | I ‘a self-administered questionnaire or may be delegated to health or cus-.
4 care physician services.- : " ; 5 todial personnel with no training or skills in taking medical histories.

n ) A . 2 ; ' Similarly, phy31cal examlnatlons are often performed by personnel with-

2.  Calculate the expected number of primary ambulatory “ : § out documented skills in physical diagnosis. If there is any physician

care" phy31clan visits (use rate) for each populatlon

o u s N a.-s
BTG c

i e involvement in such examinations, it is-often qulte cursory and poorly
to each type of primary amuularory care’ phy81c1an. ) 3

suited to the establishment 8f an accurate data”base. The crucial area
" of tuberculosis and venereal disease screening s often imcomplete and
may be delegated solely to nursing staff or mgdical technicians with-
“ out physician supervision or epidemiologic control.

3. Calcolate the expected number of visits (productivity) Y
each type of primary care physician could serve in a =
fully utilized practice. @

¢

For the purpoée of the present analysis, it will be assumed that

4.  Derive the full-time equivalent number of primary care ~ the responsibility for entrance medical evaluation resides in the parti-
physicians needed to serve the expected number of visits for ) s, P cular correctional institution being considered. In some state prison
the populatlon-at—rlsk £or each type of primary ambulatory o . LF systems, entrance examlnatlons may be performed at a central reception
care. i ~facility and the results forwarded to-“other prisons in the state upon

e oo i i prisoner assignment and transfer. In many states, the 1nadequac1es
5. Identify the number, age and type of priimary_ care specialty 2” that have been described above pertain also o reception center examin-

of currently licensed physicians whose practices are.lo~
cated in the towns in which the populatioms-at-risk reside. -~ §

atlons and the responsibility for a more comprehensive evaluatlon still

W o oo “ . f ! - o a

% Presented by: Lambert King, M.D., Ph.D., Cook County Hospital, Assistant ,
Professor, Northwestern University Medical $#hool, Chicago,. Illinois.-
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“devolves upon the particular prisons in the state.
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Therefore, the
direction of an adequate entrance examination program will be in-
cluded in calculation of primary physician needs in correctional in-
stitutions.

Since jails have a higher turnover rate and shorter lengths of
stay than prisons, an argument may be made that jail health programs
require less extensive entrance medical evaluations than prisomns.

Such an argument is probably fallacious. The higher turnover rate in
the jail setting increases the necessity for accurate identification
of infectious disease since the number of potentially contagious per-
sons entering is greatly increased. Jail populations also include a
larger number of persons with immediate sequelae of trauma than do
prison populations. From both a publlc ‘health and medical care per-
spective, the performance of careful entrance examinations in jails
(particularly large urban detention centers) remains an essential ele-
ment of an adequate health care program. Physician involvement may
be rejuced if the entrance examinations in a jail are llmlted primarily
to detection of infectious disease or acute 1llness.

Table 1 (see appendix) summarized the essential time and staffing
elements for entrance medical examinations in correctional institutions.

‘It will be: ‘noted that most of the activities involved in entrance exa-

minations can be performed by properly trained physician.extenders such
as certified physician assistants or nurse practitioners.” Based upon
the time elements of Table 1, it will be noted that approximately 1. 2
hours of physician or phys1c1an extender involvement will be needed
for each entrance medical examlnatlon. Assuming a well organized and
qualified physician extender staFf the amount of primary physician in-
volvement for each entrance examlnatlon will be calculated in the over-
all system,formula as 0.5 hours. Thlrty minutes’/of physician input is
not an excessive time allocation for the completion of an accurate data
base, review_of any abnormal physlcal or laboratory findings, and for—
mulation of any further dlagnostlc or therapeutlc plans that may be
indicated. In a jail settlng this flgure may be reduced to 0. 25 hours’
per entrance examination if emphasis iﬁ limited primarily to detectlon
of infectious disease or acute medical ‘problems. In a large urban jail
with a daily adm15510n rate of more thar 100 persons daily, this physi-
cian time alle;atlon‘of 0.25 hours per extrance examination might be ex-
pended 1ar5ely in the direction and superv151on of -the physician extender
personnel/necessary to perform such numerdus examinations. The figures
of 0.5 hours per examination for jails incllude physician tlme necessary
for direction of tuberculosis and venereal @1sease programs, both of.
which are of major magnltude in correctlonaW institutions. B

: : \

.-8ick Call Services: . Based upon natlonal studies; the expected phy-
sician visit rates for males of age comparablevto a prison population
would be 3.2 visits annually (9).\> Utlllzatlon is somewhat higher in fe-
males of corresponding age groups. Thus if tRese utilization rates were
applied to a prison or jail populatlon, one wokld expect\a minimum of

3.2 visits per year to institutional sick call\in order Jo see a primary
care physician. In a prison with 2,000 inmates), for example, one would
expect at least, 6,400 physician viaits annuallyx\ Based ' upon- avamlable,

0 . o
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~ chosis at any given time (17).

physician productivity figures, 6,400 visits annually would be some-
what more than the average number of patient visits of 5,414 managed
by the general practitioner/internist category (10). . Therefore, utili- .
zation of phys1c1an sick call services alone in a correctlonal institu~ . »
tion with 2,000 persons will require at least 1.2 full-time primary phy- ’
sician equivalents. Such a calculation assumes that the level of medi-
cal need in a correctional institution is approx1mately equivalent to
age adjusted national averages. - L
L F

It is well known that sick call utilization rates in jails and
prisons are significantly higher than physician utilization in outside
communities. -In many institutions, sick call services may be requested
by five-percent or more of the population daily (lLJlZ) High sick call
utilization rates may be associated with grossly 1nadequate health care )
quallty, the phy51c1an providing sick call services may do little more /
than e11c1t a brief chief complaint and write a prescription without g
benefit of further medical history, physical examination, or laboratory
evaluation. In order for physician sick call services in correctional
institutions to Ue of acceptable quality, there must be adequate physi- -
cian extender, nursing, or other personnel available to appropriately
manage the large volume of minor complaints which account for the almost
three-fold difference ‘between national physician utilization rates and

sick call utilization within correctional institutioms.

Factors which at least partially account for high sick call wutili-
zation rates in- correctlonal institutions are summarized in Table 2.
(see appendix) Althoughf“ome additional primdry physician involvement

‘ beyond national averages is undoubtedly necessary in planning physician

coverage, two logical assumptions will be made to deal with high 31ck
call utilization. First, it will be assumed that a well functlonlng

and properly trained ancillary health staff is available to handle much
of the "excess" sick call load. Secondly, since there is some expected
'overlap between physician invcélvement in other program components (e.g.,
entrance exams, chronic care clinics, and emergencies) and baseline
primary physician utilization according to national rates, part of the
additional physician involvement necessary for high sick call utlllza-
tion will be balanced out by the overlap from other program components.
In conclusion, a figure of 1.2 full-time primary physician equivalents
will be minimally necessary for the provision of sick call services to (
a population of 2,000 persons in a correctional institution. This flgure
can be adjusted proportlonately for institutions of different size.

Chronic Disease Prevalence and Programs: There is convincing epide-
miologic evidence that certain illnesses are more prevalent among resi- -
dents of correctional institutions than within the general population.

Such heaith problems: include severe dental and gingival disease, tubercu~

losis, ‘seizure disorders, hypertension, venereal disease, sequelae of trau-
ma, chronic liver disease and other sequelae of drug and alcohol dependence
(13, 14, 15 and 16). Other chronic diseases such as bronchial asthma and |
arteriosclerotic heart disease, although not increased in prevalence

among prisoners, require special medical attention in the often stressful
confines of correctional institutions. :Spec1al primary physician atten-—

‘tion (in addition to psychiatric services) must also be provided to the :

significant percentages of prisoners who may be under treatment for psyf_;l~
" In addition to primary physician services -

T a
8}

©
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required on general sick»call,}gdditidhal primary physician involvement
must also be provided for chroq}c.care“?linics and programs.

For example, the age adjusted rate of eﬁilepsy in an outside popu-—
lation is 0.6% compared' with approximately 1.67% in‘*a jail or prison
population. Thus in a prison ﬁopulag}on of 2,000, there would be an
excess of twenty epileptic patients compared with the outside community.
These additional twenty patients would be expected to generate legiti-
mate need fq;\dt least 80 additional physician visits per year, each
visit requiffﬁg about 0.25 hours. Thus, in the course of the year, at
least 29 fiours of primary physician coverage would be required.

The additional need for primary physicianAinvolvement im tubercu-

“.losis and venereal disease detection, treatment and control was, calcu-

lated previously within the eéntrance examination components. Other
specdial clinics and programs that are required in an adequate correc-
tional health care system include seizurefdisordefs, asthma and‘chronic
lung disease, hypertension and heart disease, chronic liver disease,
and monitoring (in colliboration with psychiatric staff) of patients on
Integrating these special program needs to-
gether (assuming that 10% of the total population is affected and that
2% of the total population require 0.25 hours of special physician ser-
vices weekly), it is estimated that at least 0.25 additional full-time
primary care physician equivalents is required to provide chronic disease
clinic services for an institution with a population of 2,000 persons.
An additional 0.10 full-time equivalents must be allocated for patients
requiring infirmary care or convalescent care after return from outside
hospitals. Thus, 0.35 full-time equivalents will be required for the
overall chronic disease and special programs component. o

‘ . - .

Administration, Supervisicn, and In-Service Training: Unlike a pri--
vate physician's office or a small community health center, the health
service programs of major correctional institutions represent highly com-
plex management systems — systems that directly impact on the collective
and individual health of large numbers of both inmates and correctional
staff. Primary care physicians working in such systems must deal not

- only with individual medical problems but also with supervision and in-

service training of significant numbers of ancillary staff, monitoring
and resolution of public and environgental health problems, and medical
audit and quality assurance procedures..  Although some correctional:
health programs have\medical digectors responsible for the performance
of a number of these functions,dprimary care physicians must still par-
ticipate actively in these processes. Such participation is especially
necessary in the supervision of physician extender'and nursing stqﬁf

who may be delegated responsibility for managing the numerous minor health
problems presenting at sick call or for the cell house screening. Dele-
gation of these.responsibilities by a primary care physician requires

a cdnsiderable time expenditure for the preparation and review of pro-
tocols, in-service education, and periodic audit for maintenance of ade-
quate standards. ' ' *

o [

+

'Assuming that a medical director is available to handle the majority

of administrative responsibilities in a major.prison or jail health sy-

¥
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v stem, it is estimated that an increment of 0.3 full-time primary phy-

“sician equivalents must be available in order to meet the foregoing
special administrative responsibilities adequately in an institution
with 2,000 residents. This increment also includes any additional
time allocations that may be necessary for responding to emergency
calls from ancillary staff who provide institutional health service
coverage during nights and on week-ends.

Inefficiency and Vacancy Factors: Physicians and other health
care staff working in correctional institutions are familiar with the
decreased efficiency in the delivery of health care which results
from special institutional factors. For example, the physician often
must -spend considerable extra time passing through multiple locked
security check points in traversing the institution. Delays are often
involved in rJving inmate patients from one part of the institution to
another. In comparison with more educated populations, the elici-
tation of an accurate medical history may take longer in the prison or
jail setting. Explanation of special procedures or treatments may be
difficult w%th patients who have received little health education in
the past. °

As a total institution, the prison or jaii medical service is re-
sponsible for acute medical services at all times, day and night,
throughout the year. The constant physician coverage and back-up that
is required, plus the foregoing inefficiency factors, necessitate that
allgwances be made in calculation of the primary care physician needs.

‘This allowance will be called the institutional factor and will be
estimated as a ratio of 1.1/1 compared with previously calculated factors.

SUMMARY OF RESULTS

Table 3 (see appendix) summarizes the method that has been used to
calculate primary care physician services necessary to provide adequate
health care in correctional institutions. Table 4 (see appendix) uti-
lizes the specifit measurements derived for each program component in
ordex, to calculate the number of primary physician full-time equivalents
required in a prison with 2,000 inmates and a turnover rate of+ 600 new
admissions per year. Ig\thié setting, 2.2 FTE's would be required.
Thus, the ratio of 1000:1 or greater internees/primary care physician
.currently used to designate.a correctional institution as medically
underservedﬁconforms well to the minimal primary care physician needs
de;ived from the program tomponent formula. The current Federal regula-
tions, however, may somewhat overestimate p%imary care physician needs
if the ratio of internees/primary care physiician remains defined simply
as the number of new admissions per year ra%her than average daily popu-
lation. The program component formula that has been 'developed provides
for consideration of both turnover rates and av%xage daily population.

The program component formula contains three major variables:

1) time alloted for physician involvement in entrance
- exams for jails versus prisons; '
P !
. Gt “
2) annual population turnover rate; and

a

1 3) averagé‘daily'institutionél population.

A At i

o it

o

R AR

=3



%,

: J
i 7
b
- § :
o
O
i
]
t
T
&
o A
)
3
N .
e
]
i { .
o H e
H
;
b

-90

; Q
ki Y .
j i
R e et e e
-
, &
0 v
' i
If the premises of the formula are nmet,. the number of FTE's of pri-. 5
mary care physician requlred can be approx1mated based upon actual
neéds rather than an arbltrary‘estlmate. This method should prove .
useful in assessing the degree of additional primary care phy51c1an
services needed in many correctlonal 1nst1tut10ns - )
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APPENDIX 1 !
TABLE 1
L STAFFING AND TIME ELEMENTS
FOR

ENTRANCE MEDICAL EXAMINATIONS -

PHYSICTAN OR PHYSICIAN EXCLUSIVE PHYSICIAN

ESTIMATED TIME

EXTENDER ACTIVITIES = ACTIVITIES REQUIRED T
MEDICAL HISTORY2 ‘ ‘ 0.3 Hrs. ’
PHYSICAL EXAMINATIONB(;k 0.3 Hrs. (males)
- : : _ ) ' 0.4 Hrs. (females)
ADMINISTRATION, READING : (
AND RECORDING OF TUBERCULIN o : : 0.1 Hrs.
TESTS ! '
OBTAIN AND LABEL INITIAL -, ' S
BLOOD AND URINE SPECIMENS - : o 0.1 Hrs.
* INCLUDING VDRL" ' : ‘
~ . REVIEW OF DATA BASE,
r FORMULATION OF INITIAL
° TREATMENT, OR FURTHER
S R o - DIAGNOSTIC PLANS 0.2 Hrs.
PATIENT EDUCATION = R TR S . 0.2 Hrs.
‘ TOTAL 1.2 Hrs. (males)
¢ ' ~ 1.3 Hrs. (females)

lassumlng lOO/ eff1c1ency, not 1nclud1ng mental and dental
evaluatlon S , o

includes completion of release forms to-send for previous

o

3includes didtation'or;recording'of results.

Qo : o o

health

medical records.

s
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APPENDIX 2

TABLE 2

FACTORS RESULTING IN HIGH SICK CALL.
RATES IN CORRECTIONAL INSTITUTIONS

-

Iriéreased prevalence of pre-existing dis-
Jrders. 8
or B
& . N ’
Lack of direct availability of non-«

prescription items.

J

Increased somatic awareness and complaints

- resulting from institutional stress levels =
and/or lack of meaningful activity programs.
Use of sick call for recreational/social/
1llicit functiomns.
Musculoskeletal complaints related to -
variable environmental conditions. d
T |
Lack of effective health educatiof.
"'-i_(’;g," : : X fards
¥ : ‘ : ‘
Aggrayation of pre-existing disorders or "
initiation of new disorders by institutional :(J
conditions. i h
i
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APPENDIX 3
TABLE 3

ULATION-OF PRIMARY PHYSICIAN/PHYSICIAN EXTENDER NEEDS

N
( IN -A\PRISON OR JAIL HEALTH SERVICE
\\ v

= , , ,
Hours of coverage for entrance medical evaluation
based upon population turnover rate, plus

Hours of coverage for sick call services, plus

=

Hours of coverage for chronic care clinics, infirmary
8 4]
and convalescent care, plus :

Hours of coverage for physician administration, super-
vision, internal audit; and in-service education,
‘emergency coverage, then ‘

4 L . . : ¢ . e el
“Calculate inefficiency factors, vacations; contifuing

‘education, etc.

93,

3

L L
O L SO S

LA AR

£ . o AT



- 94

)

ESSENTIAL; PREMISES

APPENDIX &

o

TABLE 4

« A

NUMBER OF PRIMARY CARE PHYSICIAN FULL-TIME EQUIVALENTS NECESSARY =

1.1% (0.5 hr./entrance exam. x no. exams/yr.)*
& 2080 hr/FTE

s

Q

4

1.1 x (factor 1 + factor 2 + factor 3) x (average 1nst1tutlonal

census/2000)
where factor 1 = 1.20 FIE's for sick call services; 5 .
factor 2 = 0.35 FTE's for chronic care cllnlcs, infimary

: and convalescent - -services;
factor 3 = 0.30 FTE's for administrative and superv1sory

serv1ces, o

1.1 represents correction for spec1al 1nst1tut10nal and
vacancy factors.

Thus, in a:prison facility with 2000 residents and 600 admissions
per year,
FTE's 1.1 (0.5 x 600/2080) + 1.1 (1.20+0.35+0.30)
- (2000/2000)
1.1 (0.15) + 1.1 (1.85) ?
2.2 FTE's required to provide acceptable care

1

i o

1. Adequate numbers of qualified and trained physician extender
and nursing personnel are available for mlnor sick call pro-
blems, triage,, and other functlons relat1ng to entrance

exams., and "

3

i « ‘ .
2. There is a medical director available to provide most adminis-
trative services.

o

If these premlses are not met, the necessary number of prlmary
care phy51c1an FTE's increases. great 1y, v

N

A . N " R\ :
* In a jail health service 0. 25 hr. /exam. would be: allotted for k\\ <

physician 1nvolvement rather than 0.5 hrs. 5

&
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'LONG RANGE HEALTH SYSTEMS PLANNING*

[

My comments come f¥om the perspective of an.institutional ad-
ministrator and stress the need for determined advocacy on behalf of
appropriate medical care for.prisoners. Institutional -administrators

“ generally receive the brunt of the criticism concerning lack of appro-~

priate care yet I suggest that this type of criticism misses the point
because administrators recognize the :need for approprlate care and are
often the most vocal advocates for improvements. Decision-making in
an institutional environment is generally characterized by the crisis
model because rational planning systems are difficult togimplement in .
an area of social policy generally relegated-to the bottom of public
priorities. Prison administrators often hope for lawsuits in order

to stimulate legislative and executive interest in projects that have
been rejected year after year or which are never, submitted because of
the costs involved and lack of pubiic support for spending adequate
resources. '

Correctional administrators are increasingly expressing their re-
luctance to knowingly operate health care systems which do not meet
adequate standards and in this respect thé AMA standards movement is
one of the most productive endeavors in prison reform that has occurred
in many years. Standards have been developed by reputable experts and
*have been available’ for use and adoption throughout the nation. Every
administrator now has a reasonable set of standards that should be im-
plemented in any correctional setting. One would hope that these stan-
dards would become mandatory either through state jail inspection guide-
lines or even legislation so that the administrator will not have to
fight an almost always unsuccessful battle for marco level imiprovements
rather than the small incremental changes that seem to characterize the

. \
correctlonal Dudget process.

Mandatory standards which can be enforced:through state jail in-

* spection teams would help establish an absolute minimum level of service

capability and this would be- immensely helpful in the budget process.
Justification for expenditures would now come from written-enforceable
guidelines rather than from mere policy suggestions. Every warden and
superintendent who has battled the budget problem can attest to the value
of standards that are enforced as part of mandatory guidelines. While

we may question certain enforceable guldellne proposals, medical care is
so central to the humane treatment of offenders #nd pre-trial detainees
that there should be no excuse for failing to implement a basic service
delivery system. ' If a facility cannot provide such minimum sexrvices

then it should not be permitted to operate.

Q B B

Citizens do not question the:legltimacy of rigid standards for other

5

facilities such as senior citizen homes, nursing homes, hospitals and . SR
the like.- We should accept nothing less for correctional 1nst1tut10ns. :
Standards which are enforceablé through courts or admlnlstratlve agenc1es g
ensure that medical care would not change as a response to changes in

personnel or public policy. Mandatory enforceable standards appear to be
an approprlate alternatlve to:the crlsls model wh1¢b chalacterlzes correc—

canman

4 ;
<
" 4 )

* Presented by. Arthur M. Wallenstein, Dlrector, Bucks County, Department i

of Corrections, Doylestown, Pennsylvania L _
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tions today. The AMA is to be congratulated on establishing a °
position of national leadership in the field of prison reform through
the development of is medical standards and procedural guldellne
books to help in the implementation of the standards. Let us hope
that the AMA medical standards will be accepted as part of the stan-
dard operating institutional procedures in the future. Both inmates
and administrators will benefit from such a situation.
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‘catlon with medlcal personnel at the County Jail.

o

MEDICAL AND ADMINISTRATIVE ASPECTS OF INMATE TRANSFERS AND TRANSPORTATION#*

o ‘ (¢
The Chlcago Law Enforcement Study Group, the John Howard Association’
and the Illinois Prisons and. Jails Project recently completed a brief
report on problems in the transfer of inmate medical and time-served fe-
cords from the Cook County Jail (formally called the Cook County Depart—
ment of Corrections) to the Illinois Department of Corrections. While
the repotrt, made possible by a grant from the McDonald's Corporation,
discusses the particulars of the situation in Cook County, both the pro-
blems and the recommendations for reform are sufficiently generic to
be applicable in other jurisdictions.

3

2

o

Medlcal records for 1nmates at the Cook County Jail are maintained
at Cermak Memorial Hospital, the Jail's medical facility.. Cermak is -
given no advance notice by security personnel as to whlch prisoners will
‘be transferred to a state facility on any given day. As a consequence,
no medical information of any kind accompanies the prisoners at the

~time of transfer. Moreover, Cermak in the past provided state prison

medical personnel with medical summaries for transferred immates. Appar-
ently due to a lack of funds, this practice has been abandoned.

Prison medical staff must, consequently, rely on two.sources for
initial information on medical histories of incoming prisoners. The
most common Source is the prisoners themselves. In many cases, this
can be valuable.  For example, most epileptics or diabetics are aware
of their conditions, and can communicate this information to health care
providers. Even simple physical observation can be an important first
step. During the period of the study, a prisoner arrives at an Illinois
correctional center suffering from paraplegia. Desplte the lack of ad-
vance notice, medical personnel, of course, had no difficulty recog—«
nizing the situation for what it was. ‘But in many instances, an inmate
may be able to say no more than that he or she has been regularly re- o
ceiving little white pills. Even when a prisoner claims to know the
nature of his or her condition or prev1ous treatment, medical staft can
not, obviously, rely on the accuracy of that knowledge.

.

The second source of information relied upon is télephone communi-
If Cermak-staff are
awarée that an inmate with serious health problems is in transit to a
state facility, they will sometimes call, that facility to provide ad-
vance notice. This is, at best, a- haphﬁéard process, worsened by con-
fusion among Cermak staff as to the appropriate channels ‘for forwarding
such dnformation. Medical personnel at state prisSons more fréquently
call Cermak for data concerning a prisoner with obvious health problems.
This® must, of necessity, takerplace only after some prellmlnary dlagn051s
of incomlng 1nmates. '

W

This rather erratic system of communlcatlon results in several diffi-

5‘acu1t1es. First. medlcal problems requiring prompt attentlon may not

. @
S

- o
& .

* Presented by: Paul Blgman.fPrOJect Coordlnator, Chlcagﬁ Law: Enforcement
Study Group,‘Chlcago, IllanlS
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be readily apparent, making timely treatment impossible. Thls\may also

result in interruption of what should be continuous treatment. \Second
problemsosuch as. paraplegia require special advance preparation ny medi-

cal staff. . Such advance preparation demands advance knowledge of: the in-
mate's 1mpend1ng arrlval Finally, the lack of medical information even

long after prisoners' arrival requires repetition of what may in some

cases be a lengthy series of diagnostic tests. The Medical Services ‘ N,
office of the Illinois Department of Corrections indicates that as much

as six months may sometimes be required to repllcate tests administered

to a prisoner while at the Cook County Jail.

More serious still, unnecessary,delaysvin.the provision of medical
 treatment may have dire comsequences for the health of the prisoner:
As one official of the state Department of Corrections noted "Someone
could die."

In fact, someone did die, although he was not from Cook County. An
inmate arrived at an Illinois prison suffering from familial periodic
paralysis, a hereditary disease which creates a severe potassium defi-
ciency. The prison doctor, lacking the inmate's jail medical records,
is alleged in a pending law suit to have negligently dlagnosed and treated
the disease. For want of a record, a life was lost.

; I
ke e !

Illinois law, :1ke that in many states, prohlblts dlsclosure by a
physician of medlcal information pertaining to his or her patients, ex-
cept under certain .specified circumstances. Transfer of a prisoner
from one correctional facility to another is not, at this time, one of
those exceptions. Under current law, it is not entitely clear that any
medical information may be legally transferred from a county jail to a
state prison, absent wrltten authorization from the prisoner involved. 7

It is, however, possible that the failure to transfer vital medical
information could result in a finding of liability for serious medical
injury to a prisoner. The United States Supreme Court, in Estelle v.
Gamble, 429 U.S. 97 (1976), held that "deliberate 1nd1fference Yo serious
medical needs of prisoners cnnstltutes the unnecessary and wanton infli-
ction of pain proscribed by the Elghth Amendment...(and) states a cause
of action" under 42 U.S.C. Section 1983 (429) U.S. at 104-105) .. The
"deliberate indifference" standard is high, but conceivably could be
applied to failure to notify a successor physician of a llfe~threaten1ng
31tuat10n. : » ! 2

The July, 1979 American Medical Association Standards for Health
Serv1ces in Jalls includes, as Standdrd 166 the follow1ng o

ertten policy and defined prccedures regardlng the Y
transfer of health records and informat:on requlres
that:

o
o

Summaries or copies of the health recordkare routinely
sent to the fac111ty to which the inmate is transferred

Xy
3\
J\d S Written authorization byWQhe inmate is necessary.for | o

) transfer of health record information unless otherw1se .
0 - provided by law or administrative regulation having i
the force and effect. of law; and - T~

o "
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" such legislation. -

‘the 1ess perplexing dilemas in corrections.

- Health record information isialso»transmitted to
specific and designated physicians or medical

“facilities in the community upon the written
authorization of the inmate.

i)
Discussion: An inmate's health record or summary
follo"s the inmate in order to assure continuity
of cate and to avoid the dupllcatlcn of tests
and examination.

The first two requirements of this standard make clear the necessity
for a legal provision for the automatic transfer of prisoners' medical
information without a formal written consent, unless such consent is to
be obtained for each and every inmate. New York has already adopted
N.Y. Crim. Prq%. Law Section 943 requires that,
among other records, "any reports that may have been made as a result
of a mental, psychiatric or physical examination' of an inmate to be
transferred from a county jail to a state prison ''shall accompany such
person to the prison, reformatory, penitentiary or other penal insti-
tution in which he is to be confined.'" This information is to be de-
livered in a sealed envelope to the warden of the institution. Legis-
lation similar to this is expected to be introduced in Illinois, shortly,
with the provision that medical information be sent in a sealed enve- :
lope directly to medical personnel at state prisons. ) L FE

Legislation of this type is crucial. Adoption of analagous. law. :
throughout the country would do much to solve the problems of trans-: :
mittal of medical information. There are, however, several other steps
which could be taken to.alleviate the difficulties.

Medical personnel responsible for the care of jail inmates must be
informed in advance of impending transfers, din order to provide time
for preparation of medical records or a medical summary to accompany
each prisoner. The files of. inmates with significant medical problems
should be easily identifiable, so that medical personnel can.promptly j
segregate records for transferees requiring medical attention. State~
medical societies should work with correctional officials to develop
standardized medical records forms, to facilitate communication of j
medical and treatment histories from one facility to another. Larger ' s
jails, such as that in Cook County, should computerize such infor— ‘ ;
mation and establish shared computer systems with the state correc-
tional department. Computerlzed medical records could then be re-
trieved instantaneously by state- prison medical personnel, who should
be the only correctional staff with access to such information.

Finally, it is important that clear lines of communication be established -
among health care providers in jails and prisons throughout each state.
This should also involve staff at public mental health facilities to
which a defendant may be committed pending determination of fitness to
stand trial. There is simply no. excuse for jail officials to remain
ignorant of proper channels for communication of needed medical infor-
mation. S . A

Timely and accurate transmittal of medical information if one of
The problems are relatively -

101 !
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edsy to 1dent1fy, the solutlons relatively s1mp1e to implement.
‘the consequences of failure to transfer such information may involve
substantlal waste of increasingly scarce tax dollars and, more 1rre—
perably, severe damage to the health of men and women in publlc
custody. It is incumbent upon all of us to ensure that a sentence
to serve time in prison does not become a sentence to phy51ca1 or
mental deterioration, or death. 7 g » :
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MEDICAL AND ADMINISTRATIVE ASPECTS OF INMATE TRANSFERS AND TRANSPORTATION *

o

The first panelist presented a description of the problems with
continuity of care experienced by the Cook County Jail System when
transferring inmatés’ to the state prison system. Due to the enormous
number of inmates handled, his ‘observations primarily concerned those
employed by large, un1f1ed systems.

As the second panellst, a endeavored to descrlbe the steps taken
within the North Carolina Division of Prisons to ensure continuity of
care among transferring inmates. I tried to make the information
applicable to small prison and jail systems. Even though North Carolina
has a large number of inmates, they are distributed among seventy-seven
f1e1d units and nine institutions. Due to the great number of separate

. un1ts, we operate in the-same manner as many small systems must. We ex-— ;
perience approximately. three hundred inmate transfers per week,; the :
great majority of which are for admlnistratlve reasons and a few of ‘which :
are for medical reasons. - ’

On . administratiVe transfers, the responsibility for the continuity
of care rests solely with the administrators of the system. In order to
protect the quality of med1ca1 care, the follow1ng standing’ orders are
in effect:

" 1. Twelve hours notlce is given to the sendlng unit there-‘ %
by giving the unit clerical staff time to prepare the H
records. :

2. Sending Unit ‘ “ : ' 4
A. The inmate's medical jacket must go with him on every
' transfer:
, 3. The 1nmate s medicatlon is placed inside the medical k k ! ‘
‘ ©“jackety ¢
C. The Jacket and the medlcations are then placed inside
a plastic pouch to help prevent loss. - (This step is
planned but not yet implemented.) : :
D. A transfer record sheet is always attached to the out- .
side of the pouch and any special medical problems are‘~
written on that sheet. ;
3. Receiving Unit
A. The officer-in-charge must make a quick review of the . o
jacket for special instructions and medications. He , .
then puts the Jacket aside for the unit nurse. : ;
v o : W2 N :
B. - The unit nurse, who works four to six hours a day five

dayssper week, makes a detailed review of the medical -

07 - “ o - - -
[ o . © %

% Summary Presentation by: Herbert A. Rosefield, Area Administrator, =~ /éf
2. North’Carolina Division of Prisonms, Winston—Salem, North Carolrna 4 , e :
- 103 covL
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jacket referring the inmate to the unit physician when
necessary. ~

Medical transfers are done at the request of medical authorities
for thewpurpose,of additional treatment which may be administered
either via in-house or outside medical facilities. 1In cases wh%n an
inmate is sick and medical personnel are not available, the off%cer—
in-charge must determine whether or not to secure emergency medl?al |
services. They are under standing orders to always err-.on Fhe side
of 1iberalism. That is, if in doubt, go. Sggurity precautions requ-
ired in'takiﬁg an inmate for emergency medical serviqes never- prevents
the inmate obtaining treatment but dre simply escalated based upon the
inmate's custody grade. ‘

‘Tn—house medical services include dental care, psychiatr%g/psycho—
logical care and, specialized medical care. - For tbefadmlnlstrator, they

- would involve the necessity for scheduling,® transporting, and ensuring

that prescriptions are filled and follow-up care pr?vided. For the sy-
stem to work, the administrator must emphasize the 1mp?rtance of con-
tinuity of care. When an inmate being treated nears his release.daFe,
the North Carolina system makes every effort to, ensure that c?ntlnulty
6f care will take place. These procedures involve ‘the :following:

1. Medical/Dental

We expect the unit nurse or unit physician to assist the
inmate via referral to community health resources.

2. Mental Health

It is the respongibility of the treating professional within

2. release via patient identification, referral andﬂdistrif
bution of.a treatment summary to the appropriate community

" health care resource. We have found that the key to suctess
is a scréening interview with the community health care

= resource prior tovrelease as it is especially important

for the inmate to know who he will be seeing and where they

areﬁlocatedf : ‘ ’

Although the North Carolina system is large and spread-out, offering
considerabTe opportunity for error, I feel we are making every effort
to ensure that a high caliber of medical care is de%ivered.‘ I h?pe
that being informed of our methods will assist you 1n§§our plannlng.

¢
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. sure he is providing the highest -quality care.

"with the community.

| * Presented by: Joseph A. Baird, M.D., Associate Medical'Director;

MEDICAL QUALITY ASSURANCE REVIEW MODELS™

The problem we consider here today is how to:provide health care
‘and medical care, of good quality, to persons confined in jails. Some
.of the many factors bearing on the problem are well known to most of
you, and you ‘are also aware of the difficulty of both measuring and
assuring the quality of the various segments of care that is being given
by professionals of many disciplines: physicians, dentists, nurses,
psychoclogists, social workers, aides, chaplains, and some corrections
officers.

In our. role as speakers, we were told to avoid fepeating the ob-
vious, but, in order to make my next point, I must say something obvious
to most, if not all, of you. The jail inmate who comes to the clinic
has both symptoms, subjective complaints, and signs; objectivefindings; (
his complaints may result from either functional or organic causes, or from
both. Rather simply stated, the quality of health care, as determined
by the relief of his complaints, can probably be measured in organic ill-
nesses but probably cannot in functional illnesses. It is my impression
from my experiences, that the majority of inmate complaints have no or-
ganic basis; therefore, the degree or relief or '"cure" cannot be measured,

the success in treatment cannot be measured, and the ﬂuality_of care can-
not be measured. -

How, then, can one" assure the quality of care? One;*by making'avail-
able to the jail the highest quality of health care professionals. Two,
by periodic performance evaluations made by disinterested evaluators.

Item 1. T believe that the easiest and most direct approach is to-
begin by assuring that the person in charge is a high quality physician
who can organize, supervise, operate and control the kind of health care
program that will produce the highest quality care possible in the struc-
tural, functional, fiscal and philosophical conditions that prevail.

The medical director having full knowledge of the conceptually stated
ideal standards of care, and of the résources available to him as he works
toward those standards, and by daily supervision and monitoring can be

In other words, if he
knows what his job is and what he has to do it with, and sees that it is
done, quality care is inevitable. :

&

Item 2. In addition to his role askopé}ator of the jail medical

‘services, the medical director has important external responsibilitiesﬁ”

liaison with other physicians, with other health care disciplines, and

In the jails of our county, we have e§ploited the re-
lationship of the jail medical director with his county medical associa-
tion as a means of improving the jail medical care. The jail medical
director is a regular and active attendee at the Hillsborough County
Medical Association meetings. As a consequence of his being seen and:

‘active, the other members become aware that there is a county jail, '

that some inmates need'medical care, and that such®care is being pro-

",7 vided.. sDr. Chardkoff, the director, realized that the HCMA could be of

174
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Hillsborough County Criminal Board of Justice, Tampa, Florida.
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real help to him and in 1973, he asked the Hillsborough County Medical
Association President to appoint a jail committee. It was done. Since
that time the committee meets at least twice a year over lunch in the
jail dining room. The present members of the committee: two ortho-—
pedists, one plastic surgeon, one family practitioner, one urologist,

one obstetrician/gynecologist, one ophthalmologist, one psychiatrist,

and the jail medical director.
offices and-other activities.

They have visited the jail clinic, " cells,
Being behind bars, even tempsrarily, im-

proves empathy and understandlng. They have made:recommendations about
the extent of laboratory, dental and radiographic work that should or

" should not be done in our jail -and also about the kinds and amount of
~nurse/doctor care to be available.

*They have given specific guidance

and help on such matters as specialists referrals, allocation of beds
at the county hospitals and the problems of getting care at the Veterans
Hospital for those inmates who are also veteramns entitled to such care

by law.

» The Hlllsborough County Medical Association jail committee is

essentially a peer review activity; an example of the way they function
is as follows: N

WALTER C. HEINRICH, SHERIFF
Hillsborough -County .
Tampa, Florida

DATE:

TO:

FROM:* Sheriff WalLer C. Helnrlch

RE:

MESSAGE:

INTER-OFFICE
MEMORANDUM

May 7“1979

Dr. M.E. Chardkoff Medlcal Director ~ BCJ

“
o c K ;

Medical System Survey

I would appreeiate yd%r calling a special meeting of you -
Adv1sory Committee from the Hillsbdrough County Medical Society ror the:,

S ——

g

N

r

adical

g

purpose of initiating a r¥v1ew of the medical program of the Board of
Criminal Justice. In addition to any other areas of consideration in
the survey, please have the Committee address the follow1ng questions:

1. 1Is the pharmaceut1cal 1nventory, control and dlspensing of

medicines in keeping with state law and the rules and regulations pro-

2.
good medlcal pract1ces9

3. Are our written administrative and medical procedures in

mulgated by the State Department of Corrections?

" Is access to medical treatment adequate and 1n keeping with

Y

9

keeping with community standards and state law; and do they establish
a recognlzable and Workable system of the delivery of health care to
1nmat£s7 ’ : ‘
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4. Are our medical records of treatment and our forms adequate
and in keeplpg with medical community standards?

5. Do our medical personnel participate in continuing education-
al programs to ma1nta1n prof6331onal prof1c1ency7

6.* Is our dental services program adequate to provide emergency
dental services? » A

7. 1Is our securlty and control of medical supplles adequate and

in keeplng with state correctional regulations and medical conmunity
standards7

Please give this matter your immediate attention. I shall look

 forward to a written report of the Committee's findings as soon as

possible,

Sincerely,

Walter C. Heinrich,
§ Sheriff

The medlcal ‘director and his assoc1ate informed the committee on
all the matters in question and prepared the reply to the sheriff. The

‘committee chairman made his report to the Hlllsborough County Medical
Association Pre31dent. :

The Jall committee of ‘the county nedical association has been very
helpful to the Hillsborough County Board of Criminal Justice in it's
continuing efforts to improve the quality of health care in our jails.
Perhaps it has worked well other places. It surely can be done anywhere
there is a county medical organization. -

N
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was also being exprejged over the psychiatric services being provided.
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MEDICAL QUALITY ASSURANCE REVIEW MODE S *
Wﬁ§\\
TS

During the past five years, the health care serviges‘provfaed for
inmates of the federal correctional institutions in Canada have been
undergoing a process of both quantative and qualitative development.
It is my intention in the time at my disposal to present some descrip-
tive aspects of the varied processes utilized and their modes of im—
plementation.

Before proceeding into quality assurance models which we have de-
veloped, or are in the process of being developed in Canada, I think
that perhaps a brief overview of the system to which I will be making
reference will assist those not familiar with the present Canadian:
correctional system, to place my comments to follow in the appropriate
context. ; ’ ‘ .

. The federal government department responsible for inmates serving
sentences of two years and over is the Ministry of the Solicitor General.
All inmates serving terms under two years come under the authority of
the ten autonomous provincial correctional services.

The Department of the Solicitor General has three components, the
Royal Canadian Mounted Police, the National Parole Board and the Cor-
rectional Service. The latter, until approximately a year ago, was com-
prised of two separate services, the Penitentiary Service and the Parole
Service. Vith the amalgamation of these into the Correctional Service
of Canadgmjg\whole new era of "image change" has come about. Several
branches/Wwere involved in this recent re-organization process, and in-
clude s?ch high profile areas as communications and policy and planning.

Although the Medical and Health Care Services Branch came into being
withinlgts own right only in 1974, (prior to this it had been includpd
under an\inmate programmes branch) it had fortunately developed to a!!

.point where it is now one of the most effectively managed programmes,

and therefore, the first of the branches to undergo a j‘horough evaluation
by the evaluation component of the service, the:policy and planning
branch. This will be elaborated upon later in this presentation.

Medical services have been provided to inmates of Canadian peniten-
taries from the beginning of the system. The quality of the service pro-
vided and, indeed, of the providers, was questionable. As the correc-
tions system evolved, it became apparent that the mediecal services pro-
vided in the medium and maximum security institutions, required very
serious review. Av the same timé, at the end of the sixties, cencern

The new era for provision of medical and psychiatric services‘®'began
in 1969 with the arrival of the present Director Gemeral, a psychiatrist.

His task, as it became apparent, was to provide some order aiid profession-

al direction to over twenty autonomous -'"sick bays' which.were staffed

. by approximately two hundred hospital officers, of whom only threee per

Precedin a3 e hl-

cent were registered nurses.

* Presented by Marjorie Carroll, R.N., B.Sc., M.ﬁd.,”Director of mursing‘
Operations, the Correctional Services of Canada, Ottawa, Canada.
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This whole process of implementing recommendations is referred to

1 : as the professionalization process, How did these changes come about?
and had appointed a number of advisory committees. These committees, ¥ Some happened with remarkable ease and rapidity, others with much foot
comprised of designated representatives of the Canadian Medical, Nurses,: i . i : dragging and pain. Some are still in the process toward full implemen-
Psychiatric and Dental Associations and the College of Family Practitio- ; : tation. An example of this is the’ replacement of non-registered nurses

ners, provided reports which, not only have been the basis for Fhe or= ) Co - g h with';egistered nurses. We have managed to have, by means of a special
i \ ; . ganization of the branch but also for the philosophy of profeSSIOna};f : -k training position allotment, over twenty of the Health Care Officers
' 2 zation and its relevant policies. The reports are still being uFillZed ‘ . > graduate from diploma nursing programmes, .returning to us as registered
' bycuniyeréity programmes and professional study groups as guidelines - ! nurses. However, we have approximately one third of our Health Care

for recommended change in health care services within some of the pro- Centre staff who, due to employment policies, will be replaced by attri-
‘vincial correctional systems. tion only.

The Director General chose his path wisely, as time has proven,
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. ‘The basic policies now either implemented or in the process of I will not go into the difficulties inherent in introducing female

A . S

<

; | : implementation, relating to standlrds, which are directly attributable

to either the McLean - Riddel Report, the Advisory Board of Psychiatric
Consultants or the National Health Services Advisory Committee Reports
include: i

a. Appointment ¢f a combination Nursing Advisory/Director of
Nursing to the Director General.

b. Upgrading of hospital officers, (who are‘referred to as
Health Care Officers since 1974) to either a nursing
assistant or registered nurse level.

c. Appointment of regional nursing officers,'with a basic
qualification of B.Sc.N., as advisors and confinuing edu-
cation facilitators to-the Health Cave Officers.

‘d. Creation of Regional Psychiatric Centres, modelled-on
" conventional psychiatric teaching hospital, whiq} w?uld
be (and are) affiliated with universities. v

e. Creation of an autonomous branch within the servicé.  This.
came about in 1974 as the Medical and Health Care Services
Branch. = At this time the military terminology of "sick -
bays' gave way to "Health Care Centre". ‘ : ‘

f. Replacement of all Health Care Officers, through attrition,
with registered nurses. (In, five years there have been an
increase of registered nurses from three to sixty percent).

g. Development of Guidelines ‘Covering the Professional Conduct
of Health Professionals in the Correctional Services -of
Canada. -These evolved from a seminar at Queen's University
in which medical and legal experts from'thrqughout Canada
participated. \ , ‘

L These have subsequently been discussed with the ethics
’ ' committee of the Canadian Medical Association and with

‘modifications, have been adopted by the Canadian Psychiatric -

’ Assdciat%pn as guidelines for forensic psychiatrists.

{
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registered nurses into what was a totally male environment. That is the
subject of another paper alone. .

Many of the recommendations of the two reports of the National
Health Services Advisory Committee concerned the quantity of health ‘care
provided to the inmates. This inclided everything from the initial
physical assessment to the discharge physical assessment. Many more of
the recommendations were pertinent to dental and nursing care services.
These were compiled in 1976, into a branch policy manual which is the
overall policy guideline for all Health Care Centre and Regional Psy-
chiatric Centre personnel. The manual undergoes an annual review and re-
vision process with a prescribed ammendment procedure. This manual met
with some opposition when intent to publish and distribute it was indi-
cated. Of great satisfaction to the branch was the subsequent adoption
of the branch manual approach to policy enunciation .by ether branches of
the service. The initial service - reticence to accept the policy manual
approach was tliat it went against the traditional approach of directives
and instructions which were all inclusive and where reference to health

care policies could be found in innumerable separate directives and
volumes. ® ' : :

Once one has stated policy and provided for the distribution of such
a document, there comes the'accountability for the implementation of the
Stated policy. Although the branch has a built-in regional structure,
in the person .of a Regional Manager, Health Care Services, which ensures
this occurance, we have also been provided with several other means of
monitoring policy compliance. More methods may well appear in the future
but for. the present, the following are providing this functioqj
Within the past year, as well as other changes in the overall struc—
ture of the Serviqe,,an Inspector General of Corrections has* been appointed

with the overall purpose of providing an objective overseer who can bring

areas of ineffective policy or lack of compliance with policy toswvarious
levels of management. Essentially, the Inspector General's management
audgt reviewing of compliance via on-site visits to institutions, with
subsequent accountability sessions with the managers concerned,, has

- served to prompt the branch to re-examine and tighten up some*rather vague

policy areas, b

e .
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Secondly; we have also been fortunate in maintaining the counsel
of several of the professional experts who served on both the Advisory
Board of Psychiatric Consultants and the National Health Services Ad-
visory Committee. Although both these groups had ceased to be by }
1975, it becameuapparent that in order to maintain the impetus of the R
professionalization process, peer type review from our professional /
.colleagues was essential. Therefore in 1978, the Medical Advisory
Committee came into being with the primary purpose of monitoring the
professionalization process. This has been achieved via scheduled

- meetings where reports are received from senior Medical and Hedlth Care
' Services Branch officers and through on-site visits and provision of
consultation services to the Inspector General and others as required.
This monitoring body provides for the professional dimensidh so highly
valued in our services.

The third means of monitoring our commitment of professional prac-
tice has arisen within our professional practitioners themselves. As’
one would find in any group of highly committed health care profession-
als, there is in evidence a peer appraisal system. This is provided
via expressions of concern of professionals with regard to the quality
of professional practice of individuals. Within the past year, through
such expression of concern, subsequent reviews by the respective licen-
cing bodies regarding quality of practice of both a dentist and a nurse,
have been undertaken.

Perhaps one of the greatest undertakings over the past five years
has been the standardization of practice. There have been times when
we have wondered if our:.goal was achievable, much less if any part of
it had been achieved. However, in retrospect, we have accomplished as
much, and in some cases, more then we had hoped to in five years.

One of the first accomplishments was the standardization of all
position gescrlptlons for full time personnel. Those individual doc~ ;1
tors, dentists and others who are on contract receive standardized con— - :.
tracts. The standardization is very important in the Canadian system
‘as all positions are benchmarked at classification levels and open to
audit at any time. In other words, a nurse in any one of the twenty-

- seven Health Care Centres must perform the same level type of functions
as a jurse in all the others. The advantage is obvious in terms of
consistency and recruitment. ' ‘ '

T e The twenty-seven Health Care Centres just referred to are dlstrl—

\buted throughout five regions in both medium and maximum security in-
%Fltutlons. As mentioned previously, the professienal guidance for "the
Health Care Centre personnel is the responsibility of the Regional
Nursing Officer. These senior nurses provide a very important role in

. the branch structure/ The innovative suggestions and real problem areas
expressed by the health care personnel at the front line level, i.e.,
the Health Care Centre, are assimilated and brought to the national
headquarters level by the Regignal Nursing Officers for discussion at
regularly scheduled .meetings. From this evolves much of the policy con-
cerning standards. Often, projects are undertaken by individual Regional
Nursing Offioersvas adohoc task committees of the senior nurse group.
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" cedures. The standards for nursing service are well on the way to im- =

Examples of this have been the nursing practice standards and the re-

. cruitment brochure for nursing personnel.

Two years ago, the Nursing Operations Division produced a manual
which provides relevant information for nursing personnel in both the =
Health Care Centres and the Regional Psychiatric Centres regarding the
division's organization and structure, standards, guidelines and pro-

plementation., The standards on nursing practice are also in. the pro-
cess. but at a“much slower, more painful rate due primarily to the high
proportion of non-registered nurse health care personnel’who have no
level of recognized professionally licensed practice. These officers -
are; in the main part, former custodial offlcers, who learned liter-

ally on the job prior to 1974.

Although we are substantlally slowed down in this standards area,
we have proceeded in the standardized nursing procedures area. The Re-
gional Nursing Officers support groups, comprlsed of nurses from the
Health Care Centres, who develop nursing procedures that will be utili-
zed in the Health Care Centres of the particular region. It is the ex-
pressed intent of the Regional Nursing Officers that at the appropriate
time the Procedures will be amalgamated and standardized nationally.

A hlghly 51gn1f1cant accomplishment of the professional nurses Within
the Health Care Centres is the progress made in the difficult area of
delegated medical acts. This project began through the concern of regis—
tered nurses over unauthorized practice of medical procedures, legally
within the domain of the medical praciitioner. ' The concern of potential
malpractice suits grew as provincial licensing bodies became involved
with the provision of malpractice insurance.

In Canada, any delegation of medical acts to nurse is dome through
the process of negotiation between provincial medical and nursing asso-
ciations. ©Not 2ll provinces have done this to date, but those that have
done so within their individual provincial acts resulting in consistency.
‘Thus, for a national service the problem of trying to please everyone
once more had to be approached We flnally,/éfter two years, at the point
where we will be presenting our list of delﬂgated medical acts, with the
necessary policy statements for nursing préctlce within the Medical and
Health Care Services of the Corrzsctional Service, to both the Canadian
Nurses Association for their sanction. This is only Phase I or the be-"
ginning step for the Task Committee comprised of four Regional Nursing £
Officers, one nurse in charge of a Health Care Centre and an institutional
physician. The remaining phases ‘are composed of procedure writing, certi-
fication process preparation, orientation of institutional physicians and
Health Care Officers, and implementation which we project as happening
around May of 1981. :

Lo

One of the most gratif&ing factors that has occurred. as a spin-off
from the arduous work on delegated medical acts is the positive policy )
development regarding what were originally acts on the delegated list but 2 ;

[
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which were removed for separate action. Examples thHat are significant
for the préctice of professionals are the non-use of medical perso?nel
(both nurses and doctors) for security procedures such as body caY;ty
search, taking of blood samples for drug usage detection, the giv1ng>qf
injections of sedative drugs for security,control'purposes, and the pro-
vision of licensed physiotherapists to perform thermoelectric and ultra-
sound procedures. ' S

From the beginning of the professionalization p%ogess, the impqrtance
of "continuing education has been ,stressed. All Health Carg Officers, be
they registered nurses or not, are expected to obtain at least twenty
hours of in-service or out-service continuing education each year.. 'In
Regional Psychiatrichentres,QWhere there is an in-service coordipator,
the minimal number of hours is fifty. All the nursing personnel have
achieved, and in most cases surpassed this level since the requirément
was instituted.  Guidelines for orientation have been provided and are
being implemented in accordancg‘with the individual Health Care Centre
facilities. : Clgn e L

; 5 L

All the nurses in charge -of Health Care Centres are expected to have
management courses on appointment or within a year ofﬂappointment.
is provision for acquiring’such courses for both nurses in~charge and
‘those desiring to obtain the required courses for promotion.

} Attendance at proféséionally_sponsored workshop is also,gncoq;agedﬁ
We are préseﬁ%ly in the“process of t;ying to remove some of the rgd tape
inhibiting full utilization of contifuing education activities for our
health care pervsonnel. R ‘ g :

The major task that still lies ahead of us has proven, over the
past several years, to present the greatest area of difficulty.  That is

There

- the agoption of a realistic and workable‘standardized health care record.

Tharé has been a health care record in existence since 1974,.which over

-the“etsyring time has developed into a veritable ocﬁopus. fThere'@aV?
Lyeiveﬁ/in each Health Care Céntre what could be described as yarlaﬁlﬂns
on a theme. Our Medical Records persohnel refer to these as "bootleg'
forms. T 2 et o

In analysis of data from a research project on determination of a

. staff/patient ratio for Héalth"tare Centres that was carried out last

year, it was evident that a disproportionate amqupt'of_time‘was}beiqg:
spent by health care personnel creating, maintaining_and:requtlng,data
on services provided, amongst other record keeping,vVOQr'pergonnelxhad.
become a service of kéepers of redundant records. In over half of the
‘Health Care Centres, there was a clerk who helped in this. 1In the re-

[

minder, there was no clerk\at;all.
We are mow in the midét.bf'initiating‘a pilot prgject on a stream- .

lined manual recording system in institutional Health Care Centres in

one region. ‘We are watching this with intense vested interest as our

aspirations for nursing practice standards are in a large part dependent

upon releasing nurses from unnecessary paper work, ﬁhusfenabling,them~
the time to utilize the holistic care skills we hired them for din the
first place. , . o L
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~ As mentioned at the beginning of this presentation, evaluyation of
the effectiveness of the Medical and Health Care Services Bfﬁnch has
begun. This is the first thorough review of the branch since its be-
ginning. The evaluation will, focus on all aspects of health care pro-
vision - preventive diagnostic, therapéutic, rehabilitative, as well
- yas the enabling functions such as organization, administration, etc.

‘ The evaluation will be carried out over a period estimated as up to
\\\\ // three years. The reasons why the branch is*being evaluated are stated
S . . . . .

as. follows:

. as .

1. Me@iggl:éﬁd Health Care Setrvices is a costly Correctional
Sé?@i%gs Program with a $23 million annual direct cost
($2000 per inmate). It is a significant capital invest-~

 ment with 475-500 person-years involved. . ’
. . , o i
2. It is now some 5 years since restructuring of Medical and
. Health Care Services. 1Is it working as ‘intended? Does
sthe Correctional Services provide a good health care ser—

vicé? Is\thé program good value for poney?

3.. As a constituent part of the CorreCtional‘Service program
Medical and Health Care Services relates to most other
Correctional Service activities. :
- Finally, a few words in regard to,our future because we fully ex-
pect to still be in business after the aforementioned evaluation has
occurred. B o ) S
We have begun and are in the proceés“of complying with the ¢onventional
health care delivery system standards ds enunciated in Canada by the Cana-
dian Council cn Hospital Accreditation. The reason why we'are«going in
this direction rather than use the AMA Standards, is our branch philoso-

phy, based on the introductory statement of the first report on the National

'Health Services Advisory Committee. The pbiloSéﬁhy statement is:
"The Medical énd‘Health‘Cére'Service%§Braﬁch.maintainskthat a
humane health service, including medical, psychiatric, dental,
nursing and allied health services, be provided for patient
inmates in Canadian Correctional Institutionms. This service . (
Should'be'provided.by'prdvincially registered professionals
~in good standing."" e . ' ;
s o - “ . Cw
Within the last year we have had one of our Regional Psychiatric

Centres accredited. It had already been certified as a hospital by the

province. Considering that it is also classed as a maximum Security in-

stitution, this. was quite angaccomplishment. Even more reassuring was
the accreditation of a Health Care Centre. This was thé result of much

. dedicated effort on the part of centre and regiomnal health care services

' personnel to adapt»tB"regid»hospital unit criteria. This was due to the
~ fact that CCHA had not yet progressed to the area of ambulatory care
services. " . e O D '
S : e . o e S A ‘-‘ . ‘ . ‘
~ When’ the Solicitor General,became interested we knew .our option of
choice was limited. Therefore, we undertook, with the sanction of CCHA,
to‘adaptFthe'hospital guidelines to an ambulatory care service in a cor-
- rectional milieu. This work has been completed -and CCHA has now asked
«1f it can use our 'adaptation of both the guidelines and the questionnaire
for their ambulatory care "facility accreditation criteria.

.
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The questionnaire was tested in one Health Care Centre and then
. further streamlined. We are wery shortly beglnnlng an internal survey
" using our tools to identify all the strengths and weaknesses in our
twenty-six unaccredited Health Care Centres. 'We plan to priorize all
of these in terms of their readiness for official CCHA survey. This
will also enable us to plan for facilities renovat1on and contractlng
of required services over-the next #£ive years.

Our goal in five years is to have 'as many Health Care Centres CCHA
accredited as possible and to have all three Reglonal Psychlatrlc Centres
fully accredited as psychlatrlc hospltals,

a . .

As you have noted by now, w1th1n the Correctional Serv1ceaof Canada,
the current underlying theme is accountability. The goal ‘is the Medical
and Health Care Services Branch has been equality of health care services
w1th1n the communlty at large, which we have now essentlally achleved
and a future shift in °mnha51s from a treatment model to one of health
promotion and illness preventlon. S o

The existing models presented and perhaps some as yet unidentified

models, are our attempt at providing quallty ‘assurance w1th1n a prison
health care system.

o . : v
. . : - 0
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Ny} Standard 109 states,

n

-MEDICAL QUALITY ASSURANCH REVIEW MODELS %

For those of youlwho are unaware of the AMA Standards for Health
Services in Jalls,.you may wish to acquaint yourselves with the 69
standards. N

"written policy defines the medical ‘peer re-
viey program utilized by the facility". The discussion under standard
109 |[references the American Medical Association Resolution 121 (A-76)
on ;uallty assurance passed by the AMA House of Delegates 1976. The
res:lutlon reads, "resolved, that the American Medical Association en-
dorsed the.principle that correcticonal facilities provide adequate
.medical care to their inmates whlch is subject to phykician peer re-
view in each community"

Assuming<£h§t~we accept the concept that quality assurance programs
using the peer review approach are effective methods of assuring quality
of medical care and that the quality of care within the correctional
facility should be consistent with the care prov1ded in the general sur-
rounding community, our focus here, therefore, is to explore the tech-
niqueées and resources for quallty assurance programs.
o o oy

Dr. Baird provided a model for quality assurance using the traol—
tional peer rev1ew approach of specialty groups within a state medical

society.
in Canada.

Marjorie Carroll explained a national approach as implemented

%

z

&

4

£ 1 v "
X - » . o

. approx1mately 200 PSROs, natlonally.

O«

There are several approaches and" de51gns that can be developed which
can suit a partlcular correctional facility's needs., The key is to deve-
lop dialogue with recognized peer groups in the community setting; not
just ‘the phy51c1ans, but allled health profes31onals whose services are

;utllled in the fac111ty - dentlsts, nutrionists, nurses, to name several

‘ There are now ?2 state medical societies participating in the AMA
technical assistance program for Health Care in Jails. Each of these medi-
cal societies has the appropriate staff to provide you assistance in
developlng a quality assurance program. " The ‘participating states are:
California, Florida, Georgia, Tllinois, Indiana, Maryland Massachusetts,
Michigan, Mississippi, Nevada, New York, North Carollna, North Dakota,
.Ohio, Oklahoma, Oregon,Pennsylvanla, Puerto Rlco,_South Carollna, Texas,
Washlngton, Wisconsin,7 e ‘ o

o

L2

If your facility is not w1th1n thede 'states and you also learn that o
the medical *society 'in your statebis not equlpped to provide assistance,
then another approach for technlcal assistance would be . the PSRO.

=3
z

PSRO stands for Profess1ona1 Standards Rev1ew Organlzations. They - °

‘were mandated: by Public Law 92-603 within the amended Social Security

Act of 1972. . Simply, PSROs are phy31c1an organlzatlons whose main purposes
are to develop peer review monitorlng systems for medicare and medicaid
-patients in"acute, hospitals and long term. care fac1lit1es. There are

§

. - Q \) - i ' W b " . B g . @
* Presented by: Charles S. Amor051no, Jr., Executive Director; Commonwealth
Instltute of Medic1ne, Boston, Massachusetts *
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Although ambulatory care as. practiced in correctional facllities is
not a required activity of the PSROs, the professional staff in the
PSROs should be able to prov1de some assistance 1n~sett1ng up a basic
peer review system for your ‘correctional faecility. The PSROs should al-

‘ways be able to 1dent1fy ‘key phy51c1ans and allied’ health professionals

in your community who are attuned to peer review concepts and approaches.

Each state medical soc1ety has on file an updated PSRO . PrOJect
Directory which lists by state, the name, address and telephone number

@

SRR
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of the PSROs. You are welcomed to look at the copy 1 have with me.
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MEDICAL RECORDS SYSTEMS: ADVANTAGES OF UNIFORMITY *

An overview of the medical record system for the state of Oklahoma,
'Department of Corrections was ‘provided for the workshop participants.
A flow chart of the medical 'record system was available for those parti- .

cipants who wished to_have one.:

Several opening comments concerning the overall medical record sy-

stems were: “

1.

Oklahoma maintains a "unit record system . whereby any
record generated as the result of a previous incarcera-
tion, is pulled forward and made available in the cur-

" rent active jacket.

i

hThere is only one‘original medical record maintained on

each correctional client. - The record originates at the
Lex1ngton Assessment & Reception Center where a routine

.admission diagnostic work-up is completed on each cor-

rectional c11ent in a 2-week period

As the correctional c11ent is transferred through the

system, the medical record is transferred with the cor-

rectional client.

4. ‘The Oklahoma Department of Correcrlons maintains a Pro-

blem Oriented Medical Record System (POMR)

i

The follow1ng components of the Oklahoma/POMR system wevre identified
and discussed: a) data base b) problem list c) initial plans/progress -

-notes d) flow sheet.

The process utilized ‘by the Oklahoma Corrections Department for imple—

. menting ‘the new POMR system were. identified as follows.‘

©

A. Applicants interviewing for employment were 1nformed of the

record system at thewpoint of 1nterview.

B

i. B ,A participative approach was erncouraged to invite the sugges—

: tions of the health care providers.
8

0

: ,ﬂwlC. Individual institutional inservice sessions were held with the),

'“gfhe.lth service staff

v D. -Individual (one—to-one) edncation.

s

-E. 'Routine on—site visits to each institution on a monthly

lbbasis for health record system review.

'-.,F.f'Quarterly (system—wide) Correctional Medical Specialist in-

‘pservice education ‘sessions whereby a portion is designated

“‘f;’for medical record issues.

T s
: o

€
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* Summary Presentation by -Kathy Wiebe, R.R. A., Department of Coriections,

Oklahoma City, Oklahoma 2
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" tions on assignments for medical reasons.

“ through the Receptlon and Diagnostic Center.

a specific Correctional Center Infirmary.

MEDICAL RECORDS SYSTEMS: ADVANTAGES .OF UNIFORMITY *

The Department of Corrections of the State of Virginia is required
by State law to do a complete physical examination and medical classi=
fication on each client committed to the care of the Department. Phy-
sicians employed by the agency have the authority to impose restric-
The initial medical classi-
fication is given only after a complete physical examination. This
physical examination and classification is conducted on all adults and |
juveniles received through detention centers, courts and th those received

Kl

Medical cla581f1cat10n may be changed -at- any time by the facility's
physician. Upon change, the appropriate forms,are ‘completed and sent.
to Central Classification. The facility's physician may request that -
an inmate be permanently assigned elsewhere for medical .care. i Chlef

physician forwards the request, w1th "his recommendatlon, to the tentral e

Class1f1cat10n Office.
i
A coding system was designed to provide a means of medical classi-
fication (see appendix). » This coding system accomplishes two purposes:

8

1. the medically approved activity level for the iﬂmateg ©
~and, o - o
2. presence of any physical'defegts, special condition
or disease.
N
Letters are used to desigoate the activity level of the inmate. Numbers

are used in’conjunction with letters to note the special condition, de—ﬁ
fect or disease. All inmates designated as "BY, MC" or "D" must ‘have a
number following their activity code; showing the reason for the restrie-
ted status. More than one number may be used when’ necessary. This clasc%
fication also applies to dental problems. Special cases are designated "4
These speclam(pases are: i

.,.,
/
‘z\_;v- et

1. Wheelchair case.
2. Sufferlng from severe medical dlsorders which indicate
need for Infirmary caré such as bowel .and bladder “pro-
{’“& blems, resplratory d1ff1cu1t1es,and orthopedlc difflculties.

o

pedy o

Any classification of thlS 'sort must 1nvolve medlcal personnel on the
Cla381f1cat10n Commlttee. ey

A change of medlcal class1f1catlon can also be accomplished by the
completion ‘of a spec1a1 form. ThlS change ofoclass1ficat10n must be
signed by .a physician. Anyone pladed in an "H" classification, which

‘indicated a medical hold status, i.e., hospltallzation, recovery or h

"convalescent phase ‘of illness or surgery, must be reviewed every thirty .
- (30) days.

The “inmate will not be transferred to another until until
the "hold status" has been removed :

o

* Summary Presentatlon by: Lloyd Waggoﬂer, MEdical Admlnistrator, Virglnia

: Department of Corrections, Rlchmond V1rg1n1a ’
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 APPENDIX =
: Medical Classifigatiqn Codeé

©

This new coding system is designed to provide‘two different types
of information to the reader: ”

yMedically approvédtactivity level for sub-

1.
ject, and, ‘ - ,
: 2. Presence of any physical defect, special *

« . condition, or: disease in subject.

3

Activity Levels

The activity level approved for each subject is designated by the
capitfal letter A, B, C, or D. The letter E may be used after the first
letter designation when indicated (ex: AE,BE). The letter H, whenever
used, is to be placed behind the entire classification.

i
"AY.. Any Activitv ~ Subject is physically fit to perform any
type of work, including road, quarry, heavy metals shop,
and construction. Is also able to,actively‘participéte
in strenuous sports such as football, basketball,.wresj
tling, and weightlifting. ‘ o ‘

v

"BY..Moderate Activity — Restricted from work involving heavy
' lifting (maximum 50 1bs.); excessive running, climbing
or walking; manual use of heavy machinery; or other
tasks which demand prolonged physical exertion. Subject
should be restricted from active "full-game-time" parti- ?
cipation in sports such as football or basketball. Accep- J
table assignments include: moderate road work, ﬁousekéepiﬁg, .
kitchen, laundry, dairy, livestock care, gardening, grass !
_cutting; litter, col}eCtion,:bindery,‘cannery, and most ,
- manufacturing areas except heavy metals, and lighter phases i
of construction, such“as‘eleCQriciaﬁ,'painter, and finish y%
carpenter. e iy SN

R

"cU..Light Activity < Restricted from assignments requiring con-.

tinued steady pace of activity. ' Subject should beqallowed

to work at own-pace, should not be required to lift over

20 1lbs. Acceptable assignments include: sweeéper, runner,
light gardening, food preparation and serving, warehouse ‘

inventory man, gatekeeper aSsiStant,fflagmdh, and clerical or
other sedentary assignments. Recreaéional activities should
ber}imited,to walking, fishing, ping pong, pool, etc. .

"DU..No Work Status - Used for those cases of severe heart disease,

' active pulmonary tuberculosis, terminal cancer, etc. Subject

is in no condition to accept a work assignment under any cir-
cumstances. Physical condition-is such that subject will Iimit

i

other physical activity himself.

o
h
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"E!..Nonhazardous - Due to significant: visual or hearing impairment,

epilepsy, or: conditions causing frequent dizziness or vertigo,

ST o
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subject should not be assigned to work in dusty
wax.'eas; on scaffolding or ladder, in or near open
ditch; or use air compressors, air drills, or un-
guarded heavy machinery. Persons in this group
should neversbhe assigned to area where vehicle .
traffic is heavy. ‘

"H'.Medical Hold Status - Temporary attachment to sub-
ject's medical classification. Is intended for use
Lyhen:,l) inmate is undergoing special medical work- 47
up or treatment which would be significantly dis- &
rup?ed if subject were transferred from fécility,
?) inmate is in recovery or convalescent phase of
%llness or surgery. Usnless under dire circumstances
inmate will not be transferred to another unit until’
hold status has been removed. The hold status must
be reviewed and either reviewed and either renewed
or dropped every 30 days.

or,

* Note: 1If reason for hold status also requires a
change in activity level, the entire classification
mus? be changed.w Accordingly, the entire classifi-
cation must be reviewed every 30 days.

»

Special Cbnditions, Defects or Diseases

Whenever a special condition, effect, or disease is noted in a
person, thquprresponding number will follow the letter of activity cod
More than one number may be used when necessary. While it is like{ =
that many "A" classifications will not have a defect or condition tZ
be noted, others will. All subjects classified as "B", "C", or "D" must

- have a number follow their activity code, as a reason for restricted

assignments.
=1-  Age (60 or ovep) . - Persons in tﬁis age group may need
: activity limitation. g
-2- Neurological ‘ - Includes epilepsy, muscular dystrophy,’
paralysis, etec. !
-3~ ;OrthoPedic - , - Includes tendonitis, fréctures, ar-
: thritis, torn ligaments, etc.
=4- Visual ’ = Includes blindﬁess, cataracts. glau~
coma, etc. .
5~ 'E | i |
=5~ -Ear, Nose, 1 - d S ,
= . » Throat Includes%deafness, perforated eardrums,

deviated‘Septum, chronic tonsillitis,

. cleft palate, %etec’ )
'—6;. o y : ) B i . ’ P . ' | . ’
~6- Hernia o .~ Unrepaired ventral or inguinal

e .
i o

;ﬁematolggical ‘ ‘ = Includes leukemia, pernicious anémia;
sickle cell, ete. ’
~§— Mép;gl - : = lncludes«retardatidn;'schizphrenia, de~

" » . pression, etc.

o
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-9- Coronary/Circulatory~ - Includes coronary artery disease, con-
o gestive failure, hyperten51on, arter-
josclerosis, etc. ’
-10~ Respiratory - Includes asthma, chronic bronchitia,.
emphysema, tuberculosis, etc.
-11- Endocrine - Includes diabetes, hyperthyroidism,
Addison's, etc.
-12- Gastrointestinal - Includes gastric ulcers, lye 1ngest10n,
colostomy, etc.
-13- Renal/Urological - Includes rental failure, hemodialysis,
renal calculi, etc.
-1l4- Malignancy '~ To include any ‘malignancy not covered
by other’ numbers.
. =15- Dermatological/Gross - Includes severe skin diseases, facial.
Disfigurement - ‘disfigurement due to burns, GSW to face, etc.
~-16- Anaphylactic Reactions to ‘ :
Insect Bites or Stings - Documented' allergy to bee or wasp stings, etc.
—l7- Obstetrlcal/Gynocologlcal— Pregnancy, prolapsed uterus, endome-

triosis, etc.

i

Dental Classification Codes

.
A" Satisfactory condltlsn, no dental work. i/ §
needed. v . @f
TAB" Minor defectes noted, immediate repaif,
not necessary. . s ' :
"B"- Needs dental treatment: ’

"or a hold status placed on or dropped from any classification, a

> N 4
e

The letter "H" is to be used for a dental. ‘holding status in much the
samée way as in the medlcal clas51ficat10ns. 7 "

a

* Please note that any time a medical or dental classification is changed
"Change
of Classification" form must be filled out and distributed to the appro

3

.

prlate places, as well as a notation maue on -the medical record or dental k

card.
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MEETING THE HEALTH CARE NEEDS OF CéEFINED JUVENILES *

© ’ w

The participants.in th1Sfdorkshop attempted to present an overview
of health care needs &f confined juveniles as presented by Dr. Brown.
Dr. Dochios discussed spec1f1c areas relating to health care needs and
problem solving techniques in relating to children in short term deten-
tion facilities. Dr. Weber described experiences with a 200-bed inter-
mediate to long term yo(ith services "training school" facility.

The following is an. outline of points suggested for consideration:

1. New medical and nursing health care providers to a juvenile faci-
1lity must allow time to learn the traditions of their particular
institution as thnase dlctate the actual policies and procedures
in effect. o , =

2. The first impression of such a facility may be quite valuable and
should not be discarded, although not immediately acted upon. As
the health care provider works within a facility for a period of
‘time, he/she becomes rapidly 1nst1tutlonal1zed and may no longer
have untained insights. ¢

3. It may become increasingly easy not to question long standing
policies of an institution, even though they appear to have no
rational basis. 5 ,

. \ -

4. One must develop the feellng\of whose needs are being satisfied by
various policies and procedures, e.g., Whose needs are being served
by a large sick call? :

5. One must decide who in the 1nst1tut10n is most ready for changes,
and which changes, e. g., Attempt to change smoklng pollcy

6. Methods which might be used to begln to change 1nst1tut10ns
and procedures: ,

a.) Establishment of an exploratory approach to all health
care matters with broad based input and extensive dis-
cussion,. helps to loosen up old traditions and identify

"‘individuals most threatened by change.

policies

b.) 1If new approaches” are introduced ds experlmental they.

may)be less threatening.

- ¢.) -Use of outside consultants from the community can also
~add to the acceptance of new policies.

d.) The AMA Standards for'Health Services in Correctional In-
_stitutions can serve as a useful guide.

* Summary Presentation by F. Thomas Weber, M. A., tniversity of Florida,
Gainesville, Florida; Mary Dochios, M.D., Cook County Juvenile Detention
' Centetr, Chicago, Illinoisj; Richard Brown, M.D., University of California
‘Berkeley, California
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~ cepts of health care prov1der/patlent relationships.
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Medical care providers must, adopt a sen31t1v1ty’for the awesome
problems of administration, program, and security personnel of
their institution. Although the medical personnel should parti-
cipate actively and cooperatlvely in the entire campus program,
at times they may be required to. hold fast to unpopular or diffi-

_V/\

cult—to—accept medical pr10r1t1es. =

Health care prov1ders may w1sh to de51gn methods of contact with

the medical system that are not "complaint orlented" Education-

al, recreational, or work contacts with health care providers within
or outside of the health services area (clinic) may serve to diminish
the need of individuals to mallnger to obtaln contacts with a health
service team.

R
“rrie

An important opportunity afforded to health care teams’ in longer
"term centers is the potential to teach their patients proper con-—
Such areas

to stress include: a.) trust on the part of both parties, b.) intro--
. duction of the concept of evaluation of a health problem and deve-
lopment of & dlagn031s and treatment plan which will occur over tlme
rather than an instantaneous process, and of the concept of follow-
up, c.) a self-help approach to problems may also be introduced;

[
W

’such as methods to deal with stress-produced complaints.

Longer term fac111t1es and perhaps shorter term,fac1lLt1es should
accept the responsibility for planning post—furlough health care
follow-up. e.g. Young ladies may. start contraceptive programs in
an institution with spec1f1c follow-up health care plans.
<& -

An approach as to prevent staff "burn out" may include contlnulng
education programs, two way communication with referral sources,v
" reasonable staffing, and opportunities for introduction of inno-"
vative programs. v S

The establlshment of good two way communlcatlons with referral o “
sources from ‘many, institutions may requlre extremely great effort ‘and

time.

S
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MEETING THE HEALTH CARE NEEDS OF CONFINED JUVENILES #*

The Cook County Juvenile Temporary Detention Center, located
at 1100 South Hamilton Avenue in Chicago, provides temporary secure
housing for boys and girls up to the age of 17 years who are await-
ing disposition of their cases by the C1rcu1t Court of Cook County
Juvenile Division.

The Detentlon Center also provides care for chlldren who have
been transferred from Juvenile Court jurisdiction to Criminal
Court. These children otherwise would be incarcerated in the County
Jail. The Detention Center is operated under the Cook County Board
of Commissioners.

= = <

The Medical Services Department consisting of the General Pedia-
trics, the Dental and the Medical Laboratory sections, provide medi-
cal services for all children given temporary housing in the Deten- *
tion Center. , &

w

%\ The medical department. is staffed by three'boald certified pe&ia—

txicians, nursing personnel (7-8) who give around the clock services
in three shifts, two laboratory technicians and a dentist. X-ray
facilities are available for emergency use for p0381ble body “trauma
and resplratory problems.

The infirmary has twenty six private rooms for care of illness
and emergencies which may occur, with nursing around the clock. Pro—
visions are also made for the transport of children tovéther insti-
tutions for emergency care beyond our scope, for treatment, and for
spec1allst consultations and clinics.

s Care for illness is provided on a twenty. four Hour basis and all
children have access to the dispensary for treatment of medical com-
plaints and injuries during this time.

All children are given a physical examination by a physician
shortly after admission and their general health ascertained. This
includes search for ‘signs of communicable disease, physical abuse,
trauma, pregnancy, venereal.disease, signs of neurologlcal disease,
drug abuse and correctable health defects. L “

.All,chlldren are given a dental examination shortly after admis-
The dental department is equipped to care for routine and emer-
gency dental problems. The operatory has an x-ray unit, air-driven
rotary hand pieces, a power assisted contour chair, autoclave steri-
lizer and a comprehensive selection of instruments. - Dental emer-
gencies such as acute pulpitis or dental alveolar abscesses are

given treatment prlorlty. If surglcaliexodontla procedure of a more
complicated nature and/or a general anesthetlc is required, the patient

o

a7

* Presented by ‘Mary Dochios, M D.y Chlef Medlcal Officer, Cook County
Juvenile Temporary Detentlon Center, Chlcago, Illinois-
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is transferred to the.Cook County Hospital Oral Surgery Department by
the Detention Center. Dental prophylaxis is prbvideq for all admis-
sions and restorative treatment ohly if the patient is in the Deten-
tion Cénter for a sufficient period of time to allow these procedures
to be performed. ’ Y ) o : ‘

The following laboratory studies are obtained on all admissions.’ =
CBC, urinalysis, serology, PKU“test.ggd nose and throat Culture§.

Vaginal smears and trichomonas tests are performed on all females ; :
and vaginal and urethral cultures on all suspected gonococcal cases. S

%

Special hematology and chemistries are done when indicated by
history and/or examinations. This includes fasting blood sugar for
digbetes, mono spot test'for suspected infectious -mononucleosis.
Sickle cell”prep for possible sickle cell disease, liver profile for
suspected hepatitis and urine tests for drugs a@djpregnancy.

All diagnosed cases of(venereal disease are%treatedfwhile in the
institution and appropriate instruction and dinformation given to the
patient. If a patient is released prior to completion of laboratory
tests and diagnoses, they are contacted through appropriate channels
and advised on treatment as indicated. : .

- All medication is given to/the children in the Dispensary and
under the supervision of the rursing personnel. Our drug inventory is
extensive so as to meet the needs of the children's medical problems,

such as -infectious diseaseb venereal disease, skin infections, ;séi-. . : -

zure disorders, allergies, respiratpry infections, gastrointestinal
disease and urinary tract infections. Children admitted'with medi-~
cations- prescribed by their physician prior to admission forjeither
a chronic or acute disorder are evaluated and their medicine continued

’,
L ettt
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;ion. Méking the child aware that he is responsible for his actions
at ?l% times in this .setting, is called Personal Responsibility :
Training (PRT). The purpose is to assist the individual to function
more adequately not only in the detention setting, but hopefully in«
‘the community; fostq; home or any court designated place. PRT is a "
form of reality therapy emphasizing the present situation, rejecting

« - 1rresponsible actions, and assisting individuals to become aware of

thi}r abi;ity'and responsibility to control the consequences of future
actions. ° ' ' ‘

; . o
- Health services discussed. thus far apply to those available at

our facility, the Cook County Juvenile Temporary Detention Center,

which is a short stay facility. The medical and dental treatments are

usually of short nature with diagnoses, immediate treatment and referral

when indicated for immediate or continued care.

My discussionkis purely from the medical point of view ahd does *
no? take into consideration the expense and feasibility of implementing
this program to fit all juvenile facilities. :

Young people who find themselves in juvenile facilities conéﬁitute
a group who traditionally have displayed.a high frequency of health
problems, physical and mental health. The conditions which necessitate
removing them from their environment and placing them in institutions
may aggravate or even cause physical and mental health probmems.

For this reason health programs in juvenile court®facilities must
be broad and comprehensive. The extent of health care which should
be offered to an individual will depend on the length of time he is
in ?he institution, but every institution which confine juveniles should
have a health program to meet his needs and promote physica®l .and mental
well being of its residents and contribute ‘to their rehabilitétion by .

as ordered. Ll i 6 g
. _ _ , N i appropriate diagnoses and treatment.
Preventive medical services such as iﬁmuniza;ion‘?fagram and con- I' )
traception are not done, as it would not be feasible on a short term |
basis. Children seen on admission with a possible acute drug reac-
tion are immediately referred to a hospital for emergency treatment .
as we are not equipped for conditions requiring acute intensive care SRR
and ‘monitoring or for detoxifying procedures, ' a ¢ : S

i

The dietary department is under the direction of a licensed dieti-
cian. Under her supervision the dietary departmeqt is responsible for
preparing nutritious appetizing meals -for the children and for special
diets as required by diabetics, children with gastroenteritis or those .
with recent dental procedures. A : : R

I

R «15‘1«', .._‘Zév:?mus.wﬁm,., Pt
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_ The Temporary Detention.Center: Clinical Services program services - =
the adolescents detained by the Juvenile Court, It is staffed by a
registered clinical psychelogist and a psychiatrist who services en a -
part time,basis.azz§)y are advisors"SFrictly for' the Detention Center.
Besides diagnostic Services, there is an effort to define, clarify
= and improve the impact that even a brief period of detention may have
on the individual. The clinical program capitalizes on techniques
which can be successfully utilized in even a highly temporary situa-
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W ~ MODELS FOR HEALTH CARE %NiéMALE JAILS *

Q * - - .y : i— - . 'vvo

‘g presentation is based on the AMA Standards for Health Services

«

b in Ja Ja, 1s and our experiéiice in Pennsylvania, regardlng thelr 1mplemen—
‘ tatiom. . :
$ECTION A  ADMINISTRATIVE . Ll T o

£ ‘ R ot t
. . . P

" This first section on Administrative covers everything from who
runs the health system to relationships between health providers and
; jail personnel plus paper handling relative to. inmates. Where other
i ‘ aspects of the standards will’ probably function with similarity in
various jails, some portions under Administrative have the greatest
potential for variance.

Standard lOl - Respon51b1e Health Authorlty

This standard is met through a variety of methods. The following
models havé been used in Pennsylvania and are not exclusive or more \
acceptable than others which exist. :

1. Single Physician.,:A single physician4euch as a family
practitioner is the most common model in Pennsylvania;
we have jails ranging from an daverage daily population
(ADP) of 6 to 240 using this model, 1In every instance,
other health personnel are involved in, the delivery of
services, for example: Doctors with LPN, PA, RW, and
Medical Assistant. °This combination frees the doctor

. to concentrate on medical decisions, prec1sely what is
requlred of him uner Standard 101 :

E;
&

o

, 2. Physician Group Practice. This model is one of shared
: services between two doctors,™i.e., partners, or asso-
ciates in a group practlce, oo’ two doctors splltting
time not in the same practice. In such cases, one doc-
tor must be designated as the "responsible physician".

, .. 3. “House Staff: This model uses a résidency program ' . R
p : . ‘ director as the authorlty"when residents are used to .

g ' ‘ prov1de medical sérvices. We have two jails using this

model: one w1th an ADP of 180 uses a family practice

; ‘program very successfully w1th the doctor coming into

[ . . ' ,the jail as well as handling ‘the detalls and the other

[ ‘ , Jall (ADP-120) ‘uses this model 1less, successfully because

s g the Jall could not get.one doctor to assume the "autho- @

£ : Coority™. Thls is the main problem with this model. )

o ‘ N I ¢
ld

NI by (. 4, County Health Department' This model was the county
RN ’ : health department which is particularly good for small .
' ’ jails.> We have one Jall now (ADP—BO)uwhich has real '

[

L _ * Preseinted by: Donnﬁ Wenger, Jail PrOJect Coordinator, Pennsylvania
St ’ N . Medical Society, Lemoyne, Pennsylvania :

£ . "

' Preceding pagé blank
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problems; has gone through several doctors in the pa%¢
years because of county commissicners. If the QS“?tYM
e auihority;could take over, that could help the po%;?;v

: -cal situation. ‘ ’ v b
Commuﬂity Hospital: This-model seems less suit?ble
for small jails, i.e., contracting for all services
with a hospital. Although this may lookdattracFive,.
especially if the hospital is going to assume’ liability
etc., it is expensive. Small jails are better-serYed
to get some health personnel doing routine duties in.
jail rather than traumsport for everything.~ We have one
jail (ADP-330) using a hospital because they can afford
it. In their -case, the hospital employs individuals to
work in the jail. R ‘ v °

Standard 102 - Medical éggonomy .
This standard }s straightforward. It assumes communication b§tween”

jail and physician. We have hadlno‘problems with this standard being

implemented in-Pennsylvania. ,

Standard 104 -~ Administrative Reports,‘ o |

Most jails find the annual statistical report easier goréo.be—h
cause figﬁres are being kept monthly. . One problem the small J;}ls gze
is taking the time to summarize information for the annual repoigi ”f e
best way to solve this is to designate one person, to bgkrespogs ¢?e iz
paper work, such as the nurse (approach -in one jail (ADP—SO)élsfg? 2:
this part of the nurse's assignment; or to. have a corrections offic

"who works with health add this to his/her duties (ﬁsgd in“jail ADP-180) .:

Quarterly reports are another problem altogether because responsibi%ity |

rests with the doctor or health authority. The:besF way.?o meet this r;_a:.q“f
port is to do it immédiately and to the point. Remind jails that Tl
nothing elaborate is needed. e these 1

to justify future financial requests of county commissioners or

boards. ~ * ‘

prison

it

Standard 105 - Policies and Procedures

2

There is no need to spend time on individual policies. The main

Ry

“focus here 1is the need for formalizing pgocedu;es and policiesjthrough &
“written approach. It is not* enough to say everyone knows how it is done;

i ‘ he written down. Policies take many forms; they can be memos

:2 2¥;§c2is'for some standards, while others require ﬁpepific carefqll{i;
conceived policies, such as a’'"disaster plan“.. The d}stributipn gf po
cies is one important aspect. It is not enough to write it down, ‘and
then make the book inaccessible. It is not nec§ssary to have a sing}ek
manual although it is helpful. Also some pol%c1e$ may be qross-referez—
ced and appear- in several plgces;ce.gﬂ Yatden s manual,yo?ficgrﬁ ganua ’
ané-physiciap's«manual. We found some~3ails~that t?ought"they ig ia
policy because the item was mentioned in the doctor's job description.

Qa

; @

O

Alse tell the jails, these memos serve welgﬁ'"

EEtes
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»medical personnel.

7
P

.most, this standard

* society, it can ask its state Health Department, the drug control

In our opinion, this is not the same as the policy. If policies are
meant to formalize and standardize health care, they do no ,good if

no one knows about them. We had one jail where the jail administration
. (warden) -had mental symptoms in his notebook and the health personnel
did not know about it. Two other aspects; even if you aren't doing
-one of the standards, you still need a written policy of what you're

dding andfalso 105 does not cover all written requirements, e.g. job
descriptions. ‘

Standéra 115 = Health;Traiped Correctfonal Officers

, Thereé are three\central concerns here: trained in a minimum of
first-aid, in CPR, and in recognition of common illnesses. A big pro-
blem exists with first-aid in jails which have a turnover of officers.
Some states have. training programs run by the state in all phases of
corrections, as does Pennsylvania. This may be enough, but check to ¢
make sure it meets the American Red Cross equivalency. Another ‘solu-
tion we like, tried by one jail (ADP-200) is to get one officer certified
as an instructor in first-aid. Then he can do courses for all officers
on a rotating basis. A problem for small jails is not having the luxury
of letting officers go for enough time to conduct training. If you can
_arrange with the local Red Cross or Heart Association, perhaps they will
come in and do training on an on-going program within the jail. This
is one good area in which to involve the local county medical society--
if you can think of ways to interest them in such a project. Another
group (medical) which may get into this would be state chapters of the
Emergency Physicians. There is public relations (PR) value of lé6cal
" doctors training prison officers in first-aid. The replacement for one
officer trained in CPR per shift .can be met by having the shift com-
mander trained, plus we recommend a°back—up wherever pessible. The
Red Cross and the Heatt Association offer CPR training, as do some fire
and ambulance companies  and some local education: institutions (collegQS*
and high schools) usually in the evenings. To get officers trained in .
the recognition of common illnesses, we recommend involving the doctor or
nurse to prepare a list based on knowledge of the prison illnesses.
This standard is not talking about diagnosis and treatment. (This con-
‘cept really scares wardens who don't want their officers "practicing
medicine".) However, officers do need to know what to do and training in °
recognition allows them to respond appropriately and know when to get
This becomes especially important in a smaller jail
which does not have a doctor or nurse on hdnd for more than a couple of ¢ ;
hours. We have some jails where, the Hocf@r or nurse review the list of 3
symptoms with officers. This can be handily combined with on-going ;
bfficer training and instruction’ on other aspécts of standards, e.g. re- :

jcognition of mental problems, medication training, etc., that the doctor E
 /must,give to the officers. ’ A : A | %
SECTION D PHARMACEUTICALS e

Standard'l63VincludeSjmany aspect$§ of management practice. Fore—
includes the'requiﬁemént to. adhere to state and

federal lays. If the jail does not- get -answers from ‘the state medical -

R et

people, or the Regional Office of HEW as to what regulations

S
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" this list must be exhaustive.

= a part of the practice of medicine and must be physician controlled.

apply. .The burden is on jails to know what the law requires¢ Federal
regulations on controlled substances relate to what drugs can be pre-
scribed according to classes, to distribution of controlled substances,
and to labeling requlrements, reuse of drugs, and record keeplng '
We have found the following problems for small jails in the’ ?
following aspects of the Standard: 1) development of a formulary
2) use of medications and 3) security checks. 1In all these areas, the
degree of involvement of officers play a significant role.

Developed Formulary: we take this to mean the drugs actually“stored
in the jail, whether prescription or not, and are the medications used
within the facility. One problem for small jails is thevbelief that
It does not have to be. Depending on
who ‘does your drug supplying, you may have the formulary problem solved.
For example, we have small jails getting their drugs through a local
pharmacy who may be persuaded to help develop a formulary list. "Jails
using family practice res1denc1es may get the same help from the resi-
dency program. We have one jail which doubles up with the county home,
and this shared services arrangement could be tapped to have a joint
formulary.  Another problem we have run-into is the great resistance
of ‘doctors to have such a list developed. We find doctors feel restricted
and it helps to €xplain that in extraordinary cases a -doctor may cer-
tainly go outside the formulary. One answer we won't accept is that the
PDR is "our formulary". ,{And;we’ve gotten that one).

: RS ‘ - B : o

Use of Medications: one problem in one of-our smalls is related to
the outside authority wanting the inmates ‘to be "calm''. The doctor
didn't want to use psychotropics for this purpose and eventually re-
signed over that and othér similar issues where this practice of medicl
was infringed upon. Unfortunately, we don't have a solution for such a
deeply ingrained problem. It points out that medication is very much

do know that some.jails have a problem with an.inmate admitted with RS
nearly a dozen concurrent medications from a mental health cliniec. The
family doctor in the jail didn't want to take the inmate off those medi-
cations because he felt he didn't know enough. - This points.,out the
need for stop-orders. Jails should be reminded that certain classes of
controlled substances may not be renewed after a certain length of time.
_Another problem with the use of medications which occurred in one
small jail was the desire to save money. Medicines *prescribed for. in-
mates who had left were being saved. In effect these became "stock"
medications. First, such practice may very well be against state laws..
Second, we advised the jail to 1) order medications for shorter time
periods and 2) increase their stock bottles if they wanted to go that
route. This does add to security aspects if "stock" includes controlled
substances. o ¢ ‘

Another problem is who gives out.medications. Officers may do the
actual handing out if there is‘a.proper«tecording means for each dose-
(such as a Kardex).  One jail doesn't even record if an inmate refuses to
‘take a medication. This jail .found officers were sometimes taking - that

& [CN]
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‘questioens which saves time and energy.

-with other records.

unused medication. This is also dangerous and difficult to tell if

the inmate got the proper care. Several jails don't have inmates sign

a form if they refuse. Some jails have anticipated this problem by
having the ifnmate sign a treatment release form when he's admitted,

thus agreeing to get whatever medical treatment may be necessary during
confinement. One maJor problem we find in small jails is the use of
officers taking the drugs from bottles and dispensing it to the immates, *
usually on the doctors' orders. While this may be OK for over-the-
counter (0TC) drugs and going by standing orders {e.g. aspirin for head-
ache--although even that can be a problem if an inmate has an undetected

" ulcer), it should probably not be a procedure for prescription drugs

except on emergencies (extreme). In Pennsylvania, our pharmacy act de-
scribes that approach as "dispensing" and outside the law for an un-licensed
person. A possible solution is to have an RN or PA prepare a tray of
medications for the day, and trained officers give them out to the

inmates. It helps to have prescriptions wherever possible for once

or twice a day medication. For a three or four times a day medication,

a script really complicates the distributing part.

Security Check: : some”jdils may want to build in the weekly inwven-
tory as part of the nurse's duties. If this is not possible for smaller
jails, a designated officer, possibly someone on-a night shift, could
be assigned to make a count of controlled substances in "stock" bottles
as well as syringes and any surgical instruments. Care should be taken
that the solution to the need for security checks not breach security
itself; for example, we have one jail where disposable needles were used
for syringes, supposedly eliminating the need for a weekly count. However,

‘the jail had inmate trustees carrying out the trash with the disposable

needles in it. It should be no surprise that the jail had needles turn up
as contraband weapons. Some of the jails have machines which chop up used
needles or some have them carried out in locked boxes. The concept of a
count should be based on a positive ascertainment of the presence or absence
of items. It is not engugh to keep a running count of what is used and

then subtract. This method gives us control but cannot detect if someone
unauthorized gains access to these items and takes them. Security also
presumes controlled substances and 1nstruments are under lock when not 1n
use "and not everyone should have a key."

. \\k )

SECTION E HLALTH RECORDS

0 \

The main issues of health records are content and location.
small jails try to do a single receiving screening involving health
" This form is not included in the
health record. It should be noted that the time spent filling out a
separate health screening form, (which is kept with the health record)
is well worth it should a lawsuit be filed. We find that the omission of
a receiving screening form is the biggest problem in small jails. The

Some

.Practical. Guide has a very good sample receiving screening form and no
small‘Jall should have trouble using it as a guide.

oo

Location is the other problem for small 1alls because of space con=
straints ‘and flling staff. The temptation here is’to keep health records
Standard 165, point out that health records (in

&
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some cases by law) must be kept. confiidential. Another part-of this
problem for small jails is that too many officers have access to health
records even if they are kept separate. Once again, the access must be .
controlled by the responsible health authority. Some small jail¢ also !
have problems keeping adequate records. Major omissions are laboratory
findings, consent forms, release forms, and other items which may seem
less crucial than the health history. To keep iliese files complete,

the doctor and nurse in a small jail need to take a leadership role.

Larger jails frequently have the luxury of a staff person whose res=

ponsibilities include checking on these items. This is definitely one
place where a small jail has*a disadvantage. ‘ ‘ :

MODELS FOR HEALTH CARE IN SMALL JAILS *

RS TR S e e
p
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The July 1979 edition of the AMA's Standards for Health Services
in Jails includes 69 standards divided into sections A through F.
‘Twenty-three standards are designated as "Essential". The minimum
criteria for AMA accreditation of a jail's health 'delivery system is
compliance with all 23 "essential' standards plus at least 70% of the
~ remainder.

My remarks are directed to those standards under Section B
titled "Personnel". It is my opinion that this section should be sub-
titled "Training" because of the 12 standards in this section, 10 re-
quire specialized training for individuals who deliver 'health services
at levels varying from the doctor to the nurse to the correctlonal
offijcer.

SECTION F  MEDICAL LEGAL ISSUES
! i R B

Standard 168 is not '"essential" but very important. Earlier, we o

referred to a release form which an inmate may be asked to sign when

entering the jail. Some jails have a form which is given to the iniiate

" when hé gets the handbook and the written sick call times. After com-

prehending those items, he is asked to sign that he received them and

that he consents to necessary treatment. .Some jails are relieved of the

responsibility to get consent forms for all hospital 51tuat10ns, as are. ,

large jails. Common sense should prevall on thlS issue. . g

w
O

There are seven "essential" standards in Section B which I will
discuss.

Standard 122 refers to liceansure Whlch simply means are the in-
volved professionals authorized by the State to practice their specia-
lities. Probably ‘the simplest way to\1mplement this standard is to
write the appropriate state licensing boards, asking them to confirm
the status of the jail's health care professionals. This must be done
every year and the proof of-registration kept on file in the‘jail.

Standard 123 covers job descriptions. For the doctor, a care-
fully-defined written agreement with the sheriff serves as the job job des-
cription.  There is a samplés agreement in the AMA's "Practical Guide"
This agreement is more appropriate for a large jail but it can be cut
down to cover what the doctor is expected to do for a small jail.

There are also job descriptions in the "Practical Guide" for other
health professionals practicing in the jail.

Standard 126 concerns health appraisal personnel. This standard
addresses the level of training for those performing specific elements
of the health apptaisal required for all inmates by the 1l4th day of in-
carceration. Certain elements must be done by '"qualified" persons,

- others may be done by "health trained" persons. A '"qualified" person
is gefined,as one who is licensed, certified, etc.

I . Usually, if the person is performlng similar services in the com-
; A munity, ‘they are quallfled to deliver them in the jail, under ‘the direc-
B tion of the responsible phy31cian.5

: S “w BT E : 0 E §;§nd§xd_121,requires training for jailers who distribute medlca—
e Vaw o n i R PRI B i v - tioms. The doctor and. the sherlff are responsible for this Lraining Y

5 v . . : (4}
o ‘ . R ‘ , R

* Presented by: Parks Relnhardt Jail PrOJect Coordlnator, State Medical
el Society of Wlsconsin, "Madison, Wiaconsin '
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Or they may designate someone who understands both medical and security
problems inherent in the proper distribution of medications.

There are a number of ways .this has been handled, each dependent
on the sheriff and the doctor_approving the plan.~

1 There may be classes set up by the state bureau
- or ‘the staff can be sent to in-service training
classes at larger jail facilities.

2) .JThe sheriff and responsible physician can (1) .

personally conduct in-service classes in the

G facility or (2) the-sheriff might designate
someone on his staff to handle the securlty,
aspects and the doctor might ask the nurse or a
local pharmacist to teach the‘®medical portion.

3) The manual for the National Institute of Corrvec— = ¢
tions (NIC) "Jailer Training in Receiving
Screening ‘and Health Education" course includes
a section on drug administration. This can be
studied by officers prior to an in-service class
with the doctor or nurse or pharma01st present , s
.to answer questlons. \

Standard l”8'details the kind of training needed in five areas for =
a jailer to be able to respond approprlately to medical emergenc1es.
These are: , : : . -

1. Types of potentlal ‘emergencies — awareness that -
ar emergency can“occur-at any tlme. g o

o b

2. Signs and symptOmsﬂnf emergencies.
3. First Aid
4. Who to call for help, and

5. Procedures for transfer. - o ' ST

. & =
« 2 = L ) -

Usually no formal training has been glven to cover the first two.
0bv1ously thlS would be a serious gap 1n.tra1n1ng, depending only on
Y"common sense' can be dangerous. : . . :
8 , N " . : .
Again, there midy be classes set’ up by state agenc1es and in-ser- .
vice classes at larger Jall facilities.
s i
W1th1n your own communlty a trainlng session to expand on the @
usual first aid course could be taught by the doctor, the nurse, per— R
haps a qualified person on the rescue. squad, or the person in charge °
of the hospital's emergency room. Resource material for the instructor”
is probably available locally, if not the NIL course covers emergencies.
Remember, the instructor should be asked spec1f1cally to cover<§he
flrst two requlrements.. : L . R .
. ) ,
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suicides.

‘Somerhing between these two extremes is more mearly accurate.
relying solely on "on-the*job training" by experienced jailers can lead

Standard 130 is staff training in the recognition of mental ill-
ness and chemical dependency. Many sheriffs reported that the largest
medical problem they have had in the jail is coping with the mentally
i1l. All jail staff, including matrons, who work with inmates need
training to recognize these conditions so that proper referrals can be
made to avoid potentially life-threatening situations.

- If there is an alcoholism and drug.abuse counseling service and a
mental health clinic in your community, the professionals on their -
staffs would be well qualified to give in-service training. Hopefully,
these’ people are delivering, or will deliver, services to inmates. A
formal training session would be helpful mot only to jailers but also
would give the agency staff a chance to get to know the Jallers stren—
gths and weaknesses in reporting ‘signs and symptoms. :

 For backup ‘written materials the AMA has monographs on the''Recog—
nition of Jail Inmates with Mental Illness", and on "Chemical Depen-
dency". Also, the NIC course mentioned previously has sections on
mental illness and chemical dependency.

Standard 133 concerns inmate workeérs in the medical arena. Jail
policy should state that inmates are not used in any phase of the
health delivery services. 'If inmates clean the medical offlce—treatment
room, they must be superVLsed

There are two "non—essential" standards in Section B whick I would

1like to mention - Standards 124 and 129.

o
Slandard_lZQ is concerned w1th staff development ‘and tralnlng. Be-
cause the turn over of jail staff is so high, a wrltten plan sheuld be
developed to ensure that new correctional officers receive training, not
only in security, but in health related duties.: . ¢ <
Most communities offer

_gtandard_lZQ requires first aid.training.
However, in some cities, the Red Cross instructor

classes in first aid.

“has® given an in-service class in order to emphasize handling emergencies

more likely to arise in a Jail than on the street — for example,’ attempted
Incidentally, don t forget jail" matrons and part timers when
these classes are held. o . e oo ,
» Sometimes the“sheriff and physician are totally stunned by the
amount of training required for jailers - still others believe that the
jailers already know all- that is required: from "on-the-job training".
Obviously,

i

to everyone using dangerous procedures.

When you starr plannlng for: tralnlng - get on the phone and check ) . §
with everyone you can think of who might know about training courses or '
agencies which mlght be interested in developing programs. And dori't ’

“'rule out calling agencies whose staff in the past were~‘not interested" -

there may have been personnel changes, and as in Wisconsin, there's a
kot more "interest" today ‘than’in the past.r S

W o . 53 = -
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Contact all the local and county departments, especially the

county nurse and/or the:chairman of the County Board of Health Committee.

'Try the emergency rescue. squad,
If they can't help, they probably will have ideas about local people who
could serve as instructors and/or who have access to wrltten resource

materials.

We have found that getting professionals involved with the jail

crisis intervention agencies,

etc.

“helps to "sell" the County Board on the need for funds to cover a medi-

cal program.

Contact the State Bureau of Corrections; talk to the jail inspee-

tors 1if .your state has tgem. “Have any training courses already been
developed? Perhaps your prisons offer in-service training you could
tap. Contact your state universities and their extension departments;
the emergency medical services department of your medical school; the
School of Pharmacy. Do you have a state bureau deallng with alcoholism

and drug abuse, mental illness?

©

o

Here are four examples which help to show the wide variety of
agericies interested in a jailer training program:

a) In Georgia, the Medical Association helped prepare
a manual and video tape on receiving health screening .
by jailers which is available for a very reasonable
price. 'This was LEAA funded.

@

b) In Kentucky, the Division of Emergency Medicine of
:  the Unlver31ty of Kentucky Mediéal Center has a

manual and v1deo tapes for training jailers to handle -

emergencies. This was prepared for the Kentucky Coxr—-

c)

d)

. rections Department.

o

In Mississippi, the Cocperative Extension Service at

Mississippi State University is
jailer training. Part of their

-U.8. Department of Agrlculture.

And in Wisconsin, the University of Wisconsin Extension,

working on upgrading
funding is from the

Department of Governmental Affairs, has developed a

jailer training course which includes some health sec~"

tions. They also prepared’the NIC® course previously

mentioned.

or two jailer schoodls which 1nc1ude some health re-

lated material.

W N

o

And each year our jail inspectors hold one

FLENN

Perhaps all thlS “formal",schoolroom tralnlng cannot happen over
night. But a goal should be set to even ually prov1de formal tralning
of the jail's correctional officers. :

You may find it necessary to start out with "home study" training -
of -jailers.

have studied the material; arnd there must be some profess1onal - doctor,

‘nurse, physicians' assistant avallable to answer questions. “

7~

140°
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The responsible physician must‘approve the use and ccntent
of the training materials; the jailers ‘must sign a statement that they
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Training and continuing education are important in any profession.
However, it should be considered essential for correctional officers,

especially those in a small jail.
community and the nearest hospital or doctor may be 10 to 20 miles”
away. When a medical emergency occurs in a jail,

A small jail usually means a small

it is vital that _the

officer has been trained to recognize common emergencies and trained to
provide appropriate care until medical help arrlves or the inmate can be

transferred..
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A teaching manual was developed for the course, and this is used
« by the participants afterwards in their jails as a companion reference
manual in the use of the unique receiving screening form' that was de-
signed for this course. A manual for instructors was'also written to
guide future teachers and organizations or imstitutions wishing to put
on this workshop. MAG has a limited supply of both of these manuals
that will be provided, while they last; to groups sponsoring the work-
shop for-their participants. These are also available upon written re-
.quest to other interested individuals or agencies.

4 ) & .

Receiving Screening for Small Jails : =

Tt is the jail's responsibility to know the medical“health’situg-
tion of the inmates at intake and .to-act on that “knowledge in the most &
appropriate manner. Based'on this need, our physician's.eg@mittee atﬂ
the Medical Association of Georgia (MAG) developed -a training program

-y ! q N
. . . P &r = f"k
in receiving screening for jailers and booking officers. (Smal} jails N A video cassette was produced especially for this course. A 20-
"usually dQDHOt employ health personne% ?nd many must use.députées and minute film, "Ré¢ognizing Abnormal Behavior,'" shows a series of six
correct%onal officers t? ?erform receiving s§ree21ng gUtI;f. skzliz for ‘ f%ctltlous inmates present at bgok—in. ParticiPanFs are asked to iden-
swer this need, the training program was designe %3\2%%§A§i¢ -S I tify as many unusual or even abnormal characteristics about each of
these officers., o S /~—~“7F4//~‘\\§j ' 3 e | these persons as they can; they are then discussed, as are the alterna-
‘ , ; ’ N N .o \o E : tives qf disposition (of the inmates, i.e., whether to admit to the gen-
We have available some handouts with a reclelﬂg screening qrm . eral population, qualified admission” to isolation or special observation,
which are keyed to the manual we use in ourftraln%ng sessions. 'ThE . seek medical clearance, or refer’straight to thg doctor or hospital.
manual isrbased onlthe outline Whlcbéls }ncluded in the ?;ndo:t; %ﬁ We vill show segmen?s ?f thi§ tape to you today and seek your partici-
a few minutes we will show you some spec1a; cases that ng}_tvs ;yoﬁr ‘ | pation as~we;l. This is available to be used in portions of future
observational skills and perhaps‘help'you\to becqme more aware of the e , workshops. 1In the past year over twenty jails have contacted us to set
need for receiving screening. : ' . L

up their éwn‘wgrkshop, and we have sent manuals and duplicated the video-
cassette., If the jail will send-us a 20-minute blank video cassette, we
‘can duplicate it for less than $15. -

N

Receiving Screening Workshops : v:‘ | § . -

i ‘ ‘ Two workshops on receiving screening for jail persobnel have been
/ - conducted by the~MAG as part of the AMA Health Project to date, one in
November 1977, and the second in February, 1978. A total of 26 jailerg v

' attended, representing eight pilot jails that were participating at'thek ’ i i

time in the AMA Jail Project. We encouraged the actual booking offlce:s.

Although there is a good deal of lecture, group discussion and
questions are a vital part of the course. In our two workshops, the in-
structors relied on the participants themsélves to share their ekperiences
and core up with answers to questions that were raised. °Role-playing is
also used as a«ﬁractice mechansim to familiarize the participants with

¢ .- or jailers who perform book-in duties, rather than the sheriff or the the form and its uze. These samples and other examples to illustrate
L2 jail administrator to come. However, it is useful to’also train others points are all included in the instructors manual. ' ,
"§ who can be available on a regular basis to. teach the program as needed . ”” o o
" by a jail. S T , s Course Content , . =

The workshops were taught by two people: a physician whé'has workeq
as a full time jail physician and who aleo wrote the Sourse,"and a cor-
rectional officer who has had experience doing receiving screening. ‘The

. course was designed to be taught by two people with s?mi}aF ?ackgrounds;
one, a medical professional (though not. necessarily a p§y31c1an).Who has }
some experience in jail health care, and two, a correctional officer ex- ‘ o n\
perienced in receiving health screening. Approximately a day and'g4hal£ - R -
is required to teach this training. " ~

. After beiﬁg able to cover emegggncies, most experts on jail health
care agree that health screening is the next most important for jails to
do. ‘Consequently, this training is essential, even in the smallest jails.

~In addition to trained personnel, to implement a receiving screening
‘prpgiam within a jail, a policy statement, set of proceduras and a form
are a basic minimum. To be effective the form should survey by both
. question and observation, potential health problems and also show disposi-
tion. To administer the procedure, the booking officer will need to
understand the need for receiving health screening.  He will also need-to
be thoroughly familiar with the general principles:for performing the
screening and understand how to use a receiving 'screening form. The officer"
should be ready to ask questions indicated on the form and, (with training
i the MAG course) bpe able to ask further appropriate questions indicated
by° the response to the initial question. The officer should also learn
to perform a general physical assessment, including a description of
general appearance such as consciousness, walking and gait; detection of
‘breathing difficulties; recording pulse and temperature; be able to des-
‘cribe skin appearance and behavior, and to recognize signs of drug and al-
cohol use and withdrawal. He should also be able to perform a urine dip-
stick test for sugar.  Further, the officer should be able to develop ;o
~ skills in using this information obtained in the form to make appropriate - =
decisions concerning the need for medical clearance, detoxification, 143

@
o . B &

) Ly , S
An important feature of this course’is ﬁHat‘it was desi@ned to be

: ) replicable'on a local level, with the ‘sponsoring agency.supplying;?he

instructor and some equipment and MAG providing the teaching materials

and audiovisual aids. A vid  ape playback unit and monitor are-re- ..
- . quired for the audiovisuals, > the community must at least havg these .
i . resources, as well as qualified individuals willing tO‘teach (unless
2 O " gomeone is contacted to teach on a consultant basis). We sugges;‘that'
. ‘ T . the local medical society be approached to idemtify the medical member
T ; " of the teachipg team and that a correctional officer assist. This for- |
PN i : ©  mat has workedﬁwell. o k SR o . ‘ ST L e

Ty
¢

f : . *’Presented b§: Dorothy Parker; Jail Coordinator, Medical Association

i “ 7 of Georgia, Atlanta, Georgia o
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MODELS FOR HEALTH CARE IN SMALL JAILS

Ospec1al housing needs, or to admit to the general population. = Once the !
skills are developed and practiced, the receiving screening process can
j be accomplished in a relatively short period of time ‘and become a com-
ponént of the regular booking process.

As I travel among the various county facilities in Illinois, I
find they all have basically the same question: '"Where do I find the
resources to meet the AMA Standards?" Jail officials want to provide
the necessary medical and dental services, train: their personnéi and comply
with state laws, but few can find funding within their already limited’

: Responsible receiving health screening will require some very

1 . special skll]s to be developed. Many booking officers have learned much

from general experience with hundreds of prisoners. However, approprlate
training teaches the officer to focus on making partitular and structured
observations so that no medical problem is likely to be overlooked The

development of these skills is'perhaps the most vital part of the re- : & . budgets 'to deal with these requirements. Well, whether you're respon-
i ‘ ceiving screening process because when other commurications fail or are - B . sible for a small jail with only a dispatcher to handle calls, conduct in-
: invalid, focused observation will likely communicate to the officer the takes and cook the meals, or administer a large facility ‘with a complete
! ’ infirmary, there are resources within the community that potentially are

s }}

ex1stence of medical problems requiring attentlon. ' -
% available to you to £fill the gaps in your medical care dellvery system.
We will now show you three fictitious cases of inmates belng booked
into a jail and let you practice making some phy51cal assessments on ° O e .
o your own. o ' o

S .

3 : C . o

: . o . N ; . " .
e 3 5 * \2

The accompanying chart briefly 1llustrates the p0551b111t1es within
most counties. It lists governmental, private, professional and consumer -
agencies active in providing the types of services needed by correctional
facilities. TUse the .chart as a starting point to 1dent1fy those agencies
active-in your community. Then contact each to determine the extent of
their services. Not all agencies provide the same services in every state,
or every county for that matter. Usually, the local chapter has its own
< priorities or interests de31gned to meet the community's needs. In :

addition, there may be agencies which are not listed in this.chart, but
serve the same functions within your community.

Y

¥

The important point to stress is T° 1ook to your community. The jail
should be seen as a component in the area's health care delivery system.

g i# ' ‘ ) Q, ‘ ' : . ’ o Diseases identified and treated appropriately in the jail will prevent pro-
v n& ‘ S ‘ R T v ] % blems for the surrounding community. The jail holds local residents, most
. & ) - ] 3 of whom will return to the area in a relatively short period of time.

o f : 3 ) oo ~ ? . Therefore, it's appropriate for local agencies to extend their services
| : ) o o L ' to these people and deal with their health problems. In addition, the
S . : ? training of correctional officers enhances the ability of the jail to pro-—
ok ' vide for itself, rather than inappropriately utilize medical resources.

s Though it's unnecessary to go through the entire chart, let me men-

7
tion some of the more important items.

’ C i . Potentially, the county health department is by far the-best resource
; “ , ‘ S available to the jail. Depending upon the county, the health department
) : : : S ’ - o : : often is funded to provide medical and dental care, communicable disease
o : 9 i detection, nutrition counseling, training programs and environmental ser-
S b E o - ’ ok . vices. Since county departments are supported by the same monies as the
' » ' ‘ 5 jaill, county board members should be urged to utilize one county agency to
; service the other. To require jails to pay for health department services
, e o £ is like taking money from one pocket and placing it into the other.
" ‘ ' Ve B s I  Again, it should be stressed that the health department -is t6 ‘serve com-
S S 1 o munity residents and the jail is populated by these same people. A close

4

; DX
4 ) ‘ Lo L e - i working relationship between the jail and .the health department can change
o o LR ~§V? o g P ¥ a non-exﬁstent health system into an accredited one. '

=]

L
-

»;_,
-

*Presented by: Larry’ Boress, Jail Projectvcoordinator, Illin01s State

Medical Society, Chicago, I1linois *w//
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The involvement of students from medical, dental and nursing
schools can provide the jail with interested, motivated individuals
to handle the daily and routine medical, n3r31ng and dental services.
The jail offers a unique learning environment, giving the student an
opportunity to treat conditions seldon seen in the typical medical or

dental practice. Ideally, the head
Family Practice, becomes the 'jails'
viding the actual Services.

0of a school department, i. e.
consultant, with the students pro-

This ,arrangement offers advantages for

both parties, though the responsibilities of each must be clear from

the start.

Q

Community colleges and universites may provide a valuable training

ground for jail personnel, in offering medical,

topics.

as well as correctional

For  several reasons, school officials are looking for ways to

serve the community and may .,be willing to develop courses or provide

faculty to meet the specific requirements of the jail.

In addition,

student interns from Criminal Justice programs may be available to the
jail to develop procedures, forms, etc., and all they‘ask is to be
given course credit for these activities.

Militéry bases, and especiallyFVeteran s Administration Hospitals,

are potential

searees of personnel.and services.

Though I don't know

the detalls, I have been told that -VA hospitals are encouraged to

develop "sharing agreements"

with the local community, to provide
medical personnel, faculty and/or services as requested.

Again, this

is an area where local discussions are vital to determiné the extent

of assistance available.

Finally, I would like to encourage you to utilize the Regional

Criminal Justice Planning Agencies as consultants in developing training
While their level of funding varies greatly,

programs for your staff.

each RPA is required to have a local plan to assist correctional faci- .

‘lities, and your input is 1mportant.

e

Y
1

S

I recommend that you take this chart home, review the potential re-

sources in your county and determine the extent of interest which exists.

Too often, jails spend unnecessary money to duplicate or purchase ser-

in the area? ¢

I encourage you to take that first step and develop the relation- -
ships which potentially offer continuing beneflts to the jail and the

community.

. vices which are available, sometimes for the asking, from other agencies

\'
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APPENDIX:

AGENCIES IN THE COMMUNITY
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o MODELS FOR HEALTH CARE IN SMALL JATLS *

My segment during this discussicn on models for health care in
small jails will devote attention to. the important role and duties of
a jail nurse.: .
Before attempting to design an actual health care delivery system,
5 : you should first analyze your current system i.e., what are the needs
. of the inmates; what services are provided or not provided, how can
services be obtained; who will provide these services and where will
" those services be delivered? ‘

Let me emphasize that the size of a jail should be no handicap in -
implementing an acceptable, adequate health service system, if the:e is
dedication and purpose. ’ o '

The Shiawassee County Jail in Corruna, Michigan has a rated capa-
city of 42 inmates, cbviously a small jail by :any standards. ‘During
. ; the early 70's, this jail only provided first aid and a nurseé came in
= to take blood samples and test for TB. A suicide in 1975 had a trau-
K%/ . ¢ matic effect by awakening responsible community leaders and the general
§ v population; there were demonstrations at the jail protesting the lack
of medical care and other grievances.. Doctor John Lyons,D0O, the county
public health director brought this matter to the attention of the
county board and in a short time he assigned a public health nurse to i
the jail. L

Registered nurse Lois Storrer had never heen in a county jail and oy
pondered about what she knew about caring for inmates; this was a nev. i ‘$‘ %
experience. Lois began her duties literally from scratch; no medical s
records to use as a guideline. As she tells it, she began keeping g
medical records - she calls them diaries - until the AMA Jails Projeqﬂf
started with Dick Campau, the former Michigan Project Director, - N
visiting her jail. From.then on, everything moved swiftly; Regular sick i .
calls began (three mornings a week) attention to inmate's complaints - J
and a system began to emerge which culminated in this jail receéiving a- ‘
two-year AMA Accreditation in 1978. 1In the afternoons, she returns to

the Public Health Department for other department assignments. ‘ \

i If it isn't in your packet or materials, I recommend that you ask

? for the AMA monograph "Health Delivery System Models For The -Care of -y
mates Confined in Jails". Examples are given of seven different. models
of systems describing new alternate approaches. These examples cover
.situations from the very small jail which does not have a physician or

a nurse on-site to a jail that employs a professional, certified EMT to i
jails that have registered nurses on duty around-the-clock. The flexi- .
bility of the standards were especially designed to allow a number of
variations fitted to any size jail, 1its needs, and the ayailable re-

i

- \\)x
sources. . . o

i I asked Lois if she had any thoughts or words of wisdom I could
. o bring to you today. She lamented that this kind of nursing was not in-

psl

o * Presented by: Herbert Mehler, Jail Project Codrdinatof; Michigan. State
" . ' Medical Society, East Lansing, Michigan . 149
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cluded in the curriculum at the nursiﬁg school she attended. Being-a

jail nurse is enjoyable, rewarding and fascinating. She thinks there

should be some type of special training .and/or in-service program for,

nurses who are or would like to be involved in improving 1nmates

medical care. ‘ o o

She made one other comment that had an impact on me and I hope on
you. She said, that as a mother, if her son unfertunately,. had to

. spend time in a county jail, she would want thit. institution to have
the capablllty of providing good quality health care. .

When you return to your communltles, give an extra look at your
county jail; get involved by lending your expertise. A good communlty
effort can achieve wonders and it can make a d1fference. :

2z

The Shiawassee jail did it and yours can too!
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. Yes, I have been scared many times.

diet.

"During this

NUTRITIONAL NEEDS - ASSESSING SHORT AND LONG RANGE PLANS #*

i

Food service is the most imﬁortant department in any type of in-
stitution that has feeding. This is the only thing you and I have in
common - we both have to eat. .

What I have to say today you can use in any type of institution -
any size. I don't care if you are feeding omne person or 50,000 people,
I have used this food control system recommended by the National Re-
search Council for thirty-five years in corrections and it works. I
have had only one disturbance and that was over Cinco de Mayo (May
5, 1970).

To have good food service you have to have someone in charge of
the food service who cares. Food service is a profession of its own.

It takes a different breed of person to work in a correctional insti- o
tution. ‘

The kind of person you need in a correctional food service is one
that is honest with him/herself and the residents they work with. They
have to like it. They have to live it and work at it 365 days a year
and be willing to try new things. In a correctional institution you
are not allowed to make mistakes. You .see all of these hand-made wea-
pons in frent of you. You pever know when you are. going to be attacked!

I would be lying to you if T said
T hadn't.

For years you have heard so much about nutrition and a well-balanced
What is a nutritional diet? Do you know? I don't know, but“I do

know what I have been doing for  the last thirty-five years is working.

time I have had no one with scurvy or suffer from malnutri-

food poisoning. Sometimes I think we try to make things

they are. Why feed or put something on a menu your cus—

eat. That costs you as taxpayers.

tion or any
harder than
tomer won't

The biggest hangup on diets ‘is that the inmate doesn't like to eat
what is prescribed for him or her, so therefore, the nurse on duty should
supervise the feeding so thé inmate,doesn't sell the food to someone
else. Also, if an inmate is supposed to have a @nack at night and the
other inmates do not get one, the inmate that is:to_ recelve the snack

&

will sell it. , i ) ,;

b
i
§

My bellef 1s that if a diet is prescribed by the dortor, it should
be like a hospltal on.the outside i.e., the name of the inmate, number,
type, of diet and not over thlrty days, etc.

So many times a doctor will give a spec1al diet to ‘the heavy Welghts ;
because the-inmate puts the pressure on the doctor to do so. I call it 2

Ry : Y L el

) Presented by: Al Richardson, Executive Director; Amerlcan Correct:onal ?
-Food Services Association. and Food Dlxector,\Utah State Prlson, : :
_Midvale, Utah = _ ; . i
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a catering service to a select few. A way I recommend to handle the
special diets is to do the following: 4 :

1. Diet from the doctor — I don't mean from anyone else,
because most of the time others can be "conned"‘to.
, : \\'L,'
2. The inmate is given a diet card to receive a meal.
Make sure they eat on the diet line or pull his. card
until he sees the doctor about cheating on his diet.
3. If you have a large or small institution, let the in-
mate be assigned to your department so he can prepare
“his own diet under supervision. Then in case he has
sugar diabetes, he will know-how to prepare his own
~diet when he is released. :
T woiild like to suggest to you if you are in‘chargekof the food
service or responsible for the food service to try the following
things: : :

; 1. Get a copy of my Form 10. It tells you how much food to
: k order and how much food each resident is allowed per day.
It is broken down into sixteen details. As I stated be-
fore, I don't care if you feed one person or 50,000
people, it has the basic four food groups in it.

2. Use a menu planner. It will tell”yoﬁ7how to prepare a

good menu and how to garnish it. Make your menu-up to

six weeks in advance. °’ h .

3. Get residents involved. Who is better qualified than

" the inmates or residents who eat your food? “ I either

appeint or have elected one representative from each i

block, dorm or section on a food committee as an ad- W
visory board. Their duties are:

a.) Make suggestions on menu planning.

) Eat in the short line, then if there are
any problems with the food such as too
much seasoning, food cold, etc., they
will then take the complaint to the inmate

_chef on duty. If they can't handle it, °
they go to the chef on duty.”'If they can't
handle it, they come to me.

P

T have instructed all my paid staff not to put anything
on the line they would not eat themselves - no exceptions.
I hdve also told the resident that may have complained
about the food and stated hoéw good other states feed that

: if they would get me the menus from the other states for

i : thirty days, I would feed it, but they couldn't skip

R S ik i o
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around and pick certain days. I have never been
challenged in thirty-five years.-

4. Celebrate different holidays and make a big thing
of it. We celebrate:

Cinco de Mayd ( May 5‘)
Soul Day ( June 19 ) s @
Pioneer Day ( 2 meaism) ( July 24 )

Thanksgiving ( 2 meals )

Christmas { 2 meals ) « , P
« A,ﬁ
New Years Day

5. Three times a year, (providing that the food service

departmeat has no "heat" on it), have a food service
. party. We invite the staff and their one guest and

the residents. and two invited. guests, providing they
are on the visiting list. Then I invite some of the
top chefs and administrators frem restaurants, hos-
pitals and nursing homes and they tell the inmates
about job opportunities. This helps to motivate the
inmateﬁas well as the staff.

o

6. Get your local health department {nvolved.

7. TFollow the American Correctlonal Food Serv1ce Standards
for accreditation. ‘ .

8. Get your food service staff certified by the American
Correctional Food Service Association.

Here are a few things we are now trying: We are using decaffei-
nated coffee and it really has cut down on a lot of fights. I am also
giving it to the'staff. We are also working on giving whole wheat

bread and sugar substitutes.
J

G
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REALITIES OF THE EXPANDED ROLE OF ‘THE PROFESSiCNAL NURSE
IN A CORRECTION%L SETTING *

4l
¢

This workshop did not expect to develop final solutions to the » # ‘ E . /%;f;
problems inherent in &xpanding roles of health professionals. We could “ ' . 7
not adapt to the varying standards and regulations of the many state
licensure authorities. We have not yet been able to cope with the pro- : . ;
blem of salary differentials associated with the expanded role of allied ' . )
health professionals. The discrepant relationshops between length of
training and salary scales among physician assistant$, nurses dand nurse @
practitioners clearly indicate that certain specifically defined skills
~have.a higher value in the marketplace than others.

Relevance of the traditional role of-°the registered nurse (RN) in a i (k
prison walk-in clinic is limited. When a health care manager examines } n =3
all of his options, utilization in this setting of RNs who have not been -
trained as primary enccunter professionals raises serious questions of , o
quality of care and coust effectiveness. In thesery, the RN role can
readily be expanded to that of primary encounter professional. These
additional skills can be developed in motivated RNs by short and'well
‘designed programs. In practice, there are obstacles. ‘These have been:
nurse motivation; professional identity:conflicts; and limited staffing
i.e., nurses could not be spared for inservice training sessions.

. G
In the Washington Correctiong Division we undertook to provide in- !
service tralnlng for a group of former Navy corpsmen who had been em~ )
ployed for years in Corrections as primary encounter health profess— - . e " I
ionals. MEDEX Northwest of the Jniversity of Washington, designed a cur-
riculum (including 200 didactic hours) and a program which was approved
by the State Board of Medical [Examiners. Registered nurses and Licen—
sed practical nurses (RNs and LPNs) were invited to participate. Most. » %
nurses chose not to. In this way, however, we generated a new category
of health professional which we named correctional health specialist and
for which an identity is now being sought.

L

e,

M ( - w .
b # : : . .

e
In the program, the methodology of the problem oriented medical record 'i’} ‘ .
was the basic framework in which statenent of the problem and collection LW

of data were the first steps. Emphasis was placed on recognition of the . %
normal exposure to commonly occurring eplsodlc 1llnesses,‘and mastery of
basic emergency procedures.

y,ff  A more advanced role expansion of the registered nurse is that of . 3 o B

: nurse practitioner. At the Washington State Penitentiary we have vali- 5 ’ " )
dated the obserxrvation of Dr. Glen E. Hastings, that the certlfled family
practice nurse is capable of definitive management of 907 of cases appearing 4 @ )
in a walk-in clinic and which have historically been managed by physicians. . . !

* Summary of Presentations by: EdWard'Nauglér, M.D., Medical Director, « t ”J , , o ? : .
Adult Corrections Division, Olympia, Washlngton, and Joyce Lingerfelt, ' , v - Lot ‘ B
C.R.N., Director of Inservice Educatlon Olympia, Washington ‘ ' ' ‘ :
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half time physician and two nurse practitioners have been placed. Two
additidnal midlevel professionals are needed for optimal service. The
hez"th care program has been greatly improved in the opinion both of, the

1nmate population and of the physician consultants in the community. 'Re-’

cord keeping has been improved, supervision of the primary encounter
professionals is better, and utilization of specialty COnsultants'more.
approprlate. '

In our opinion, this rearrangement of utilization of profe°51onals
is a major step in avoidance of prison "burn—out . . The physician, in
particular, is used only for problems approprlate to his skills. But-
this is also true of the riurse practitioner who'is motivated to further
expand the gkills of the primary encounter professional and so increase
all around professional gatisfaction.

It should be pointed out, and not parenthetically,. that the nurse
practitioners have been accepted as peers by the phy31c1ans of the com—

munity who serve the prison. The proper presentation of a c;lnlcal pro- .
blem by one profes51onal to another has repeatedly proved to be the be—“

* ginning of a rec1procal learnlng peer relatlonshlp.
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Thus, positions for: two full-time physicians have been abolished and one=

e s

"is 4lready implemente@
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.STANDARDS IMPLEMENTATION - HOW DO YOU DO IT? #.

N
b

) ’ y o

I am vefy pleased to be sharing this panel- w1thJMs Claire Evans
and Dr. Sam Eichold. I am the Chief of Health Services for the North
Carolina Division of Prisons and I.will be talking about the implemen-
tatlon of correctional health care standards in a state prison system.
Ms. Evans is a Jail PrOJect Coordinator for the StanJ of Maryland and
serves on the Medical and Chirurgical Faculty of Maryland. She will
be talking about the implementation of standards for a number on;a‘ls
-as ‘a result of the AMA Jail Project. Dr. Sam Eichold is an associate
professor at the-University of South Alabama College of Medicing and
serves as the health authority for the Mobile County Jail. Dr.\Eichold
will be talklng about the 1mplementat10n of 'standards in a spec1§1c e
jail. , R R L .

7 )

&

When we talk about the implementation of standards we are obviouslﬁ
talking about implementing change. If we are presently providing health
services in compliance with a specific standard, obviously that standard
If a standard sets .forth a certain procedure or
policy which is different than that which we are presently doing, to im-
plement the standard requires change. $So what we will be talking about
for the next few minutes is really the implementation of change in a cor-
rectional health care dellvery system.

The’ 1nstruction° Iﬂrecelved from Joe Rowan, initially were to keep
"war storiesj,&csgg absolute minimum. At the same time, he emphasized
that this conference should address "how to do it.". What I am going to
be doing for the next few minutes is trying to comply with one :set of
directions while dlsregarding the other.'

1 would like to share w1th you how we have been alile to 1mplement
change to-a degree within the North Carolina State correctlonal system
as a result of two things. The first is the development of the correc-

o

* tional health care standards by the American Medical Association and

second is the result of our partlcipatlon in the Michigan Correctlonal
Health Care System., :

Our participation in the Michigan Program was probably the most posi-
tive thing that could have happened to us. We were able to send 22 staff
members to a number of workshops at Ann Arbor and Lansing, Michigan during
the fall of 1978. The participants in this project included 5 health ad-
ministrators, 7 registered nurses, 3 psychologists, 3 physician extenders
“that is physician assictants or family nurse practitioners), I pharma-
cist, and 1 dentist. At the conclusion of each workshop, the participants
were debriefed. It was evident that their enthusiasm as a result of their‘

participatlon in the workshop bordered on exuberance.

.. We eon&ucted the final debriefing with all partieipants present on
the 10th of January for the purpose of gathering input as to the changes

we felt we could implement within the N.C. Divisions of Prisons as‘a result

> a . u o u

* Presented by: Richard A. Kiel, Chief of Health Services; North

‘Carolina Division of Prisons, Raleigh, Notth Carolina..
« — ' ’
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of our workshop participation with little or no additional resources.t

After considerable interaction, we narrowed our scope down to seven

specific areas and we established a task force to address each area. .

The task forces were 'composed of.participants in the Michigan Program -

plus additional resource people that were available within our system.

Task force #1 addressed the issues of health records. It was our
consensus that our records were inadequate, lacked standardization, and
needed considerable improvement for them to become an effective clinical
tool. That task force was charged with evaluating our current health
record process to include our outpatient records, our inpatient hospital
records, the inpatient mental health record, our putpatient mental health
records, the dental records, and the records used in our skilled nursing
facilities. It was the general consensus that a modified POMR would
probably be the desired record. Standardization would be a key element
and the record would be compatible with a management information system
whenever we were able to develop one. :

Task force #2 addressed a health care management information system.
This task force was charged with the responsibility of developing the
basic framework for a health care information system which would tie ser-
vice delivery into cost data for specific services. It was evident that
the data gathering must be designed so that the individual who gathers
the data receives a positive return and in the process facilitates the
delivery of their services. Considerable coordination between this task
force the health record task force and the central .pharmacy task force )
was evident. "We were in the process of developing a central pharmacy ser{:
vice so it was obvious that one of the task forces should be concentrated -
in that area. The central pharmacy service task force was charged with
the responsibility to evaluate our present service and develop specific
procedures which would facilitate the central pharmacy operation. By the
way, this is working very well ‘and by-the end of “the year»we(yili haveV
all 86 state prisons under a central pharmacy operation. Procedures for
the interface of the central pharmacy service with' the management informa-—
tion service were also a mission of this particular task force. Task
Force #4 addressed the development of protocols, algorithms,.and standing
orders. As you may know, about 70 of our prisons are very small and the
health care stgff consists of a part-time registered nurse who comes
in and holds sick call and .gets up medication and so forth. It was
evident that standing orders were essential in the delivery of primary
health care. Protocols are required in North Carolina between the
physician assistant or a family nurse practitionmer and the physician
to whom they are pzgistered. One of the .goals of -this task force was
to identify standard protocols.

~ We have had a lot of trouble in North “Carolina in insuring continuity
of care. There is a tremendous amount of movement of inmates from unit to
unit using a very complicated busing system. To get the inmate, his medi-
cal record, and his medication at the same place at the same time although '
it appears simple on the surface becomes tremendously complex. The con-
tinuity of care task force was charged with the responsibility to identify-
the specific problem areas which impede continuity of care and to recommend
whatever action-was necessary to insure the simultaneous arrival of an in-
mate, his records, and his medication when he moves from unit to unit.
The sixth task force was in the .area of continuing education. The thrust-

of that task force was to identify those areas where continuing education
. o o
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- of our correetional health care staff was most needed and to identify
{isgurces which could provide that continuing education. That task force
also prepared recommendations for inmate health care education and self-

help programs. . . -

- The last task force was composed of the chairmen
task forces and that addressed the developiient of the Ezaiighcziethilgt?er
and procedures manual. This task force was to take the standards geve;oe:d
by - the émerican Medical Association and use those standards as the basisp
upon which to write our health care policies and procedures manual. Th
standards would essentially become the policy and the method of imélemes—

. . Y R Y o . . .

In May of 1979, we held a health care co ithi
attended by 150 correctional staff members. ;igzjngg zﬁzzznw2§: EZSEEE
care providers, 50 were correctionzl officers or line coﬁmanders azd 50
were programs p?rsonnel. The theme of the conference was how ca; we do
;F ?etter, and it stressed the team approach to correctional health care
ellvegy.’ Input from the wvarious workshops during that conference was
funneled into the task forces so essentially we had the involvement of
gver 150 of.our staff in the development of the policies and procedures
For thé delivery of health care. As we all know, implementation of change
is ?ac1litated when we 4inveolve the people who will actually be changin ®
'thelr.behavior in the decision-making process which decides how thHeir ¢
bghav1or is”to be changed. Over 170 individuals had an bppbrtunity for
élrect input into a new health care procedures manual and through that
input I feel the implementation of the changes, were changes are re-
quired, w}l} be facilitated. |

After we had developed these task forces and set forth their mission
we wrote a grant proposal to our staff training office and requested that,
the task force meetings and the creation of the procedural manual be fun-
ded, under our training grant sponsored by LEAA. Rationale was that the
health care procedures manual would be absolutely necessary to train our
health care personnel and we were developing this training tool to insure
that the new procedures would, in fact, be implemented. Each task force
met ?hree times over a period from March through September. The last
meeting of the policies and procedures task force being the end of September
The end result was the creation of the first draft of our Health Care /;‘
Procedures Manual. That manual has been staffed through the line comman—/77
der and has been reviewed by the Advisory Council on Health Care=in Cofrec—
tions which is compoggd of representatives of the N. C. Medical Society,

N.C. Nurses Society,”N.C. Dental Societ iscipli
> s N. L. ¥, and health di 1
Department of quréétion. - > lisciplines from N.C.

Obv10usl¥, getting it on paper is just the first step; however, it is
a very.essentlal step. Everyone needs to be playing off of the samé sheet
of music to have harmony in our song. And without a very definite pro-
cedural guide, each would .be doing his own thing and chaos could well result.
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_ I failed to mention that one of the components of the Michigan Cor-.
rectional Health Caré Program was the providing of technical assistance
to the states. During the debriefing session in January, we decided that
we would like to have technical assistance in the area of health care
management information systems, in our central pharmacy service and our
medical records system, and in the development of a continuing education
training package for the correctional health care provider. We received
technical assistance, very excellent technical assistance I might add,

in these areas from the Michigan Correctional Health Care Program and we -
were able to use this TA as it fit into our task forces in the develop-
ment of the new procedures,

It is recognized that we do have a large correctional system and.we
do have a significant number of correctional health care professionals
representing all of the disciplines. Can a jail use this same approach?
I think so. The bottom line is to get involvement of the people who are
going to be affected by the change? If your jail health staff consists
only of a nurse of two with a contractual physician, this type of ap-
proach could still be used by getting the involvement of as many peoplé
as possible in the development of your new direction. The route that we
have chosen to take in North Carolina certainly isn't the only way, but
I feel that it is goimg to work for us and I am anticipating a consider-
able improvement in our correctional health care delivery system as a
result of this particular process which is geared toward implementation
of the excellent standards that have been developed by the American
Medical Association. Thank you.
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“ coverwhelming at first glance.

STANDARDS IMPLEMENTATION - HOW DO YOU DO IT? *

At first, I _would like to state that I was a novice regarding jail
health care when I started with the program in 1976—-one of six state
project directors. The aims and goals of the program charged us with
assisting jails in upgrading their medical program. Along with this, we
worked with the National staff in developing and testing the Standards.
In short, my qualifications arz based on the experience gainéd over the
past three years.

You might consider this unacceptable; but then, you might also
realize that this lack of prior experience leftrme without bias. I
approached the task with a total commitment to do a gﬁéd job. Rea-
lizing now that I started at baseline zero, with a certain pride I
would like to say that I may actually be able to give you some basic
thoughts on "HOW TO DO IT?" '

I realize that the document, which we call the "Standards", can be
Many of the sheriffs in Maryland were dis~
couraged from participation, there was so much documentation. So, please,

follow this simple approach which I developed:
STEP ONE: Don't be overwhelmed. Read through each standard to
find out the intent. (If it is not applicable to
your facility, make a note of that.)

Discuss and review the Standards with key members of
your staff.

STEP TWO:
STEP THREE; Review your current system. Be objective in this.
STEP FOUR: Review all of your current documentation.

STEP FIVE: Develop an action plan to effect change.

After you have realistically evaluated how your current system com-

pares to the Standards, you will find that there are areas which can be
changed within the facility without too much trouble.

EXAMPLE:  FORMS
JOB DESCRIPTIONS
" POLICIES
T PROCEDURES

For this task, you may want toc find one persoﬁ to collect all current
documentation to evaluate how they fit within the context of the Standards.
You may be surprised -how much is already available and how some minor

changes can bring: others into compliahce. :57%/¢

Your responsible physician while providing care and overall direc-
tion in medical decisions will not have time to write the various poli-
cies and procedures governing the medical care delivery system. It
will be necessary to delegate a support staff member to assist with
this.” Remember, it is most important to not only provide care but do-
cument such care. ’ '

* Presented by: Claire P. Evans, Jail Project Coordinator, Medical and

Chirurgical Faculty of Maryland, Baltimore, Maryland . 161
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It has been my experience when Jall adm1n15trator< and jail physir
cians work through all of the Standards from 101 to 109 slowly and systema-
tically, they will®be able to formalize the "health care manual" for the
faeility. It can be done reéardless of your jail's size -- the overall
approach remains the same. - (But, don't forget: The "health care manual"
is only -as good as the serv1ces actually provided!)

I would like to state here: Don' t be discouraged.
and success will follow.

Start step~by-step

Next you will need to list those areas’ where you will need.assistance.
Most of those will need involvement of agencies outside of your facility,
to name a few, such as: b

Medical Society
Health Department
Community Counseling
Referral Agencies
Training

*”Again, a conference with your key people within the facility will
assist ‘you in developing.a realistic action plan outlining where you ex-
pect to see changes in: one month, three months, six months, or one year.

I would like to éo back a step now and outline some of the referral
contacts to help you with Standards Implementation.

Your STATE AND LOCAL MEDICAL SOCIETY will be able. to provide you with
information and assistance concerning the various issues of medical care as
it is provided in your community. In addition, the American Medical Assgcia-
tion has developed written material for your use. Ask your local medical
soc1ety to appoint a jail health committee, and invite that committee to
your jail. A mutually beneficial relationship will develop from this con— v
tact. . : o i " { 2‘

Ask your local HEALTH DEPARTMENT to prov1de you with testing for com=
municable diseases, such as tuberculosis, venereal disease, and others
appropriate to your community. If they know your needs, and your effort
to upgrade health care; I am sure they will respond.

COMMUNITY COUNSELING for both alcoholics and chemlcally/oependent
detainees should be extended into the jail environment. Get|in touch with
your local agency to develop a plan to fit both the agency ang your jail.

\

In addition, :contact with local’ MENTAL HEALTH AGENCIES ShOuld_be
developed to establish appropriate referral resources. ‘ N

Thesé are just a few suggestions to get you started. .You willOZind ‘
th .t there are many more ways to get help, once you start. “Most importantly,
keep your community informed of your efforts. They need to know and under- ‘

stand your problems. o "

& @
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As you review the standards, it becomes clear that your correc-
tional staff plays a major role in the health care delivery of your

facility.

They are the ones to observe and to act on emergencies,
If you have a TRAINING ACA-

" as well as every day health complaints.
DEMY in your state, develop contacts and discuss how that training

can be expanded to provide knowledge in those areas involving re-
ceiving screening, handling sick callrrequests, recognizing mental
illness, first aid, and CPR.

These suggestions are:only given to get you started.

that you will be able to add to them on your own.

combined effort of you, your staff, and your community.

done.

T am sure

As you can see, the implementation of standards is based on the

It can be

If all of you work together toward improving jail medical care,

Q

it will result in eventual compliance with the Standards.
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STANDARDS IMPLEMENTATION - HOW DO YOU DO IT?*

i

Accreditation for the Mobile County Jail was felt to be desira-
ble in view of the need to meet minimum standards and evidence com-
pliance with the decision of the Federal Courts in Montgomery and
Mobile. The Medical Association of the State of Alabama has not been
a participant in the program of the AMA and the eztablishment.of stan-
dards for accreditation. Our own county jail has a deep appreciation
of its responsibility for the delivery of health care to the inmate.
Para-medical personnel are on duty in the jail and Physician's Coopera-
tive, Inc: is under contractural arrangements with the sheriff to pro-
vide physician back-up.

i

A review was made of the standards for health care aS‘developed by
the AMA. The chief nurse initiated the idea of seeking accreditationm.

| She developed the protocel for the delivery of health care at the Mobile

County Jail and necessary forms that would meet the standards of the
AMA. The Medical Association of the State of Alabama is one.of twenty-
eight associations which are .not participating in the AMA standardation
of health care in correctional institutions. Centact with the Medical
Association of Géorgla provided a 51ght visit team to- 1nspect our fa-
It was t e opinion of the review team that our organization,’
our gu1de11nes, the table of organization and the invelved personnel
were all approprlate for meeting the requirements of accreditation.

For inmates in a correctional institution there is mo justifiable

' reason for the dellvery,of health care to be less than the standards of .

the American Medical Association.
fiable.

Accreditation is reasonable and Just1~

........ . i

w0

*Summary of Presentation by: -Samuel Eichold, M.D., Professor; Department
of Medicine, University of South Alabama College of Medicine, Mobile,
Alabama
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"is the habitual or repeat offender.

ploit.

"and confinement im the average, law-abldlng citizen.
. invol¥es his 1n1t1a1 arrest.

SUICIDE PREVENTION IN JAILS AND CORRECTIONAL FACIﬁI%EgS (SEMINAR) *

&

In order to understand what brings about jail suicide and how to
prevent it, it is necessary to understand what happens to a citizen who has
been arrested. This experience is described as the Incarceration Process.
It is als8o crucial to picture the broad spectrum of behavior which is both
directly” Su&c1dal as well as self-destructive. Such behavior may be in-
volved in the basic action of the crime, may precede it for any length of
time or may occur in jail.

Both of these aspects of jail suicide will be discussed in this pre-

sentation along with some material regarding suicide prevention program
development within the jail. o)

The Incarceration Process

The most common one
This inmate usually has a sociopathic
personality, one which has distinguishable features. He easily lies, man-
ipulates others, is pleasure oriented in terms of sexual appetite and sub-
stance abuse behavior and is dangerous. He has a high potential for
violence, is rebellious and has a poorly developed or defective conscience.
Confessional behavior 'usually gives away his criminal or antisocial behavior.
His eye contact is poor and he cannot form a close, intimate and meaningful
emotional relationship. Authority is thwarted by him and he usually sees
that he is the victim of everyone and everything but himself. His suicidal -
behavior tends to be manipulative and attention getting in nature.

Basically, there are two types of jail inmates.

This-type of {nmate knows the criminal justice system. Frequently,