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Chapter 15: Patients with Special Needs

Overview

In the correctional environment, patients with special needs are those who require
periodic medical, mental health, or multidisciplinary care or accommodations beyond
routine maintenance. Typically, persons with chronic diseases are managed in a chronic
disease program or Chronic Care Clinics for medical conditions and by the mental health
staff for chronic serious mental illnesses. These programs have been discussed in
Chapters 10. This chapter will introduce other issues and conditions that require
persons to be followed routinely and aspects of the correctional environment that
influence or impact care decisions.

The medical provider’s responsibilities may include determination and recommendation
for work restrictions and/or accommodations and housing needs. Incarcerated
individuals with disabilities are protected under most aspects of the Americans with
Disabilities Act. Responsibility for programming for this population rests with the
government agency and the its legal counsel to review statues and guide the system’s
responses.

The Master Problem list should identify long-term special needs conditions and the Plan
in the SOAP note or treatment plan should identify housing recommendations,
supportive or rehabilitative services ordered, and the date for next scheduled provider
appointment.

Compromised Mobility: Wheelchairs, Walkers, Canes

Mobility issues can be a significant problem in corrections for two reasons:

» Many of the facilities are old and built before mobility disability requirements were
adequately recognized or addressed

«  Commonly used mobility devices represent security safety concerns. For
example, a cane can be used as a weapon in a fight.

The mobility accommodation status of any facility may be as obvious as ramps for
wheelchairs and as subtle as the walking distance to the dining hall or medication line. It
is the responsibility of medical providers to inform security and classification
departments of the type of device needed and the anticipated duration of the need. Itis
important that the provider recognizes that reclassification to another institution may be
required but also that the patient may have identified a secondary gain for the transfer.

Providers should become familiar with the devices that are restricted and alternatives
that have been identified. It is also important to know the process for notifying the
facility’s classification staff of a patient's short and long term needs.

Other conditions that may Iimit daily functioning include visual, hearing, and/or speech

impairments. If the impairments are significant, the patient may require
accommodations which will impact their classification and facility placement. The
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provider should become familiar with the classification process used by the correctional
system and the role of a provider in the medical classification and reclassification.

Developmental/intellectual Disabilities

Medical providers can expect to provide interventions for patients with developmental/
intellectual disabilities.

« Developmental disability is a severe, long term disability that can affect cognitive
ability, physical functioning, or both. The term “developmental disability”
encompasses intellectual disability but also includes physical disabilities. Some
developmental disabilities may be solely physical, such as blindness from birth.
Others involve both physical and intellectual disabilities stemming from genetic or
other causes, such as Down syndrome and fetal alcohol syndrome

« Intellectual disability refers to a group of disorders characterized by a limited
mental capacity and difficulty with adaptive behaviors such as managing money,
schedules and routines, or social interactions. Intellectual disability originates
before the age of 18 and may result from physical causes, such as autism or
cerebral palsy, or from nonphysical causes, such as lack of stimulation and adult
responsiveness.

Persons with intellectual impairments in custody:

o Are slower to adjust to routine

« Have more difficulty in learning regulations resulting in the accumulation of rule
infractions

Free time is spent in meaningless activities not programs

Are often the brunt of practical jokes and sexual harassment

Desire to seek approval

Have been taught to be compliant

Typically, will “mask” disabilities

These and many other difficulties that are associated with these disabilities place these
persons at risk. The medical provider should collaborate with the mental health team
and corrections staff to identify appropriate housing, use proven communication
techniques, and support efforts to provide for the patient’s physical safety.

Dialysis

Care for patients receiving hemodialysis or other treatment for advanced kidney failure is
directed by a contracted nephrologist and provided at a designated facility or location for
men and women. When hemodialysis is performed on-site, the equipment and staff are
often provided by a subcontracted dialysis company that has experience in corrections.
On-site medical providers are part of the multidisciplinary team and provide care for the
co-morbid conditions and episodic needs of such patients.
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Overdose and Withdrawal

Jails and State facilities which take individuals directly from the street including those
newly arrested or parole violators are likely to see patients at risk for withdrawal from
drugs and alcohol, and also at risk for drug or alcohol toxicity or overdose. Meanwhile,
any person in any correctional facility may have access to medications, drugs and
alcohol and may have acute symptoms of overdose and alcohol intoxication.

Overdose should be suspected in any person with an onset of confusion and/or altered
mental status that may range from sleepiness to decreased alertness to coma. Often
cellmates and correctional staff may offer some history or have found evidence of drugs
or alcohol in the cell.

Medical providers in correctional settings should be familiar with the types and
occurrences of overdose and withdrawal among persons under their care. The signs of
opiate overdose (respiratory depression, pinpoint pupils, reduced alertness) should be
quickly recognized. Familiarity with signs, symptoms and treatment protocols is
recommended. The medical provider should also be aware of the capabilities of the
nursing and correctional staff to provide required monitoring and treatment.

Hunger Strikes

There are a variety of reasons for persons in custody to engage in hunger strikes:

Protests for some real or imagined right or cause
Manipulation of the system to receive special items
Bring attention to self

Lingering, but serious, suicide attempt

The healthcare team and the correctional agency needs to be prepared to deal with
persons embarking on hunger strike. It has been recommended that hunger strikes
lasting more than two days are supervised by an interdisciplinary team of correctional
and non-correctional personnel including clergy, mental health and medical staff and that
the patient be housed in an area that facilitates medical monitoring.

The medical provider's role in a patient's hunger strike is to be advocate for the patient
and meet his or her needs. This includes supervision, monitoring and intervening for
worsening status. The healthcare team should be familiar with the policies and
procedures and guidelines of the agency and Centurion.

At some point, a hunger strike can lead to the necessity of making a decision about
forced-feeding versus the patient's right to refuse medical and/or nutritional
interventions. Ethical committees and legal authorities for the correctional system or the
applicable jurisdiction should be apprised when a prolonged, serious hunger-strike
occurs.
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Pregnancy

It is not uncommon for a woman to be pregnant when she begins her incarceration.
Being pregnant while in custody can be stressful and emotionally challenging. The
patient is to receive the level of care for herself and unborn baby as provided in the
community. Sometimes the pre- and post-natal care is provided onsite by obstetrical
specialists, sometimes the patient is transported off-site to the obstetrician. Delivery of
the child is done in the hospital. Most agencies have prohibitions against shackling or
restraints of pregnant women during transportation or childbirth. A pregnant woman
should not be isolated in a single cell during the later stages of pregnancy.

Most pregnancies of women in custody are identified as “high risk” secondary to
commonly limited or no prenatal care prior to incarceration coupled with high risk
lifestyles including use of drugs or alcohol. Therefore, prenatal care and delivery are
directed by a qualified obstetrician. The patient receives access to dietary, exercise and
education programs during pregnancy. In most correctional systems, care of the
newborn is not the responsibility of the correctional system and on-going care of
newborn becomes the responsibility of family members in the community or the newborn
becomes a ward of the state at the time of delivery. The patient returns to the institution
after delivery and postpartum care and counseling are provided by on-site healthcare
staff. Post-partum depression can be more common in women who are incarcerated.
Women entering a jail or prison who have been breast feeding might need to continue
breast pumping and should be provided a pump. Some facilities will store the milk and
allow family members to pick it up, while others require that it be dumped.

Special Needs Summary

The information in this section is intended to provide you with general knowledge and
understanding of the “special needs” of patients who require medical attention. The
following space is for your notes and questions. Include information that you need to
discuss with the Medical Director, the Director of Nursing and/or the Health Services
Administrator.

Topics you may want to discuss include:
« What is the prevalence of persons with “special needs” at the facility?
« What is a provider’s responsibility for classification determinations and
communications with security?
« s housing available for patients with “special needs”™?
« Are there templates for documenting treatment plans for “special needs” or is the
plan documented in the Plan section of a SOAP note?

NOTES:

9
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Chapter 16: “Wants” vs. Medical Needs
Overview

The lives of persons in custody are governed and controlled by rules, regulations and
expected conformity to these rules and regulations. Most correctional facilities have
rules that define clothing and shoes that can be worn by persons in custody; when and
Where they will eat and sleep; what personal belongings they may possess; and other
restrictions too numerous to detail.

The system’s rules and regulations are given to the individual in custody at admission
into the facility usually in the format of an inmate handbook. It is beneficial to become
familiar with the inmate handbook because healthcare staff especially medical providers
have the authority or expectation to order many special items and to issue “lay-ins” to
avoid certain activities or assignments.

While persons may have a medical necessity for special treatment or accommodation,
the medical provider should be alert to the person who wants special “perks” because:

» Special “perks” set the person apart from his/her peers and/or offer special status
» Getting special “perks” from medical can be a “‘game”
» Special “perks” can be used to barter for other contraband

The following sections represent a few of the dilemmas that the correctional healthcare
provider may encounter. The accompanying articles highlight some common issues
related to “wants.” The most effective ways to address these issues include:

Know the custodial rules at your facility

Know what items are available in the commissary for persons in custody

Talk with experienced staff to learn the most common requested “wants”

Learn the fair, firm and consistent response to “wants”

Realize that once you deviate from the fair, firm and consistent response, other
persons will submit the same requests

» Understand that new healthcare providers will be tested

Getting advice and help from seasoned staff for how to handle requests for “wants” can
help new providers avoid becoming perceived by the inmate population as an easy
leark.)l

Lay-Ins or Work Excuses

Persons who cannot work or participate in programs must have written excuses from a
medical provider or nurse to “lay-in” or stay in their cells. Persons have many secondary
gains from missing work assignments, will think of a million excuses and will cajole the
healthcare staff into granting lay-ins. This is particularly true for those assigned to
tedious institutional jobs. Programming such as working toward achievement of a GED
and substance abuse treatment programs are considered a type of “work” and persons
may request a lay-in from these activities.
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Correctional officers are particularly helpful in informing medical staff when a person in
custody receives a lay-in from work for medical reasons but then witnessed playing

basketball or other activity. Security staff responsible for the activities of a person in
custody will appreciate very judicious use of lay-ins.

Bottom Bunks and Other Extras

One visit to a typical housing areas will help the medical provider understand why
bottom bunks, extra mattresses and extra pillows are desired commodities. These items
have been the cause of arguments, written complaints and even lawsuits. In many
institutions issues related to mattresses and pillows are addressed by Unit Managers or
other similar correctional staff. It is important to identify the staff responsible for these
issues in your facility.

Bottom bunk assignment is first based upon medical needs and requires notification to
the institution’s classification or security supervisors. There are a finite number of
bottom bunks and an almost endless request from persons who want them. Your facility
or system may have established medical requirements for bottom bunks. This list helps
medical providers to be fair, firm and consistent; is helpful in responding to grievances
on this issue; and will eventually filter through the inmate “grapevine” and impact the
number of requests.

Shoes

Shoes are issued as part of the correctional uniform. Shoes are also one of the few
items that can differentiate one person from another when allowed to have “special”
issues. Persons in custody may try many ploys to convince medical providers that their
feet are not able to tolerate the system-issued shoes.

Shoe requests handled in a prescriptive manner will reduce or halt these requests.
Decisions based upon documented medical conditions including diabetes, peripheral
vascular problems, or gross foot deformities that cannot be handled by the medical
provider will support consistency among medical providers. However, it is important to
consider:

« Podiatry referrals require transportation and often result in orthotic shoes
prescriptions that could be addressed in other ways

« Corns and calluses can be handled on-site with pumice stones and occasional
trimming

« Arch supports may be available for the patient to purchase from the commissary

The following information written by correctional physician Dr. Jeffrey Keller offers
practical advice on the correctional medical topic of “shoes” found at
www.jailmedicine.com. The information is offered not as an official endorsement but as
an insight into the intricacies of correctional healthcare.
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A Quick-and-Easy Solution to those Pesky “Own Shoes” Requests
Posted on March 6, 2012. www.jailmedicine.com

Everyone who works in corrections is familiar with inmates wanting medical authorization
to wear their own shoes. A typical case would go something like this:” | have chronic
back pain and walking on these hard concrete floors makes it worse. Will you authorize
me to wear my own shoes? You did last time | was in here and it really helped.”

We need to keep in mind, however, that allowing an inmate to wear his own shoes gives
that inmate secondary gain. Shoes from home are more comfortable than the typical jail
sandals. Also, any inmate who is granted a special privilege, like wearing his own comfy
shoes, gains status among the other inmates. When we approve inappropriate requests
for “own shoes,” we are bestowing prestige upon that inmate. And we are denying that
prestige to those who we refuse. The unfairness of this is not lost on inmates.

Finally,” own shoes” are occasionally used to smuggle contraband into the facility. |
remember one pair that had an ingenious hollow space carved out of the sole that was
not easy to find on a typical security examination. If you routinely grant requests for
“‘own shoes,” you will inevitably get burned in this way.

The second important point is that it is the responsibility of the security staff to provide
footwear to inmates; not the medical staff. The question we are being asked in these
encounters is this: Is there a medical need for this patient’s own shoes? | argued in "A
Quick and Easy Solution for Second Mattress Requests” that there is never a “medical
need” for a second mattress. That is not the case for footwear.

Orthotics

There are indeed cases when special footwear is medically indicated. In fact, medically
prescribed shoes have a medical name; they are called Orthotics. Examples of orthotics
are walking casts, splints like the CAM walker and special shoes with, say, a special
built-up heel for patients who have one short leg. The key here is that orthotics are 1)
prescribed by a physician and 2) fitted in a medical clinic. They are not purchased “off-
the-rack” in a store. This includes arch supports that patients can purchase in a store,
like Dr. Scholl’s.

So the first part of this Quick and Easy Solution is this: orthotics, as described above,
may be approved on medical grounds for use within the facility. Orthotics must fulfill
hoth criteria: they must be both prescribed by a physician and fitted to the specilic
patient in a medical clinic. It is not enough to just get your outside doctor to write you a
prescription for your Air Jordan’s (as | have seen many times). Orthotics still must also
be cleared by the security staff, however! Orthotics can be used to hide contraband, too.
Orthotics sometimes have metal that could be made into a shank. One inmate with a
short leg had his special built up heel on a pair of pointed-toe cowboy boots that could
be dangerous in a fight and so were not permitted on Secutity grounds.

The second part of this Quick and Easy solution is this: the inmate’s own store-bought
shoes are never medically indicated. This takes the whole issue of store-bought “own
shoes” out of the medical arena entirely. There is no reason for an inmate to go to the
medical clinic to ask — it is not a medical issue. Such requests can be routed to security
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to handle. If they want to give “own shoes”to an inmate, they may, but there is never a
reason for a deputy to say to an inmate, “The only way you will get to wear your own
shoes is if medical approves it.” In this system, medical never does. In some jails,
security has taken over the shoes issue entirely. Medical is seldom involved.

However, there are a few special cases that require a special discussion.

1 What about diabetics and diabetic foot disease? Don't diabetics need special
protective footwear? In my mind, this is debatable. Diabetics need to manage their
diabetes properly and take care of their feet. | think they can do this wearing jail
footwear. However, others disagree with me. The best solution | have found to satisfy
both opinions is for the jail to purchase slip on or Velcro sneakers, which medical can
then prescribe to appropriate diabetic patients. Note that this makes them orthotics by
definition: they are prescribed by medical and hopefully fitted in diabetic clinic, at which
time foot care is reviewed, as well. Giving these patients prescribed jail sneakers also
eliminates the other hazards of “own shoes” we have discussed, such as being used fo
smuggle contraband and enhance status.

2. What about patients with neuropathy of the feet? The problem with non-diabetic
neuropathy of the feet is that it is hard to ohjectively evaluate. Often, it is what the
patient says it is. | don't disbelieve my patient necessarily, but | also do not want to get
into the situation where inmates can get their own shoes just by saying their feet hurt
and tingle. Once they figure that out, | will see a lot of patients with tingly feet. A better
solution is to take patients with documented neuropathy (they have seen a neurologist,
say and have had nerve conduction studies) and fit them with jail sneakers just like the
ones we discussed for diabetics.

3. What if the jail does not have the right size shoes? | call this “The Shaquille O’Neal”
dilemma. What would you do if Shaquille O’Neal (7" 1" tall, 325 pounds) was booked
into your jail? One immediate problem with Shagq is that he wears size 23 shoes. Your
facility probably does not stock that size. In my mind, this is not a medical issue. This is
a clothing issue. If the facility does not have footwear that this man can wear, one
solution would be to allow him to wear his own shoes. However, this is not a medical
issue. There is no need for a medical memo.

4. Are there any other patients who might qualify for more comfortable footwear? There
is a long list of other subjective complaints that could potentially be eased by more
comfortable footwear. Rather than going into them one by one, a better solution js to
place the jail sneakers we have already discussed on commissary, where any inmate
can purchase them without having to go through the medical clinic. Outside of jail, if
your shoes aren't comfortable enough, you don’t go to a medical clinic. You go to a
shoe store and buy better, more comfortable shoes. | think we should allow inmates the
same right by making jail sneakers available on commissary as part of the OTC
commissary program. Consider making arch supports available on commissary, as well.
Some jails give these jail sneakers to the elderly and to women in their third trimester of
pregnancy.

Summary: The key points in creating an “Own Shoes” policy for your facility are:
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1. The only medically necessary footwear is orthotics, which are prescribed by a
physician and fitted in a medical clinic.

2. There are no medical indications for “own shoes” from home,

3. Diabetics and neuropathic patients may be fitted with facility-purchased sneakers as
part of their medical management plan.

4. Itis a good idea to offer sneakers and arch supports in the commissary so inmates
can purchase them without having to go through medical.

Dietary Issues

Many prison and jail facilities have adopted heart healthy options that have replaced or
at least mitigated the problems with institutional food historically filled with sugars,
starches and fats. Review the Dietary Manual and understand how to prescribe
medically indicated special diets. Long term special diet needs should be addressed as
part of chronic care/disease management. Other departments may have oversight for
dietary issues. Chaplain Services typically have the responsibility to determine religious
diet needs.

Medical providers are gatekeepers for liquid dietary supplements, double portions at
meal times and/or bedtime snacks. These items have value in the jail or prison “black
market” and increase the work for security, dietary and medical staff. Before ordering,
consider these issues and document medical necessity based upon both subjective and
objective information which may be as basic as confirming weight loss or “low blood
sugar.” Many facilities have criteria related to body mass index and availability of
additional food. Liquid supplements are generally restricted to persons with issues
related to mastication such as those recovering from mandible fracture reduction.

Food allergies present issues in the correctional environment including the over-
diagnosis which can result in significant food service operational challenges. Medical
providers should make distinctions between food allergy and food intolerance and
provide education on avoidance. Another article published by Dr. Jeffrey Keller in June
2012 (www.jailmedicine.com) offers practical advice by in addressing these differences
follows. The information is offered not as an official endorsement but as an insight into
the intricacies of correctional healthcare.

“I Can’t Eat Thatl” Introduction to Food Allergies in Corrections

In my previous incarnation as an emergency physician (before | discovered “The Way" of
correctional medicine), | saw a lot of cases of acute allergic reactions. It is a very
common emergency complaint; | have probably seen hundreds in my career. But when |
began my jail medicine career, | was still unprepared for the sheer volume of food
allergies claimed by inmates. Who knew so many inmates had so many food allergies?

Of course, most of them don’t. Most Just don’t want to eat something on the Jail menu.
Inmates believe that if they claim an allergy to a food they dislike, you cannot serve it to
them. They will claim allergies to tomatoes, onions, mayo, efc., when really, they just
don't like these foods. Tuna casserole doesn't seem very popular, for some reason.
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However, some inmates truly are allergic to some foods and we can potentially harm
them by ignoring their complaint. How do we correctional medical staff sort out the truly
allergic from the “I don't like it” crowd? It is an important question because we certainly
don’t want anyone in our care to have a sudden anaphylactic reaction!

To answer this question, we need to understand the mechanism of food allergies, the
overall incidence of food allergies as well as the incident of death, how to accurately
diagnose a true food allergy and what steps to take once we find one. All of this is
important to make accurate risk assessments.

The incidence and causes of food allergies vary markedly with age. For the most part,
food allergies are a problem of childhood. In children, the most common food allergies
are milk, eggs, wheat and nuts. However, most of these allergies abate with time. So a
child who is allergic to eggs most likely will be able to eat eggs as an adult. One
important exception to this rule is peanuts and tree nuts (like almonds, cashews, etc.).
Those allergies tend to persist into adulthood. The most common adult food allergies
are peanuts, tree nuts, shellfish and fish.

True food allergies come in two types. The first are called IgE Mediated Allergic
reactions because the IgE antibody is essential to the reaction. The second type of
allergic reactions does not involve IgE and so, of course, are called non-IgE mediated
food allergies. The best example of this is celiac disease in which patients are allergic to
gluten found in grains. Non-IgE mediated allergic reactions are typically indolent and
chronic and may not be discovered for several years.

IgE is an antibody that is created by the body to react fo a specific antigen substance.
This substance can be ragweed pollen, of course, but it also can be food proteins. Later
on, if the person eats the same food to which IgE was created, the protein locks onfo the
IgE which causes the release a bunch of inflammatory chemicals, such as histamine,
cytokinens, prostaglandins and leukotrienes.

The most common symptom caused by these inflammatory chemicals is hives, the itchy
splotchy rash we have all seen. The second most common symptom is angioedema,
which is swelling of the face. Angioedema most commonly occurs around the eyes but
also rarely can cause the tongue to swell. Third and less frequently, the allergic reaction
can cause bronchospasm in the lungs, so the patient wheezes as if having an asthma
attack. Finally, the patient can suffer anaphylaxis, which consists of acute vasodilation
leading to hypotension, shock and possibly death.

All of these allergic symptoms occur within minutes of eating. Allergic hives occurting
several hours after eating are probably NOT due to the food.

Of these four allergic symptoms, by far the most common are hives and angioedema.
However, most of the time hives and andioedema are nuisances rather than life
threatening emergencies. On the other hand, anaphylaxis is an acute medical
emergency. Anaphylaxis is the allergic reaction we should fear the most and work to
prevent.

The CDC estimates that approximately 100 deaths from food allergies occur in the US
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per year. Almost all of these deaths occurred in teenagers or young adults who knew
that they were allergic to the food they ate. By far, the most common culprit foods are
peanuts and tree nuts (85%) with shell fish coming in second. In contrast, 400 deaths
due to allergic reactions to penicillin occur every year, most of those occur in people who
have no idea that they are allergic.

Now let's summarize some of the more important points presented so far.

1. Allergies tend to occur in childhood and abate with time.

2. Ifyou were allergic to something as a child, most likely, you will not be allergic as
an adult.

3. The important exceptions to this are peanuts, tree nuts, and shellfish. These
allergies commonly do persist into adulthood.

4. The older you are, the less likely you are to have a severe anaphylactic reaction.

5. The food allergens most likely to produce anaphylaxis are peanuts, tree nuts and
shell fish.

6. Most deaths due to an acute allergic reaction to food have had a previous severe
allergic reaction.

You can use these principles to do a risk assessment for individual patients. Patients at
higher risk of an anaphylactic allergic reaction are those who are younger (late teens,
early 20s) who state an allergy to peanuts, tree nuts or shellfish, and who have had a
previous documented allergic reaction. Patients with a lower risk are older patients who
state an allergy to a low risk food (say onions or peppers) and cannot document a
previous severe allergic reaction. Someone who has had a severe allergic reaction to a
food in the past should be able to tell you about an ER visit, allergy testing, EpiPen
prescriptions and how they avoid the food in restaurants and while shopping.

However, there are other tests that also can help you sort out the confusing cases. The
first is called a CapRAST test. This is a blood test that measures the levels of IgE to a
certain specific allergen, say peanuts. We then draw blood for a CapRAST for peanuts.
A positive result is peanut specific IgE of greater than 2.0 Ku/L.. If the test comes back
at, say, 0.35 Ku/L, then the patient is not allergic. The test is quite sensitive but not
specific. That means that you can believe a negative result, but patients with positive
results might still NOT be allergic. The main problem with a CapRast test is that it is
expensive—around $45.00! However, that is probably less expensive than the cost in
time and energy putting out a special diet.

A second test is the skin prick test. In this test, the patient’s skin is pricked with a small
instrument and a drop of allergen extract is placed on the site. If a patient is truly
allergic, she will form an itchy wheal at the site within 5-15 minutes. The advantage of
this test is that it is cheap and easy to do and the results are immediate. The
disadvantage is that you have to order and store the extracts and be trained in the
procedure, usually by an allergist.

“Food Challenge” tests probably should not be done in a correctional setting. This is

where you simply feed the food to the patient and wait to see what happens. If this is
done in a double blinded fashion, it is the most accurate test of all. Sometimes, patients
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will have done their own food challenge without knowing it. For example, a patient might
say he is allergic to eggs but admits to eating pasta and mayonnaise, both of which are
made with eggs. He is likely not truly allergic.

Of course the easiest way to deal with the foods most likely to cause severe allergic
reactions is not to serve them at all. Most jails do not serve shellfish to inmates (if your
jail does, write me; | would like to know about it!) If your facility uses tree nuts in
cookies, consider eliminating them from the menu. Then you won’t have to worry about
it. That just leaves peanuts as the food served in most prisons and jails that has the
greatest potential to cause allergic reactions.

Once you have discovered that a patient has a positive CapRAST test to peanuts, what
should you do then? It may not be enough to simply order a peanut free diet. Since
allergic reactions can be triggered by even a small amount of allergen contact, you
should consider these other factors:

1. You probably have peanut-containing items on your commissary. Should this
inmate have a commissary restriction?

2 Should this inmate be allowed to work in the kitchen, preparing peanut butter
sandwiches?

3 Should this inmate be housed with other inmates who may be eating peanut
butter sandwiches right next to him?

4. What about an Epi-pen? Where should it be kept?

Hopefully, this information will make you a little more confident the next time an inmate
says she is allergic to, say, “all vegetables” (as one patient told me once). You can also
use these principles of risk assessment, history and testing to write a Policy and
Procedure for the clinical assessment of food allergies. If you need help, email me and |
will send you mine.

1. Adkinson: Middleton's Allergy: Principles and Practice, 7th ed.

o Essential Evidence: Food Allergy. https://www. essentialevidenceplus.com/content/eee/4

3. Food allergy: a practice parameter. ANNALS OF ALLERGY, ASTHMA & IMMUNOLOGY,
VOLUME 96, MARCH, 2006.

4. Food Allergy: Diagnosis and Management, Atkins, Prim Care Clin Office Pract 35 (2008)
119-140.

“Wants” vs. Medical Needs Summary
The information in this section is intended to provide you with general knowledge and
understanding of the common “wants’ of persons incarcerated and how to effectively
handle. The following space is for your notes and questions. Include information that
you need to discuss with the Medical Director, the Director of Nursing and/or the Health
Services Administrator.
Topics you may want to discuss include:
« Are there common themes to requests from patients that | should be aware of?
How are these addressed by healthcare staff?
« Where is the Diet Manual, how are special diets handled, are there any special
dietary issues such as patient requests for Ensure at this facility?
« s there a significant problem with bottom bunk issues at this facility?

107

Attorneys Eyes Only



NOTES:

Attorneys Eyes Only



Chapter 17: Telehealth

Overview AMERICAN

Telehealth is the delivery of health-related services through TELEMEDICINE
telecommunication technologies. Telehealth is an expansion of A ST
telemedicine and includes mental health services as well as healthcare staff video-
conferencing and training opportunities. Telehealth enables treatment staff to provide
care at a distance. It eliminates travel and access-to-care barriers while supporting
transmission of medical, imaging, bio-signals, and other healthcare information across
hundreds of miles. Rapid advances in technology have made telehealth highly reliable,
with visual and auditory fidelity that is essentially indistinguishable from “in person”
service delivery. Sophisticated equipment now goes well beyond cameras, microphones
and cables. Telehealth routinely includes advanced diagnostic and service delivery tools
for specialty care and HIPAA-compliant encryption and transmission of personal health
information, including the transmission and delivery of telehealth services themselves.

The use of telehealth has expanded rapidly as more agencies have learned that the
services being provided with the use of technology are equivalent in quality and outcome
to those provided in person. With the use of technology, people in remote communities
are now receiving improved access to specialty providers. They no longer have to travel
long distances in order to receive care. Correctional facilities are often found in very
remote parts of a state. In many instances, these are ideal locations for the provision of
telehealth services. The ability to use technology to provide medical and mental health
services assists in improving patient access to care; enhances public safety by reducing
off-site travel: and helps manage costs related to the provision of healthcare, including
the diversion of correctional officers to escort patients to off-site healthcare
appointments.

Our telehealth program is not a “one size fits all” product. We design and tailor each
telehealth program individually to meet the technological and operational needs of the
correctional system. Our approach involves ongoing collaboration with our client and a
thorough analysis of the requirements for each program. We assess each stakeholder’s
requirements and evaluate any technology already in place to ensure required services
can be provided as needed in a manner that is consistent with the community standard
of care, national telehealth guidelines, and state and local regulations and standards.
We also ensure that telehealth services are provided in a confidential, HIPAA-compliant
manner. To achieve these goals, each telehealth program must be designed to meet
the unique needs of the correctional system.

Implementation of a telehealth program is not a one step process of installing equipment
and communication lines. Although the technology is essential and an important part of
this process, established protocols, training and ongoing monitoring ensures the success
of the programs. Using information acquired from established American Telemedicine
Association guidelines for the provision of healthcare as a reference, we work directly
with our clients and individual programs to develop individualized policies and protocols
identifying the clinical applications, guidelines for staff credentialing, HIPAA compliance,
training requirements for staff on the use of telehealth services, and ongoing quality
improvement studies.
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We have used telehealth to facilitate clinical case conferences, physician mentoring and
re-entry initiatives. Participation in a weekly video conference among all healthcare
partners in one contract assisted in improving continuity and quality of care for the
patients. Medical Directors have used the telehealth technology to provide face-to-face
supervision and mentoring without the need to travel long distances. We have also
designed a system to allow the Medical Director to consult with the nurse practitioner at
a remote site for more immediate delivery of services for patients requiring this higher
level of consultation without incurring the costs associated with travel to the remote site.

Telemedicine

As a medical provider practicing in a correctional environment, you will encounter
growing use of telemedicine. Our medical providers can be ensured that protocols have
been established to ensure compliance with national telehealth standards, state
professional boards, and local regulations and policies. Training and ongoing support in
telemedicine are provided for all staff.

With the appropriate peripherals on the video-conferencing equipment, medical care at a
distance is possible. We invest in technology to ensure that our networks for
telemedicine facilitate quality transmission of video, audio and other health-related
information. Currently, telemedicine is primarily used to provide specialty consultations
for patients. The types of specialty consultations are limited only by the availability of
specialists with telemedicine capabilities, and telehealth specialists continue to grow.

The process of selecting and receiving approval for a specialist consultation uses the
same utilization management criteria that are required for in person visits. Since the
provision of telemedicine services at facilities with a telemedicine unit is coordinated
centrally, specialist appointments can be scheduled with the goal of decreasing inmate
waiting times and maximizing the efficiency of specialty provider clinics. Our programs
rely on the use of telemedicine for specialty consults as much as is clinically feasible to
improve access to specialists and reduce off-site transportation. The need to transport
patients to off-site locations for services can be disruptive to the patient, disruptive to the
specialty providers and disruptive to security staff.

Based on the approval of our clients, we implement telemedicine capabilities in as many
facilities as possible to permit current medical providers to provide coverage at other
facilities for medical provider absences related to vacations and iliness. This process
facilitates continuity of care and ongoing access to care delivered by providers skilled in
correctional healthcare.

Telemental Health Experience

While our telemedicine services are still growing, we already have extensive experience
with the delivery of telemental health. Telemental health includes telepsychiatry as well
as other mental health services delivered at a distance. We provide thousands of
individual telepsychiatry contacts annually. Like our telemedicine services, our
telemental health services are expanding rapidly.

Across the United States, use of telepsychiatry has significantly expanded in correctional
environments. Telepsychiatry has enabled contractors and correctional systems to
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improve the provision of psychiatric services in very remote facilities. The benefits of
telepsychiatry include:

Improved access to care

Flexibility in psychiatric coverage
Improved ability to recruit psychiatric staff
Efficiency in care

Telepsychiatry provides an advantage in recruiting and flexibility in staffing remote
facilities. Telepsychiatry can be used as the primary source of psychiatric coverage or to
augment coverage at sites with the video-conferencing technology.

Telemental health has been used to provide face-to-face staff supervision and inter-
facility treatment planning conferences. Additionally, the use of telemental health in the
re-entry process is gaining use allowing us to facilitate interaction between the soon-to-
be released inmate with serious mental illness and the community mental health center
from which they will receive ongoing treatment prior to leaving prison. Research
supports that this visual contact will improve compliance with mental health treatment
upon re-entry, which will ultimately reduce costs for all. This initiative can be readily
adapted for medical services when patients have complex chronic healthcare conditions
and/or acute medical needs and require close monitoring and collaboration upon release
to the community.

In the span of a few short years, we have come a long way in the delivery of telemental
health services. The growth of telemental health services was initially driven by
demand, as there was simply no alternative to deliver services at remote sites using
traditional in-person clinics. However, as psychiatric staff grew more comfortable with
the use of technology for the provision of psychiatric services and saw the capability
allowed for comparable levels of service; the perception changed and has allowed for
continued growth.

We have completed two large scale patient satisfaction surveys to explore whether
patients are as satisfied with services provided through telepsychiatry as with those
services provided on-site. Results from both studies revealed that patients are as
satisfied with telepsychiatry services as they are with psychiatric services received in
person. This is an important finding, because we know that patient satisfaction
correlates with compliance with treatment. Ongoing studies concerning satisfaction are
pursued in all programs providing services through telehealth.

We have also conducted a psychiatric provider satisfaction survey which produced
results supporting the continued use of telepsychiatry. Our providers overwhelmingly
supported the use of telepsychiatry and have appreciated the flexibility this additional
means of providing services has provided as well as the ability to respond more
immediately to patient treatment needs.

Telehealth Summary

The information in this section is intended to provide general knowledge and
understanding of the growing use of telehealth within correctional settings. The following
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space is for your notes and questions. Include information that you need to discuss with
the Medical Director, the Director of Nursing and/or the Health Services Administrator.

Topics you may want to discuss include:

Is telehealth used at this facility?

» Iftelehealth is used, what services are provided through telehealth?
» Are case conferences/training provided through telehealth?
» Where are telehealth services provided?
« What are the policies for providing telehealth services?
NOTES:
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Chapter 18: Mental Health and Physical Health Collaboration

Overview

The information in this chapter is presented to heighten awareness to the significance of
the impact of patients with serious mental illness in the correctional environment and to
reinforce the need for strong integration and collaboration between medical and mental
health professionals in addressing the needs of this population.

A 2006 Special Report of the Bureau of Justice estimated that 705,600 mentally ill adults
were incarcerated in State prisons, 78,800 in Federal prisons and 479,900 in local jails.
These numbers have continued to rise as mental health care in our communities has
continued to lag behind the need for care.

In 2010, it was estimated that 40% of all individuals with serious mental illness had been
incarcerated, and about 16% of all inmates suffer from serious mental illness. In county
jails, research indicates that about 31% of female detainees and 14.5% of male detainees
suffer from serious mental illness. In prisons, roughly 20% male inmates and 40% to 50%
of female inmates are receiving psychotropic medications at any given time.
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Psychotropic medications used to treat schizophrenia and bipolar disorders can have side
effects that can exacerbate already high levels of medical comorbidities and
cardiovascular risk factors. This coupled with the accelerated aging rates of incarcerated
individuals and the incidence of age-related dementia contributes to the “perfect storm”
that correctional healthcare professionals face.

In our experience, the foundation of any effective clinical relationship is open
communication and a culture that supports and encourages exchange of information. It
is important for medical providers to collaborate with psychiatric staff and other members
of the mental health team when:

« Facing unexplained changes in patients with chronic medical and serious mental
health diagnoses

+ Evaluating or “clearing” patients for admission to acute mental health units with
significant chronic co-morbidities

«  Caring for patients who require a team approach including “hunger strikes” and
end-of-life care

« Ensuring continuity, safety and efficacy of medications that may have serious
side-effects but must be balanced against benefits

One of the most effective means to support collaboration is regularly-scheduled case
conferences devoted to the review of seriously ill dual-diagnosed patients and other
patients identified who may have special needs.

The following articles are intended to encourage exchange of information and ideas and
do not necessarily represent a comprehensive review of this topic and should not take
the place of clinical judgment.

An article written by members of our Clinical Operations team, Dr. Sharen Barboza and
Dr. John Wilson, provides an overview of the importance of multidisciplinary
collaboration between medical and behavioral health staff and an introduction to the
concept of integrated care. The 2013 article, published in CorrDocs, Volume 17, Issue
S, is entitled Your patient is my patient: The need for integrated medical-mental health
care for inmates with serious mental iliness.

From emergency intervention and acute care to chronic care and end-of-life services,
coordination and integration of medical and mental health care are essential. Within
correctional populations, coordinated and integrated preventive and chronic care
services are most needed for inmates with comorbid mental and medical illnesses.
Roughly 11% of the inmate population suffers from both serious mental illness and
chronic medical disease, a figure that is likely to rise as the inmate population ages.
These inmates belong to a high-risk group with an associated life expectancy that is up
to 25 years shorter than that of individuals without serious mental iliness.

Mental llinesses Are Bad for Your Health
Individuals with serious mental iliness have more medical illnesses, significantly shorter
life expectancies and higher standardized mortality ratios than the general population.
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Compared to individuals without serious mental illness, individuals with serious mental
illness have double to triple the risk of early death due to medical disease.

Suicide has received the most attention as a cause of premature death among those
with mental illness. However, chronic medical disease, not suicide, is responsible for
60% of the excess mortality and 75%-87% of the years lost due to premature death
among these individuals. On average, individuals with serious mental iliness live 10 to
25 years less than those without serious mental illness. This mortality gap may be
widening. Similarly, individuals with personality disorders live 17 to 19 years less than
those without these disorders.

Many individuals with serious mental illness are living and sometimes dying inside our
jails and prisons. Rates of serious mental illness are two to four times greater in jails
and prisons than they are in the general public, and the overall prevalence of serious
mental illness in jails and prisons is estimated to be 16%. Approximately 60%-70% of
individuals with serious mental illness also suffer from a chronic medical condition;
nearly half of these individuals suffer from two chronic medical conditions. Comorbidity
of serious mental iliness and chronic medical conditions may be even higher among
populations with significant substance use disorders.?*

Taken together, these figures suggest that 1 out of every 9 inmates suffers from both
serious mental iliness and chronic medical illness. For inmates with serious mental
illness, comorbidity of medical and mental illness is the rule, not the exception.
Moreover, the inmate population is aging faster than the national population, resulting in
increased need for both health and mental health services. With increasing age comes
the increasing likelihood of comorbidity and more severe, more complicated disease.

Challenges to Integrated Services

Given the high rates of comorbid medical conditions and decreased life expectancy from
preventable and/or treatable medical conditions, the need for integrated medical and
mental treatment is clear. Researchers and policy-makers who study the elevated
mortality rates among patients with serious mental iliness consistently call for integrated
delivery of medical and mental health services. Instead of integration of services,
fragmentation of services is common.

Primary care providers in the community are often confronted with the need to diagnosis
and treat patients with serious mental illness. More often than not, their training in the
diagnosis and treatment of serious mental illness is limited. Additionally, many primary
and general medical providers have limited experience working with seriously mentally ili
patients. As such, providers may be limited in their ability to conduct a differential
diagnosis which rules out psychiatric symptoms, provide adequate education in the
context of the mental iliness and provide support for treatment adherence. General
medical providers in the community have reported that the primary barriers to seeking
psychiatric services for their patients include poor referral resources and poor follow-
through on referrals by patients.
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Theoretically, service delivery in correctional facilities should avoid many of the
challenges to integrated and effective treatment found in the community. Correctional
systems possess unique advantages for integrated service delivery. Treatment staff are
able to screen the entire population and provide primary medical services and
psychiatric services to all patients who require them. Medical infirmaries and inpatient
mental health units are often co-located; chronic care clinics for medical and mental
health services often occur in the same offices. Referrals to psychiatric or other mental
health providers are relatively easy and there are no issues related to insurance
coverage to confront. Referred patients are often scheduled automatically through a
centralized system and are seen within stringent timelines set by NCCHC standards. At
least in theory, treatment non-adherence and substance abuse can be quickly identified,
thereby limiting two of the most challenging obstacles to effective chronic care in the
community.

Despite these potential advantages, medical and mental health services in most
correctional systems are far from integrated. Figure 1 illustrates the typical
organizational structures for medical and mental health services in a prison or jail. Each
service is organized vertically and separately. Horizontal integration, in terms of routine
communication and collaboration between medical and mental health providers, is
generally limited or absent below the level of senior managers and administrators.
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Figure 1: Traditional Vertical Organization of Healthcare Services in Correctional Institutions
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Typically, by the time senior managers or administrators become involved in the care of
an inmate, a bad outcome has already occurred. Collaboration is after-the-fact, through
a post-incident failure analysis, root cause analysis, or morbidity and mortality review. At
their best, these processes result in improved service delivery through the
implementation of new safeguards and procedures. Fven then, the result may not be
integration of medical and mental health services. Think about your system. Despite
the close proximity of medical and mental health providers within your institution, how
frequently do joint medical-mental health treatment meetings occur? How often do an

inmate’s primary medical provider and primary psychiatric provider sit in room and
discuss the coordination of care for that individual?

In order to move towards a more integrated service delivery model, medical and
psychiatric providers need to assume joint responsibility for the patient with comorbid
medical and mental ilinesses. To do that, providers need to be aware of the pitfalls that
interfere with detection, monitoring and treatment of comorbid conditions and service
delivery models that have resulted in successful integration of medical and mental health
services.

Pitfalls in Detection, Monitoring and Treatment

What of the link between excess medical comorbidity and excess mortality among the
seriously mentally ill? Researchers who study the treatment of chronic medical
conditions in individuals with serious mental illness almost universally point to under-
detection, under-monitoring and under-treatment of medical conditions compared to the
same services in the general population. Problems in health care have been estimated
to contribute to 10%-15% of premature deaths nationwide and to 25% of premature
deaths among individuals with serious mental iliness. It is critical to recognize
challenges in service delivery for individuals with serious mental illness. Understanding
and overcoming these challenges is all the more important in the context of
incarceration, where inmates have a constitutional right to necessary healthcare.

Fear and Stigma

Beyond patient availability and cooperation, at least three factors may contribute to
under-detection, under-monitoring and under-treatment of medical conditions among
inmates with serious mental illness. The first potential factor is fear of individuals with
serious mental illness and resulting stigma and discrimination. Researchers have
suggested that healthcare providers perceive individuals with serious mental iliness to
be dangerous and/or possess diminished capacity to understand and follow treatment.
These biases contribute to decreased delivery of healthcare scrvices. In the context of
jails and prisons, experience confirms that each correctional system typically has a
number of high profile inmates with serious mental iliness, serious medical iliness,
dangerous behaviors and poor levels of cooperation with treatment. Provider
experiences with these inmates can lead to the perception that other inmates with
comorbid medical and mental illnesses will be difficult and problematic. Prejudgment
may lead to a generalized reluctance to provide adequate treatment to inmates in need
of services who have both serious medical and mental health conditions.

While this hypothesis remains under-researched, evidence consistent with provider
biases can be found in patient perceptions. In a recent survey conducted by the
National Alliance for the Mentally Ill, patients with serious mental illness reported that
their psychiatric diagnosis impeded appropriate attention to physical health concerns.
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Nearly half of the patients surveyed said that doctors took their medical problems less
seriously once the doctors learned of their psychiatric diagnosis. Thirty-nine percent
said their psychiatric diagnosis made it more difficult to obtain access to physical
healthcare.

Diagnostic Bias

The second potential factor reflects not fear and social bias, but diagnostic biases,
including what has come to be known as “diagnostic overshadowing.” Although the term
“diagnostic overshadowing” originally referred to the tendency for a diagnosis of
intellectual disability to “overshadow” or eclipse consideration of comorbid mental iliness,
the term has since generalized to refer to the tendency for one diagnosis to eclipse
consideration of potential comorbidities. Researchers have suggested that diagnostic
overshadowing may be common in the context of treating individuals with serious mental
iliness.

According to this hypothesis, serious mental illness frequently overshadows
consideration of serious medical illness, resulting in under-detection and under-
treatment of the medical illness. Diagnostic biases may be most consequential in
emergency care, when serious medical conditions such as hypoxia, delirium, metabolic
abnormalities, or central nervous system infections are misdiagnosed as psychiatric
illness because the patient is already known to suffer from serious mental illness. The
diagnostic overshadowing hypothesis is consistent with patients’ reports that their
psychiatric diagnosis made it more difficult to obtain medical care. It is also consistent
with findings that physicians underestimate the probability of medical disease and obtain
fewer appropriate tests when a hypothetical patient has a history of mental iliness.

Think about the practices within your own system. How often does a psychiatric iliness
“trump” consideration of a medical condition? Do you know of occasions when
diagnostic testing for a medical condition has been delayed or omitted once the
presence of psychiatric symptoms is discovered?

Segmentation/Fragmentation of Services

When medical and mental health care are provided in a segmented or fragmented
service delivery system, shared professional responsibility for comorbidity is difficult if
not impossible to achieve and maintain. There is no doubt that medical and mental
health providers in corrections are stretched, typically beyond capacity, by large
caseloads of seriously ill inmates. Under these conditions, diffusion of responsibility and
failures to communicate and coordinate can readily occur.

Consider your system and the multiple points of contact that are required between
medical and mental health providers. Which profession is responsible for routine
monitoring of serum glucose and lipids for inmates receiving second generation
antipsychotic medications? When significant metabolic abnormalities develop in the
context of treatment with antipsychotics, which discipline is responsible for treatment of
the abnormalities? Who obtains and reads baseline electrocardiograms for inmates
receiving tricyclic antidepressants? When an inmate has a significant change in mental
status while housed in mental health unit, who is responsible for ruling out medical
causes? When an inmate with serious mental illness requires outside medical care, how
are the inmate’s medical and mental health treatment needs coordinated to ensure
continuity and consistency across locations? If an inmate refuses necessary medical
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treatment and impaired decision-making capacity is suspected, who conducts the

capacity evaluation? Which profession is responsible for the treatment and
management of inmates with dementia?

Integrated Service Delivery

Although the list of areas in which coordination between medical and mental health
services is potentially endless, an integrated care model of service delivery provides a
straightforward solution to potential challenges in the medical-mental health interface.
The integrated care model has a simple goal: care coordination.

Coordination of care for inmates with serious mental illness is best achieved when
dedicated treatment coordinators or “care managers” are built into correctional mental
health staffing models. In the integrated service delivery model, responsibility for the
coordination of all healthcare needs of inmates with serious mental illness rests with the
care manager. Structured opportunities for interdisciplinary treatment planning and
consultation among the care manager, medical and psychiatric providers are built into
the work week. Optimally, providers are co-located and scheduled proximately to
facilitate the inmate’s access to care and the coordination of care across disciplines.
Organizational and service delivery infrastructure can be redesigned to support
integration of care so that medical screening, monitoring and treatment are inclusive of
the mental health care manager, who also consults with the psychiatric provider.

Under this model, the care manager is able to integrate all current needs and
interventions into a single treatment plan. In turn, the treatment plan reflects
coordination of all healthcare services, not just mental health services or just medical
services. The mental health care manager is also responsible for the critical task of
providing self-management skills training to the inmate to address both medical and
mental illnesses. These skills, which take into account limitations of both physical and
psychiatric symptoms as well as the individual strengths of the inmate, support treatment
adherence and improve treatment outcomes.

Figure 2 illustrates the integrated care service delivery structure. As can be seen,
service delivery is coordinated by the care manager. The inmate with serious mental
illness also takes a central role in this process. Involvement of the inmate as a central
stakeholder rather than a passive service recipient is critical to integrated healthcare and
consistent with the recovery model.

Figure 2 is not an arganization chart and does not reflect traditional lines of formal
supervision. While job descriptions and performance expectations need to be redefined
and expanded under an integrated service delivery model, supervisory hierarchies can
remain largely unchanged.

Implementation of integrated service delivery for inmates with serious mental illness
requires significant changes in culture and healthcare delivery models. The introduction
of care managers into the mental health staffing matrix and provision of structured time
for medical and mental health staff to collaborate can be associated with additional
upfront costs to the correctional system. To offset these costs, improved service
delivery, increased treatment adherence, timely and positive medical outcomes and
reduction in preventable hospitalizations can be realized, resulting in cost savings over
time. Programs using integrated care models for service delivery for individuals with
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serious mental iliness have demonstrated success in Medicaid and Medicare patient-
centered homes, the Veteran’s Administration, and SAMSHA projects involving
community mental health centers. For individuals with serious mental iliness, integrated
service delivery either does not increase overall healthcare costs or realizes cost
savings that off-set initial cost increases.

There can be little doubt that inmates with serious mental illness require external and
ongoing support to receive the medical and mental health care they need. ltis
challenging enough for medical and mental health professionals to sort out which
symptoms are psychiatric and which are medical; expecting inmates with serious mental
illness to be able to do so and to advocate for themselves effectively is not realistic.
Impairments in functioning, insight, self-care, communication and behavior associated
with serious mental illness make this a particularly vulnerable population. Support in
accessing necessary medical and mental health services is needed. Both medical and
mental health needs must be considered during assessments and treatment
interventions. This is where a care manager is needed. At the center of an integrated
care model is the care manager and the inmate.
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Figure 2: Integrated Service Delivery for Inmates with Serious Mental lliness
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Health and wellness are achieved not only through the delivery of health and mental
health services once diagnoses have been made, but also through preventive care,
including psychoeducation and behavioral interventions to improve inmate self-care and
treatment adherence behaviors. Nearly 40% of premature mortality may be due directly
to patient behavior, and at least some proportion of the genetic contributions to
premature death may only be activated in the presence of lifestyle behaviors that are
modifiable, Care managers can help inmates by supporting behavior and lifestyle
changes that address current and predictable health concerns. For example, research
has reliably demonstrated a link between cardiovascular disease and serious mental
illness. Patients suffering from their first psychotic episode may not yet be at elevated
risk for cardiovascular disease and primary prevention efforts at this stage may be
particularly important. Through the integrated medical and mental health services
facilitated by a care manager, preventative, health-promoting behaviors can be
supported. Integrated health care services help bring about integrated health behaviors
in the inmate population.

Conclusion

Overall health and wellness are dependent upon access to healthcare, including early
detection and preventive care; trust in the healthcare system; enhanced knowledge
regarding self-care and healthcare; psychosocial support; improved diet, exercise and
weight management; and lower rates of smoking. Inmates with serious mental illness
need support to access healthcare and attain optimal health. Itis only through
integrated health service delivery that this can be achieved. The days of practicing
fragmented healthcare are coming to an end, both in the community and in corrections.
All healthcare professionals are responsible for supporting systems of integrated care.
He is not your patient. She is not my patient. They are our patients.

This article appeared in CorrDocs Volume 17/lssue 5/Winter 2013. CorrDocs is the
newsletter of the American College of Correctional Physicians (ACCP) newsletter,
previously the Society of Correctional Physicians. For more information about the
ACCP, go to the website, http://accpmed.orqg.

Psychiatric Issues in Medical Management:

Information presented March, 2013 representing current
practices at Bridgewater State Hospital, Bridgewater MA

When patients present with acute symptoms or abnormal lab results, please consider as
part of the differential diagnosis the possibility that their psychiatric medicalions may
either be causing their symptoms, or may need to be adjusted or discontinued. The
following summary is intended as an overview of some of the more common issues
caused by, or related to the psychotropic medications most typically used at the
Bridgewater State Hospital.

Clozaril-Related Concerns:

. Patients on Clozaril are at risk for neutropenia, infection, orthostasis, sialorrhea,
and aspiration pneumonia.
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 If a patient presents with a decreased WBC or ANC, please consult the policy on

Clozaril Prescribing/Monitoring. WBC levels below 3500, or ANC levels below
2000 REQUIRE an alteration in the administration/monitoring of the medication.

+ Patients who present with a fever or sore throat while taking Clozaril should be
worked up for neutropenia even if they’ve had a recent CBC which was normal.

» Fever of 101.5 or higher REQUIRES transfer of the patient to the nearest
emergency room for a stat workup to exclude neutropenia.

+ Because of the potent CNS sedation which this medication can cause, Clozaril
should not be routinely combined with other CNS sedatives (anti-histamines,
benzodiazepines, opiates, barbiturates). If a patient on Clozaril presents with a
change in mental status, or increased sedation/lethargy, consider
adjusting/eliminating concomitant sedatives, and consider obtaining a serum
level of clozapine (levels in excess of 600ng/ml may be contributing to the
changes in mental status).

» Clozaril-related sialorrhea (hypersalivation) has been associated with aspiration
pneumonia.

» Clozaril has been associated with fatal cases of acute myocarditis. 90% of cases
occur in the first 8 weeks of treatment. In most of the reported cases there are
serum elevations of troponin levels. Clinical suspicion of myocarditis in a Clozaril-
treated patient is a medical emergency. In patients recently started on Clozaril,
clinicians should maintain a high degree of suspicion for myocarditis. This is
especially true if patients present with tachycardia, dyspnea, fatigue, chest pain,
EKG changes, hypotension, or excessive fatigue. In these instances, an EKG,
CPK-MB, and troponin level should be ordered, and consideration of transferring
the patient to an emergency room should occur.

Lithium-Related Concerns:
« Patients can present with signs of toxicity which include nausea, vomiting,
diarrhea, altered mental status, abdominal cramping, tremor, muscle weakness,
and seizures.

Suspicion of toxicity should be confirmed with a stat serum level.

» The Lithium Prescribing/Monitoring Policy REQUIRES that patients with a serum
level >1.5mEQ/L be transferred to an emergency room for evaluation.

» Medications know to increase serum lithium levels are ACE Inhibitors, diuretics,
and NSAIDS. Serum lithium level elevation can cause renal insufficiency, BUT
can also be a manifestation of renal insufficiency.

o Lithium should be held until normal serum levels and renal function can be
confirmed.
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Antipsychotic Medication-Related Concerns:

As a class these medications can cause hypotension/orthostasis, cardiac
conduction abnormalities, and EPS (including akathisia, acute dystonia, tremor,
and Parkinsonism).

Orthostasis is common with Risperdal.

Neuroleptic Malignant Syndrome (NMS)

NMS can occur with any antipsychotic medication and is a life-threatening
condition!

It is most common with the older neuroleptic medications.

Symptoms include diaphoresis, muscle rigidity, autonomic instability, changes in
mental status, and hyperpyrexia.

Risk factors for developing NMS include: Administration of high-potency
neuroleptics, high doses or rapid dosage escalation, parenteral administration,
dehydration, patients in restraints, impaired thermoregulation, or concomitant
infection.

An elevated CPK is typically present.
This condition can be fatal and should be managed aggressively.

Strong consideration of transfer to an emergency room in suspected cases is
prudent.

Patients on antipsychotics who present with a fever >101.5 MUST be transferred
to the Infirmary and worked up for NMS, unless they're being transferred to an
outside facility.

If NMS is suspected, the offending agent(s) should be discontinued pending the
workup and subsequent review by the Director of Medicine.

Hyponatremia-Related Concemns:

Hyponatremia occurs frequently in chronically psychotic patients and this
condition should be considered for any abrupt change in mental status or
diminished level of consciousness.

Patients with Na<130mmol/L MUST be transferred to the Infirmary on fluid
restriction and sodium level monitoring.

Patients with Na<124mmol/L MUST be transferred to an emergency room for
acute evaluation.
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Mental Disorders Secondary to General Medical Conditions
Linda Chuang, MD, Chief Editor: lgbal Ahmed, MBBS, FRCPsych (UK)
Updated: Mar 15, 2012

Overview

The psychiatric presentation of a medical disorder can be defined as "the presence of mental
symptoms that are judged to be the direct physiological consequences of a general medical condition,"
according to the Diagnostic and Statistical Manual of Mental Disorders, fourth edition, text revision
(DSM-IV-TR). Therefore, understanding common psychiatric symptoms and the medical diseases that
may cause or mimic them is of the utmost importance.

However, evaluation of patients who present to hospitals or physicians with altered behavior and/or
mentation can be time-consuming and difficult and may lead to symptoms being quickly and
prematurely dismissed as psychiatric in nature. Nonetheless, the failure to identify the medical cause of
psychiatric symptoms can be potentially dangerous because serious, and frequently reversible,
diseases can be overlooked. Proper diagnosis of a psychiatric iliness necessitates investigation of all
appropriate medical causes of the symptoms.

The following features suggest a medical origin for psychiatric symptoms:
+ Late onset of initial presentation
+ Known underlying medical condition
« Atypical presentation of a specific psychiatric diagnosis
« Absence of personal and family history of psychiatric illnesses
« lllicit substance use
+ Medication use
« Treatment resistance or unusual response to treatment
« Sudden onset of mental symptoms
« Abnormal vital signs
« Waxing and waning mental status

Medical Disorders That Can Induce Psychiatric Symptoms*

Medlc;f:::lsToxm Cenl;e;lslzl:r;vous Infectious Metabolic/Endocrine Cardiopulmonary Other
¢ Alcohol e Subdural e Pneumonia » Thyroid disorder » Myocardial o Systemic
¢ Cocaine hematoma e Urinary tract e Adrenal disorder infarction lupus
» Marijuana ¢ Tumor infection ¢ Renal disorder » Congestive erythematosus
* Phencyclidine (PCP) ¢ Aneurysm ¢ Sepsis ¢ Hepatic disorder heart failure ¢ Anemia
e Lysergic acid * Severe ¢ Malaria » Wilson disease e Hypoxia * Vasculitis

diethylamide (LSD) hypertension * Legionnaire ¢ Hyperglycemia ¢ Hypercarbia
o Heroin o Meningitis diseasc ¢ Hypoglycemia
o Amphetamines ¢ Encephalitis o Syphilis * Vitamin deficiency
* Jimson weed o Normal-pressure o Typhoid e Electrolyte
o Gamma- hydrocephalus o Diphtheria imbalances

hydroxybutyrate o Seizure disorder e Human » Porphyria

(GHB) o Multiple sclerosis immunodeficiency
* Benzodiazepines virus (HIV)
e Prescription drugs o Rheumatic fever

e Herpes

*Adapted from Williams ER, Shepherd SM. Medical clearance of psychiatric patients. Emerg Med Clin North Am. May 2000;18(2):185-98.12

This article in its entirety is available on htip://emedicine.medscape.com/article/294131-
overview. If you are not already a registered Medscape user, you may go to the
Medscape web site and register.
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Mental Health and Physical Health Collaboration Summary

The information in this section is intended to provide general knowledge and
understanding of the importance of collaboration between mental and physical
healthcare teams. The following space is for your notes and questions. Include
information that you need to discuss with the Medical Director, the Director of Nursing
and/or the Health Services Administrator.

Topics you may want to discuss include:

What mental health services are provided at this facility?

How many patients at this facility receive mental health services?

How many patients at this facility are diagnosed with a serious mental iliness?
Who are the psychiatric providers at this facility and when are they on-site?
What multidisciplinary meetings do medical staff have with the mental health
team?

NOTES:
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Chapter 19: Correctional Organizations and Resources

American Correctional Association g h X
FOUNDED 1870

American Correctional Association (ACA) is the oldest and largest international
correctional association in the world. ACA serves all disciplines with the corrections
profession and is dedicated to excellence in every aspect of the field. From professional
development and certification; standards and accreditation; networking, consulting,
research and publications; and conferences ACAis a resource. The ACA is commitied
to its mission of improving practices in correctional systems by helping agencies provide
correctional populations with safe and effective health service delivery. ACA is the leader
in setting international and national standards for the quality of life and safety of
correctional systems.

https://www.aca.org/

National Commission on Correctional Health Care

“NCCHC's origins date to the early 1970’s, when an American Medical Association study
of jails found inadequate, disorganized health services and a lack of national standards.
In collaboration with other organizations, the AMA established a program that in the
early 1980’s became the National Commission on Correctional Health Care, an
independent, not-for-profit 501(c)(3) organization whose early mission was to evaluate
and develop policy and programs for a field clearly in need of assistance.

Today, NCCHC's leadership in setting standards for health services in correctional
facilities is widely recognized. Established by the health, legal and corrections
professions, NCCHC's Standards are recommendations for the management of a
correctional health services system. Written in separate volumes for prisons, jails and
juvenile confinement facilities, plus a manual for mental health services and another for
opioid treatment programs, the Standards cover the areas of care and treatment, health
records, administration, personnel and medical-legal issues. These essential resources
have helped correctional and detention facilities improve the health of their inmates and
the communities to which they return, increase the efficiency of health services delivery,
strengthen organizational effectiveness and reduce the risk of adverse legal judgments.

Building on that foundation, NCCHC offers a broad array of services and resources to
help correctional health care systems provide efficient, high-quality care.”

http://www.ncchc.org/
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American College of Correctional Physicians

The American College of Correctional Physicians (ACCP), formerly the Society of
Correctional Physicians (SCP), is dedicated to the professional development of
physicians in the specialty of correctional medicine.

ACCP members are united through the goal of improving public health by examining
issues specific to the incarcerated and identifying solutions for medical professionals.

ACCP meets the needs of correctional physicians through education, advocacy,
networking, and avenues of communication.

The ACCP supports and provides leadership to our members challenged with the
internal and external obstacles to the care of the incarcerated.

A conferences and educational offerings occur annually in conjunction with the NCCHC
Fall Conferences, with additional opportunities and conference during the year.

http://accpmed.org

Academy of Correctional Health Professionals

“The Academy of Correctional Health Professionals is the nation's community for
correctional health care. Through publications, educational activities and special events,
the Academy works to connect you with peers from across the country. The Academy
provides you with the latest information and knowledge specifically designed to help you,
the correctional health professional.”

http://www.correctionalhealth.org/aboutlabout.html
CorrectCare

“As the official voice of the preeminent organization in correctional health care,
CorrectCare is a popular magazine in this unique field. It features news, articles and
commentary on timely and important topics of interest to correctional health care
professionals. Wide-ranging coverage addresses clinical and administrative practices for
health services delivery, medical updates, governmental and other agencies that
influence correctional facilities, law and ethics, professional development and much
more. Each issue also shares news from NCCHC and its supporting organizations.

Published quarterly, CorrectCare has a controlled circulation consisting of members of
the Academy of Correctional Health Professionals, NCCHC-accredited facilities and
other qualified professionals. It is also posted in its entirety online.”

http://www.ncchc.org/correctcare
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Correctional Health Care Information
Offered by Centers for Disease Control and Prevention

http://www.cdc.gov/correctionalhealth/default. htm

State Resource Map Includes chronic and infectious disease information, links to
corrections and public health departments, and correctional system overview

Data on Common Health Problems Find the latest statistics on the medical problems
and other conditions reported by prison inmates

Scientific Reports and MMWRs Find corrections-related journal articles by CDC authors
from 2000 to the present disease topics include HIV, MRSA, TB and Hepatitis

Interim Guidance for Correctional and Detention Facilities on Novel Influenza A (H1N1)
Virus Released in May 2009, this document provides guidance for correctional facilities
during the outbreak of novel influenza A (H1N1) virus

Recommendations and Guidelines Find CDC's guidance on the prevention, care, and
treatment of infectious diseases found in correctional settings

Health Education Materials Find brochures and facts sheets on infectious diseases and
Traumatic Brain Injury for patients and professionals

» Research Regulations
o Federal Links
+ Corrections Links

Academic Consortium on Criminal Justice Health

The Academic Consortium on Criminal Justice Health (ACCJH) is a member
organization with a mission to advance the science and practice of health care for
individuals and populations within the criminal justice system. As the academic home for
its members, ACCJH advances health research, training and care for justice involved
populations

ACCJH members benefit from the resources of an academic community that conducts
breakthrough research in correctional health care, and develops and promotes a broader
and more critical view of the relationships between community and inmate health care.

https://lwww.accjh.org

International Corrections and Prison Association

The International Corrections and Prisons Association (ICPA) is an innovative, learning
platform which enhances international and inter-agency co-operation. ICPA actively
promote policies and standards for humane and effective correctional policies and
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practices, assisting in their development and implementation. ICPA believes

that imprisonment is a last resort and supports the development of alternative
sanctions and community corrections. ICPA believes in integrity and professionalism,
the sharing of ideas and partnerships. ICPA believes in the capacity for positive change
in individuals, their dignity and the duty to protect their rights.

https://icpa.org

Worldwide Prison Health Research and Engagement Network

Worldwide Prison Health Research & Engagement Network (WEPHREN), an open
access collaborative forum for everyone interested in prison health globally, aiming to
improve the health of people in prison through the equitable development of the
evidence base and through capacity building initiatives for health.

https://wephren.ighn.org

NOTES:
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How to Use this Orientation Workbook

This workbook is intended to help you locate orientation resources, ask contract
and site specific questions and create a working reference guide as you transition
into your new role.

The workbook is organized to follow the order of the topics reviewed from the
Provider Orientation Checklist.

1 Medical Provider Orientation Workbook Revised May 1, 2020
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Correctional Environment — Chapter 1 Medical Provider Reference Manual

This following space is for your notes and questions. Include information that you need to
discuss with the Medical Director, DON, and the Health Services Administrator.

Topics to discuss include:

 Does this system or facility have any active Consent Decrees? If so, what is medical’s
involvement?

» How do healthcare staff address inmates and what is the expected way inmates address
healthcare staff?

» Are there “access to healthcare” issues at this site?

» Where do inmates report for medications and scheduled/non-scheduled healthcare
appointments?

» Will I need to go see inmates in areas outside the healthcare unit?

2 Medical Provider Orientation Workbook Revised May 1, 2020
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« What are examples of inmate health information that might be shared, who can it be
shared with, and why might the information be shared?

« How and who is responsible for providing information requested by security or
administration staff?

« What is the process for obtaining medical records at the facility?

. When are consents for health services used at the facility?

ADDITONAL NOTES:

PREA and Forensic Health Information - Supplemental

The following space is for your notes and questions. Include information that you need to
discuss with the Medical Director, the Director of Nursing and/or the Health Services
Administrator.

Topics to discuss include:

o How many PREA Reports are received by the institution?

3 Medical Provider Orientation Workbook Revised May 1, 2020
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¢ How many inmates receive examination and testing at community facilities and are test
reports automatically sent to the facility? What role does the site medical practitioner
take in follow up for inmates after a reported incident has occurred?

* What is the reporting process or chain of command if there is a suspected incident?

* Do medical staff receive directives for court-ordered healthcare? If so, where are the
correctional system’s administrative directives or policies and procedures maintained?

* What involvement do medical staff have in court ordered directives?

* What is the medical provider's responsibility in the PREA process?

ADDITIONAL NOTES:
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Security Overview and Awareness — Chapter 2 Medical Provider Reference Manual

The following space is for your notes and questions. Include information that you need to
discuss with the Medical Director and the Health Services Administrator.

Topics to discuss include:

. \What are the titles of facility administrative staff and what is the suggested way to
address them?

« What are the proper titles for security staff and what is the suggested way to address
them?

« What is the process for entering your facility?

« What items are you allowed to be brought into the facility with you?

«  Are you required to carry keys while in the facility? If yes, how are keys obtained?
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» What is considered contraband and/or sharps in the facility?
(Note: Make a request for a written contraband list, if available)

»  What is your responsibility for controlling access to contraband?

e What are the requirements for security staff escorts when working in the healthcare unit?

e What are the requirements for security staff escorts when moving within the correctional
facility?

ADDITIONAL NOTES:
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Inmate “Wants” vs. Medical Needs — Chapter 16 Medical Provider Reference Manual

The following space is for your notes and questions. Include information that you need to
discuss with the Medical Director and the Health Services Administrator.

Topics to discuss include:

« Are there common themes to inmate special requests that | should be aware of?

« How are these addressed by healthcare staff?

« Is there a Diet Manual of listing of special medical diets? How are special medical diets
handled? What are the requirements for requesting/ordering dietary supplements, such
as Ensure?

« What is the process for managing special medical requests (i.e., bottom bunks, special
shoes, and special blankets)? How is medical necessity determined for requests for
these items?

ADDITIONAL NOTES:
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Sick Call — Chapter 8 Medical Provider Reference Manual

The following space is for your notes and questions. Include information that you need to
discuss with the Medical Director and the Director of Nursing.

Topics to discuss include:

* How is the sick call process managed at the facility for inmates in general population and
for inmates in specialized housing units?

» What are the contract-specific guidelines for common healthcare problems (also referred
to as nurse protocols)?

e What nursing staff can perform nurse sick call? What are nursing/nursing extender staff
responsibilities in the sick call process?

¢ What training do nursing staff receive before conducting sick call?

* How are inmates scheduled and/or referred to be seen by the on-site medical provider?
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e Are there specific documentation/templates used to document encounters completed by
the medical provider and/or nurse?

ADDITIONAL NOTES:
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Disease Management/Chronic Care Clinics — Chapter 10 Medical Provider Reference
Manual

The following space is for your notes and questions. Include information that you need to
discuss with the Medical Director, the Director of Nursing and Chronic Care Coordinator.

Topics to discuss include:

- What are the more routine chronic diseases treated at the facility? What resources are
there available for consultation for chronic disease care (i.e., infectious disease
specialists)?

o What is the average number of inmates in each chronic care clinic?

. How are the chronic care clinics and associated diagnostic testing scheduled?

. Who coordinates and assists with the clinics?

. Are there special forms required for documenting chronic care clinics?
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. Are Disease Management Summary treatment guidelines readily available?

Are there multidisciplinary team meetings available for discussion of treatment for
complex care patients?

ADDITIONAL NOTES:
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Special Needs Inmates — Chapter 15 Medical Provider Reference Manual

The following space is for your notes and questions. Include information that you need to
discuss with thc Medical Director and Director of Nursing.

Topics to discuss include:

» What types of “special needs” inmates are housed at the facility? Where are they
housed?

» What is a provider's responsibility for classification determinations and communications
with security?

e What types of “special needs” inmates can the facility not manage? Where and how are
these inmates transferred to a facility that can manage those needs?

» Are there templates for documenting treatment plans for “special needs” inmates or is
the plan documented in the Plan section of a SOAP note?

ADDITIONAL NOTES:
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Medication Management — Chapter 9 Medical Provider Reference Manual

The following space is for your notes and questions. Include information that you need to
discuss with the Medical Director, the Director of Nursing and the Medication Room
Coordinator/Designee.

Topics to discuss include:

. Where can | find a copy of the most recent Formulary?

. What is the process and forms required to be completed by the provider when
requesting a non-formulary medication? How are the requests handled?

. What are the medication administration times for this facility?

. What medications are allowed to be KOP? What medication are NOT allowed to be
KOP?

. What OTC medications are available in the commissary and should inmate purchasing
be encouraged?
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« Are medications ordered through e-prescribing? If yes, what training will be provided
and when will training be provided?

« How is the medication order refill process handied?

+ How are controlled substances managed? What is the philosophy on use and ordering
of controlled substances?

ADDITIONAL NOTES;
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On-Site Emergency Care, Emergency Department Services, Hospitalizations and
Infirmary Care — Chapter 12 Medical Provider Reference Manual

The following space is for your notes and questions. Include information that you need to
discuss with the Medical Director, the Director of Nursing and/or the Health Services
Administrator.

Topics to discuss include:

Are infirmary services offered at this facility?

« Ifinfirmary services are offered at this facility, what is the capacity of the infirmary,
nursing skills provided, staffing levels, typical diagnosis, and typical length of stay?

« Ifinfirmary services are not offered at this facility, where are inmates transferred for
infirmary level of care?

« How often do emergency “man-down” calls occur in the facility? Are there any recurring
issues?

« What is the typical response time of the ambulance? Are there any issues in emergency
services accessing inmates?
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» What emergency department is used by this facility?

» Does the emergency department routinely send discharge notes including copies of lab
and other studies for inmates released from the emergency department?

» How many hospitalizations does this facility average monthly?

+ Do inmates return to this or another facility when discharged from a hospitalization?
When returning from an Emergency room visit or hospitalization, when will the provider
be contacted and/or see the inmate for follow up care?

ADDITIONAL NOTES:
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Laboratory and Other On-Site Testing — Chapter 13 Medical Provider Reference Manual

The following space is for your notes and questions. Include information that you need to
discuss with the Director of Nursing and/or the Health Services Administrator.

Topics to discuss include:

¢ What testing is available on-site?

e Where are testing results recorded?

e How is testing ordered and scheduled?

e What is the typical turn-around time? Routine tests versus Stat tests?

e How are the results delivered to the provider for review? What documentation is
required by the provider at the time review?

17 Medical Provider Orientation Workbook Revised May 1, 2020

Attorneys Eyes Only



* How are critical values reported to the site and to the provider?

e What happens if an inmate does not get scheduled test? Is it rescheduled? Is provider
notified?

* Is there a laboratory formulary? If not, are laboratory preferred testing groupings used?

e Who is the laboratory vendor(s)? If more If more than one vendor, what testing is
performed by each vendor (i.e., state laboratory performs HIV testing only)?

ADDITIONAL NOTES:
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Specialty Care and Off-Site Services — Chapter 11 Medical Provider Reference Manual

The following space is for your notes and questions. Include information that you need to
discuss with the Medical Director, the Director of Nursing and/or the Health Services
Administrator, and the specialty appointment tracking staff

Topics to discuss include:

« What paperwork or electronic information must be generated to request a specialist
referral? How and who will provide training on required process and required
paperwork/systems?

« How will the referring provider know that the specialist appointment was completed?
How will the provider know if the inmate refused the appointment or there are delays in
scheduling the inmate for a specialty appointment?

o Wil inmates returning from specialist appointments be automatically scheduled for
an appointment to see an on-site provider? What is the referring provider's responsibility
for review of the specialist information and documentation regarding ongoing plan of
care?

« Who schedules appointments?
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*  Who are the medical specialists used?

ADDITIONAL NOTES:
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Telehealth — Chapter 17 Medical Provider Reference Manual

The following space is for your notes and questions. Include information that you need to
discuss with the Medical Director, the Regional Telehealth staff, the Director of Nursing and/or
the Health Services Administrator.

Topics to discuss include:

« |s telehealth used at this facility?

. Iftelehealth is used, what services are provided through telehealth?

. Are case conferences/training provided through telehealth?

« Where are telehealth services provided?

« What are the policies for providing telehealth services?

ADDITIONAL NOTES:
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Utilization Management Overview - Supplemental

Chapter 11, Specialty Care and Off-Site Services, the Medical Provider Reference Manual
presents an overview of the Centurion Medical Management/Utilization Management program.
The following is offered to expand on the goals of the program and expectations for your role in
implementing evidence-based healthcare services.

The guiding principles of Centurion’s Utilization Management program include:

« Inmates have a constitutional right to medically necessary healthcare services.
* Healthcare services are provided by a physician-driven system of care.

* Healthcare services are provided at the appropriate time within a progression of illness
and in the best and most secure setting.

»  Utilization management program is the coordinated review of the interventional strategy
and services provided to the inmate population for inpatient and outpatient services.

» Utilization management process is conducted by utilization management nurses and
ancillary staff supported by a strong physician team.

»  Utilization management program is clinically focused and patient-centric.

»  Utilization management guidelines are consistent with nationally recognized evidence-
based practices that are within the expected standard of care and provide the clinical
foundation for consistency of medical practice.

»  Utilization management review process does not interfere or create a delay in providing
medically necessary care.

+  Utilization management program facilitates timely access to healthcare by pre-service
review of healthcare service requests. Process includes multi-level evaluation,
determination of medical appropriateness and timing of intervention.

* Alternative treatment planning is a component of the utilization management review
process when a specialty services request is not found to be medically indicated after
application of evidence-based guidelines for standard of care.

*  The utilization management program is metric driven. Information obtained from the
utilization management program is analyzed to improve management of inmate medical
care by use of designated metrics and dashboards.

Utilization management is part of a dynamic healthcare management process. Evidence
confirms that the most effective and efficient approach to quality correctional healthcare is to
consistently manage wellness, chronic medical illness, support aggressive acute care
intervention, and maximize services provided by on-site healthcare staff.

Centurion has developed Clinical Guidelines to assist on-site providers in determining when a
referral for specialty diagnostic procedures and interventions should be made. The Clinical
Guidelines are based on current research and professional standards as well as “best practices”
in correctional healthcare.

The Centurion utilization management program uses three types of reviews: prospective,
concurrent and retrospective. Our process conducts prospective review of requested specialty
services as well as concurrent and retrospective review of inpatient and outpatient services to
determine medical necessity based on McKesson Health Solutions, LLC’s InterQual®
guidelines. InterQual® provides a clear, consistent, evidence-based platform for care decisions
that promote appropriate use of services, enhance quality, and improve health outcomes. We
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use InterQual® criteria in determining medical necessity and place of service for specialty
referrals, outpatient and ancillary services as well as determining level of care and continued
appropriateness of inpatient care.

Prospective Reviews:

The Centurion utilization management program is supported by a proprietary product,
TruCare™. TruCare™ is a patient-centric integrated disease, care and utilization management
product that offers clinical appropriateness tools based on evidence-based criteria, customized
assessments and care plans for inmates, stratification of risk, and
tracking/reporting/improvement data.

TruCare™ receives requests for specialty services and permits prospective and concurrent
clinical review using InterQual® criteria as well as practice statements. In completing
prospective reviews, Centurion offers both a nursing review and physician multi-level review as
needed. The goal is to have the clinical team work together to promote appropriate, timely,
quality care for the inmate.

Initiation of the prospective utilization management review process:

»  Prior authorization is required for outpatient specialty services/diagnostics and planned
inpatient services. The request for these services is initiated by an on-site provider on a
standardized TruCare™ Prior Authorization form. The form must be completed in its
entirety to indicate if the referral requires urgent or routine processing.

« Additional clinical information is submitted with the Prior Authorization form to provide the
information required to apply evidence-based guidelines and ensure informed medical
necessity decision-making.

« Requests for specialty services completed by a physician assistant or nurse practitioner
may require review/written approval by the Site Medical Director or supervising physician
prior to submitting for authorization.

« The Prior Authorization form and supporting documentation are faxed directly into
Centurion’s automated TruCare™ system.

-« Utilization management staff receive the Prior Authorization and supporting clinical
documentation for the requested services through TruCare™. The requests are
processed from an electronic queue to streamline the coordination of referrals.
TruCare™ supports the transfer of requests from the utilization management nurses and
physicians when needed.

Initial Utilization Management Clinical Review
Initial clinical review is conducted by the utilization management nurses. If the request does not

include sufficient information to conduct the clinical review, the requesting provider will be notified
and asked to submit additional information.

The clinical review consists of the evaluation of presenting new onset, acute event or episodic
chronic clinical data, possible diagnosis, co-morbid conditions, failed prior therapies if previously
treated, diagnostics completed, current status of condition, and requested medical, surgical, or
diagnostic intervention.
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With any request, the following information is considered:

* Review of the submitted information

« Determine the type of service being requested

= ldentify critical information for application of evidence-based criteria/guidelines
« Apply the evidence-based criteria/guidelines

« Review outcome determination

» Determination of setting of care

« Review of potential safety concerns

If the request can be approved based on the utilization management nurse's clinical review, the
specialty service is authorized in the TruCare™ system. The provider requesting the specialty
service is notified and the inmate is scheduled for the service.

If the utilization management nurse is unable to approve the request based on the established
criteria, the request will be sent for a physician advisory review. Requests will not be denied
based on a utilization management nurse’s review.

Physician Advisory Review

When the clinical review conducted by the utilization management nurse cannot approve a
request, the Statewide Medical Director or designee reviews the clinical information to make a
determination. If unable to make a determination based on the available information, the
Statewide Medical Director will contact the requesting provider for a peer-to-peer discussion of
the referral. The Statewide Medical Director has the option to consult with the Department and
specialty medical experts available through Advanced Medical Review (AMR) for contracted
specialty advisor review on difficult and complex cases.

The physician advisory review and determination is documented in TruCare™. If the request is
approved, the specialty service is authorized in the TruCare™ system. The provider requesting
the specialty service is notified, and the inmate is scheduled for the service. If the request is not
authorized, an alternative treatment plan is documented and the requesting provider notified.

Appeal Process

Referring on-site providers have the opportunity to appeal the utilization review determination
and recommendations for alternate treatment to the Statewide Medical Director. The appeal
process includes submission of the original request and additional medical history and data that
may be pertinent to the appeals review. The appeal review process for the Statewide Medical
Director will include case discussion with the requesting provider and the on-site Medical
Director. Consensus is preferred, and the Statewide Medical Director will work with the
requesting provider to ensure that the provider is comfortable with the recommendations and
treatment planning final determination is agreed upon and documented.
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Concurrent and Retrospective Review of Emergency Care

Utilization management prior authorization is not required for emergency services. For
unplanned Emergency Department visits or hospitalizations, the utilization management staff
receives notification from on-site healthcare staff of the sending facility. Upon notification of
emergency inpatient hospitalizations, the utilization management staff initiate concurrent review.
Utilization management staff contact the receiving hospital to obtain information and provide
input regarding ongoing treatment needs. Transfer to another inpatient facility with the capacity
to provide the required level of care may be indicated.

For all hospitalizations, utilization management staff begin discharge planning at the time of
admission. Appropriate access to care includes the timely and appropriate use of off-site
services as well as on-site infirmary, skilled nursing beds, and transitional care beds within the
correctional system. The goal of the inpatient utilization management program is to ensure an
inmate requiring inpatient care receives the appropriate follow-up care at a facility with the
capacity to manage his/her medical condition.

Follow-Up When Inmate Returns from Off-Site Specialty Service or Hospitalization

When an inmate returns to a correctional facility from a specialist appointment or hospitalization,
the inmate is brought to the medical clinic. A consult report or discharge summary should
accompany the inmate. Healthcare staff review any paperwork received and a provider is
contacted if orders are needed immediately. An on-site provider reviews the results and
recommendations from the off-site services to determine if the recommendations are clinically
appropriate and medically necessary. The on-site provider documents the review of the off-site
records and his/her recommendation for treatment in the medical record. The plan for
treatment should be reviewed with the inmate in a face-to-face encounter.

If recommendations from a consultant are modified, the reviewing provider must document

justification for the change in the treatment plan. If the provider accepts recommendations for
further off-site services, he/she must initiate a referral for the utilization management process.

Tips for Initiating a Specialty Services Referral

In initiating a referral request for specialty services that can be processed in a timely manner,
the following tips are offered:

. Understand the steps in the referral process. This typically requires completion of a
Centurion Fax Prior Authorization form, completion of a clinical summary outlining the
reasons for the referral and supporting medical documentation such a laboratory testing
and other diagnostic results.

. Prior to initiating a referral, review the Centurion Guidelines and consider the following
related to the referral:

. How will this intervention impact the ability of the inmate to perform activities of
daily living?
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« How will this intervention impact the ability to stay safe in the prison
environment?

« When is the appropriate time for this intervention within this continuum of illness?

« How will this intervention impact any comorbid conditions?

« What is the outcome that you are anticipating from this intervention?

« Are there any barriers to follow-up care or barriers to provision of this intervention
at this time?

« If you are referring an inmate for multiple specialty services, complete the referral
process for each service being requested.

«  When completing the Centurion Fax Prior Authorization form, ensure all information is
legibly entered in the required information boxes as designated by the contract. Indicate
that the referral is “routine” except when the intervention is “‘urgent” and needs
immediate attention.

«  When completing the Clinical Summary, provide sufficient information to permit a review
of clinical appropriateness and medical necessity. Also provide any relevant supporting
documentation.

» When the referral is completed, ensure that the information is faxed to the Utilization
Management Department. Inform staff who manage the facility’s off-site services
process of the new referral to facilitate tracking at the site level.

Communication, Communication, Communication

An effective utilization management program requires the coordination of many members of the
healthcare staff. It is essential that you know which staff are responsible for submitting referrals,
tracking the referral and scheduling process, scheduling inmate transportation for scheduled
appointments, and follow-up for inmates who do not attend scheduled appointments.
Coordinating these elements is complex and your support may be needed. Effective
communication among the on-site healthcare team and with the Utilization Management
Department and security is essential.

If the utilization management nurses request additional information to permit review of one of
your referrals based on evidence-based criteria, submit the information as quickly as possible to
permit timely clinical review. If utilization management determination is delayed, you should
request an update on the status of the process.

If an inmate is unable or refuses to attend an off-site appointment, the team will need your input
in determining if the appointment requires rescheduling. If an inmate’s medical condition
changes while awaiting an original scheduled non-urgent appointment, the team will need your
support in determining if the original referral is still clinically appropriate or if the urgency of the
request has changed.

When an inmate returns from a specialty service, you will need to determine if the consultant's
recommendations for further care is clinically appropriate and initiate new referrals as needed.
Utilization management staff may consult with you when considering an inmate’s discharge from
a hospital to your facility.

Communication is essential for a successful utilization management program!
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Utilization Management - Supplemental

The following space is for your notes and questions. Include information that you need to
discuss with the Medical Director and Corporate Utilization Management staff.

Topics to discuss include:

. Who are the staff in the Utilization Management Department of the contract? Have their
individual roles been explained? What is your role in the process?

«  Which healthcare staff at your site have responsibilities in the utilization management
program? The utilization management program includes many functions including
tracking specialty referral process, scheduling of appointments, receipt of specialist
information, etc. What are the specific roles of these staff members?

« What electronic applications/processes are used in your contract to complete
prospective, concurrent and retrospective utilization management reviews?

. Have you received a copy of the current Centurion Clinical Guidelines?
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Have you received a copy of the current Centurion Business Rules?

What is the referral process and associated timelines for completion of referral process
for specialty services in the contract?

What guidelines are used by the Utilization Management Department to make a prior
authorization decision for requested specialty services?

What documentation is required for a specialty services referral? Have the requirements
for completing the Centurion Fax Prior Authorization form been explained?

How do you determine if a referral for specialty services should be designated as “urgent”
or “routine?” What is the timeline for review of a request and the actual appointment
based on designation?
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If you are a physician assistant or nurse practitioner, does the contract require
review/written approval by the Site Medical Director or supervising physician of your
referrals for specialty services prior to submitting to the Utilization Management
Department?

What are the expectations for your involvement in the utilization management process
after you have submitted a referral?

What is the process that occurs when the Statewide Medical Director or designee does
not authorize one of your specialty service referrals?

What is the process that occurs when an inmate returns from an off-site specialty visit,
emergency room visit or hospitalization? What are your responsibilities when an inmate
is returned to the site after a specialty service visit or hospitalization?

Who are you to contact for questions about the utilization management process?

Who are you to contact for questions related to the status of a specific referral for
specialty services? Who are you to contact for questions specific to an appointment for
an approved referral?
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«  Why are coordination and communication essential for the utilization management
process in the contract?

ADDITIONAL NOTES:

Your Role in Quality Healthcare- Chapter 14 Medical Provider Reference Manual

The following space is for your notes and questions. Include information that you need to
discuss with the Medical Director and the Health Services Administrator.

Topics to discuss include:

* Isthere an outline or process to follow for mortality reviews? What is the provider’s
responsibility in the Morbidity and Mortality review and process?

» Who performs my peer review? When are peer reviews performed? s there a standard
format for peer reviews?

e What meetings site and regional, is the provider required to attend?

» What types and how many grievances do healthcare services in this facility receive each
month? How are the grievances specific to healthcare handled?
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ADDITIONAL NOTES:
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Risk Management — Chapter 7 Medical Provider Reference Manual

The following space is for your notes and questions. Include information that you need to
discuss with the Director of Nursing and Corporate Risk Manager.

Topics to discuss include:

32

L ]

Questions or clarifications on the Incident Reporting Policy?

What form or forms are used to request medical information from a source outside the
correctional system? Who obtains the inmate’s signature for the request?

How long does it typically take to get the information and how will you know it has been
received?

Are there Administrative Directives or Department of Corrections Policies and
Procedures regarding sharing of inmate health information?

What information and how is information shared with security staff?
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e How is information shared with security staff?

ADDITIONAL NOTES:
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and Physical Health Collaboration- Chapter 18 Medical Provider Reference
Manual

Mental Health

The following space is for your notes and questions. Include information that you need to
discuss with the Medical Director, the Director of Nursing and/or the Health Services

Administrator.

Topics to discuss include:

What mental health services are provided at this facility?

How many inmates at this facility receive mental health services?

How many inmates at this facility are diagnosed with a serious mental illness?

» Who are the psychiatric providers at this facility and when are they on-site? Who is
responsible and/or on-call for after hour psychiatric issues and emergencies? Are there

mental health emergencies that the site medical provider is responsible for?
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. What multidisciplinary meetings do medical staffs have with the mental health team?

ADDITIONAL NOTES:
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Correctional Healthcare Documentation - Supplemental

Appropriate documentation of services promotes communication and continuity in the overall
healthcare delivery system. We provide training to our healthcare staff on preparing
documentation that reflects the assessment and/or intervention conducted as well as an
inmate’s response to his/her treatment plan. We reinforce that the medical record is a legal
document in which each staff member has a professional responsibility to document legibly,
thoroughly and accurately.

While the fundamentals of appropriate documentation will not be reviewed in this handout,
potential documentation issues in correctional healthcare are offered for your consideration.

« Since healthcare is provided 24 hours a day, 7 days a week in correctional facilities,
documentation needs to ensure that healthcare staff reviewing the record understand
what has happened with the inmate and the inmate’s treatment plan when medical staff
are not on-site. Documentation is regularly reviewed by our CQI program to ensure
compliance with standards and that care and treatment expectations are met.

« Avoid negative comments or judgments such as “faking” or “malingering” when
completing inmate-specific documentation. It is important not to engage in negative
documentation such as using other departments or staff member names to place blame
or argue about an inmate’s care. Disagreements in inmate care should be discussed
with supervisory/administrative staff for resolution rather than noted in the inmate’s
medical record

+ Correctional systems are moving to electronic medical records; however, many systems
still rely on paper medical records. Some systems have a hybrid of electronic medical
records and paper medical records.

+ In systems with paper medical records, it is critical that documentation is legible, date
and timed, and signed with your name and title. Some systems provide stamps with
your name and title to facilitate this process. In systems with paper medical records, it is
also important to have the record available when conducting an inmate encounter. This
can be a challenge since records are often used by many disciplines and may not be
readily available at the time of the encounter. When encounters occur without a record,
there can be gaps in documentation or loose/lost progress notes. Conducting an
evaluation or providing treatment to an inmate without first reviewing the record should
be avoided as your decisions may be based on incomplete information.

» In systems with electronic medical records, it is critical that you receive adequate training
to be comfortable with using the system. Request assistance when you are unsure of
how to use various templates and sections of the electronic medical record.
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Correctional healthcare systems may use many standardized forms to ensure consistent
documentation of specific assessments or encounters. Healthcare staff are expected to
fill out forms completely and leave no blanks. Partially completed forms compromise
continuity of care and will be questioned by auditors. Although forms are the most
common form of documentation, you will also be required to write narrative notes of your
encounters. When documentation is provided through progress notes, the structure of
progress notes must comply with the system’s requirements. Most correctional systems
require healthcare documentation in the SOAP format. You should discuss and review
the specific forms and documentation requirements for the contract based on the type of
encounter.

Certain procedures and treatment require documented inmate consent or refusal for
care. Obtain consent and document on designated consent form(s) to confirm the
process if the proposed intervention is beyond that implied by the general consent to
treat form signed by the inmate when received by the system.

Documentation of inmate services must be completed on the day the service was
performed and prior to leaving the facility. The caveat that “if an encounter is not
documented, there is no proof that it occurred” is true in corrections. If you must make a
late entry, properly document it with the date, the date of the late entry and “late entry”
clearly indicated.

Although inmates are a “captive population” in corrections, there are “no shows” for
scheduled appointments. A “no show” occurs when an inmate does not attend his/her
scheduled appointment either due to choosing not to attend or due to a security situation
(lock down, lack of security escort, inmate at court). Security staff may assist in ensuring
that an inmate shows for an appointment. It is important to document in the inmate’s
medical record when he/she is a “no show,” the reason for the missed appointment and
the rescheduling of the appointment as clinically indicated.

Telephone consultations and orders when you are “on-call” will be documented by the
on-site staff. Telephone orders will need to co-signed by a provider in the time frame
required by the system. In some systems, orders may be co-signed by a provider other
than the provider who issued the order.

Laboratory, radiology, and other diagnostic reports require your review. Review of the
information requires your signature, date and time on the document reviewed. Review
should include documentation in the progress notes and orders for abnormal findings
that require orders and/or follow-up with the inmate.

Specialist reports, hospitalization and emergency room discharge reports require your
signature, date and time on the document reviewed. Review should include
documentation in the progress notes and orders for follow-up and continued plan of care
for the inmate.
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SOAP Documentation Guidelines - Supplemental

S: Subjective

The subjective elements of the patient encounter (that which is expressed by the patient) should
be documented in this section (e.g., patient reports of nausea, pain, tingling). Information that
may be reported and included as part of this section include information specific to:

+ Presenting complaint and associated functional inquiry, including the severity and
duration of symptoms
Whether this is a new concern or an ongoing/recurring problem
Changes in the patient’s progress or health status since the last visit
Review of medications, if appropriate
Review of allergies, if applicable
Past medical history of the patient and his/her family, where relevant to the presenting
problem
Patient risk factors, if appropriate
« Salient negative responses

O: Objective

The measurable elements of the patient encounter and any relevant physical findings from the
patient exam or tests previously conducted are documented in this section and might/should
include:
« Physical examination appropriate to the presenting complaint
Positive physical findings
Significant negative physical findings as they relate to the problem
Vital signs
Review of consultation reports, if available
Review of laboratory and procedure results, if available

A: Assessment

This section will contain the physician’s impression of the patient’s health issue including
diagnosis or differential diagnosis.

P: Plan

The physician’s plan for managing the patient's condition is described in this section and can
include:
« Discussion of management options
« Tests or procedures ordered and explanation of significant complications, if relevant
« Specialty consultation reports review and ongoing plan of care, if relevant
« New medications ordered and/or prescription repeats including dosage, frequency,
duration and an explanation of potentially serious adverse effects
- Patient education (e.g., diet or exercise instructions, contraceptive advice)
+ Follow-up and future considerations
«  Specific concerns regarding the patient, including any decision by the patient not to
follow the physician’s recommendations
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Documentation - Supplemental

The following space is for your notes and questions. Include information that you need to
discuss with the Medical Director and Medical Records staff.

Topics to discuss include:

« Does this system use an electronic medical record, paper medical record or a hybrid of
electronic medical records and paper medical records?

. Ifthe system uses a paper medical record, how is access to the records ensured for
scheduled inmate encounters? What is expected when an inmate’s medical record is
not available?

« If the system uses a paper medical record, what are the standardized templates for
healthcare assessments/evaluations/interventions?

« If the system uses a paper medical record, what is the format expected for progress note
documentation?
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If the system uses a paper medical record, is there a stamp provided for your signature
and title?

If the system uses an electronic medical record, have you been trained in using the
templates in the electronic medical record?

If the system uses an electronic medical record, who do you contact when you have
questions about the documentation/input requirements?

If the system uses a hybrid, what documentation is expected in the electronic medical
record and what documentation is expected in the paper medical record?

When are inmate consents or refusals for care required for a proposed intervention?

What are the expectations for documenting inmate “no shows” in the inmate’s medical
record and facility tracking?
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« What are the expectations for co-signing orders provided during telephone
consultations?

«  Who should be alerted if you do not agree with the intervention/treatment plan proposed
by other staff or department for a specific inmate?

ADDITONAL NOTES:
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