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Original Issue Date:
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Date of Issue: Authority: Effective Date:

June 29, 2015 Signature on File July 9, 2015
John E. Wetzel

The purpose of this bulletin is to update Subsection C. Non-Provided Medical Services of Department
policy 13.2.1, “Access to Health Care.” The below listed language in red has been DELETED:

Subsection C.3.

3. sexual reassignment surgery and related treatment. If an inmate has commenced a course of

treatment for reassignment prior to incarceration, a contracted Health Care Provider will evaluate
him/her and limited medically necessary treatment may be administered to prevent complications
associated with reassignment. This limited treatment will not include surgery;

Subsection C.11.

11. mammoplasties performed for augmentation or prosthetic implants;

Subsection C.17.

17. bone growth stimulator, unless for long bones;

Subsection C. Non-Provided Medical Services shall now read:

Medical services not provided by the Department include, but are not limited to, the following:

1.

2.

cosmetic surgery or services;

extraordinary medical expenses for infants beyond routine newborn care — refer to Section 13 of this
procedures manual;

. sterilization (including castration);

. investigation of or treatment for infertility, reversal of sterilization, artificial insemination or in-vitro

fertilization;

13.2.1, Section 1-01 Bulletin
Page 1




10.

11.

12.

13.

14.

15.

16.

17.

18.

. refractive eye surgery;

. penile prosthesis;

above are met;

. biofeedback and acupuncture;

mammoplasties performed for augmentation;

surgical or dental procedures to correct congenital or developmental malformations, unless

medically/psychiatrically necessary;

chiropractic or naturopathic services;

treatment of impotence;

dental cosmetic procedures;

gold dental restorations;

special footwear that is not medically necessary;
sperm/egg donation; and

other fertility tests/treatment.

13.2.1, Section 1-01 Bulletin

. pharmaceuticals used for non-FDA approved conditions unless the guidelines in Subsection A.6.u.

. weight reduction programs, unless medically necessary;
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Section 2 — Initial Intake and Screening

This section establishes procedures for the initial intake and screening of an inmate either as a
Parole Violator (PV) or a new reception, to a corrections facility.? If an inmate refuses to
participate in the initial intake, screening, or other medical procedure, the inmate shall be
counseled and action shall be taken in accordance with Department policy 13.1.1,
“Management and Administration of Health Care.”

A. Medical Department Responsibilities

1. The Medical Department shall receive a list of new inmate receptions from the Inmate
Records Department and/or county jail.

2. Upon arrival at the facility, all inmates shall be screened and assessed by health-trained
or qualified health care personnel.?

3. Medical Department staff shall make reasonable efforts to provide non-employee
translation services for non-English speaking inmates, from the contracted Language
Translation Services, located on DOCNet, for the purposes of communication with
medical staff, and translating (orally and in writing) medical documents/educational
materials. Translation services may be utilized as follows:?

a.

translator services shall only be available for on-site services and shall not be
available for any reason when an inmate is away from the facility;

medical or mental health staff (Corrections Health Care Administrator [CHCA],
practitioners, dental, psychiatrists, Certified Registered Nurse Practitioners [CRNP],
Psychiatric Certified Registered Nurse Practitioners [PCRNP], nursing/assistants,
medical records, psychology, and contracted health care provider staff) shall be
utilized if available. Non-medical staff shall be utilized in emergent situations and with
documented consent from the inmate in accordance with Department policy DC-ADM
003, “Release of Information.” If translation services are utilized, it shall be
documented in the progress notes; and

inmates shall not be utilized as translators/interpreters for medical purposes.

14-4285
24-4362
34-4288
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B. Medical Screening of PVs and New Receptions

1. The below listed steps are required for all inmates upon arrival to ensure access to
Medical/Mental Health Services.*

a. The Medical Records Department shall prepare intake packets and temporary
medical records for inmates received as PVs or new receptions until permanent files
are created or inactive medical records are reactivated.

b. Nursing shall do the following:

(1)

)

3)

(4)

if an inmate has an immediate emergency medical need, has an immediate need
for medication, has fresh bruises or other evidence of injury, the inmate shall be
assessed by a Registered Nurse (RN) and immediately be referred to a
practitioner, if necessary;,

if the inmate arrives after the practitioner has left for the day, and there is an
emergency medical need, the on-call practitioner shall be contacted. The inmate
shall be seen as directed/ordered by the practitioner. An inmate with non-
emergency medical needs shall be scheduled to see the practitioner within
seven days;

an inmate shall be counseled, monitored, assigned appropriate housing, and
immediately referred to the psychologist for the following:®

(&) the inmate shows signs of self-harm or other signs of acute emotional
distress;®

(b) the inmate shows tendencies of acting out with sexually aggressive
behavior;’

(c) theinmate is identified as high risk with a history of sexually assaultive
behavior;® and/or

(d) the inmate is identified as at risk for sexual victimization.®

the Prison Rape Elimination Act (PREA) Risk Assessment Tool (PRAT) shall
be completed in accordance with Department policy DC-ADM 008, “PREA.” (28
C.F.R. 8115.41) Medical shall provide the inmate with a copy of the Sexual
Abuse Awareness Informational Brochure; (28 C.F.R. § 115.33[a][b])

44-4365

54-4281-2, 4-4281-4, 4-4281-5

64-4370
74-4281-2
84-4281-2

94-4281-4, 4-4281-5
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(5)

(6)

(7)

(8)

the assigned nurse shall complete the DC-510, Suicide Risk Indicators
Checklist (refer to Department policy 13.8.1, “Access to Mental Health Care,”
Section 1);

a routine psychiatric referral shall be made for any inmate who was previously
receiving mental health care, is taking psychotropic medications, and is in stable
condition. The inmate shall be seen for a mental health evaluation within five
working days;

provide an oral and written explanation to the inmate regarding the following:

(@)

(b)

(©)

(d)

(€)

(f)

access to health care services in accordance with this procedures
manual;1°

sick call (including inmate co-payment in accordance with Department
policy DC-ADM 820, “Co-Payment for Medical Services”);!

emergency services in accordance with Section 6, Access to Emergency
Care/Nursing Protocols-Nursing Evaluation Tools (NETS) of this
procedures manual;

dental care in accordance with Section 4, Dental Services of this
procedures manual;

psychiatric/psychological services in accordance with Department policy
13.8.1; and

access to the inmate grievance system.*?

examine the inmate for the presence of infestation (pediculosis);

NOTE: If infestation is present, the inmate shall be referred to a practitioner and
the following shall apply:

(@)
(b)

(©)

the practitioner will order the appropriate treatment;

the Infection Control Nurse (ICN) will be notified for appropriate follow-up
and tracking; and

the inmate will be evaluated and managed post-treatment in accordance
with Section 8, Communicable Diseases and Infection Control,
Attachment 8-X of this procedures manual.

10 4-4344
11.4-4345
12 4-4344

Issued: 5/26/2016
Effective: 6/2/2016
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(9)

(10)

(11)

(12)
(13)
(14)
(15)

(16)

(17)

(18)
(19)
(20)
(21)

(22)

tuberculosis testing shall be in accordance with Section 8 of this procedures
manual;

tetanus vaccination shall be administered in accordance with Section 16 —
Quality Improvement Plan, Appendix 16-B, Chapter 7, Preventive Health
Care-Clinical Practice Guidelines of this procedures manual;

complete the DC-471, New Reception/Parole Violator Return Screening
Form — Male (Attachment 2-A) or the DC-471A, New Reception/Parole
Violator Return Screening Form — Female (Attachment 2-B);*3

NOTE: Both the inmate and the nurse shall sign and date the DC-471/DC-471A.
If the inmate declines to sign, the inmate’s refusal shall be noted on the form,
and in a progress note, and a witness shall sign in the space provided.
update/prepare the chronic care list;

prepare x-ray list for chest x-ray;

arrange lab work in accordance with Section 3 of this procedures manual,

eye screening — Snellen Visual Acuity Test (near and far);

EKG (if the inmate has a past medical history, coronary artery disease,
hypertension, or diabetes);

complete a brief dental screening, and notify the Dental Department of the
inmate’s arrival,

medication review;

referral to a practitioner for medication order(s);

transcription of non-medication order(s);

administration of medication as ordered; and

when all above referrals have been completed, the facility’s health care services
have been explained to the inmate, and the practitioner has been
contacted/natified (if needed/required), the nurse/designee shall document
his/her encounter with the inmate in the progress note(s), with the following

information:

(@) type of reception (new or PV);

134-4362, 4-4363-1, 4-4364, 4-4370

Issued: 5/26/2016
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(b) sending facility;
(c) description/identification of information/education provided,;
(d) referrals made (i.e. ICN, dental, etc.); and

(e) documentation completed (i.e., DC-471/DC-471A, DC-97, Mental Health
Referral, etc.)

c. Medical Practitioner shall do the following:

(1)

)

3)

within 72 hours of arrival, a practitioner shall conduct a chart review to assess
any interruption in services and re-establish a continuum of care.** Depending
on inmate clinical need and/or operational need, the practitioner may be required
to assess the inmate on the day of reception;

provide orders for assessment and continuity of care:

(@) medication orders in the electronic Medication Administration Record
(eMAR);

(b) intake labs and diagnostic studies;
(c) testing for sexually transmissible diseases:®

I. Testing for sexually transmissible diseases shall be done in accordance
with Section 8 of this procedures manual.

ii. Serologic Tests for Syphilis (STS) shall be performed on every new
inmate commitment, Hold for Various Authority (HVA), Community
Corrections Center (CCC) return, escapee, PV, or returning inmate. An
inmate on Authorized Temporary Absence (ATA) within a state, county,
or federal prison system does not need the STS.

(d) in situations when an inmate has head lice, pubic lice, or scabies (body lice)
order the appropriate chemical treatment; and

(e) additional orders for medical testing as clinically indicated.

in accordance with Section 3 of this procedures manual, within 14 days of
arrival, the inmate shall receive an initial examination.® The initial examination
shall be documented on the DC-440, Initial Examination Form and/or DC-460
Gynecology Examination Record;

144-4365
154-4365
16 4-4365

Issued: 5/26/2016
Effective: 6/2/2016
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(4)

(5)
(6)

conduct case reviews with the certified CRNP or PA on active or unresolved
medical conditions;

co-sign all PA’s orders; and

review all diagnostic studies.

d. Psychiatrist/PCRNP shall do the following:

(1)

)

Issued: 5/26/2016
Effective: 6/2/2016

the psychiatrist/PCRNP at each Diagnostic and Classification Center (DCC)
facility shall complete a Mental Health Evaluation (Initial Psychiatric Evaluation
[IPE]) within five working days for those inmates who arrive on psychotropic
medication(s);

(@) The psychiatrist/PCRNP shall dictate the IPE assessment.

(b) The psychiatrist/PCRNP shall document the completion of the IPE in the
progress note.

(c) The evaluation shall be documented on the DC-525, Psychiatric
Assessment (Initial, Brief), (Attachment 2-C), or a summary of the
evaluation shall be documented in the progress note(s), with the following
information:

i.  chief complaint;
ii.  history of present illness;
iii.  mental status examination;
iv. diagnosis;
v. any impending risk/risk assessment; and

vi. treatment and follow-up recommendations with any needed referrals.

(d) The dictated IPE shall be filed in the medical record under the Psychiatry
Divider within five days after dictation.

patients, who are not on psychotropic medications upon arrival to the DCC,
who are identified by the nurse evaluation as needing Mental Health Care
and/or inmates who request psychotropic medications, shall be referred to
Psychology for assessment;

(&) Psychology shall assess and, if needed, initiate a Psychiatric Referral by
completing the DC-97, including an explanation of the reasons for the
referral to Psychiatry.

2-6
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(b) The Psychiatrist/PCRNP at each DCC facility shall complete the Mental
Health Evaluation within 14 days for a routine DC-97 referral.

(3) if an inmate presents with an urgent or emergent mental health need, the RN
shall complete the DC-586NN, General Psychiatric Concern NET, and refer
the inmate to Psychology for assessment. Psychology shall assess and, if
needed, refer the patient to Psychiatry as an emergency referral. The Psychiatric
Provider shall document the initial emergency interaction in the progress notes in
Simple Object Access Protocol (SOAP) format, with treatment and follow-up
recommendations. Any inmate referred for emergency assessment that does not
have an IPE for the active Department of Corrections (DOC) number, shall be
scheduled for a Psychiatric Evaluation; and

(4) if the psychiatrist/PCRNP is not on site, or present during off hours/weekends/
holidays, the RN shall complete a DC-586NN, and notify the on-call
psychiatrist/PCRNP. The communication with the Psychiatric Provider
shall be documented as a progress note by the RN/designee. The patient shall
be treated as directed/ordered by the on-call psychiatristtPCRNP, and referred
for a follow-up by the on-site Psychiatric Provider the next working day.

Dentist
For each inmate, licensed dental staff shall conduct an examination and orientation

within 14 days of arrival in accordance with Section 4 of this procedures manual to
determine the dental condition of the inmate upon intake.’

2. PV Specifics

When an inmate has been absent from the system, and is then returned to a facility, the
below listed steps are required.*®

a.

If the inmate’s electronic information, or inactive medical record is not at the receiving
facility, the nurse supervisor/designee may contact the facility from which the inmate
was released or previously held and inquire about the condition(s)/problem(s) the
inmate had prior to release.

On the day of arrival, the assigned nurse or practitioner shall complete the DC-510,
Suicide Risk Indicators Checklist (refer to Department policy 13.8.1, Section 1).

PVs returning during business hours — the psychiatristt PCRNP shall order
medications as clinically indicated. The inmate shall be scheduled for follow-up with
Psychiatry for a brief assessment within three working days:

174-4365
184-4362

2-7

Issued: 5/26/2016
Effective: 6/2/2016



13.2.1, Access to Health Care Procedures Manual
Section 2 — Initial Intake and Screening

(1) a follow-up appointment shall be scheduled per clinical recommendations
following the brief assessment; and

(2) if the last IPE is over one year old, the PV shall have a new IPE completed. The
new IPE (review all old records, include summary) shall occur within 30 days
upon their arrival at the permanent facility.

d. PVs returning during off hours, holidays, or weekends — the Registered Nurse
Supervisor (RNS)/designee shall call the on-call psychiatrist/PCRNP. Medications
shall be ordered as clinically indicated. The inmate shall be scheduled for follow-up
with Psychiatry for a brief assessment within three working days.

3. Technical PV Specifics

a. Upon reception, all Technical Parole Violators (TPVs) shall be identified by the Inmate
Records Department and tracked for purposes of medical clearances and other
processing. This list will be updated and made available to the Corrections
Classification and Program Manager (CCPM), medical, facility parole staff and other
staff in order to determine which medical process shall be followed.

b. Aninmate identified by or classified by Inmate Records as a TPV shall be prioritized
and expedited through the reception and intake process.

c. The CHCA/designee shall ensure that the medical clearance process is completed
within three working days. Although medically cleared, if an inmate has not been
transferred by seven days, full intake procedures shall be initiated.

(1) The expedited process shall include the following:
(@) PPD plant and read;
(b) chest x-ray with interpretation;

(c) if taking medication(s), a practitioner must evaluate then reorder
medications as clinically indicated;

(d) PVs returning during business hours - the Psychiatrist/PCRNP shall order
medications as clinically indicated. The inmate shall be scheduled for
follow-up with Psychiatry for a brief assessment within three working days:

i.  afollow-up appointment shall be scheduled per clinical
recommendations following the brief assessment; and

ii. ifthe last IPE is over one year old, the PV shall have a new IPE
completed. The new IPE (review all old records, including summary)
shall occur at the permanent facility within 30 days upon their arrival.

2-8
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(e) PVs returning during off hours, holidays, or weekends - the RNS/designee
shall call the on-call psychiatrist/PCRNP. Medications shall be ordered as
clinically indicated. The inmate shall be scheduled for follow-up with
Psychiatry for a brief assessment within three working days; and

(H if an urgent medical and/or psychiatric condition is identified, the inmate
must be evaluated before being medically cleared.

(2) In accordance with Department policy DC-ADM 008, the PRAT shall be
completed and the WebTAS system updated by nursing staff. Medical shall
provide the inmate with a copy of the Sexual Abuse Awareness Informational
Brochure;® (28 C.F.R. § 115.33[a][b])

(3) Aninmate returning for detoxification from alcohol and/or drugs shall be treated
under medical supervision, and shall be placed on a medical hold until clearance
is provided by a medical practitioner.

194-4281-1

2-9
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Section 3 - Physical Exams, Preventive Health Evaluations, and Clearance for Use of
Force

This section establishes responsibilities and procedures for initial examinations, preventive
health care, semi-annual assessment of inmate prescribed neuroleptic medication, medical
clearance for activities, medical screening for Quehanna Boot Camp and State Correctional
Institution (SCI) Pine Grove, commutation physicals, and medical implications during use of
force. If an inmate refuses to participate in any of the exams/evaluations, the inmate shall be
counseled and action shall be taken in accordance with Department policy 13.1.1,
“Management and Administration of Health Care.”

A. Responsibilities
1. Bureau of Health Care Services (BHCS)

The BHCS Chief of Clinical Services/designee shall serve as a consultant regarding
inmates who are candidates for participation in the Motivational Boot Camp program, but
have medical conditions which may preclude the inmate’s participation in the program.

2. Corrections Health Care Administrator (CHCA) shall:

a. ensure that all initial examinations and preventive care evaluations are conducted as
required by policy, and that release from medical responsibility for medical treatment
procedures are used when inmates refuse to participate in any aspect of their physical
examinations;

b. ensure that a tracking system of all physical examinations is maintained and reviewed
monthly;*

c. ensure each inmate has received all scheduled tests and procedures; and?

d. ensure inmates classified as short minimum sentences, State Intermediate
Punishment (SIP), and technical parole violators (TPV) are prioritized and expedited
through the reception and intake process.

B. Initial Examinations

1. A new commitment inmate at a Diagnostic Classification Center (DCC) or reception
center if not transferred within 14 days, shall receive an initial examination by a
practitioner within 14 days of arrival in accordance with Section 16, Chapter 7 of this
procedures manual.®

14-4365
2 4-4365
84-4365, 4-ACRS-4C-07
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2.

An inmate returning to the Department classified as a Parole Violator (PV) or Community
Corrections Center (CCC) return, shall also receive a physical examination within 14
days of arrival.#

An inmate returning to the Department classified as Authorized Temporary Absence
(ATA), SIP, or Hold for Various Authorities (HVA), shall receive a physical examination if
he/she is greater than 50 years of age, and has been out for one or more year(s); or is
less than 50 years of age, and has been out for three or more years. All ATA and HVA
receptions shall be scheduled for Preventive Health Care.

The DC-440, Initial Examination Form (Attachment 3-A) shall be completed for all
inmates when an initial examination is conducted; the DC-460, Gynecology
Examination Record (Attachment 3-B), shall also be included and completed for
female inmates at that time.®

In order to provide preventive health services and education, health appraisals shall be
conducted every three years on inmates under age 50, and annually for those age 50
and over, in accordance with Section 16, Chapter 7 of this procedures manual.

In accordance with Section 4 of this procedures manual, nursing staff shall complete an
inspection of the mouth at the time of intake. If there are any suspected pathology
concerns, a Registered Nurse (RN) shall assess the inmate, document the findings in the
progress notes, and notify the facility dental office. An examination and orientation shall
be performed by a licensed facility dentist within 14 days of arrival.

A complete medical evaluation shall be conducted on an inmate identified by Inmate
Records/Counselor as eligible for Motivational Boot Camp placement in accordance with
Subsection G. below.

At a minimum, the following shall be completed within 14 days of arrival for all new
inmate commitments, PVs, CCC returns, HVAs, and returning inmates:®

a. a practitioner must perform an initial examination with all data recorded on the DC-
440 and/or the DC-460. Nursing staff shall complete demographic information at the
top of the DC-440 and/or the DC-460 in accordance with Section 16, Chapter 7 of
this procedures manual;’

b. any identified, abnormal chemistry/lab results shall be followed-up and reported in
accordance with Section 8 of this procedures manual,

c. an inmate who refuses any component or aspect of an initial examination shall sign a
DC-462, Release from Medical Responsibility for Medical Treatment Form (refer

4 4-4365
54-4365
6 4-ACRS-4C-07
7 4-4365
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to Section 1 of this procedures manual). The practitioner or licensed nurse shall
document the refusal and completion of the DC-462 in the progress notes;

d. as part of the initial examination, and in accordance with Subsection F. below, an
inmate shall be assessed by a practitioner for restrictions (housing, activities,
employment, transfer mode), limitations, and assistive devices; and

e. as part of the initial examination, and in accordance with Subsection |. below, an
inmate shall be assessed by a practitioner for medical clearance, or contraindications,
for use of force devices; the practitioner shall complete the DC-440A, Use of Force
Clearance/Contraindications Form (Attachment 3-C).

C. Preventive Care®

Reference Section 16 — Quality Improvement Plan, Appendix 16-B, Chapter 7 -
Preventive Health Care — Clinical Practice Guidelines Manual, of this procedures
manual. The Preventive Baseline visit shall occur within six months of arrival into the
Department, or within the established timeline in Chapter 7.

1. The CHCA/designee shall ensure that health evaluations are completed in the month
they are due. The list generated for the tuberculosis (TB) tracking system shall be used to
schedule the health appraisals.

a. Aninmate who refuses a preventive care evaluation shall sign a DC-462. The
practitioner or licensed nurse shall counsel the inmate as to the consequences of the
refusal, and document such refusals and counseling in the progress notes.

b. The CHCA/designee shall ensure the electronic tracking system for health appraisals
is maintained.

2. Dental examinations shall be performed in accordance with Section 4 of this procedures
manual.

3. In accordance with Subsection F. below, the DOCNet Inmate Status Application shall
be updated by the practitioner.

4. Any initial identification of a condition, or change in an existing condition, shall be
documented in the progress notes by the practitioner.

5. An ongoing program of health education and wellness information shall be provided to all
inmates by medical staff; the type of education/information provided shall be documented
in the progress notes.®

8 4-4366, 4-4367
94-4361
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D. Mental Health Unit (MHU)/Forensic Treatment Center (FTC) Admission Physical
Examination

1. Upon admission to an MHU/FTC, it is essential to identify any medical or surgical
problems which may be the cause of, or a contributing factor to, the presenting
psychiatric symptoms.

2. Within 24 hours of admission, a provider shall initiate a history and physical
examination (H&P) utilizing the DC-440E, MHU/FTC Medical Evaluation Screening
Form (Attachment 3-D); this shall be filed with the MHU/FTC admission record.

3. If the inmate was transferred directly from a MHU to a FTC, and the DC-440E was
completed, the FTC provider shall only complete the standard DC-440.

4. At a minimum, the following laboratory studies shall be ordered: complete blood count
(CBC), comprehensive metabolic profile (CMP), thyroid stimulating hormone (TSH), and
urinalysis. If any of these tests are essential to the diagnosis, they are to be marked
“STAT” and sent to the local laboratory.

5. If the H&P is performed by a physician assistant (PA) or nurse practitioner, it must be co-
signed by a physician within 72 hours.

6. The psychiatrist making MHU/FTC rounds shall review and co-sign the H&P on the next
working day.

7. If a medical or surgical problem is identified which may be the cause of, or a contributing
factor to, the presenting psychiatric symptoms, the provider shall schedule a meeting with
the MHU/FTC staff including the psychiatrist, to collaboratively discuss the case.

E. Semi-Annual Assessment of Inmates Prescribed Neuroleptic Medication

The DC-470, Abnormal Involuntary Movement Scale (AIMS) (Attachment 3-E) is the
screening test selected for detection of Tardive Dyskinesia. This is a commonly used
guantified questionnaire. Any practitioner or licensed nurse, trained in the use of the
instrument, may administer the test.

1. Baseline AIMS shall be completed under the following circumstances:

a. upon recommendation for treatment with neuroleptic medication, prior to the
administration of the drug; or

b. inmates who are on neuroleptic medications upon arrival to DCC.

2. All inmates currently taking neuroleptic medication shall be assessed at least once every
six months, or more frequently as determined by the Psychiatrist/Psychiatric Certified
Registered Nurse Practitioner (PCRNP).
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3.

Any inmate whose neuroleptic medication is discontinued shall be screened at the
following intervals: three months, or whenever the Psychiatrist/PCRNP determines and
documents the need for follow-up screening.

NOTE: In rare instances, withdrawal movement disorders can emerge after three months
following the discontinuation of a neuroleptic. This is more apt to occur following the use
of a long acting, injectable neuroleptics. If movements are observed after the three month
screening, the inmate shall be referred to the Psychiatristt PCRNP for assessment.

The Psychiatrist/PCRNP may request more frequent AIMS exams based on the inmate’s
condition.

The AIMS examination may be completed by the Psychiatrist/PCRNP or licensed nurse
who has been trained in this procedure.

When the AIMS test is performed by a Licensed RN, the results shall be reviewed by the
Psychiatristt PCRNP.

Only the Psychiatrist/PCRNP shall make a diagnosis of the presence of Tardive
Dyskinesia. When such a diagnosis is made, the PsychiatristPCRNP shall work with the
inmate to determine the most appropriate course of treatment, considering both the
effects of Tardive Dyskinesia and the inmate’s psychiatric condition. Action taken shall be
fully documented in the inmate’s medical record.

F. Medical Clearances for Activities, Athletic Programs, Employment, Food Service
Workers, or Housing Restrictions (Ground Floor, Lower Bunk, Single Cell, etc.)!?

1.

2.

At a minimum, the following procedures shall be conducted:

a. a screening shall be completed by a practitioner during the inmate’s initial
examination. Clearances shall be ordered, documented in the progress notes, and the
DOCNet Inmate Status Application shall be updated; and

b. subsequent assessments shall be performed during the inmate’s preventive care
evaluations, and all results/findings/updates shall be documented in the progress
notes; the Inmate Status Application shall be updated to reflect changes in
clearances.

Additional Criteria for Food Service Workers!?!

a. Aninmate, infected with a disease in communicable form, capable of transmission by
food, shall not work in a food services area.

10 4-4365
114-4322
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b.

C.

Prior to assignment, an inmate shall be examined by a practitioner, and the results
documented in the progress notes, as to specific health problems that shall prohibit
him/her from working in the food service area:

(1) open wounds;

(2) acute respiratory infections; and

(3) acute Hepatitis A (inmate with old Hepatitis A may work in food service when
medically cleared).

An inmate with a chronic disease (HIV, Hepatitis B and C) may work in food service.

G. Medical Screening for Inmate Candidates: SCI Quehanna Boot Camp and SCI Pine
Grove (Youthful Offender Program [YOP])

1. Introduction

a. The goal of this medical screening program is to maximize the safe participation of

b.

C.

inmates in the physical fithess programs of SCI Quehanna Boot Camp and SCI Pine
Grove YOP. The goals of the pre-participation medical evaluation are:

(1) toidentify medical problems associated with life-threatening complications during
exercise; and

(2) to identify medical conditions requiring documentation that the patient is
medically stable prior to participation in an exercise program.

At the time of evaluation for placement at SCI Quehanna Boot Camp, and SCI Pine
Grove YOP, a physician/PA/CRNP, shall review the DC-471/DC-471A, New
Reception/Parole Violator Return Screening Form (refer to Section 2 of this
procedures manual), the physical examination, comprehensive dental examination,
and appropriate lab, Electro-Cardiogram (ECG), and x-ray reports to determine the
inmate’s medical eligibility for participation in these programs. The recommendations
shall be recorded in the Progress Notes and the DC-440B, Supplemental Medical
Screening for Inmate Candidates SCI Quehanna Boot Camp and SCI Pine Grove
YOP (Attachment 3-F).

Additional fitness testing may be required prior to clearance for participation at the
Boot Camp.

There are medical conditions that are associated with life threatening complications,
and are considered disqualifying for high intensity exercise programs. Many of these
are cardiovascular disorders and are associated with sudden death. The most
common are:

(1) hypertrophic cardiomyopathy (HCM);
3-6
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(2) coronary artery anomalies;
(3) myocarditis;

(4) valvular heart disease (rheumatic heart disease, symptomatic mitral valve
prolapse);

(5) Marfan’s syndrome;
(6) atherosclerotic coronary heart disease; and
(7) heart conduction abnormalities.

These conditions can be difficult to detect in the medical evaluation process, and most
athletes who die suddenly from these conditions have no symptoms. If suspected, the
candidate should be evaluated by a cardiologist prior to the recommendation for
participation in an exercise program.

e. There are other medical conditions that are not automatically disqualifying. Chronic
medical conditions require evaluation and documentation that they are stable (with or
without medications) and the inmate is safe to fully participate in Boot Camp activities.
If the medical status cannot be determined, a final decision on participation can be
deferred, pending either further evaluation (e.g. echocardiogram) or the correction of
disqualifying abnormal findings (e.g. elevated blood pressure). Finally, inmates with
acute injuries or illnesses may be deferred until the natural healing process has been
completed (e.qg. fractured fibula). These include, but are not limited to:

(1) cardiovascular disorder:

(@) hypertension-(140/90) or greater, uncontrolled by medication
within the past 30 days;

(b) history of bacterial endocarditis;
(c) arrhythmias not controlled within the past 30 days;

(d) heart murmur not specifically cleared by the physician as functional and
benign; and

(e) electrocardiographic abnormalities other than heart block, or cardiac
enlargement. However, a referral to a cardiologist is not necessary
whenever the findings are determined to be a normal variant.

(2) aninmate with a chronic illness who is stable on medications or those receiving
preventive therapy for TB may be processed if cleared by a physician;

3-7
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(3)

(4)

(5)

(6)

(7)
(8)
(9)
(10)
(11)

(12)

(13)
(14)
(15)
(16)
(17)
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an inmate with asthma or diabetes mellitus must be considered on an individual
basis as to his/her ability to perform rigorous physical activities (see Quehanna
Boot Camp Physical Fitness Manual Activities/Requirements, Attachment
3-G), his/her ability to adjust his/her medication as appropriate, and the medical
facilities available at the Boot Camp;

an inmate with seizure disorders may be considered if he/she is controlled with
medication and free of seizures for six (6) months;

renal disorder:

(@) single kidney — restricted from contact sports;
(b) unexplained proteinuria; and

(c) myoglobinuria.

hematologic disorders:

(@) sickle cell disease (sickle cell trait is acceptable);
(b) platelet abnormality; and

(c) hemoglobin less than 10 grams.

symptomatic HIV;

acute communicable disease;

an inmate whose condition requires medical isolation;
active ulcerative colitis or Inflammatory Bowel Disease (Crohn’s Disease);
chronic pancreatitis;

significant abnormalities of liver function as determined by the physician or active
hepatitis of any type (Hepatitis C treatment);

chronic pelvic inflammatory disease;

fever (> than 101.4);

history of heat related illness;

pregnancy and women within eight weeks postpartum;

malignancies;
3-8
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(18)

(19)

musculoskeletal injuries/crippling musculoskeletal deformities/impairments, and
healing fractures of any body part until healed. Special attention shall be made to
the inmate’s ability to perform Boot Camp exercises, as outlined in the
Quehanna Boot Camp Physical Fitness Manual Activities/Requirements;
and

an inmate with a history of psychiatric illness, including eating disorders, must be
evaluated and cleared by a psychiatrist as stable and able to function under the
regulations of the Boot Camp.

f. The DC-440B, shall be used by practitioners from the sending facility, to document
the evaluation for placement in the physical fithess programs.

2. Medical History

A thorough medical history is critical for detecting conditions that preclude, or restrict,
participation in an exercise program. A complete personal history, family history, and
review of systems, can detect 80 percent of conditions that might restrict participation, or
require further evaluation. When a practitioner screens an inmate for these programs, the
medical history questionnaire shall be reviewed with the inmate. Important components of
the medical history are:

a. family history:

(1)

(2)

family history of cardiovascular disease, sudden death, death at an age younger
than 50; and

family history of hypertrophic cardiomyopathy, dilated cardiomyopathy, long QT
syndrome, Marfan’s Syndrome, arrhythmias.

b. past medical history:

(1)
(2)
(3)
(4)
(5)
(6)
(7)
(8)
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cardiopulmonary disease;
hypertension;

heart murmur;

diabetes;

seizures;

renal disease;

psychiatric disease;

heat related illness;
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(9) rapid increases or decreases in weight;
(10) previous exclusion from sports for any reason;
(11) prior surgery and complications;
(12) loss of function in a paired organ (eye, testis, kidney, etc.);
(13) current medications;
(14) immunization history;
(15) current pregnancy; and
(16) menstrual history in female inmates.
C. injury history:
(1) pastinjuries with sequelae (pain, limitations or impairments, etc.); and
(2) head injuries with loss of consciousness.
3. Review of Systems (ROS)

Most individuals with medical conditions associated with sudden death are
asymptomatic; note the following symptoms with or without exercise:

a. cardiac:
(1) dyspnea;
(2) chest pain;
(3) syncope;
(4) palpitations;
(5) lightheadedness;
(6) wheezing; and
(7) heart murmur.
b. other:
(1) pregnant;
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(2) severe head injury/loss of consciousness;
(3) eating disorder;
(4) excluded from participation in sports; and
(5) heat related iliness.

4. Physical Examination

A practitioner shall complete a physical examination, with particular attention given to the
following:

a. general:

(1) signs of Marfan’s Syndrome - high arched palate, dislocated lens,
arachnodactyly, chest deformities, mitral valve defects, tall with abnormal upper
to lower body segment ratio;

(2) presence of skin infections; and

(3) visual acuity.

b. vital signs: temperature, blood pressure (lying, sitting, standing), resting pulse (rate
and rhythm);

c. cardiac examination:
(1) presence of jugular venous distention;

(2) auscultation of a murmur in the supine, and standing positions, and during, and
after, a Valsalva maneuver and/or squatting;

(3) palpation of all pulses; and

(4) presence of edema.
d. pulmonary: presence of adventitious sounds (wheezing, rhonchi, rales);
e. abdomen: organomegaly;
f. genitourinary: absence of a testis; and

g. musculoskeletal: examination of the spine and all joints.
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5. Laboratory Testing
a. Routine laboratory testing is not required.

b. Any testing should be directed by the findings of the medical history and physical
examination.

6. Recommendation for Participation

a. The prospective candidate for these exercise programs (refer to Quehanna Boot
Camp Physical Fitness Manual Activities/Requirements) shall receive one of the
following recommendations:

(1) full and unrestricted participation (includes chronic medical conditions
determined to be stable with/without medication[s]);

(2) recommendation for participation deferred pending further medical evaluation: In
these cases, the practitioner is required to document in the progress notes the
evaluation and/or treatment required, and discuss this information with the
transferring and receiving CHCA/designee, Medical Director/designee, and
inmate; and

(3) participation in an exercise program not recommended: The reasons for this
recommendation must be documented in the progress notes. Prior to informing
the inmate of his/her inability to participate in the Boot Camp Program; the
practitioner shall discuss with the Medical Director, and notify the Regional
BHCS QI Nurse (CR-BHCS QI Nurses).

b. Aninmate who refuses any component or aspect of a health appraisal, screening, or
assessment for consideration for the Boot Camp Program shall sign a DC-462 in
accordance with Department policy 13.1.1, Section 8. The practitioner or licensed
nurse shall document such refusals in the progress notes, which shall preclude
participation in the program. The CHCA/designee shall inform the Unit Manager and
the Deputy Superintendent for Centralized Services (DSCS) of the inmate’s refusal to
participate in the Boot Camp medical qualification process.

c. The practitioner shall update the DOCNet Inmate Status Application for Boot Camp
clearances.

7. Continued Eligibility for Inmates Who Develop a Medical Condition, or Suffer an Injury
During the Boot Camp Program

a. Boot Camp inmates are processed for eligibility at other SCI sites; however, some
inmates develop medical conditions, or suffer injuries, while participating in the Boot
Camp Program. The Quehanna Boot Camp Superintendent reserves the right to
assess each instance on a case-by-case basis for continued participation.
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b. The following procedure will be used to determine continued eligibility for inmates who
develop a medical condition or suffer an injury that impacts their ability to
participate in physical training, drill and ceremony, or treatment/education:

(1)

(2)

3)

(4)

(5)
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the Registered Nurse Supervisor (RNS)/designee shall notify management staff
of the inmate’s condition, prognosis, and date of follow-up appointment and/or
referral to medical specialist;

the RNS/designee shall issue a “pink tag” to the inmate, clearly listing all medical
restrictions and the date of the next medical appointment;

the RNS/designee shall notify the appropriate staff regarding the inmate’s
housing, employment and activity restriction(s);

if the inmate’s medical condition is considered long term (lasting more than
seven days) the RNS/designee shall schedule a Medical Review Committee to
determine if the Boot Camp will be able to manage the inmate’s medical
condition appropriately. The Committee shall include:

(@) Superintendent;

(b) Major;

(c) CCPM;

(d) RN Supervisor/designee;

(e) Captain;

(H  Unit Manager; and

(g) BHCS - Chief of Clinical Services/designee.

the Medical Review Committee shall review, at a minimum, the following
information:

(&) medical restrictions;

(b) behavior management log;
(c) progress in the program;
(d) PT test results;

(e) work evaluations;

() treatment evaluations;
3-13



13.2.1, Access to Health Care Procedures Manual
Section 3 — Physical Exams, Preventive Health Evaluations, and Clearance for Use of Force

(g) education participation;
(h) disciplinary history;
(i) psychiatry history; and
() staff observations.

(6) the inmate’s continued participation will be reviewed bi-weekly, after each
medical appointment, or more often if necessary to determine if adjustments are
needed; and

(7) the final determination for continuation in the program shall be made by the
Superintendent.

H. Commutation Physical Examination

1. The CHCA/designee shall ensure, at a minimum, that the following procedures are
conducted:

a. a physical examination is completed by a practitioner, in accordance with Department
policy 11.4.1, “Case Summary,” and the DC-473, Commutation Physical
Examination Summary (Attachment 3-H) is typed and signed by the practitioner;

b. the DC-521, Commutation Notice Form (Attachment 3-1) is placed in the medical
record on top of the Problem List tab, in a clear, plastic sleeve. The notice shall not be
removed until the application for commutation is approved or denied; and

c. all commutation forms shall be kept together in the legal section of the medical record.

2. The DSCS/designee shall contact the Pardons Case Specialist/designee, and forward an
updated DC-473 (with the “update” box checked) when the inmate’s medical/psychiatric
status changes significantly (hospitalization, death, or the applicant is diagnosed with a
chronic or acute medical or psychiatric condition and/or terminal iliness).

3. The inmate’s HIV/AIDS information shall not be communicated to the Board of Pardons
unless the inmate signs a DC-108, Authorization for Release of Information, in
accordance with Department policy DC-ADM 003, “Release of Information.”

I. Medical Implications During Use of Force

In accordance with Department policy 6.3.1, “ Facility Security,” nursing staff shall be

contacted, in all cases, prior to the planned use of force to determine whether there are any

medical contraindications to the use of the devices listed in this subsection. The RNS/Team

Leader shall review the inmate’s current DC-440A for any chronic illness/conditions, and the

inmate medical record for any acute illness/conditions that may prevent the use of certain

devices; these acute illness/conditions are outlined on the DC-440A. At the time of initial and
3-14
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preventive health evaluations, the DC-440A shall be completed by a practitioner. A medical
assessment of the inmate shall be conducted after each use of force by a practitioner/RN.

Medical conditions associated with positional asphyxia shall be documented by the
practitioner in the progress notes, and on the DC-440A, at the time a physical
examination/preventive health evaluation is conducted. Obesity, alcohol and drug use
(sedative hypnotics, including barbiturates and benzodiazepines), and enlarged heart due to
cardiac diseases such as Left Ventricular Hypertrophy (LVH), and cardiomyopathy shall be
addressed appropriately.

1. Oleoresin Capsicum (OC)

a. Medical contraindications for capsicum use shall be documented and include the

following:

(1) asthma, emphysema/COPD, and other chronic pulmonary diseases;

(2) severe, unintended reaction to previous OC (dermatitis, or anaphylaxis);
(3) corneal disease;

(4) hypertension — uncontrolled and/or severe;

(5) coronary artery disease — absolute contraindication;

(6) congestive heart failure (CHF) — moderate to severe — uncontrolled;

(7) cardiomyopathy — absolute contraindication; and

(8) acute medical illness/conditions, as evaluated by a RN, at the time of the

Planned Use of Force.

b. The medical record of an inmate being evaluated for OC use, shall be reviewed for
these medical conditions, and sensitivity reactions. Complicating conditions should be
noted on the DC-445, Allergy/Drug Sensitivity Label located on the outside front
face of the red medical jacket.

c. If aninmate refuses a preventive health evaluation, and the use of OC is not already
considered contraindicated, the DC-440A shall be updated based on the information
available, and the use of OC will remain not contraindicated.

2. Restraint Chair

There are no absolute contraindications for placement in a restraint chair; however, a RN
shall be assigned to assess the inmate’s circulation, and respiratory status, during the
initial placement into the restraint chair, and every two hours thereafter, until the inmate is
released, in accordance with Department policy 6.3.1.

Issued: 11/29/2016
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3. Electric Devices (Electric Immobilization Device [EID]/Taser® [drive stun only] and
Remotely Activated Custody Control [RACC] Belt)

a. The use of these devices has been associated with traumatic musculoskeletal
injuries, head injuries, eye injuries, and rhabdomyolysis. After the use of any of these
items, a practitioner/RN must conduct a physical assessment to detect such adverse
effects.

b. Medical contraindications for use of the EID/Taser® (drive stun only) and RACC Belt
include, but are not limited to, the following:

(1) pregnancy;

(2) history of epilepsy;

(3) history of ventricular tachycardia;
(4) artificial pacemaker; and/or

(5) automatic implantable/life vest cardiac defibrillator.
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Section 4 — Dental Services
A. Reception/Reentry of Inmates into the Department
1. Access to Dental Services
a. Atreception, a nurse shall perform an inspection of the mouth of each inmate as part
of the medical screening procedure.® A guide to this oral assessment is illustrated in
the Power Point program, Dental Assessment Upon Reception (Appendix A). Any

suspected pathology shall be documented and reported to the facility dental office.?

b. During the first 90 days following reception into the Department, an inmate shall be
eligible for:

(1) a complete dental examination, a panoramic image, and a Dental Treatment
Plan;

(2) emergency treatment (Level of Care [LOC] 4); and
(3) urgent dental treatment (LOC 3).

c. Non-Emergency (LOC 2) and Preventive Dental Treatment (LOC 1) shall not become
available until the initial 90-day, post-reception period has elapsed.

NOTE: LOC is delineated in the Dental Levels of Care and Treatment Eligibility
(Attachment 4-A).

d. Dental treatment may be accessed via one of the following methods:

(1) DC-135A, Inmate’s Request to Staff Member for non-emergency requests
and/or to make inquiries of the dental office;

(2) DC-500, Sick Call Request Form for perceived serious dental problems;
NOTE: In accordance with Department policy DC-ADM 820, “ Co-Payment for
Medical Services,” co-payment fees are defined and may be levied when an
inmate accesses to Dental Sick-Call.

(3) appropriate referral from medical staff;

(4) appropriate referral from care and custody staff; and

14-4360
24-4362
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(5)

in regards to access via Subsections A.1.d.(3) & (4) above, non-dental staff
shall not routinely refer inmates to the dental office. Referrals from non-dental
staff shall be rare and only when an urgent dental condition is present. Inmates
making dental requests to non-dental staff shall normally be instructed to access
dental care via Subsections A.1.d.(1) & (2) above.

e. Aninmate shall have access to the full range of dental services, offered by the
Department, when he/she remains at the reception facility for more than 90 days, and:

(1)
)
®3)
(4)
(5)
(6)

achieves classification status and remains at the intake facility;
achieves classification status and is transferred to a Parent Facility;
has at least six months of additional incarceration time remaining;
is medically cleared;

demonstrates acceptable oral hygiene; and

complies with all relevant treatment recommendations.

f. Specialized programs

(1)

(2)

3)

Upon reception some inmates may be potential candidates for participation in
one of the Department’s specialized programs, including but not limited to:

(@) the Quehanna Boot Camp;

(b) incarceration at a county jail, while remaining a Department inmate;

(c) placementin a secure Community Corrections Center (CCC); and

(d) Technical Parole Violator (TPV) in a secure setting.

When LOC 3 or 4 dental problems are found, and time and resources permit, a
licensed dentist shall attempt to schedule the inmate to treat such problems prior
to transfer and in accordance with this section.

When a procedure cannot be appropriately addressed prior to the scheduled

transfer, the licensed facility dentist shall place the inmate on a medical hold until
the inmate’s dental condition has been stabilized.

2. The Initial Complete Dental Examination, Dental Treatment Plan, and Dental Orientation
are part of the overall Diagnostic and Classification process for inmates entering the
Department. The examination and orientation shall be performed by a licensed facility

Issued: 3/17/2016
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dentist within 14 days of an inmate’s arrival in accordance with the Inmate Dental
Treatment Timeline and Eligibility Listing (Attachment 4-B) on:3

a.

b.

C.

d.

e.

new commitments;

returned escapees;

CCC returns;

Parole Violators (PV);

Authorized Temporary Absence (ATA) from the Department for more than 90 days.

3. The goal of this process is to diagnose the dental condition(s) of all inmates entering the
Department and to categorize and prioritize the inmates for dental treatment. The
process includes:

a. avisual and tactile examination, by minimally using a dental light, mirror, explorer,
periodontal probe, and panoramic image;

at a minimum, a panoramic radiograph/digital image (panorex) shall be exposed on
every inmate, regardless of the inmate’s remaining dentition;

(1)

)

a panorex does not expire. Hence, after the initial image has been taken,
additional panoramic images are not necessary until new, invasive and/or
extensive treatments requiring updated treatment planning are indicated; and

digital panoramic images shall be printed on paper of acceptable photographic
quality.

other radiographic images, such as bitewings and periapicals, may be needed during
an inmate’s incarceration as follows:

(1)
)
®3)
(4)
(5)
(6)

biennial recall appointments;

when urgent conditions are present;

when updated treatment planning is necessary;,

for identification of pathology;

for assessment of each inmate’s general dental condition;

for prioritization for treatment as needed; and

34-4360, 4-4365
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(7) for provision of educational materials for dental health maintenance and access
to dental care.

4. Occasionally, the dental reception process may be delayed due to one of the factors
noted below. When a delay occurs, the Initial Complete Dental Examination shall be
performed at the earliest opportunity.

a. Professional judgment of the facility physician or dentist.
b. Security classification of the inmate upon reception.
c. Physical or mental health status of the inmate at reception.

5. The licensed facility dentist shall, after performing the Initial Complete Dental
Examination, document findings of the encounter on the DC-458, Dental Record
(Attachment 4-C)* by selecting the checkbox labeled “Exam,” at the top of the form and
documenting the following:®
a. missing teeth;

b. caries;

c. teeth requiring extraction;

d. presence of dental prosthesis or other oral appliance;
e. need for dental prosthetics;

f. oral cancer screening;

g. periodontal screening and recording as outlined in the Community Periodontal
Index of Treatment Needs (Attachment 4-D);

h. American Society of Anesthesiology (ASA) classification;
i. dental LOC;
j. panoramic image; and
k. signature, stamp, date, and time of the encounter.
6. Once recorded, the findings of the complete dental examination shall not be altered in

any way. The recorded findings of the complete dental examination shall constitute a
Dental Treatment Plan. It is the responsibility of the licensed facility dentist performing the

44-4360
54-4360
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exam to clearly, completely, and accurately record and explain all findings in a manner
that other Department dentists may review and understand.

7. The first such complete dental examination shall be referred to as the Initial Complete
Dental Examination. Subsequent examinations shall be referred to as Periodic Complete
Dental Examinations.

8. Following the Initial Complete Dental Examination and within the 14 day post-reception
period, the inmate shall receive an orientation to the Department’s Dental Services
Program. The orientation may be given by a facility staff person and shall include the
information listed below.

a. Personal oral hygiene, to include the following:®
(1) dental hygiene items available from the Commissary;
(2) oral hygiene educational materials;

(3) brush three times each day with a soft toothbrush and a toothpaste approved by
the American Dental Association (ADA);

(4) floss daily;
(5) proper nutrition; and
(6) avoidance of tobacco products.

b. Services provided by the Department, as determined to be necessary by a licensed
facility dentist, shall include the following:

(1) examinations;

(2) x-rays;

(3) cleanings;

(4) fillings;

(5) endodontics;

(6) non-surgical periodontics;
(7) extractions and oral surgery;

(8) partial dentures;

6 4-4360
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(9) full dentures; and
(10) conservative therapy for Temporomandicular Joint (TMJ) Disorders, to include:
(@) bruxism splints;
(b) warm compresses;
(c) anti-inflammatory analgesics; and
(d) follow-up.
c. Services not provided by the Department include the following:
(1) general anesthesia, conscious sedation, or Nitrous Oxide Analgesia;
(2) bleaching;
(3) dentistry or surgery for purely cosmetic purposes;
(4) orthodontics;
(5) dental implants;
(6) fixed prosthodontics services; and
(7) surgical periodontics.
9. Other information relevant to the orientation process shall include:
a. how to properly access services as outlined in Subsection A.1.d. above;

b. co-payment guidelines for Dental Sick Call in accordance with Department policy DC-
ADM 820; and

c. rights to informed consent for and refusal of dental services.

10. When accessing dental services, inmates shall be responsible for the following:
a. showing proper respect to all dental personnel;
b. practicing good oral hygiene and nutritional habits while incarcerated,;

c. properly caring for and maintaining delivered dental treatment, appliances, and
prostheses;

4-6
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d. understanding that he/she may be placed on a waiting list for dental treatment and
may not be seen for a period of time after the dental screening or examination was
performed,;

e. promptly reporting to the dental office when called. If unable to report when
scheduled, notify the dental office; and

f. paying all costs associated in accordance with Department policy DC-ADM 820
and/or replacement of dental prostheses/appliances that have been lost or broken
during incarceration in accordance with Section 10 of this procedures manual.

B. Parent Facility Responsibilities

1. The Dental responsibilities of the Parent Facility normally begin after the initial 90-day
period has elapsed. During the initial 90 days, inmates generally achieve classification
status and are transferred to a Parent Facility. However, some inmates remain at the
Reception Facility once they have been classified. In this instance, the Reception
Facility becomes the Parent Facility.

2. The Parent Facility’s responsibilities begin on the 915t day of incarceration or when the
classification process is complete and the inmate is assigned to the Parent Facility,
whichever occurs sooner. To assess how long an inmate has been incarcerated, the
inmate’s Medical Control Date (MCD) must be determined. This date corresponds to the
time the inmate entered the Department. Such date may be found on DOCNet: via the
following path: DOCNet home page >DOCInfo>enter the inmate’s Department
number>Inmate Query — Summary page >Inmate Inquiry > Moves to find the date the
inmate entered/re-entered the Department.

3. Within 30 days of arrival to the Parent Facility, a dentist will review the inmate’s chart,
health history, and dental findings of the reception facility. Upon completing this review, if
any or all of the required items have not been documented previously, the dentist may be
required to:’

a. initiate new charting and documentation;

o

perform a complete dental examination;
c. expose radiographs, including a panoramic film;

NOTE: When Bitewing Radiographs are exposed, four #2 film exposures will be
required.

d. assign the appropriate ASA Classification in accordance with the ASA Physical
Status Classification System (Attachment 4-E);

74-4360
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e. assign the appropriate dental LOC; and

f. provide indicated treatment in the LOC 3 and 4 categories.

C. Scope of Dental Services Provided by the Department

Dental services shall be provided on a priority basis, as determined by a licensed facility
dentist and in accordance with this procedures manual.

1. Inmate’s Refusal to Accept Recommended Dental Treatment

a. When an inmate refuses to accept recommended dental treatment, the procedures
outlined in Department policy 13.1.1, “Management and Administration of Health
Care” shall be followed.

b. The licensed facility dentist shall be responsible for the following:

(1)

)

(3)

(4)

Issued: 3/17/2016
Effective: 3/24/2016

maintaining professional demeanor while interviewing the inmate to determine
whether the refusal might be reversed through education and counseling;

informing the inmate of the benefits of the treatment and the possible
consequences of declining the treatment. The encounter shall be documented, in
Subjective Objective Assessment Plan (SOAP) format on the DC-472, Progress
Notes;

if the refusal is not reversed, a DC-462E, Release from Responsibility for
Dental Treatment (Attachment 4-F) shall be completed and the inmate shall be
asked to sign the form. This form should specify the treatment being refused, the
benefits of the treatment, and the risks of not going through with the treatment:

(a) if the inmate does not sign the form, print “refused to sign” in the inmate
signature area;

(b) next, the signatures of two witnesses, one being the licensed dental
provider, are needed;

(c) the date and time of the encounter are needed; and

(d) if an inmate refuses all dental treatment at one time, the DC-462E should
be completed to reflect the inmate’s decision and filed in the Legal Section
of the Medical Record.

when an inmate refuses any or all dental services, he/she may not be called to
the dental office again until such time as:

(@) hel/she comes due for biennial Preventive Dental Services;
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(b)
(©)

(d)

he/she submits a Dental Sick Call request;

receipt of a correspondence wherein the inmate informs the dental office
that he/she has rescinded the earlier decision to refuse treatment. In this
instance, the planned treatment shall be re-prioritized and the inmate shall
be scheduled accordingly; and

in the event that one specific type of dental treatment was refused, other
dental treatment shall continue only if the outcome is not dependent upon
completion of the treatment being declined.

2. Dental Classification of Inmates

In order to properly prioritize for dental care after having been screened or examined, an
inmate must be dentally classified in accordance with severity of observed dental
treatment needs. To achieve this, the Dental LOC and Treatment Eligibility system is
used. The Dental LOC designation indicates the severity of the inmate’s dental condition
and eligibility for types of dental treatment. A licensed facility dentist assigns the Dental

LOC.

a. Dental LOC 4 — Emergency Care

(1) There are very few true dental emergencies. The licensed facility dentist shall
make the determination as to whether a presenting dental problem is an
emergency or not.

(2) True dental emergencies shall be given scheduling priority over all other Dental
LOC classes and shall not be subject to co-payment charges.

(3) Emergency care includes treatment for:

(@)
(b)
(©)
(d)
(€)
(f)

cessation of hemorrhage;

relief of severe pain;

oral and odontogenic infections;
fractures of bones and teeth;
trauma; and

any other condition, symptomatic or asymptomatic, that poses an
immediate threat to the health of the inmate.

(4) Allinmates are eligible to have treatment for true dental emergencies.

(5) Oral hygiene status is not a basis for disqualification.

Issued: 3/17/2016
Effective: 3/24/2016
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(6)
(7)

(8)

Appropriate care shall be rendered as soon as possible.

After normal dental office hours, medical staff shall manage dental
emergencies in accordance with existing Dental Protocols (Attachment 4-G).

Transfer of an inmate shall not occur until the emergency condition has been
stabilized and has been documented as such by a physician or dentist.

b. Dental LOC 3 — Urgent Care

Conditions that require intervention to prevent progression to an emergency include,
but are not limited to:

(1)
)
®3)
(4)
(5)
(6)

(7)

(8)

(9)

trauma,

advanced decay;

advanced periodontal disease;
pulpal and periapical lesions;
soft tissue lesions;

prosthodontics repairs where masticatory/functional ability has been significantly
compromised,;

roughness and/or sharpness in the oral cavity, causing irritation and/or injury to
tissues;

any other condition that has the short-term potential to become an emergency, if
not treated; and

oral hygiene status is not a limited factor for eligibility. All inmates are eligible for
care in this category.

c. Dental LOC 2 — Non-Emergency Care

(1)

Issued: 3/17/2016
Effective: 3/24/2016

Non-Emergency Care is defined as any condition, not of an emergency or urgent
nature, requiring corrective and/or interceptive measures. Conditions in this
category include, but are not limited to:

(@) incipient-to-moderate decay;

(b) gingivitis;

(c) moderate periodontal disease;
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(d) need for full or partial dentures;
(e) prosthetic repairs, where the health of the patient is not a factor; and
() any other condition that does not rise to a Dental LOC 3 or 4 category.

(2) Facility dental offices shall provide Non-Emergency Care for inmates as
resources of staff time and materials are available.

(3) Eligible Inmates:

(@) have been incarcerated for a period of 90 days since the initial
reception/reentry date;

(b) must have at least six months of incarceration time remaining and/or have
documented treatment in-progress;

(c) must demonstrate an acceptable level of personal oral hygiene; and/or
(d) are compliant with all relevant treatment recommendations.
d. Dental LOC 1 — Preventive Care

(1) Aninmate in this category requires no dental treatment at this time.

(2) Aninmate will be scheduled for routine Preventive Care, as determined by the
hygiene recall system at the facility and in accordance with this procedures
manual.

(3) Allinmates are eligible for routine Preventive Care.

3. Dental Protocols

a. When inmates present with dental problems after normal dental office hours, facility
medical staff shall follow established Dental Protocols.

b. Dental staff shall be notified of all after-hours dental encounters on the next business
day.

c. Dental care, for the condition(s) presented after-hours, shall be rendered within a
timeframe that is reasonable for the specific condition(s) encountered.

4. Dental Sick Call

a. The Dental Sick Call Program, in its current form, was established in 1995 to address
inmate dental concerns in the LOC 3 and 4 categories. Dental Sick Call was NOT
intended for the following purposes:

4-11
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(1) to address routine or preventive dental treatment needs;

(2) to circumvent the scheduling process of the dental office;

(3) toreplace the tracking and scheduling system of a dental office; and/or
(4) to be used as a fee-for-service vehicle to treat inmate dental needs.

b. Dental Sick Call shall be conducted a minimum of five days per week, except on state
observed holidays.

c. A licensed facility dentist shall conduct Dental Sick Call.

d. Inthe absence of a dentist, a Registered Dental Hygienist (RDH) shall screen all
Dental Sick Call patients who have signed up that day.

e. In the absence of both the dentist and the RDH, a medical practitioner will evaluate
the inmates who have signed up for Dental Sick Call.

f. Unless otherwise directed, the dental assistant will work with the medical or dental
providers who are handling Dental Sick Call.

g. A properly completed and signed Dental Sick Call Request and DC-138A, Cash
Slip, is required when accessing Dental Sick Call.

h. For other dental inquiries, a DC-135A shall be submitted.

i. With approval from and review by a licensed facility dentist who is responsible for the
inmate’s dental care, a facility staff person is able to respond in writing to a written
request from an inmate.

j. Itis appropriate for a licensed facility dentist to:

(1) review inmate request slips to determine if the problem described rises to the
appropriate level or urgency;

(2) perform a limited dental examination, focusing on the problem(s) reported by the
inmate during the Dental Sick Call appointment;

NOTE: In the absence of a dentist, the RDH may screen an inmate who has
signed up for Dental Sick Call.

(3) upon completion of the limited dental examination, a licensed facility dentist may
perform any or all of the following, depending upon findings:

(a) triage the dental condition of the requesting inmate;
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(b) charge the co-payment fee to the inmate’s financial account;
(c) prescribe medications and/or write indicated orders;

(d) manage the case appropriately without necessarily rendering definitive care
during the encounter,

(e) the RDH may refer the patient to the Medical Practitioner; and

() a co-payment fee may be assessed without definitive care being rendered.
Co-payment by the inmate is justified based on the time and knowledge
required for a licensed provider to assess a dental problem and plan for
treatment.

5. Preventive Dentistry

A licensed facility dentist will ensure that a program of preventive dental services is
implemented and an effective recall system is maintained.

a. Preventive dentistry shall be provided for inmates as resources of staff time and
materials are available.

b. At a minimum, each inmate shall be eligible for the preventive program biennially.

c. Each facility dental office must use the required standardized tracking program to
track and schedule the preventive dental needs of all inmates in their facility.

d. Only a licensed facility dentist may order additional hygiene visits for an inmate.

e. Complete dental examinations conducted in the sixth year of incarceration and every
sixth year thereafter, shall be documented on a new DC-458.

f. The Preventive Dental Program includes:®
(1) health history review — biennially;
(2) complete dental examination — biennially;
(3) Periodontal Screening and Recording (PSR) grid and score — biennially;
(4) radiographs — as needed,;
(5) oral prophylaxis (cleaning) — biennially;

(6) oral hygiene instruction (OHI) — biennially;

8 4-4360
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g.

h.

(7) sealants, as indicated and ordered by a dentist — as needed,;
(8) fluoride treatments, as indicated and ordered by a dentist — as needed;

(9) availability of dental educational materials — biennially; and

(10) availability of nutritional counseling — biennially.

Documentation of preventive treatment rendered shall be completed on the DC-458
and/or DC-458A, Dental Progress Notes (Attachment 4-H) and filed in the chart.

The Scope of Dental Practice Duties (Attachment 4-1) must be reviewed annually
and the Authorization to Practice in the Absence of the Facility Dentist
(Attachment 4-J) must be completed annually.

6. Restorative Dentistry

a.

e.

f.

Restorative Dentistry shall be provided for inmates as resources of staff time and
materials are available.

Restorative treatment shall be completed to stop disease processes, repair teeth,
improve function, and preserve the integrity of the dental arches.

Temporary and permanent restorations, using ADA approved materials, shall be
offered.

NOTE: Radiolucent materials shall not be utilized for restorations.
Restorations shall be:

(1) limited to those that may be placed and/or fabricated in the office. Restorations
involving laboratory processing shall not be offered,;

(2) documented in the “Restorations and Treatments” section and Progress Notes of

the DC-458 or DC-458A; and
(@) emergency and Sick Call — SOAP format; and

(b) previously diagnosed and treated during a scheduled appointment —
complete dental narrative.

(3) temporary restorations shall be followed-up in an appropriate timeframe with
definitive care.

Pre-operative radiographs are required.

Post-operative radiographs shall be exposed as follows:
4-14
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(1) post-and-core procedures;
(2) restoration of endodontically treated teeth;
(3) repair or re-cementation of inlays, onlays, and crowns; and

(4) upon request of the Chief of Dental Services, the Regional Dentist Supervisor,
Peer Reviewers, Dentist-Management Review Auditors, and/or Medical Director.

7. Periodontal Therapy

Periodontal Therapy shall be provided for inmates as resources of staff time and
materials are available. The goal of the Department’s periodontal program is to maintain
the health of the teeth and the periodontia as follows:

a. Evaluation

(1) The periodontal condition of the inmate shall be evaluated during preventive
visits.

(2) The results of the periodontal evaluation shall be documented and shall include:
(a) oral hygiene status;
I. tissue color;
ii. presence of edema;
iil. presence of bleeding on probing;
Iv. plaque accumulation; and
v. calculus deposits.
(b) tobacco usage;
(c) PSR grid and score;
(d) mobility classification; and

(e) when appropriate, charting of full mouth periodontal probing depths and
American Association of Periodontists (AAP) classification.

b. Treatment
(1) A licensed facility dentist shall order and supervise periodontal treatment.
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(2) A DC-452C, Consent for Periodontal Therapy (Attachment 4-K) shall be
completed prior to initiating treatment.

(3) Non-surgical therapy shall be provided.
(4) Prior to beginning therapy:
(@) the DC-452C shall be completed;
(b) the inmate shall be counseled as to the nature of his/her periodontal
condition, the parameters of the suggested treatment, his/her role in the
treatment process, and completion of informed consent;

(c) therapy shall not be provided or shall be discontinued when:

i. there is documented non-compliance with the parameters of the
treatment process;

ii. itis determined that a successful outcome is unlikely; and

iii.  if termination of periodontal treatment becomes necessary, the rationale
shall be documented in the dental record by the treating dentist.

(d) a dentist or the RDH under the supervision of a dentist shall perform non-
surgical periodontal therapy.

8. Endondontic (Root Canal) Therapy

Endodontic Therapy shall be provided for inmates as resources of staff time and
materials are available.

a. A treatment plan with appropriate pre-operative films is required prior to initiating
endodontic therapy.

b. Films during the course of endodontic therapy, for the purpose of
determining/verifying canal length and proper fit of obturation materials, are required.

c. Post-operative films are required.

d. Endodontic therapy shall be provided by a licensed facility dentist and shall generally
be limited to sound anterior and bicuspid teeth that are critical to overall oral health.

e. ADC-452B, Consent to Endodontic (Root Canal) Treatment (Attachment 4-L)
with the parameters for beginning and discontinuing endodontic therapy shall be
completed prior to initiation of treatment.

4-16
Issued: 3/17/2016
Effective: 3/24/2016



13.2.1, Access to Health Care Procedures Manual
Section 4 — Dental Services

f.

h.

Temporary restorations placed during the course of endodontic therapy shall be
managed in accordance with Subsection C.6. above.

Restorative treatment for the endodontically treated tooth/teeth shall be appropriately
provided upon completion of the root canal(s).

When determined to be predictable, a licensed facility dentist may render molar
endodontic therapy.

Endodontic therapy shall not be undertaken if any of the following conditions are
present:

(1) the tooth is a 3" molar;

(2) oral hygiene is inadequate;

(3) the tooth is periodontally compromised;

(4) high caries rate;

(5) extensive restoration of the tooth is required;

(6) the opposing tooth is missing;

(7) poor prognosis of other teeth in the same quadrant; and

(8) the tooth is not essential to preserve arch integrity.

9. Exdontial/Oral Surgery

Shall be provided for all inmates as resources of staff time and materials are available.

a. Pre-operative radiographs are required for proper diagnosis and treatment planning.

b. A DC-452A, Consent to Dental Surgical Procedure (Attachment 4-M) shall be

completed for all oral surgery procedures.

Oral surgery procedures that are beyond the scope of the licensed facility dentist may
be referred to the oral surgeon specialist retained by each facility. A DC-441,
Consultation Record, shall be completed by the licensed facility dentist and
submitted to the medical director for review and approval.®

NOTE: Before speaking to an inmate, the oral surgeon shall review all changes to the
original treatment plan with the licensed facility dentist.

9 4-4360
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d. Responsibilities when oral surgery is to be performed shall include the following:
(1) communication with all concerned parties regarding the gathering of all
diagnostic information and scheduling of an inmate requiring oral surgical
treatment;

(2) ensuring that the oral surgeon is accompanied by facility staff while practicing;

(3) dental office auxiliary staff shall provide assistance to the oral surgeon, as
directed;

(4) reviewing all documentation by the oral surgeon to ensure compliance with
Department policy and procedures;

(5) distributing written Post-Operative Instructions (Attachment 4-N) and Post-
Operative Instructions — Spanish Version (Attachment 4-0) to all patients
who have undergone an oral surgical procedure;

(6) follow-up with all oral surgery patients who may be housed in the facility
infirmary; and

(7) tracking all oral surgery patients to ensure timely completion of care, if additional
oral surgical appointments are required, and continuing with other planned
treatment.

e. Oral surgery for purely cosmetic reasons is not offered by the Department.
10. Prosthodontics

Shall be provided for inmates as resources of staff time and materials are available.

a. The Department is not required to replace missing teeth, regardless of when or where
they were removed.

b. Full and partial dentures may be provided at the discretion of a licensed facility dentist
and within the guidelines of this manual.

c. If alicensed facility dentist determines that an inmate requires prosthodontic services,
the Department shall provide:

(1) removable partial dentures — one upper and one lower, per lifetime;
(2) complete dentures — one upper and one lower, per lifetime;

(3) ifitis determined that an inmate requires additional prosthodontics care for any
reason, fabrication will occur following consultation with the Chief Dentist and/or
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the dentist supervisor and may be subject to co-payment fees in accordance with
Department policy DC-ADM 820.

d. No prosthetic case shall be initiated unless a documented Dental Treatment Plan is in
place and has been appropriately/sequentially completed.

e. Appropriate pre-operative radiographs are required for the diagnosis and treatment
planning of all prosthetic cases.

f. The laboratory prescription forms for all prosthetics cases shall be retained in the
dental record.

g. Relines shall be provided when conditions warrant.

h. The licensed facility dentist shall evaluate and determine the need for a dental
prosthesis based upon the factors listed below. Observed conditions that either
indicate or contra-indicate the need for a dental prosthesis shall be fully documented
in the progress notes.

(1) The inmate shall demonstrate good oral hygiene.

(2) The periodontia shall be healthy and all abutment teeth shall be determined to
be capable of withstanding the forces placed on them by a dental prosthesis.
Documentation of an inmate’s periodontal condition shall be in accordance with
Subsection C.7.a.(2)(a) above.

(3) Dental prostheses shall be deferred until all sequential treatment has been
completed. Then the inmate shall be apprised of the conditions to be met and
his/her responsibility to comply before fabrication can begin.

(@) Aninmate who has not recently had and/or is refusing preventive or
periodontal care shall not subsequently be approved to receive
prosthodontic treatment.

(b) All required extractions shall have been completed.

(c) Allrestorations crucial to predictable partial denture fabrication shall have
been completed.

i. When treatment is deferred because an inmate desires dental prosthetics, but is not
cooperating or complying with some aspect of sequential care:

(1) protocol requires the dentist to re-evaluate and document the inmate’s condition
and/or compliance level within six months;

(2) this is repeated every six months until such time as:
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(3)

(@) theinmate’s oral condition improves to the point where prosthodontics
fabrication can predictably proceed;

(b) the inmate no longer desires prosthetics; and/or
(c) oral conditions and the nature of the required care changes.

these factors must also be documented in the progress notes.

j. Dental prosthetics fabrication shall be further guided by the following:

(1)
(2)

(3)

(4)

(5)

(6)

preservation of the integrity of the dental arch;

if minimum function exists, i.e., eight or more posterior teeth in occlusion, the
inmate is not eligible;

at the discretion of the treating dentist, flippers may be fabricated to replace
missing anterior teeth;

unless co-morbidities have been identified, an edentulous state does not
adversely affect an individual’s health;

care will be prioritized for inmates with a documented medical condition
contributing to malabsorption or malnourishment; and

the licensed facility dentist is responsible for fully documenting all reasons
contraindicating prosthetic fabrication. Appropriate follow-up, to determine if
future conditions are favorable for prosthodontics fabrication, is also required.

k. Prostheses, repairs, and replacements shall be provided as indicated for inmates
when resources of staff time and materials are available.

(1)

(2)

Issued: 3/17/2016
Effective: 3/24/2016

An inmate who consents to the fabrication of a dental prosthesis has authorized
the use of Department resources for that purpose. If the inmate subsequently
refuses to accept the prosthesis once the fabrication process has begun, he/she
will become responsible for any applicable laboratory fees.

In the event of a broken or lost prosthesis, a licensed facility dentist shall
determine whether it is medically necessary to provide a repair or replacement to
the inmate.

(a) If determined to be eligible for replacement, the inmate shall pay applicable
laboratory and materials costs, as itemized on the lab invoice.

(b) The inmate must complete a DC-138A authorizing the deduction of funds
from his/her account to cover the costs of the services. The dentist shall
ensure that the facility Business Office receives the original.
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(c) If sufficient funds are not available, the prosthesis shall be replaced and
payments shall be deducted from the inmate’s account in accordance with
Department policy DC-ADM 820.

(3) Prosthetic appliances, which have been fabricated as part of outside care, may
be requested and delivered to the dental office. The dental office will not deliver
an unsatisfactory dental prosthesis received from a non-Department source to
an inmate. Upon delivery, a DC-461A, Request/Receipt for Dental Prosthetic
Appliance from Outside Source (Attachment 4-P) shall be completed.

11. Orthodontic Therapy

a.

b.

Orthodontic therapy is not offered by the Department.

An inmate may be received with fixed or removable orthodontic appliances. Presence
of such appliances shall be documented on the DC-458.

An inmate received with brackets, banding, or other fixed orthodontic appliances may
have them removed with approval from the licensed facility dentist. The standard DC-
452 shall be completed and filed in the chart.

If the licensed facility dentist determines that the orthodontic appliance(s) should not
be removed, the inmate shall be counseled.

NOTE: If an inmate chooses to reject the recommendations of the dentist, the
encounter shall be documented in the progress notes and a DC-462E shall be
completed and stored in the chart.

If the licensed facility dentist determines that an existing orthodontic appliance is
necessary and that appliance requires maintenance, repair, or replacement, the case
shall be reviewed by the Chief of Dental Services and/or a dentist supervisor.

At such times when it is deemed that an existing orthodontic appliance is no longer
necessary, the items shall be confiscated and a DC-154, Confiscated Items Receipt
shall be issued.

D. Adjunctive Treatment

1. The scope of treatment in the Department’s oral health care program is limited to basic
services provided in the general practice of dentistry, as outlined in this manual.

2. Services outside the scope defined herein shall be referred to the Chief of Dental
Services for review and determination.
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E. Dental Holds and Inmate Transfers

1.

An inmate is to be placed on a dental hold using the DC-482, Medical/Psychiatric Hold
Form, by the licensed facility dentist when:

a. undergoing a serious dental treatment;
b. a serious dental treatment has not yet fully stabilized; and/or
c. movement might adversely affect his/her health and/or the outcome of the treatment.

The hold will continue until the inmate’s dental condition has stabilized to a point where
movement may occur safely.

Although the preferred course of action is for the licensed facility dentist to finish any
ongoing procedures, occasionally, transfer of an inmate may become imminent. In this
instance, it is incumbent on that dentist to give documented notification to the dentist of
the receiving facility.

F. Documentation in the Medical/Dental Record

The Department has developed documentation guidelines for dental records in accordance
with Department policy 13.1.1.

1.

2.

3.

4.

All forms shall be completed, managed, stored, and utilized as described below.
Standardized abbreviations are outlined in the Approved Abbreviations Listing
(Attachment 4-Q).

Any deviations or suggestions for change to these procedures shall be brought to the
attention of the facility Corrections Health Care Administrator (CHCA). The facility CHCA

and dentists shall then discuss proposals with the Chief of Dental Services and/or the
Regional Dentist Supervisor.

All dental forms shall be kept in the dental section of the inmate’s medical record, as
described below, with the following exceptions:

a. the DC-452, Consent to Operation or Other Medical/Dental Procedure, DC-452A,
DC-452B, DC-452C, and DC-462E forms shall be stored in the Legal Section of the
medical record; and

b. the DC-441 is stored in the Consultation Section of the medical record.

Order of documents, from top to bottom

a. Intra-oral films shall not be stored loosely in the chart; rather, they shall be mounted
chronologically in commercially available film mounts.
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NOTE: An effort shall be made to consolidate individual periaphical and bitewing films
chronologically into larger film mounts. Such consolidation will provide for better
chart organization and ease of case review.
b. All films shall be identified with:
(1) date of exposure;
(2) name; and
(3) Department number.
NOTE: There shall be no writing on intra-oral films.

c. Panoramic films shall be stored as follows:

(1) neatly trimmed so as not to compromise the diagnostic portion of the film to fit in
the clear plastic pocket;

(2) identified, as described above, by transcribing on the non-diagnostic portion of
the image; and

(3) digital films shall be printed and stored chronologically immediately beneath the
clear plastic pocket.

d. Allthe following dental forms shall be stored in reverse chronological order (most
recent to oldest) with the most recent form on top.

(1) DC-458;

(2) DC-458A; and

(3) DC-85 (previous version of the dental record, pre-1996).
e. Laboratory prescription forms shall be stored in the clear plastic pockets.
f. The following items should not be stored in the dental section of the medical record:

(1) inmate request slips with or without responses from staff;

(2) other inmate correspondence;

(3) inmate grievances; and

(4) legal documents.
g. Documentation Protocols
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(1)

(2)

3)

(4)

Issued: 3/17/2016
Effective: 3/24/2016

All documentation shall be sufficiently legible so as to be easily read by anyone
else who may be reviewing the chart for any reason. It shall be the responsibility
of the provider making the entry to ensure legibility.

When documenting in the dental progress notes, the following shall accompany
each entry:

(a) date;

(b) military time;

(c) tooth number;

(d) signature with credentials;

(e) name/credentials stamped or neatly printed, in lieu of a stamp; and

() three letter facility abbreviation.

NOTE: Do not leave space at the bottom of progress notes pages and do not

leave large blank areas of progress note pages. This practice lends to

documentation that is out of proper chronological sequence. If a space is

encountered, the correct procedure is to line-out the area and carefully move to

the correct chronological area before documenting further.

SOAP format shall be used for each entry.

(@) S - Subjective findings are problems described by the patient in his/her own
words. If given in another language, these shall be translated into English

and then recorded into the progress notes.

(b) O — Objective findings are factual, measurable observations viewed
clinically via visual, tactile, and radiographic examination techniques.

(c) A —Assessment is the clinical impression or diagnosis of the observed
condition.

(d) P —Plan includes the procedure or treatment performed or planned,
recommendations given, medications dispensed, and any other measures
taken to address the observed condition.

SOAP format is not required for the types of entries listed below. A complete
dental narrative shall be written in the progress notes for the following:

(@) all complete Dental Examinations recorded on the DC-458;
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i. in these instances, a progress note is not required. Hence, the charting
is completed; the record is dated, timed, signed, and stamped; and

ii. subseguent screenings or examinations shall require a narrative if
recorded on an existing DC-458 or DC-458A.

(b) treatment for previously diagnosed problems; and
(c) prosthodontic fabrication, adjustment, and repair encounters.

(5) The complete dental narrative shall minimally include the following items as
applicable to the encounter:

(@) type, location, and number of radiographs exposed;
(b) type and amount of local anesthesia administered,;
(c) tooth number or area treated;
(d) specific procedure performed, including, but not limited to:
i. excavation of decay from tooth surfaces;
ii. canal working lengths;
iii. canals instrumented;
iv. root canal file sizes; and
v. number and type of sutures placed.
(e) materials used, including, but not limited to:
i. medicaments;
ii. cavity liner;
iii. base;
iv. varnish;
v. acid etch;
vi. primer;
vii. bonding agent;
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viii. type and shade of composite;
ix. amalgam; and
X. temporization material.

(H other items included in a dental narrative as may be applicable:
i. complications and/or extraordinary occurrences during the appointment;

ii. actions taken by staff;
lii. reaction of the patient;
iv. comments made by the patient;
V. prescriptions;

vi. post-operative instructions;

vii. oral hygiene instruction and dental health education;

viii. ~ fluoride treatments;
ix. condition of the patient at discharge;
X. ASA classification; and

xi. LOC designation.

5. The DC-458, Dental Record*?

a. The inmate’s name, inmate’s number, date of birth, and facility where the encounter
takes place are recorded in the appropriate areas of the form.

b. A new DC-458 shall be used for the complete Dental Examination.
c. Once documentation is recorded for the examination on the front side of the DC-458,
it shall not be altered. The documentation shall serve as a record of the dental

condition of the inmate upon entry into the Department.

d. All entries in the Missing Teeth and Existing Restorations Section on the front side of
the form shall be completed by using black ink.

104-4360
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e.

Entries in the Diseases and Abnormalities section shall be completed by using red or
black ink.

Entries in the Subsequent Diseases and Abnormalities section shall be completed by
using red or black ink.

NOTE: When it becomes necessary to update an existing Dental Treatment Plan or
formulate a new plan, a new DC-458 form shall be introduced.

Entries in the Restorations and Treatments (completed during incarceration) section
shall be completed by using black ink.

6. The DC-458A, Dental Progress Notes

a.

The inmate’s name, Department number, date of birth, and facility where the
encounter takes place are recorded in the appropriate areas of the form.

This form is used to document each patient encounter in the appropriate format, as
described above.

At the end of each encounter, the current dental LOC shall be recorded in the
appropriate column.

When the front of the DC-458A is completely filled, turn the form over and continue to
document on the reverse side.

NOTE: If a few unused documentation lines remain on either side of the form, they
must be lined-out, with diagonal slashes, to avoid recording future notes out of
chronological sequence.

This form contains Restorations and Treatments (completed during incarceration) and
Subsequent Diseases and Abnormalities sections on both sides. These sections are
to be used as described above.

NOTE: If an entry is completed incorrectly, the dental staff will correct the information
following the mistaken entry process referenced in Department policy 13.1.1, Section
10.

If there is a need to complete a late entry in the record, the dental staff will follow
documentation procedures for late entries, referenced in Department policy 13.1.1,
Section 10.

7. The DC-459, Daily Dental Schedule (Attachment 4-R)

All treatment providers are required to complete and maintain a daily treatment
schedule. The DC-459 is the form to be used for that purpose. The daily schedule shall
include:
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8.

a. every inmate appearing on the daily call-out;

b. every inmate no show, re-schedule, refusal, referral,

c. all dental treatments rendered to each inmate including medications;
d. all subsequent treatments that may be necessary; and

e. information necessary to complete the monthly dental activity report.

These daily schedules shall be maintained for a period of four years.

G. Dental Infection Control Manual

1.

The Department recognizes the need to have infection control procedures because of the
commitment to provide a safe environment for inmates and staff. All treatment and
associated activity must follow the guidelines recommended by the Center for Disease
Control and as outlined in the Dental Infection Control & Safety Manual (Attachment
4-S).

A Power Point Program, for the purpose of required annual staff education in Dental
Infection Control, is available on DOCNet.

H. Monthly Dental Activity Report

1.

The Bureau of Health Care Services (BHCS) developed a monthly dental activity
reporting program referred to as the Dental Activity Report (DAR). The format is Microsoft
Excel and the report should be prepared and reviewed each month on a computer.

All dental services, including those performed by contract oral surgeons, contract
dentists, contract hygienists, visiting dentists, visiting hygienists, and off-site specialists
and hours worked for dental assistants are to be included in each report.

Within the report are worksheets for recording the statistics for each provider. No part of
the report template, including the worksheets, is to be modified or eliminated from the
report.

If there are any problems with the report, they are to be brought to the attention of the
Chief of Dental Services.

When all relevant worksheets have been completed, the figures on each will
automatically be calculated and shall appear on the following worksheets:

a. totals;
b. summaries; and
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c. the CHCA.

6. The report shall be reviewed and approved locally by the CHCA prior to submission to
the BHCS. Submission shall occur via electronic mail in accordance with the
Instructions for Submitting the Dental Activity Report (Attachment 4-T). The
deadline for receipt at the BHCS is on the 10™ of the following month.

I. Treatment Tracking and Monthly Backlog Report

1. The BHCS developed a monthly reporting program referred to as the Backlog Report.
The purpose of the Backlog Report is to track the numbers of inmates waiting for various
kinds of dental services and the length of time that they have been waiting. The format is
Microsoft Excel and the report should be prepared and reviewed each month on a
computer.

2. Every facility is required to use the standardized Dental Tracking Program in Microsoft
Excel format. One program must be used to track all of the dental needs of every inmate
currently housed in the facility. Additional information can also be found in the Tracking
Program Instructions (Attachment 4-U) and the Scheduling Key (Attachment 4-V).

3. Upon completion, the report shall be reviewed and approved locally by the CHCA prior to
submission to the BHCS. Submission shall occur via electronic mail in accordance with
the Instructions for Submitting the Dental Activity Report. The deadline for receipt at
the Bureau is on the 10™ of the following month.

J. Dental Management Review?!

1. Annually, each dental facility will be audited to ensure that the American Correctional
Association (ACA) standards, acceptable dental practice standards, and the parameters
of this policy and procedures manual are being followed routinely.

2. The review shall consist of random reviews of the following:

a. charts;

b. patient examinations;

c. dental office inspection;

d. adherence to Department policies;

e. inmate correspondence and litigation;

f. infection control procedures;

114-4411
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g. safety;
h. credentialing; and
i. administrative procedures.

3. Ateam of two to three auditors selected by the Chief of Dental Services shall be
assigned to conduct each review. At the conclusion of each review, a brief exit interview
shall be held with staff designated by the Facility Manager. A report shall be written and
submitted to the Chief of Dental Services, who will distribute the report to appropriate
facility and Central Office staff.

4. If any areas are found to be deficient, a Corrective Action Plan will be developed and
implemented by the facility within 90 days of receipt of the report. The Chief of Dental
Services shall receive a copy of any Corrective Action Plan that is developed.

K. Handling of Amalgam Waste'?

1. Amalgam waste must be disposed of properly to reduce the release of Mercury and
Silver into the environment, in accordance with guidelines established by the American
Dental Association (ADA), Pennsylvania Department of Environmental Protection (DEP),
and Department policy.

2. Types of Amalgam Waste

a. Non-contact Amalgam waste is excess uncontaminated material left over from a
dental procedure. This includes the amalgam capsules and containers.

b. Contact Amalgam waste is material that has been contaminated during the treatment
procedure. Examples include extracted teeth with amalgam restorations, carving
scrap, and amalgam captured by chair side traps, filters, or screens.

c. Amalgam sludge is a mixture of liquid and solid collected in the vacuum filter.

3. Requirements

a. While assuming ultimate responsibility to follow the program, the facility dentist(s)
shall delegate ordering, recovering, storage, and recycling of dental amalgam to a
specific dental staff person.

b. With appropriate training and supervision, an inmate janitor may handle the material.

c. Stock amalgam capsules in single spill, double spill, and triple spill sizes to minimize
waste.

124-4358
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d.

e.

Use universal precautions when handling amalgam waste.

Use disposable traps and vacuum pump filters. Change these items regularly in
accordance with manufacturers’ guidelines. Operations that do not currently have the
ability to change filters will have 365 days from the effective date of this policy to
comply.

Store amalgam waste in an approved container labeled, “Amalgam for Disposal.” All
contact amalgam must be placed in an eight ounce sealable plastic container, or for
filters/cartridges that have sealable containers, materials can be sealed in
manufacturer packaging.

When sending the container to the disposal vendor, follow the vendor-specific
disposal requirements for packaging, i.e., using bleach or using a 10:1 bleach
solution.

. All containers and other items must then be placed in sealable plastic bags which are

then placed into the shipping container. All containers must have appropriate shipping
labels as identified by the disposal facility.

Regardless of whether they are full or not, the Amalgam Waste Collection Buckets
and their contents must be returned to the vendor annually.

A certificate, verifying receipt, appropriate handling, disposal, and/or recycling of the
amalgam materials must be received from the vendor and shall be kept on file at the
facility. This certificate must be presented to the dental auditors at each annual
inspection of the dental program.

Procurement of shipping containers shall be sufficient to allow for one “in-use”
container and one additional container on-hand.

L. Peer Review!3

In accordance with Department policy 13.1.1, Section 12, to evaluate and improve the
guality and efficiency of health care including the performance of a Licensed Independent
Provider (LIP), a Peer Review may be initiated in response to patient complaints, patient
care issues identified by other clinical staff peers, facility staff, the BHCS, or Contracted
Health Care Provider staff. Peer review applies to Commonwealth of Pennsylvania
employees and Contracted Health Care Provider staff.

134-4411
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Section 5 — Corrective Eyewear

A. Procedures

1. Upon initial intake, every inmate will receive an eye history/screening as part of his/her
initial intake physical examination.

2. Nursing staff will complete near (hand held) and distance Snellen visual acuity testing
upon reception and near vision at every periodic exam.! Testing will include each
eye independently and together. The results will be recorded on the DC-488,
Snellen Visual Acuity Test/Tonometry Test Results Form (Attachment 5-A) by
documenting best corrected vision and whether correction was used. Abnormal test
results will be referred to an optometrist.

3. Upon receipt of an inmate request for optometry care via sick call, the practitioner will
assess the inmate to identify any medical causes. A Snellen Visual Acuity Test will
be completed with a referral to the optometrist/ophthalmologist for any inmate who has
an acuity value of either or both eyes worse than 20/40.

4. No referral to the optometrist/ophthalmologist will be made for failing depth and/or
color perceptions. All anomalies of the eye (glaucoma, cataract, detached retina, cornea
abrasion, etc.) will be recorded on the DC-467, Problem List, DC-472, Progress Notes,
DC-440, Physical Examination Form (#6 eyes/pupils section, and the DC-488, Snellen
Visual Acuity Test Results and Tonometry Test Results only).

5. The Optometrist/Ophthalmologist will document inmate examinations on the DC-451,
Ophthalmologic/Optometric Examination Record Form (Attachment 5-B).

B. Access to Eyeglasses

1. The Department will provide one pair of glasses when determined to be medically
necessary by an OptometristtOphthalmologist®>. The Department will offer a selection of
frames for males and females. An inmate may select any frame from the kits provided,
but will be charged an upgrade fee if he/she selects metal frames. Single vision,
bifocal, trifocal, or tint will be provided in scratch resistant, coated glass or plastic lenses,
if medically indicated.

2. Aninmate may purchase a second pair of glasses at his/her own expense to include
sports goggles, tints (up to 20%), photogrey, polycarbonate lenses and any other
option(s) or upgrade(s) available.

3. Aninmate may not possess more than two pair of prescriptive eyeglasses at any one
time. An inmate is not permitted to discard an extra pair of eyeglasses. The extra pair

1 4-ACRS-4C-17, 4-4365
% 4-4375
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must be sent to the inmate’s home, at the inmate’s expense, or given to the Security
Office to dispose of properly.

Replacement lenses will be provided when there is a +0.50 diopter/20 degree axis shift
and/or an improvement of one line of acuity and/or as indicated by the examining
optometrist/ophthalmologist, or when the integrity of the current pair justifies new glasses
because of severely scratched lenses, broken frames, etc. The Department will incur the
cost of replacement of these lenses except as addressed in Subsection B.6. below.

The Department will repair and/or order all frames and lenses damaged or destroyed as
a direct result of the inmate’s work assignments. The work supervisor will determine
whether the frames and/or lenses were damaged and/or destroyed as a direct result of
an inmate work assignment and submit his/her findings and recommendations in writing
to the Corrections Health Care Administrator (CHCA). If the breakage is determined to be
work related, appropriate repair or replacement procedures will be initiated.

The inmate is responsible for the costs incurred for the replacement/repair of frames
and/or lenses damaged or destroyed due to negligence or deliberate destruction.

If sufficient funds are not available in the inmate’s account, and medical staff has
determined that the inmate’s visual health would be adversely affected, the eyewear will
be repaired or replaced and payments will be deducted from the inmate’s account. The
medical department will ensure that the Contracted Health Care Provider coordinates
with the business office to ensure that the inmate signs a DC-138A, Cash Slip
authorizing the deduction of the money from his/her account to cover the cost of the
repair or replacement.

An inmate is permitted to keep metal or plastic frames with glass or plastic lenses as
approved by the intake facility. When transferring from the intake facility to another facility
or a subsequent intra-facility transfer, the decision of the intake facility will be honored
and the inmate will be permitted to retain current glasses until:

a. the current prescription is no longer medically correct; or

b. the lenses and/or frames are destroyed, lost or damaged.

C. Contact Lenses

1.

2.

Contact lenses will only be provided or permitted if they are deemed medically necessary
for conditions such as Aphakia and Keratoconus; this will be addressed on a case-by-
case basis. The Deapartment, through its Contracted Health Care Provider, will provide
the necessary solutions for the maintenance of medically necessary contact lenses.

An inmate is permitted to keep contact lenses only if he/she does not have a pair of
eyeglasses or until alternative eyeglasses are provided by the Department. When
transferring from the intake facility to another facility or a subsequent intra-facility transfer,
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the decision of the intake facility will be honored and inmates will be permitted to retain
current contact lenses until:

a. the current prescription is no longer medically necessary; or
b. alternative eyeglasses are provided by the Department.

3. The Medical Department will notify the inmate’s Unit Manager when the eyeglasses are
ready. The Medical Department will ensure the contact lenses are removed from the
inmate’s possession and forward the contact lenses to the Property Officer.

4. If it is determined that an inmate’s contact lenses are not medically necessary upon
intake and he/she does not have a pair of eyeglasses, he/she will be permitted to keep
them until acceptable glasses are provided. An inmate who is wearing contact lenses
upon intake will be provided contact lens solution by the Contracted Health Care Provider
until eyeglasses are provided by the Department.

D. Inmate Co-Pay

Every inmate will be subject to co-payment for eye care in accordance with Department
policy DC-ADM 820, “Co-Payment for Medical Services.”
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The purpose of this bulletin is to update Subsection D. 23-Hour Infirmary Observation of Department policy
13.2.1, “Access to Health Care,” Section 7 — Infirmary Unit Medical Procedures, Subsection D. shall now
read as follows:

Subsection D. 23-Hour Infirmary Observation

For other than routine cases (prep for next day surgery or diagnostic procedures, etc.):

1. a practitioner may order a 23-hour observation. The Initial Infirmary Orders Form will be completed;

2. when an inmate returns from an inpatient hospitalization, and no practitioner is on-site, the patient

shall be admitted to the Infirmary for 23-hour observation. The patient is to be evaluated as soon as
possible the next day.

a. Those sites without an Infirmary (Huntingdon, Frackville, Retreat, and Quehanna Boot Camp) must

utilize their respective consolidated infirmary.

b. SCI Pine Grove may place patients into their Medical Annex.

c. SCI Laurel Highlands may utilize the patient’s own long-term care or personal-care bed. For those

SCI Laurel Highlands patients in general population, they must be observed overnight in a long-
term care bed.

3. a practitioner must evaluate within 23 hours each inmate in observation status to assess and determine if the
inmate is to return to the housing unit or be admitted to an inpatient service. Documentation must be completed

on the DC-472. A verbal order can be taken for discharge if the practitioner has determined the inmate is
stable;

4. nursing staff may relocate an inmate to the infirmary to monitor preparation for next day surgery or diagnostic
procedures without an infirmary admission order. Nursing staff will document actions and observations on the

outpatient DC-472. Preparation orders will be obtained from a practitioner; and

5. if the practitioner does not discharge the inmate within a 23-hour period, the inmate must be admitted for
infirmary care.
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Section 7 — Infirmary Unit Medical Procedures

A. General

This section establishes the scope of infirmary care services which includes:

1. admissions;

2. specialized outpatient services;

3. 23 hour observation;

4. housing;

5. long term care;

6. discharge;

7. infection control and housekeeping functions; and

8. equipment and supplies.

B. Admissions

1. General Requirements

a.

The Facility Infirmary Capabilities Listing (Attachment 7-A) outlines the minimum
services that every facility infirmary must provide.*

A practitioner is on call or available 24 hours per day.?

Health care personnel have access to a practitioner or registered nurse and are on
duty 24 hours per day when patients are present.?

Infirmary care is compliant with applicable state statutes and local licensing
requirements.*

Health problems requiring services, which exceed the capabilities of the inpatient unit,
must be referred to other appropriate settings under appropriate security provisions.>

14-4352, 2-CO-4E-01
% 4-4352, 2-CO-4E-01
3 4-4352, 2-CO-4E-01
*4-4352, 2-CO-4E-01

> 4-4348

Issued: 7/25/2013
Effective: 8/1/2013



13.2.1, Access to Health Care Procedures Manual
Section 7 — Infirmary Unit Medical Procedures

g.

There is a written list of referral sources to include emergency and routine care which
is reviewed and updated annually.®

Infirmary care status includes the provisions of daily services which require the skills
of licensed or certified medical personnel to include Registered Nurses (RNs),
Licensed Practical Nurses (LPNs), and Certified Nursing Assistants. Such skills may
include the following procedures:

(1) intravenous therapy with documentation completed on the DC-504, Intravenous
(IV) Flow Sheet (Attachment 7-B);

(2) feeding by nasogastric tube or other enteral tube: as documented by the Bureau
of Health Care Services (BHCS) Clinical Dietician on the DC-587, Nutritional
Assessment Form;

(3) oxygen therapy for unstable respiratory status (e.g., the inability to lie flat due to
shortness of breath);

(4) new surgical/stoma therapy; and

(5) care of surgical wounds or open lesions with complications of healing or
infection, e.qg., cellulitis, purulent drainage, open lesions of the foot and pressure
ulcers stages lll, IV or multiple stage Il wound care.

An inmate permanently transferred to an infirmary may have personal belongings and
have access to programming.

Infirmary care status is reserved for an inmate who requires nursing assistance with
medical assessment and treatment in accordance with the Criteria for Admission to
an Infirmary (Attachment 7-C).

2. Practitioner duties shall include the following:

a. Upon admission to the infirmary for infirmary care, an inpatient unit medical record

must be initiated as directed in Department policy 13.1.1, “Management and
Administration of Health Care,” Section 10, Maintenance of Inmate Medical
Records.’

The practitioner will complete the Initial Infirmary Orders Form (Attachment 7-D)
after hours, this form can be done as a verbal order which includes laboratory, x-ray,
diagnostic studies and health service consultations. Required diet, activity level,
observations, studies, and treatments must be specified in the orders when ordering
infirmary care.

®4-4348
74-4413
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C.

Within 24 hours, the practitioner must document an initial focused physical

examination on the DC-472, Progress Notes. The following information must be
included:

(1) areview of the medical chart;
(2) a physical exam focused on current and newly developed medical problems;

(3) after assessment, the practitioner must update the DC-472 with an individualized
medical treatment plan and orders to address current problems which include
chronic and convalescent care. The plan includes directions to health care and
other personnel regarding care and supervision of the patient;® and

(4) forinfirmary care, the practitioner must complete daily rounds and document an
assessment on the DC-472 using the Subjective Objective Assessment Plan
(SOAP) format.

3. Nursing duties include the following:

the RN will perform an initial nursing assessment; document findings on the DC-472.
The note must include the chief complaint, vital signs, reason of admission, nursing
assessment, and plan of care;

contact the practitioner to report the inmate’s condition and to obtain physician orders;

initiate and maintain the Inpatient Area Admission/Discharge Log (Attachment 7-
E) which will be used daily for updating the automated infirmary tracking log;

every Monday morning the Inpatient Area Admission/Discharge Log will be
forwarded electronically to the regional BHCS Quality Improvement (QI) Nurse. Also,
on a daily basis, Intake and reception centers will send the Inpatient Area
Admission/Discharge Log to the BHCS QI Nurse;

initiate and maintain the inpatient medical record in accordance with Department

complete the admission information on the DC-474, Inpatient Unit Summary Form
(Attachment 7-F) at the time of admission to the inpatient unit. Documentation must
be legible and include inmate data on each sheet (name, identification number, date
of birth, facility), admission date, provisional diagnosis, allergies, and next of kin

a.
b.
C.
d.
e.
policy 13.1.1, Section 10;
f.
information;®
®4-4350
°4-4413
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g.

initiate a DC-478, Inpatient Unit Nursing Care Plan (Attachment 7-G). The DC-478
must include active medical or psychiatric problems, interventions and expected
outcomes. DC-478s must be updated according to change of patient status;

. orient the inmate to his/her room, including the proper usage of the call bell system,

and issue a copy of local infirmary rules;
ensure the outpatient record is available in the inpatient unit, nurses’ station;
assure infirmary linen and clothing is issued to the inmate;

transcribe and initial all verbal and written physician orders. The physician must sign
off on all verbal orders within 72 hours;

document using the SOAP(IER) format on the DC-472 at a minimum of once per shift
or more often as indicated by medical condition;

. record vital signs on admission and at a minimum of once per shift, unless otherwise

ordered or if there is a change in condition. Vital signs include temperature, blood
pressure, pulse, and respirations as ordered. Pulse oximetry documentation will be
recorded on the progress notes. Vital signs must be documented on the DC-475,
Inpatient Vital Sign Flow Sheet (Attachment 7-H);

intake and output will be recorded on the DC-489, Intake and Output Sheet
(Attachment 7-I) as required,

remain on-site and ensure a staff member remains within sight or sound observation
of the patients at all times while in the inpatient/observation unit. In the event of an
emergency, other staff may remain in the infirmary if the nurse must leave. The
re?oson must be noted in the Inpatient Daily Shift to Shift Report (Attachment 7-
N) et

give a verbal and written shift-to-shift report to the incoming infirmary nurse. The
Inpatient Daily Shift to Shift Report must be completed by each infirmary nurse at
the end of each shift. At the end of each day the Inpatient Daily Shift to Shirt
Report must be filed in a binder maintained in the inpatient area. The report must
remain in the binder until the inmate is discharged from the infirmary;

the Nurse Supervisor/designee will be responsible to review and sign the Inpatient
Daily Shift to Shift Report daily; and

an inmate with a serious or chronic condition(s) who is admitted to the infirmary
should be offered the opportunity to execute a DC-498, Advance Directive.

104-4352
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C. Specialized Outpatient Services

1. Are defined as particular outpatient procedures/offsite medical services that require
infirmary housing.

2. Patients receiving specialized outpatient services may be placed in the infirmary in a
monitored bed for observation for up to 48 hours.

3. Documentation will occur in the outpatient section of the medical record.
4. The Initial Infirmary Orders form will be completed.

5. When medical personnel other than a practitioner initiate 48 hour observation, a
practitioner must be notified immediately and the Initial Infirmary Orders Form will be
completed. Relevant health history, current physical status, and nurses’ observations
must be completed on the DC-472 or NET and conveyed to the practitioner. An order
must be documented in the outpatient physician’s orders and a corresponding progress
note must be documented on the DC-472.

6. A practitioner must evaluate each inmate in observation status within 48 hours to assess
and determine if the inmate is to return to the housing unit or be admitted to an inpatient
service. Documentation must be completed on the DC-472. A verbal order can be taken
for discharge if the practitioner has determined the inmate is stable.

7. The inmate must be admitted for infirmary care, if the practitioner does not discharge the
inmate within a 48-hour period.

D. 23-Hour Infirmary Observation
For other than routine cases (prep for next day surgery or diagnostic procedures, etc.):

1. a practitioner may order a 23 hour observation. The Initial Infirmary Orders Form will
be completed;

2. when medical personnel other than a practitioner initiates 23 hour observation, a
practitioner must be notified immediately and the Initial Infirmary Orders Form will be
completed. Relevant health history, current physical status, and nurses’ observations
must be documented on the DC-472 or NET and conveyed to the practitioner. An order
must be documented in the outpatient physician’s orders and a corresponding progress
note must be documented on the DC-472,;

3. a practitioner must evaluate within 23 hours, each inmate in observation status to assess
and determine if the inmate is to return to the housing unit or be admitted to an inpatient
service. Documentation must be completed on the DC-472. A verbal order can be taken
for discharge if the practitioner has determined the inmate is stable;

Issued: 7/25/2013
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4.

nursing staff may relocate an inmate to the infirmary to monitor preparation for next day

surgery or diagnostic procedures without an infirmary admission order. Nursing staff will

document actions and observations on the outpatient DC-472. Preparation orders will be
obtained from a practitioner; and

if the practitioner does not discharge the inmate within a 23-hour period, the inmate must
be admitted for infirmary care.

E. Housing Status

1.

Housing status is permitted only for an inmate who requires no medical service but must
be housed in the infirmary because he/she cannot be housed in population (e.g., is
wheelchair bound in a non-handicap accessible facility). Housing status must not be used
to monitor an inmate with medical conditions.

The Corrections Health Care Administrator (CHCA)/designee and Medical
Director/designee must agree to place an inmate in temporary housing status until a
permanent housing unit is obtained. The Initial Infirmary Orders Form and a narrative
progress note must be documented to indicate infirmary housing status.

Nursing documentation on the DC-472 is the same as general population inmates.
There must be a process for daily access of sick call as in general population.
The Deputy Superintendent for Centralized Services (DSCS) will be notified by the

CHCA/designee to ensure that the housing status inmate has personal belongings and
access to programming.

F. Long Term Care

1.

2.

Inmates requiring long term care may be admitted to the infirmary.

The Long Term Care Referrals procedures in Department policy 13.1.1, Section 7 will be
followed.

G. Discharge

1.

Discharge from Infirmary Care and Housing™*

a. If the inmate was admitted for infirmary care, only a physician may order the
discharge. A corresponding progress note will be documented.

b. A physician, Physician Assistant (PA) or Certified Registered Nurse Practitioner
(CRNP) may order the discharge of an inmate from 23 hour observation. A
corresponding progress note will be documented.

11 4-4352
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c. Assisted care may be discontinued by a physician, PA or CRNP.

d. The practitioner may discharge the inmate from housing. Alternatively, the
CHCA/designee may discharge the inmate from housing with the approval of the
DSCS. A narrative progress note must be documented on the DC-472.

2. Physician Duties

a. Ensure that the discharge section of the DC-474 is documented or dictated by a
physician within 48 hours of discharge from the inpatient unit, it must include the

following:

(1)
(2)
®3)
(4)
(5)
(6)

(7)
(8)

date of discharge;

discharge diagnosis;

chief complaint and history;

procedures/treatment/operations performed during admission;

medications, duration, and for what conditions;

summary of treatment;

(@)
(b)
(©)
(d)
()

significant findings regarding all tests;
complications including infections;
diet;

activity level; and

inmate response to treatment final outcome.

follow up plan; and

disposition including a legible signature and title of the provider.

b. Ensure at the time of discharge, that any remaining orders are re-written on the
Physician’s Orders Form in the outpatient record.*?

3. Nursing Duties

a. Document the date and time of discharge and discharge diagnosis on the DC-472.

24-4413
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b.

Document prescribed follow-up treatment, inmate teaching, and schedule all
necessary appointments.

Deliver all records to the Medical Records Director/Supervisor/Technician/designee
who must check the Inpatient Unit Record for completeness. The entire Inpatient Unit
Records, with the exception of labs, consults, and electrocardiographs (ECGs), must
then be placed under the Inpatient Ward section of the medical record. All labs,
consultfé and ECGs must be placed in their respective sections of the medical
record.

H. Infection Control and Housekeeping Functions

A standardized plan for infection control and housekeeping functions must be used for the
inpatient area. The infection control and housekeeping functions must address, at a
minimum, the following areas:

1.

2.

7.

daily, weekly, and monthly cleaning schedules;

procedures for cleaning floors, surfaces, and bathrooms;

frequency of linen changes;

storage of clean and soiled linen;

disposal of medical waste;

areas which can be cleaned by inmate janitors and those which must be done by staff;
and

procedures for cleaning blood/body fluid spills.

I. Equipment and Supplies

1.

Inpatient unit equipment must be available, maintained and monitored for use including,
but not limited to, the following items:**

a.

b.

C.

d.

call bell system;
02 (oxygen) concentrator;
peak flow meter;

hospital beds;

©4-4352
' 4-4427, 2-CO-4E-01
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e. hoyer lift;

f. refrigerator with thermometer;

g. ice machine;

h. locked medicine cabinet;

i. gerichair,

J.  shower chair;

k. gurney;

[. 1V pole;

m. treatment equipment, such as nebulizers;

n. impervious and fire retardant mattress and pillows;

0. privacy screens for use during treatment or procedures, as applicable; and

p. portable suction apparatus.
2. Negative air pressure rooms must also be available for respiratory isolation.
3. Medical supplies including, but not limited to, the following must be available, as needed:

a. gowns;

b. masks (surgical and respiration protection);

c. exam gloves — sterile;

d. exam gloves — non-sterile;

e. shoe covers;

f. hand washing facilities and hand sanitizers;

g. sharps container;

h. bio-hazard waste containers;

i. red bags for bio-hazardous waste;

J.  water permeable laundry bags; and

Issued: 7/25/2013
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k. yellow bags for contaminated linens.
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Commonwealth of Pennsylvania ¢ Department of Corrections

Policy Subject:

Access to Health Care Procedures Manual

Section 8 — Communicable Diseases and Infection Control

Policy Number:

13.2.1, Section 8-01

Original Issue Date:

July 8, 2011

Date of Issue:

January 6, 2015

Authority:

Signature on File
John E. Wetzel

Effective Date:

January 6, 2015

The purpose of this bulletin is to add procedures for the handling of potential Ebola Virus
Disease cases at the facility level.

A new subsection shall be included under Subsection H. Infection Control in between 7.
Simple Protective Isolation and 8. Specimen Collection. The new section shall read:

8. Ebola Procedures

a. The current Ebola Virus Disease (EVD) epidemic in West Africa, and its threat of
spreading to the United States, are being closely monitored nationally by the Centers for
Disease Control and Prevention (CDC). The overall Department objective is to protect
our facilities from the EVD entering. If it does enter, the Department will safely transport
those inmates who have contracted the disease to an outside medical facility as
expeditiously as possible. The Department of Health (DOH) will be notified and assist in
identifying contacts and providing appropriate follow-up.

b. The Ebola Virus was first identified in Africa in 1976. It originated in bats and first spread
to monkeys, before being contracted by humans. The killing and eating of this
“bushmeat” is still one of the sources of infection. Since then, there have been 25
outbreaks, each one resulting in the deaths of hundreds of Africans. In 2014, the virus
reappeared in an area shared by the borders of three West African countries: Guinea,
Sierra Leone, and Liberia. This virus is no more deadly than the others; however, it
resulted in the deaths of thousands of Africans this time. The reason is that the culture is
different. There is much more travel within this area than in others. Also, there are
cultural barriers to isolating sick patients and burying the dead in a safe manner.




Although Ebola is deadly, with over 50% of patients dying, it is not highly contagious. It is
only spread by direct contact with bodily fluids, such as blood, vomitus, and diarrhea.
This is why the most vulnerable contacts are health care workers and close family
members. This disease is not passed by casual contact.

. Staff Procedures

Until the current epidemic in West Africa is no longer a threat, the Department will begin
monitoring staff travelers. Any staff member, including contractors and volunteers, who
plans on traveling to West Africa is required to complete the following:

(1) contact the site Corrections Health Care Administrator (CHCA)/Facility
Manager/Bureau Director/designee, prior to any trip. The CHCA/designee is to be
provided with a detailed itinerary of the trip, which will be forwarded to the Chief of
Clinical Services;

(2) prior to returning to the work site, the staff member must telephone the
CHCA/designee for a return interview and approval to return to duty. If any staff
member has a visitor residing with them, who has traveled to West Africa within the
previous 21 days, or has come into contact with someone who has the Ebola Virus,
the Department would also require the CHCA/designee be telephoned for an
interview prior to reporting for duty;

(3) after the telephone interview, the CHCA/designee will then contact the Chief of
Clinical Services, who will discuss recommendations with the Facility
Manager/designee, if applicable, prior to making a final disposition. The
CHCA/designee will notify the staff member of the final decision.

. Visitor Procedures

The Bureau of Health Care Services (BHCS) will provide facility Visiting Rooms with
informational posters which will warn visitors not to enter if they have a fever (for any
reason), or have traveled to West Africa, or have been in close contact with someone
who has. Individual visitors need not be screened at this time.

. Inmate Procedures

Until further notice, the Department will also begin screening Parole Violators (PVs) for
possible contact with the Ebola Virus with the DC-471A, Ebola Virus Disease (EVD)
Screening Checklist for Patient Arrival to Clinical Setting/Triage (Bulletin
Attachment A). The DC-471A will be completed by nursing staff and filed under the
Intake/Reception Assessments tab in the medical record.

(1) If aninmate meets the criteria of having a fever, symptoms, and a history of possible
exposure, the EVD Symptom Referral (Bulletin Attachment B) will be followed.

(@) The inmate will be immediately isolated until an ambulance can be dispatched
for transportation to a hospital Emergency Department.

Section 8-01 Bulletin
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)

(b) The Security Office will follow procedures listed in the Shift Commander: EVD
Transportation Checklist for Patient Arrival to Clinical Setting/Triage
(Bulletin Attachment C).

(c) Medical staff and corrections officers will be provided with Personal Protective
Equipment (PPE), from the Ebola Emergency Preparedness Kit.

The EVD Symptom Referral will be followed if an inmate reports having traveled in
a country with active Ebola cases, or has had contact with an Ebola patient, but has
no symptoms or fever. The inmate is not contagious, however, due to risk of
exposure, he/she will be quarantined in an Infirmary cell for 21 days from the last
known possible exposure.

Quarantine

If an inmate is identified as having been exposed to a contagious Ebola patient, but does
not yet show signs/symptoms of acute EVD, he/she will be quarantined for 21 days from
last known exposure. This inmate is not contagious if a fever has not developed.

(1)

(2)

(3)

(4)

(5)

(6)
(7)

Notification: The Registered Nurse Supervisor/designee will notify the Shift
Commander, DOH (877-724-3258) and BHCS (717-728-5309).

Location: Infirmary single cell, preferably with a shower.

Standard contact and droplet precautions will be maintained. If the cell must be
entered, then standard Personal Protective Equipment (PPE) (gown, gloves, and
surgical mask) will be donned. If the inmate must leave the cell, the inmate will wear
a surgical mask.

Medical Documentation: Only temperature and subjective review for symptoms of
Ebola, twice a day, will be documented in the red chart. Surveillance physical
examination and other vital signs are not required. If the patient develops a fever
>100.4° with symptoms, he/she will be transported to a local medical facility per the
above instructions.

Transportation: Suspected Ebola cases will be transported, via ambulance, to a
local medical facility with the Department Regional Transport Team. This team is
comprised of specially trained staff and will be deployed by direction of the Chief of
Security/Special Teams Coordinator.

Meals: The patient will be fed a regular diet with disposable tray/utensils.
Activities: Visitation, programming and recreation will be suspended.
I. The inmate may shower daily. If one is not available in the cell, escorting/contact

staff will wear standard PPE (gown, gloves, and surgical mask). The shower will
be disinfected afterwards.

Section 8-01 Bulletin
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(8)

(9)

. PPE

The inmate shall be afforded the opportunity to exercise a minimum of one hour
per day. There will be no contact with other inmates or unprotected staff.
Escorting/contact staff will wear standard PPE (gown, gloves, and surgical
mask).

Release: The inmate may only be released from quarantine by the Chief of Clinical
Services, who will discuss the case with the Facility Manager/designee prior to
issuing the discharge order.

Terminal Cleaning of the Room: Cleaning of the quarantine room shall be in
accordance with Subsection H.13.d. below.

Onsite medical and security staff will have access to two types of PPE, depending on the
contagiousness of the inmate.

(1)

(2)

3)

Standard PPE: Gown, surgical mask, and gloves will be utilized during contact with
inmates who are in quarantine.

Ebola PPE: Hooded gown with integrated boots, N95 mask, face shield, and double
gloves will be utilized during preparation and transportation of a potentially
contagious inmate to an outside medical facility. Each facility has four Ebola
Emergency Preparedness Kits, containing one set of PPE with instructions and the
website address for a video on how to don and doff. Reception centers (SCI
Graterford, SCI Camp Hill, SCI Pittsburgh and SCI Muncy) will have eight kits.

Advanced PPE: The Regional Transport Team will bring their own PPE.

Section 8-01 Bulletin
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EBOLA VIRUS DISEASE (EVD) SCREENING CHECKLIST
FOR PATIENT ARRIVAL TO CLINICAL SETTING/TRIAGE

Determine Symptoms and Travel History: (Circle Yes or No)

Yes No Does patient have a fever greater than 100.4°F?
Yes No Does patient have compatible EVD symptoms such as headache,
weakness, muscle pain, vomiting, diarrhea, abdominal pain or
hemorrhage?
Yes No Has the patient, or a close contact, traveled to West Africa (currently

Liberia, Sierra Leone, or Guinea) in the 21 days before illness onset?

If any of the above symptoms and travel history are “Yes”, the inmate shall be immediately

referred to the on-call provider.

No referral required

Nursing Signature: Date/Time:
Referral made to:
Time notified:

Nursing Signature: Date/Time:

Ebola Virus Disease (EVD) Screening
Checklist for Patient Arrival to Clinical
Setting/Triage

Commonwealth of Pennsylvania
Department of Corrections

DC-471A

Inmate Name:
Inmate Number:
DOB:

Facility:

Attachment A

Section 8-01 Bulletin
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EVD SYMPTOM REFERRAL

If Patient Was Exposed but Has No Fever or Symptoms:

Contact the on-call medical provider for orders to quarantine the patient in the infirmary.
Requirements for quarantine are referenced under the QUARANTINE section of this procedures
manual.

If Patient meets All the Criteria Under Symptoms and Travel History:

Contact the on-call medical provider for orders to transport the patient to an outside medical
facility, and then complete the following tasks:

Isolate patient in an infirmary single cell with a toilet and keep the cell door closed

Implement standard, contact, and droplet precautions and don Personal Protective
Equipment (PPE) provided in the site’s Ebola Emergency Preparedness Kit.

Notify the Shift Commander and await instructions, which will include estimated
time of arrival of the DOC Regional Transport Team.

Call 911 EMS for transportation to an Emergency Room. Coordinate 911
EMS arrival with the DOC Regional Transport Team.

Report to the Pennsylvania Department of Health at 1-877-PA-HEALTH (1-877-
724-3258).

Notify the Bureau of Health Care Services immediately or the next working day if
after hours.

Attachment B
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SHIFT COMMANDER

EBOLA VIRUS DISEASE (EVD) TRANSPORTATION CHECKLIST FOR PATIENT ARRIVAL TO
CLINICAL SETTING/TRIAGE

Ensure the inmate is Isolated in a single cell i.e. infirmary/POC etc. with a toilet and keep the
cell door closed.

Ensure that the necessary documentation is completed in accordance with 6.3.1, Section 22.
When contacting the Chief of Security/Special Teams Coordinator, include information
specific to staffing level recommendations as per Transport Risk assessment

Notify the Chief of Security 717-943-3717 and the Special Teams Coordinator 717-433-5438
and request the deployment of the DOC Regional Transport Team due to a suspected Ebola
case

Estimated Date/Time of arrival of the DOC Regional Transport Team:

Date Time

Attachment C
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Section 9 — Medical Management of Inmates with Terminal Conditions

A.

Initiating and Activating Advance Directives

1.

When an inmate is admitted to the infirmary/personal care unit/long term care unit,
Advance Directive information shall be made available to the inmate by the Corrections
Health Care Administrator (CHCA)/designee. A reference to Advance Directives shall be
made in the infirmary rules/handbook.

An inmate of sound mind or his/her designated surrogate has the right to choose to
complete an Advance Directive or decline; proper documentation in accordance with
Department policy 13.1.1, “Management and Administration of Health Care” must be
completed in the medical record as follows:

a. the inmate signs a DC-498, Advance Directive Declaration (refer to Department
policy 13.1.1, Attachment 8-A), specify which measures are to be taken or not taken
to preserve/maintain life;

b. the inmate signs a DC-498 specifying that no measures be taken to preserve/maintain
life; and/or

c. a DC-498 is not completed due to time, health issues, or refusal to complete.

In accordance with Department policy 13.1.1, two physicians certifying that the inmate is
in the terminal stages of his/her illness must activate the DC-498. The physician must
note this on a DC-472, Progress Notes. An order may be written by the physician
indicating Do Not Resuscitate (DNR). The original DC-498 shall be sent immediately to
the Medical Records Supervisor who shall place it in the Legal/Correspondence
Section of the medical record, document on the DC-472 that the DC-498 was placed in
the medical record, and affix the DC-444, Advance Directive Label to the front of the
chart.

If medical staff have moral or religious objections to not providing treatment, even when it
is the wish of the inmate, refer to Department policy 13.1.1.

The Medical Director shall place inmates with a terminal condition in the infirmary, if and
when there is need for admission, based upon their care requirements (i.e., housing,
personal, intermediate, or skilled). The status of the DC-498 shall be reviewed with the
staff during each shift report. If a physician elects not to admit an inmate to the infirmary,
he/she shall document this on the DC-472.

An inmate with a terminal condition may be referred to the Hospice Care Program for
palliative care in accordance with Subsection C. below. An inmate being treated in
hospice shall follow the guidelines contained in Subsection C. below.

Each Corrections Officer and line staff shall initiate Cardiopulmonary Resuscitation (CPR)
as a first responder, unless directed otherwise by the Medical Department.
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8. Declaration of death or termination of CPR should take place in a secure area or in the
infirmary/dispensary without inmates present.

9. Medical practitioners who provide any services shall document them in the DC-472.

B. Scenarios for Implementing an Advance Directive for Inmates

1. Aninmate in the infirmary has completed a DC-498 in accordance with Department policy
13.1.1. The DC-498 specifies which measures are to be taken to sustain life.

2. When an inmate has completed a DC-498 and the DC-498 specifies “no code, comfort
measures only:”

a. all medical staff shall be notified at each shift and infirmary report of the inmate’s DC-
498 status. Nursing staff shall also notify the Corrections Officer in the infirmary
and/or dispensary;

b. the RN shall asses the inmate for signs of death;

c. the RN shall pronounce the inmate dead, per the PA Vital Statistics Law of 1953, 35
PA 8450.507, if the following is applicable:

(1) the RN is involved in the direct care of the patient;

(2) the declaration of death is made under the Uniform Determination of Deaths Act
(5 P.S. 810201 et seq.);

(3) the death is a result of natural causes; and/or

(4) the patient is under the care of a physician who is unable to be present within a
reasonable period of time to certify the cause of death.

d. the RN shall notify the Medical Director/designated physician of the death
immediately.

3. When there is no DC-498 on the inmate’s chart (this applies to an inmate in the infirmary
and on the block/unit):

a. all medical staff shall be notified at each shift and infirmary report of the inmate’s DC-
498 status. Nursing staff shall also notify the Corrections Officers in the infirmary
and/or dispensary;

b. in the absence of ABCs, CPR shall be initiated by first responders (Corrections
Officers, nurses, practitioners) and the inmate moved to the infirmary/dispensary;
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c. if the physician is present, he/she shall:
(1) direct care;
(2) direct that ambulance/EMS be called; and/or
(3) pronounce death.
d. If the physician is not present and CPR has been started, the RN shall:
(1) assess the inmate for signs of death;
(2) if signs of death are not present, continue CPR and call 911/EMS; or

(3) if signs of death are present, continue CPR and call the Medical
Director/designee for instructions (declaration of death or call 911/EMS).

e. If physician is not present and CPR has not been started, the RN shall:
(1) assess the inmate for signs of death;

(2) if signs of death are not present start CPR, call 911/EMS, call medical
Director/designee; or

(3) if signs of death are present, call the Medical Director/designee for instructions,
(declaration of death or call 911/EMS). No CPR should be started.

C. Release from Facility Due to Terminal Medical Condition, per State Law (42 Pa.C.S.
89777), Including Admission to Hospice Care Program

1. Application Process

a. To be eligible for Application for Release from Facility Due to Terminal Medical
Condition, including transfer to a hospice care program, the inmate must have a
terminal condition with a physician’s documented life expectancy of one year or
less. This documentation shall be based on reasonable medical certainty.

b. Initiation of the Application for Release from Facility Due to Terminal Medical
Condition may be made by the inmate, someone to whom the court grants
standing to act on behalf of the inmate, or staff at the transferring facility, under
the provisions of applicable state law, through the Bureau of Health Care
Services (BHCS). These include application for pre-release to a hospital,
nursing home or community hospice, and/or modification of sentence. BHCS
will consult with the Office of Chief Counsel on issues including whether the
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Application satisfies statutory requirements. Once these options have been
examined and approved by the BHCS, the process will proceed.

c. BHCS will inform the Office of the Victim Advocate (OVA), the Chief of
Security/designee and the Records Administrator/designee when an application
is being processed.

2. Determination of Acceptance

a. If the Medical Director/designee is not the attending physician, he/she shall review the
attending physician’s assessment and make a final determination whether the
inmate’s medical condition is terminal, and give a written prognosis based on
reasonable medical belief as to the inmate’s life expectancy. This information shall
include the diagnosis and present course of treatment.

b. The transferring facility shall forward a referral packet to the Director, BHCS. The
referral packet shall include the following:

(1) a copy of the inmate’s signed DC-498;

(2) acopy of the Consent for Participation in the Hospice Care Program
(Attachment 9-A) if applicable;

(3) a copy of the Functional Needs Assessment Survey (Attachment 9-B);
(4) a copy of the DC-506, Mini-Mental State Examination (Attachment 9-C); and

(5) a copy of the Narrative Summary of the Inmate’s Medical Treatment
(Attachment 9-D).

c. Upon review of the referral packet and consultation with the CHCA at the
sending facility, the BHCS Director/designee, shall forward the referral packet
to the Office of Chief Counsel, who will advise the BHCS and the
CHCA/designee, as to the status of the request, whether the application
satisfies statutory requirements and whether court proceedings should be
initiated.

d. The CHCA of the sending and receiving facilities shall ensure that the procedures for
health screening for pre-transfer and the procedures for the immediate health
screening of all intra-system transfers by qualified health care personnel upon receipt
of the transferred inmate(s) are accomplished according to Section 2 of this
procedures manual.

e. When a court orders the release of an inmate from the Department because of a
serious or terminal medical condition:
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the court order shall be sent to the Office of Chief Counsel for review. The

(1)

(2)

)
(4)

Office of Chief Counsel shall provide a copy of the court order to the
Records Administrator/designee, BHCS, OVA, and the Chief of
Security/designee;

the Records Administrator will work with the facility Records Office to
ensure that the inmate’s release is processed and coded properly in
DOClInfo;

the OVA will notify any registered victim(s) as indicated; and

unless alternative arrangements have been made with the County, the
Chief of Security/designee will ensure that the appropriate GPS/electronic
monitoring device is placed on the inmate, provide the monitoring
parameters and reporting requirements to the medical or hospice facility,
and arrange for return of the device upon the inmate’s death.

3. Withdrawal of Application for Release from Facility Due to Terminal Medical
Condition

a. If theinmate withdraws from the application process, the withdrawal may be
cause to initiate a transfer to another facility, based on the medical needs of the
inmate as determined by the facility Medical Director.

b. The Department shall provide continuity of care from admission to discharge
from the facility, including referral to community care when indicated.

c. The CHCA must notify OVA if an inmate’s application is withdrawn.

4. If an offender violates the conditions of the GPS/electronic monitoring the Central
Office Security Division will notify: the District Attorney in the county where the
order for release was granted; the BHCS; and the OVA.

5. Upon the offender’s death, the CHCA shall notify the facility Records Office, the
Records Administrator/designee, the Central Office Security Division, the Office of
Chief Counsel and the OVA.

D. Notification of Designated Individuals and Inmate Death

The CHCA shall ensure that the policy and procedures contained in Department policy
13.1.1, are used to document the incident where an inmate suffers a serious injury, and/or
death by natural causes, suicide, and/or the natural progression of the inmate’s disease.
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Section 10 — Medical Orders for Special Items

A. Procedures Regarding Special Item(s)

1.

Upon reception at the Correctional Diagnostic and Classification Center (DCC) or State
Correctional Facility, the practitioner will determine, during the physical examination,
the medical necessity of any item(s) brought with the inmate in accordance with
Subsection C. below.

The prescribing practitioner will be responsible for making these determinations.
Medical orders will be made on the Physician’s Order Form, and documentation will be
made on the DC-472, Progress Notes in the inmate’s medical record, and the DC-433,
Health Care Items Receipt (Attachment 10-A), will be completed.* Documentation
must be filed under the Legal/Correspondence Tab in the medical record when any
special item(s) are provided to an inmate on the basis of an ADA determination.

The Corrections Health Care Administrator (CHCA)/designee will ensure that the
Inmate Status automated application on DOCNet is updated as required.

Medical orders for special item(s) will be reviewed on a timely basis depending on the
special item(s) ordered. Items ordered as permanent, such as wheelchairs, hearing aids,
prosthetic device, etc., will be reviewed annually. All others will be reviewed quarterly.

An inmate who has received special items prior to the effective date of this
policy/procedures manual will have these items reviewed during his/her health appraisal.
The Medical Director will make a determination whether he/she has to be reviewed
annually or quarterly.

If an inmate refuses his/her quarterly and/or annual review of a special item, the inmate
must come to the medical department to complete a DC-462, Release from
Responsibility for Medical Treatment Form in accordance with Department policy
13.1.1, “Management and Administration of Health Care.” The Medical Department
will then make a determination of the necessity for continuation of the special item.

When extra blankets and/or pillows are prescribed by the Medical Department, the
Security Office and the Unit Manager will be informed. Extra blankets and pillows will
be provided by the Department.

An inmate is responsible for keeping and maintaining the special item(s) assigned to
him/her.

In accordance with Department policy DC-ADM 801, “Inmate Discipline,” the inmate
will be financially responsible for the costs incurred for the replacement/repair of a special
item damaged or destroyed due to negligence or deliberate destruction.

14-4144, 4-4375
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10. The vendor will be financially responsible for providing special medical items to the
inmates, including fitting and repair due to normal wear.

B. Responsibilities

1. Bureau of Health Care Services (BHCS) — Central Office

The Chief of Clinical Services, BHCS will act as the mediator in situations where the
CHCA and the prescribing practitioner cannot reach an agreement as to whether the
inmate requires special item(s) prescribed or if an alternative would better treat the
inmate’s condition.

2. The CHCA/designee will:

a.

b.

review all practitioner orders for special item(s);

contact the prescribing practitioner to discuss any concerns related to the ordering of
the special item;

discuss the need for the special item(s) with the facility Security Office and the Unit
Manager in order to determine if issuing the special item(s) would jeopardize the
security of the facility. Security concerns regarding any special item(s) will be brought
to the attention of the Deputy Superintendent for Centralized Services
(DSCS)/designee and the Deputy Superintendent for Facilities Management
(DSFM)/designee for resolution. If necessary, alternate item(s) may be suggested and
provided as long as the alternate item(s) meets both the medical need and security
concern;

if this issue is not resolved by the facility staff, contact the Chief of Clinical Services to
arrange for a consult with the prescribing practitioner. The results of the
consultation will be documented in the inmate’s medical record on the DC-472
and reported as part of the CHCA’s monthly report to the BHCS;

forward a copy of the DC-443 to the Unit Manager for notification of the approved
special item;

ensure that the discussion with the facility Security Office and the Unit Manager is
documented on the DC-472 in the inmate’s medical record and, if necessary,
discussed with the prescribing practitioner.

ensure that all medically necessary orders for special item(s) will be carried out, upon
discussion and agreement among the prescribing practitioners, Security Office and
Unit Managers;

forward all approved medical orders for special item(s) to the medical services
vendor(s) for purchase,;
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coordinate the repair or replacement of the special item with the medical vendor when
necessary;

establish local procedures for a timely review/inspection of all special item(s)
prescribed to the inmate. The date of the review/inspection will coincide with the
stop/review date ordered by the prescribing practitioner, in accordance with
Subsection A.4. above; and

make a decision as to what special item an inmate may keep at the time of
discharge/parole. Issuance of a special item does not make the item the property of
the inmate.

3. The Facility Unit Manager will:

a.

monitor the inmate’s use of special item(s) to ensure the inmate is using the item(s)
as instructed. If applicable, instructions will be included on or attached to the DC-443;

contact the Medical Department if there is a question regarding the inmate’s use of
the item(s) or the manner in which the inmate is using or not using the item(s);

ensure that all three shifts of Corrections Officers working the block/housing unit are
informed of special item(s) orders that an inmate is permitted to posses or changes to
existing orders; and

ensure that specialty items are engraved, when possible, or appropriately marked with
the inmate’s full name and facility number.

4. The inmate will:

a.

b.

e.

f.

ensure special item(s), when authorized, remain in his/her possession at all times;
report to the medical department as ordered for inspection of the special item(s);

ensure the prescribed special item(s) is properly used, not damaged, not stolen or
misplaced during the time he/she is issued a special item(s). Any misuse of a special
item(s) may cause the special item(s) order to be rescinded;

be financially responsible for the cost of repair/replacement for damage to the special
item(s) resulting from the inmate’s actions or negligence. Upon inspection, if
appropriate medical personnel believe the inmate’s actions or negligence caused
damage to a special item(s), a DC-141, Misconduct Report, will be issued and the
inmate assessed for any and all costs for the repair and/or replacement of the special
item(s) in accordance with Department policy DC-ADM 801;

be responsible for carrying a copy of the DC-443 at all times; and

be responsible for updating his/her personal property list.
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C. Prescription of Special Item(s)

1. For anew reception or transfer reception from another facility, if a prescribing
practitioner determines that an inmate needs or possesses an item that is not routinely
provided by the facility, the prescribing practitioner will inform the CHCA of the need
for, or continued use of, the special item. Documentation must be filed under the
Legal/Correspondence Tab in the medical record when any special item(s) are
provided to an inmate on the basis of an ADA determination.

2. The prescribing practitioner will document the following information on the DC-472 of
the inmate’s medical record:

a. the condition requiring the special item(s);

b. the special item(s) needed to treat the inmate;

c. aprognosis as to how long the inmate will be required to use the item(s);
d. a stop/review date for the item(s) being requested; and

e. an order for discontinuance if it is determined that the item(s) is no longer medically
necessary.

3. For the treatment of acute conditions, the prescribing practitioner treating the inmate
will review the inmate’s need for a special item(s). The required special item(s) will be
noted on the DC-472 in the inmate’s medical record. Priority will be given in order to get
the medical order approved and filled as medically necessary.

4. For an inmate suffering from a documented chronic condition where the need for a
special item(s) may be continuous or permanent in nature, the review of the special
item(s) will be conducted at least annually. The results of the physician/PA and the
CHCA's review will be documented on the DC-472 in the inmate’s medical record.

5. Once the special item(s) is available at the facility, the inmate will be summoned to the
Medical Department, appropriate medical personnel will instruct the inmate on the
following:

a. proper use, care, storage, and financial responsibility for the special item(s) in
accordance with Subsection B.4.d. above;

b. if the inmate requests assistance to appropriately fit a special item(s), the prescribing
practitioner will reevaluate;

c. the inmate will be instructed by the prescribing practitioner to keep on person a
copy of the DC-443 at all times; and
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d. the date the inmate is to return the special item(s) to the Medical Department for
inspection and evaluation to continue use.

6. The prescribing practitioner who is instructing the inmate will ensure the DC-443 is
completed, distributed, and filed in the Miscellaneous Section of the inmate’s medical
record.

7. Ensure the following actions occur when the stop/review date is reached:

a. notify the Unit Manager/appropriate housing authority when the stop/review date is
reached,;

b. request the inmate be sent to the Medical Department at a specified date and time for
the purpose of assessing the need to continue the specialty item; and

c. complete the DC-443, specifically the Returned Items Section, to notify the Unit
Manager of the change in status of the special item ordered.

D. Inspection of Special Item(s)

1. During the scheduled inspection of the special item(s) or whenever an inmate brings
special item(s) to the Medical Department to be examined, the appropriate medical
personnel will document any damages or wear of the item(s) on the DC-472 in the
inmate’s medical record and notify the CHCA of any damage he/she believes was
caused by the inmate. If appropriate medical personnel believe the inmate’s actions or
negligence caused damage to a special item(s), a DC-141 will be issued by the
appropriate staff member and inmate assessed for any and all costs for the repair and/or
replacement of the special item(s) in accordance with Department policy DC-ADM 801.

2. If the special item(s) requires repair, the practitioner will write an order for
repair/replacement of the special item. The CHCA will complete a new DC-443
specifically the Returned Items Section and forward it to the Unit Manager.

3. In accordance with Department policy DC-ADM 801, if the inmate is determined to be
financially responsible, a DC-138A, Inmate Cash Slip, will be completed for the cost of
the repairs or replacement. If the inmate is indigent or does not have enough money to
cover the cost of the repair, the Inmate Accounts office will handle the monies owed as a
medical insufficient funds situation.

4. Upon receipt of the repaired or replaced special item(s), the inmate will be summoned to
the Medical Department to receive the item(s) and sign a DC-443. At that time staff will
inform the inmate that he/she must carry the DC-443 at all times or be subject to a
misconduct.
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E. Procedures for Electric Razors

1. If an inmate requests an electric razor, the inmate must sign up for sick call. The
prescribing practitioner will discuss the matter with the inmate and document the
examination of the inmate on the DC-472 in the inmate’s medical record.

2. After completing the examination regarding the electric razor, the prescribing
practitioner will inform the CHCA of the inmate’s request for the electric razor. The
CHCA will forward the prescribing practitioner’s documentation of the examination, as
well as a rationale for the medical necessity for the use of an electric razor to the Chief of
Clinical Services, BHCS at Central Office.

3. The Chief of Clinical Services, BHCS will review the request and approve or disapprove
the request. The Chief of Clinical Services, BHCS will inform the CHCA of his/her
decision. The CHCA will ensure that the prescribing practitioner is informed of the
decision.

4. The prescribing practitioner who examined the inmate requesting the electric razor will
ensure the following:

a. that the inmate is informed of the decision regarding his/her request for the electric
razor; and

b. that the encounter with the inmate regarding the electric razor and the decision is
recorded on the DC-472 in the inmate’s medical record.

5. The CHCA/designee will ensure that the Inmate Status automated application on
DOCNet is updated as required.

6. The vendor will be responsible for providing the electric razor to the inmate.

7. The Unit Manager will ensure that all three shifts of Corrections Officers working the
block/housing unit are made aware and kept informed of any changes regarding the
possession of electric razors or other special item(s) permitted to be retained by an
inmate.

8. After receiving the electric razor, the inmate will ensure that his/her property inventory is
updated accordingly. The Unit Manager will ensure that the razor is engraved with the
inmate’s full name and Department number.

F. Discontinuance or Change in Status Regarding Electric Razors

1. The Medical Department will review an order for the use of an electric razor quarterly.
The prescribing practitioner will document the results of the review on the DC-472 in
the inmate’s medical record.
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2.

If the inmate’s condition changes and the electric razor is no longer medically necessary,
the prescribing practitioner will document the change on the DC-472 in the inmate’s
medical record and notify the CHCA.

The CHCA/designee will ensure that the Inmate Status automated application on
DOCNet | updated as required.

The CHCA will inform the Unit Manager as to the change regarding the inmate’s use of
the electric razor.

G. Procedures for Pressure Relief Mattresses

1.

Pressure relief mattresses will only be provided upon prescription by a physician for the
following reasons:

a. alleviation and/or prevention of pressure ulcers on inmate patients whose condition
requires confinement to bed for prolonged periods of time;

b. any other reason or circumstances as documented by a physician on the DC-472 in
the inmate’s medical record;

c. the CHCA/designee will ensure that the Inmate Status automated application on
DOCNet is updated as required.

. The use of this equipment will be restricted solely to the infirmary inpatient care area or to

a Long Term Medical Care Unit.
Because this item cannot be effectively disinfected, its use will be confined to a single

patient and discarded when the patient no longer requires it, or if it becomes deteriorated
and/or contaminated.
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Section 11 — Review of Diagnostic Reports

A. General Procedures

1.

A full time or locum tenens medical or psychiatric practitioner-physician, certified registered nurse
practitioner (CRNP) or physician assistant (PA) will review all diagnostic test results within three
calendar days of receipt of these by the facility and prior to filing in the medical record. If an
electronic medical record is in use, Subsections 2. — 7. below do not apply.

If a psychiatric practitioner is not scheduled to be on-site within the first three calendar days after
test results are received at the facility, then the medical practitioner will review these results
during that time period. The medical practitioner will sign off these reports and then forward them
to the psychiatric practitioner for his/her review and signature prior to filing in the medical record.
In situations of abnormal results requiring urgent attention, the medical practitioner will take
corrective action and/or contact the on-call psychiatric practitioner for further guidance or action.

If a psychiatric practitioner conducting a telepsychiatry evaluation orders diagnostic tests, local
nursing staff shall follow the same procedure described in Subsection 2. above.

Practitioners will initial or sign, date and time all diagnostic test results to signify their reviews,
using a Diagnostic Study Stamp.

If the result is Normal (N), a progress note entry is not required.

If the result is Abnormal and requires follow up practitioner action (A), progress note
documentation is required.

If the result is situationally or chronically Abnormal, but does not require follow up practitioner
action (Not Clinically Significant: NCS), progress note documentation is not required.

Diagnostic test results should be discussed subsequently with the patient, and this will be
documented on the DC-472, Progress Notes or the DC-472C, Outpatient Psychiatry Progress
Note.

B. Diagnostic Study Stamp

DIAGNOSTIC STUDY STAMP
PRACTITIONER:

DATE:
TIME:
A N NCS
ABNORMAL NORMAL NOT CLINICALLY
(Requires DC-472 SOAP Note) SIGNIFICANT
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Section 12 — Pharmacy Guidelines?
A. Operational Standards

The Bureau of Health Care Services (BHCS) shall ensure that each facility medication
room has personnel, space, equipment, and supplies to safely and effectively store
and administer medications to the Department’s inmate population.

1. Staffing

a. Each facility shall assign a sufficient number of trained licensed personnel
necessary for the safe and efficient operation of the medication room.?

b. Medication room personnel shall participate in the Department’s basic nursing
training orientation to allow for the safe and efficient operation of the
medication room.

2. Security

The medication room shall remain locked at all times. Access is limited to
assigned licensed staff, on-duty nursing supervisors, administrative staff, and
auditors.?

3. Storage

a. Medications and biologicals are to be stored in an orderly manner to facilitate
their safe and efficient administration.*

b. Medications for internal use are to be stored separately from drugs for external
use.

c. All scheduled medication (II-1V), shall be stored in accordance with
requirements of Pennsylvania state laws and regulations, the Federal Drug
Enforcement Agency and in accordance with Subsection D. below.>

d. The medication room shall not be used to store non-pharmaceutical material
such as personal effects, unneeded equipment, archived records or cleaning
products.

14-4378M
24-4378M
34-4378M
44-4378M
54-4378M
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e.

A cleaning schedule shall be maintained for the medication room. It shall be
thoroughly cleaned at least weekly and as needed. Cleaning products shall be
stored in a cabinet, separate from pharmaceuticals.

Staff shall not store or consume food, beverages, or tobacco products in the
medication room.

Only food/supplements used in the administering of medications may be kept in
the medication room refrigerator and/or on a shelf separate from medications.

Expired, outdated, contaminated, or deteriorated medications must be
immediately withdrawn from stock and destroyed on site. Destruction methods
shall include disposal via secured trash or via sharps container (once rendered
“unusable”). Narcotics shall be destroyed on site. Other medication must be
returned to the pharmacy contractor for destruction.®

Pharmaceutical grade refrigerators must be used to store vaccines or
medications.

Temperature control areas where medications are stored shall adhere to the
following:’

(1) theroom temperature in all areas where medications are stored must be
maintained between 59 and 80 degrees Fahrenheit. If the temperatures fall
outside the parameters, the Registered Nurse Supervisor (RNS)/designee
shall be contacted promptly.

(2) the temperature of the drug storage refrigerators must be maintained between
36 and 46 degrees Fahrenheit; and

(3) the temperature of the refrigerators, freezers, and where medications are stored
(if utilized) must be checked and recorded on the Temperature Monitoring Log
(Attachment 12-A) every shift. The log must have the temperature standards
listed and deviations from the standard must be reported to the nurse
supervisor/designee immediately.

B. Formulary

The BHCS, medical, pharmacy and mental health service contractors shall jointly
develop, publish, and maintain a formulary of the most commonly used and most cost
effective medications to be used in the Department. The formulary shall be updated
every six months.2

64-4378M
74-4378M
84-4378M
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1. All other medications shall be available by request through a non-formulary
medication approval process approved by the Department and referenced in the
Electronic Medication Administration Record (eMAR).

a. Non-formulary orders shall be processed upon the approval of the assigned
non-formulary reviewer in the eMAR system.

b. For emergencies, immediate fills, or verbal/telephone orders of non-formulary
medications, the authorizing regional medical director or statewide Mental
Health Director shall contact the contract pharmacy to approve.

2. Generic drug equivalents or non-formulary medications, after being reviewed, shall
be dispensed by the contracted pharmacy for medication(s) ordered by brand
name in accordance with the provisions of state/federal law, unless the prescribing
practitioner (MD/DO/PA-C/CRNP/DDS/DMD) specifically states otherwise.® If the
prescribing practitioner requires a brand name medication, BMN (Brand Medically
Necessary) must be checked on the order.

NOTE: When a generic medication is dispensed for a brand name medication, the
medication shall be labeled with the generic name such as “Methyldopa” and
below it shall be the brand name it substituted and labeled “Substitute for
Aldomet.”

3. Only Food and Drug Administration (FDA) approved medications, biologicals, and
other related items ordered by the prescribing practitioner shall be sent to a
Department facility. The use of investigational or experimental drugs is not
permitted in Department facilities.'®

C. Operational Practices
1. Medication Orders

A valid order is required for all medications dispensed, administered, or distributed. The
clinically indicated order must be entered in the eMAR system and documented on
the DC-472, Progress Notes in accordance with Department policy 13.1.1,
“Management and Administration of Health Care,” Section 10.1!

a. Verbal/Telephone Orders

(1) Aregistered nurse (RN)/licensed practical nurse (LPN) may accept a
verbal/telephone order provided the order is understandable to and within the
scope of practice of the nurse. The nurse must enter the order in the eMAR
system and document on the DC-472.

94-4378M
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(2) The verbal/telephone order must be countersigned within 72 hours by the
ordering practitioner/medical director.

(3) A verbal/telephone order may be accepted from mid-level practitioners.

b. Physician Assistant medication orders shall be entered in the eMAR and
reviewed/countersigned by a supervising physician within 72 hours.

c. Orders for controlled medications must be entered in the eMAR system. The
prescription must be printed, signed, and faxed immediately to the contract
pharmacy. The original prescription must be mailed to the contract
pharmacy within 72 hours.

d. The contracted pharmacy shall develop policies and procedures for the
processing of medication orders received from all facilities.

e. The contracted pharmacy shall develop policies and procedures for the
efficient and timely delivery of ordered medications.?

2. Precautions during Hot Weather

a.

An inmate who is prescribed medications that cause heat sensitivity shall be informed
of the side effects. (A listing of medications that cause heat sensitivity is contained in
the pharmacy provider heat related illness pamphlet located on the BHCS
website.)

An inmate who is prescribed medications that cause photosensitivity shall be
informed of the side effects. (A listing of commonly identified medications that
cause photosensitivity is contained in the heat related iliness pamphlet.) SPF-
30 sunscreen shall be made available in the commissary.

The practitioner and nursing staff shall remind inmates of the precautions necessary
to avoid episodes of heat stroke and heat exhaustion.

The CHCA shall ensure that all facility personnel that supervise inmate workers,
especially those who work in the powerhouse, garage, and outdoors, are made aware
of the potential for heat stroke and heat exhaustion.

3. Duration of Prescriptions

Prescription duration does not imply frequency of visits for management of a
chronic illness. Frequency of visits depends on patient condition, practitioner
judgment, and Department policy. At the practitioner’s discretion, prescriptions
may be entered for up to 210 days for an inmate with a stable chronic illness such

124-4378M
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as hypertension, cardiovascular disease, asthma, convulsive disorder, HIV
infection, diabetes mellitus, and chronic mental illness such as major depressive
disorder, bipolar disorder or schizophrenia. Exceptions to this limit are as follows:

a.

b.

TB prophylactic medication(s) may be written for 270 doses of therapy;
Hepatitis C treatment medications may be written for up to 48 weeks;

schedule IlI-V controlled substances may be written for up to 180 days per DEA
policy;

schedule Il controlled substances may be written for a maximum of 30 days per
prescription order. Refills are NOT permitted on Schedule Il controlled
substances. A hard copy of the prescription shall be mailed to the control
pharmacy;

schedule Il and Il drugs can be written for 30 days for an inmate at the time of
release; and

inmates transferring with medications included in the 340B Drug Discount
Program of the U.S. government may have prescriptions written for longer
periods outlined in the 340B agreement.

4. Renewal of a Prescription

A practitioner shall re-evaluate a prescription prior to its renewal.®

5. Discontinued Medication

a.

b.

C.

Only a practitioner can discontinue a medication order. This order must be
entered in the eMAR system and documented on the DC-472.

Verbal orders to discontinue medications may be received as a verbal order by
a RN or LPN. This order must be entered in the eMAR system and documented
on the DC-472.

All verbal orders must be countersigned by the ordering practitioner or site
medical director within 72 hours.

Medication room staff4

The discontinued package shall be placed in a separate designated area of the
medication room for proper handling.

134-4378M
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(1)

(2)

@)

(4)

(5)

A full or partial medication card meeting the following criteria shall be sent
to the contract pharmacy for credit consideration:

(@) the card was not self-administered;

(b) the medication expiration date is 90 days or greater;
(c) the medication is not a controlled substance;

(d) the medication is not adulterated; and/or

(e) the medication is allowable for return in compliance with state and
federal regulations.

Medication room staff shall electronically scan barcodes on qualifying
returns using the inventory module in the eMAR system.

When the scanning of returns is complete, medication room staff shall
print two copies of returns, log and use one copy as a packing manifest for
the return shipment and the other copy for the facility’s records.

Iltems that can be destroyed at the site (via secure trash or sharps
container method) include suppositories, refrigerator items, topicals, otics,
ophthalmics, liquids, injections, and any item labeled by the contract
pharmacy and administered as a self-carry medication. These items do not
gualify for credit.

Any unused controlled substances that remain as a result of an order
discontinuation shall be stored at the facility in a securely locked
designated area until disposition.

(@) Schedule ll1I-V controlled substance can be destroyed at site level by
two licensed persons in accordance with Department policy on
controlled substance destruction. Licensed personnel may include an
RN, LPN, or Registered Pharmacist.

(b) Schedule Il controlled substance shall be destroyed by the contract
pharmacist during quarterly scheduled visits.

(c) Controlled substances SHALL NOT be returned to contract pharmacy.

e. The Controlled Medication Destruction Log shall be provided and reviewed by
the contracted pharmacy on a quarterly basis and shall be kept securely by the
RNS or Corrections Health Care Administrator (CHCA)/designee.

Issued: 12/29/2014

Effective: 1/26/2015
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6. Changes in Medication

The contracted pharmacy shall provide the facility with “Directions Changed Refer
to Chart” stickers. These stickers shall be affixed to the medical packaging that
still carries the original unaltered prescription label. Staff shall refer to the eMAR
for the current directions for medication bearing such stickers prior to
administering the medication to the inmate.

7. Over-the-Counter (OTC) Medications'®

OTC medications shall be purchased by inmates in the commissary. Exceptions to this
practice are the following:

a. Inthe event the inmate has sufficient funds to purchase the OTC medication, a supply
of the medication shall be provided to the inmate to last until the next commissary
day.®

b. In the event the inmate has insufficient funds to purchase the OTC medication,
a supply of the medication shall be provided to the inmate.

8. Administering Medication
a. Administration of Medications from Medline Windows

(1) The appropriate medpass shall be downloaded from the eMAR before the
start of the medline by the assigned nurse who shall pass medications at
the given location.

(2) Medications shall not be prepared prior to the medline.

(3) Nurses shall scan the inmate ID barcode for each patient upon their
approach to the window.

(4) Nurses shall administer medications due for the inmate during the
medpass time in the following manner:

() Each medication card/bottle shall be scanned prior to placing
medication into a cup to ensure the appropriate medication is the one
prescribed for the selected patient for the specific medpass date and
time. Note: Some products without vendor barcodes affixes are not
identifiable (i.e. stock medications, vitamins, etc.). The nurse shall
visually verify the product is prescribed for the patient prior to placing
itin acup.

154-4379
16 4-4378M
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(5)

(b)

(€)

(d)

(€)

(f)

(9)

(h)

()

(),

After scanning and placing each medication into a cup or other
container, medications are administered to the inmate.

After the nurse observes the patient swallowing medication(s), the
eMAR shall be documented to reflect Administered.

If/when the inmate refuses any or all medication(s), the refusal(s)
is/are documented in the eMAR.

At the conclusion of medline, the nurse shall determine which
medication(s) due for administration at the given medline time were
not taken.

Presence of inmates who were due for psychotropic or life-sustaining
medication(s) during the medpass and did not show to the medline
shall be sought via the Shift Commander/designee.

When the inmate presents to the medline, the eMAR shall be
documented as Administered or Refused.

If/when inmates fail to report to medline after being sought by the
Shift Commander/designee, the eMAR shall be documented with a No
Show result.

All non-psychotropic/non-life-sustaining medications not taken during
the medline shall be reflected on the eMAR as Missed.

When documentation of medpass results is completed, the nurse shall
end the medpass. This action updates the eMAR for each patient due
for medications at that medpass.

Nurses shall take all follow-up actions necessary, immediately following
the medline (example, signing patients up for medline, completing DC-
462s, etc.) in accordance with Subsection C.10. below.

b. Administration of Medication in a Housing Unit

(1) A nurse may place medication in a container labeled with the inmate’s name and
number immediately before leaving the medication room for the purpose of
administering medications in a housing unit.

)

Issued: 12/29/2014
Effective: 1/26/2015

The nurse who placed the medication in the container must lock it and keep it
in his/her sight at all times prior to taking the medication to the unit for
administration. A nurse may not administer a medication prepared by
another nurse.
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The nurse shall immediately document the outcome of medication

3)

(4)

administration in the eMAR.

Any medications that were prepared, but not given during medpass, shall
be destroyed as outlined in Subsection C.11. below.

c. Procedures for Crushing Medications

(1)

(2)

A list of medications not suitable for crushing (Do Not Crush List) is
available in the eMAR. Generally, all sustained and extended release
beaded and enteric-coated medications shall not be crushed.

All Schedule 11, 1ll, and IV medications shall be crushed at the discretion of
the prescribing practitioner except for those medications on the “do not
crush list.” All tricyclic antidepressants (TCA) must be crushed, floated
and opened.

d. Administration of an Injectable Medication(s)

(1)

)

®3)

(4)

(5)

(6)

Issued: 12/29/2014
Effective: 1/26/2015

The medical department shall use safety syringes that have been approved by
the BHCS except when administering pre-filled manufacturer’s medication
syringes.

Only a practitioner and licensed nursing staff shall administer injectable
medication to an inmate in accordance with the pharmacy contractor IV policy
and procedures manual.

Upon completion of an injection, the needle and syringe shall be properly
disposed of in a sharps container designed to prevent retrieval.

Upon opening any injectable medication, the RN, LPN, or practitioner must
affix a date opened sticker, or write on the package the date when the
package was first opened. The contract pharmacy shall provide a “beyond
use reference guide” to facilities to inform them as to when an injectable
item must be discarded.

An inmate may only self-administer injectable medication, including insulin,
during the 30 day period immediately preceding his/her release from the facility.

Nursing staff shall directly supervise and observe the entire process of the
inmate’s self-injecting medication. This supervision includes providing the inmate
with proper instructions on:

(@) use of sterile technique;

(b) identification of appropriate injection sites;

12-9
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(7)

(c) how to draw-up the correct amount of medication;
(d) how to administer the medication; and
(e) proper disposal of equipment.

An inmate’s ability to self-administer an injectable medication correctly
must be documented on the DC-472 in the medical record.

e. Medications for Inmates being Transferred or Released from the Department

(1)

(2)

(3)

(4)

(5)

(6)

Medications for inmates being transferred or released from the Department
shall be provided in accordance with the current Inmate Transfer Logistics
Grid maintained in the eMAR.

Procedures for transferring or discharging inmates with prescribed
medications shall conform to Department policy 6.3.1, “Facility Security,”
Section 20.

An inmate receiving prescribed medication(s) shall be issued the minimum
supply for transfer/release in accordance with the Inmate Transfer
Logistics Grid.

The medical department must be informed at least five days prior to an inmate’s
release from prison or parole/transfer to a Community Corrections Center (CCC).

The CHCA is responsible for ensuring the required medication is ordered
from the contract pharmacy, properly secured in a labeled package, and
delivered to the receiving facility (or inmate in cases of release).

For Authorized Temporary Absence (ATA) transfers or county jail
placement, nursing staff shall notify the contracted pharmacy of
placement. Nursing staff shall place the medication(s) in a sealed and
properly labeled package and follow local procedure to assure medication
transfers with the inmate. This action shall be documented in the eMAR.

9. Electronic Medication Administration Record (eMAR)

a. The eMAR shall contain:

(1)
(2)
3)
(4)

Issued: 12/29/2014
Effective: 1/26/2015

inmate identification data;
current month and year;
all allergies (including no known allergies);

PRN medications;
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(5) start date (month, day, year);

(6) stop date (month, day, year);

(7) medication, dose, frequency, and duration of medication order;

(8) arecord of initials under date and hour medication was administered;

(9) if an inmate refuses medication, the nursing staff must document the
refusal in the eMAR;

(10) if a medication dose is held by a practitioner or the medication is held due
to abnormal vital signs, the eMAR shall be documented as Held;

(11) if an inmate is not present at the facility and not available to take the
medications, the eMAR shall be documented as Absent; and

(12) if inmate is not present at the medication line, not absent from the facility,
and the steps outlined in Subsection C.8. above have been completed, the
eMAR shall be documented as No Show.

b. When Keep on Person (KOP) or self-medication is provided to an inmate,
practitioners or nursing staff shall document the number of doses provided in
the eMAR.

c. Theinitials, electronic signature, and title of the nurse administering or
providing the medications shall be recorded in the eMAR.

10. Monitoring Medication Compliance?’
Refusal of Life Sustaining/Chronic Medical lliness and Psychiatric Medications
a. The CHCA/designee shall:

(1) review the eMAR medication compliance reports on a daily basis and
ensure the contracted health care provider schedules all inmates that have
missed three consecutive medication doses or 50% missed doses of
medication occurring within a seven day timeframe for evaluation by a

practitioner;

(2) monitor on a weekly basis that practitioner follow-up evaluations have
occurred;

174-4378M
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3)

(4)

request the contracted health care vendors provide updates regarding
specific inmate medication compliance problems at the facility Quality
Improvement (QI) meetings; and

review the quarterly pharmacy and therapeutic reports for compliance
Issues.

b. Nursing Staff shall:

(1)

(2)

(3)

(4)

(5)

ensure each inmate receives medication, as ordered;

notify the facility Medical Director/designee or Psychiatrist when an inmate
misses a life-sustaining medication;

notify the facility Medical Director/designee if an inmate with chronic
medical illnesses misses three consecutive doses of medication or 50%
missed doses of medication occurs within a seven day timeframe. A DC-
462 shall be initiated;

for an inmate who is on the PRT or housed in a specialized unit, the nurse
shall notify the Psychiatrist if three consecutive doses are missed in
succession or 50% missed doses of medication occurs within a seven day
timeframe. A DC-462 shall be initiated; and

document non-compliance as a nurse’s note in the eMAR.

c. Psychology Department staff shall:

(1)

(2)

3)

(4)

(5)

Issued: 12/29/2014
Effective: 1/26/2015

provide a list of inmates on the PRT roster to the CHCA. This list shall
include housing unit and assigned Psychology Department member and
counselor;

review the eMAR medication compliance reports on scheduled workdays
and provide counseling to an inmate who is non-compliant within 24 hours,
or as soon as facility operations permit;

discuss medication compliance at each interaction;

discuss the instances of non-compliance at the first scheduled PRT
meeting, if staff have identified decompensation associated with non-
compliance or discuss instance(s) of non-compliance at the inmate’s next
regularly scheduled PRT meeting if staff have not identified
decompensation associated with non-compliance;

notify the inmate’s psychiatrist of medication non-compliance; and
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(6)

the LPM shall notify the DSCS of significant instances of medication non-
compliance, which may place the inmate at risk for relapse of his/her
mental iliness.

d. The Medical Director/designee shall:

(1)

(2)

review the DC-462 and counsel the inmate regarding medication non-
compliance after being notified of such by nursing staff and document a
progress note on the DC-472; and

notify the CHCA where such non-compliance may cause a relapse of the
inmate’s medical conditions.

e. The Psychiatrist shall:

(1)

(2)
(3)
(4)

(5)

review the DC-462 and counsel the inmate regarding non-compliance after
being notified of such and document a progress note on the DC-472,;

discuss medication compliance at each interaction;
attend PRT meetings to review all instances of non-compliance;

direct the PRT in developing a multi-disciplinary plan to address the issue
of non-compliance for those inmates with serious mental iliness; and

the PRT shall notify the DSCS of all serious instances of non-compliance,
which may put the inmate at risk for a relapse of his/her psychiatric
disorder.

f. Facility Management and Security Support

(1)

(2)

Issued: 12/29/2014
Effective: 1/26/2015

The DSCS shall:

(&) notify the Program Review Committee (PRC) of serious instances of
inmate non-compliance; and

(b) recommend to the PRC remedial measures to be considered, such as
Administrative Custody (AC) status or less restrictive
recommendations for the PRT, Unit Manager, or CHCA to address
concerns of serious non-compliance.

For inmates housed in the Residential Treatment Unit (RTU) and Special
Needs Unit (SNU), medications shall be either delivered to the unit or by an
independent medline movement shall be established. All medpasses for
these units shall be monitored for medication compliance in accordance
with Subsection C.8. above.
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g.

Monitoring of the Inmate

Multi-disciplinary members such as the Medical Director, Psychiatrist,
Counselor, and Psychologist shall monitor the inmate weekly until the inmate
complies with the medication ordered. Documentation shall be written in the
medical record.

(1) The eMAR system is available to practitioners during clinic visits.
(2) Medication compliance for Direct Observation Therapy (DOT) and the Self-

Medication Program shall be in accordance with Section 15 of this
procedures manual.

11. Medication Destruction!8

a.

All unused medications that qualify for credit (full and partial cards that are
DOT, have 90 days of expiration dating, are not adulterated, damaged, or written
upon, and are allowed to be returned by state and federal regulations) shall be
returned to the contract pharmacy. Each facility CHCA shall ensure the contract
pharmacy’s electronic reconciliation program is used to process and track any
items returned to the contract pharmacy.

Schedule Il medications must be disposed of in the facility by the contract pharmacy
during quarterly visits. The contract pharmacy and RNS/designee shall
document destruction on the pharmacy provider control destruction log and on
the pharmacy provider controlled drug count verification log. A separate
destruction log (provided by the contract pharmacy) shall be maintained and
held by the RNS or CHCA/designee as record of any controlled substance
destroyed at the site.

Schedule IlI-V medications can be destroyed at the facility by two licensed
personnel that may include RN, LPN or Registered Pharmacist. Each facility
CHCA shall ensure site personnel document and validate destruction by having
both persons sign the daily controlled substance flow record and the change of
shift record log that shall reflect the change(s) in perpetual inventory. The
controlled destruction log shall be provided by the contracted pharmacy
vendor.

Medications destroyed at the facility shall be:
(1) destroyed via secure trash;
(2) “rendered non-usable” by submerging tablets and/or capsules under water

in a sharps container. (The container can then be sealed and returned to
the contracted biohazard vendor for disposal); and/or

18 4-4378M
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(3) for non-tablet and capsule entities, disposition through a sharps container
(or secure trash).

e. Medications brought into the facility that are not provided by contract
pharmacy:

(1) if the medications are individually packaged (unit dose or bubble packed)
and identifiable, these medications may be used until they are gone; or

(2) any medications that are received loose, unlabeled, in a vial, mixed
together, or any packaging other than blister pack or unit dose, shall be
destroyed.

12. Emergency Kits and Crash Carts

Medications in these containers shall be managed in accordance with Section 6 of
this procedures manual.

13. Post Exposure Prophylactic (PEP) Kits

Medications in these kits shall be managed in accordance with Department policy
13.1.1, Section 5.

D. Controlled Substances?®

1. The policies of the contracted pharmacy shall conform to the Controlled
Substance Act of 1970 (Title Il of the Comprehensive Drug Abuse Prevention and
Control Act of 1970) and amendments, and the Drug Enforcement Agency (DEA)
Title 21, Chapter 13, Drug Abuse and Prevention Control.

2. Controlled substances are medications with high abuse potential and are subject
to special handling, storage, disposal and record keeping.

3. Controlled substances are classified by the DEA into five schedules as listed
below.

a. Schedule I (Cl) — Highest abuse potential contains medications with no
accepted medical purpose, such as Heroin.

b. Schedule Il (Cll) — Contains medications with an extremely high abuse potential
such as Morphine, Demerol, Percocet, Percodan, Ritalin, Methadone, Dilaudid,
Cocaine, Amphetamines and most barbiturates, such as Nembutal and Seconal.

194-4378M
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c. Schedule 11l (Clll) — Contains medications with very high abuse potentials, such
as Tylenol with Codeine, Vicodin, etc.

d. Schedule IV (CIV) — Contains medications with a lessor abuse potential then
Schedule Il and includes Darvocet, Restroil, Phenobarbital, Chloral Hydrate,
Valium, Serax and Librium.

e. Schedule V (CV) — Contains seldom abuse drugs, such as the Codeine
containing cough syrups (Robitussin DAC) and Lomotil.

4. Orders for Schedule Il drugs shall be entered in the eMAR and the standard
prescription form shall be generated and printed for signature. The signed
standard prescription form shall be immediately faxed and mailed to the contract
pharmacy. The contract pharmacy must receive the original signed copy within 72
hours. A practitioner cannot write an order for a Schedule Il controlled substance
that exceeds 30 days.

5. Schedule llI-V controlled substances orders can be ordered for a maximum of 180
days per DEA policy.

6. Medications listed in Schedule Il through V shall be stored under double lock,
separate from all other medications. Only one pharmacy nurse on duty at the time
shall maintain possession of the key to the controlled medication drawer/cabinet.

7. Methadone can only be ordered for the reasons outlined below.

a. Pain management — Prescriptions of methadone for pain management should
have the term “for pain” documented on the original order.

b. Pregnant women addicted to opioids to prevent abrupt withdrawal and
harm/death to the fetus. When such inmates arrive, contact the Department of
Drug and Alcohol Programs, Division of Program Licensure (717-783-8675), for
referral to a community program licensed to provide methadone detoxification
services to pregnant women. A practitioner may write a one-time order for three
days until arrangements as outlined above can be confirmed.

8. Records?®

a. A nurse shall be assigned to medication inventory reconciliation which shall be
completed in the eMAR system.

b. When receiving and reconciling Schedule 1I-V medications, the medication
room nurse shall complete the DC-453, Narcotic/Controlled Substance Record
(Attachment 12-B).

204-4378M
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c. Thereafter, a physical inventory of that medication shall be made at the change
of each shift by two licensed nursing personnel who are authorized to
administer the medication, in accordance with the procedures for medication
administration (usually that shall be the medication nurse going off duty and
the medication nurse coming on duty). Each person shall sign the pharmacy
provider controlled drug counting verification log to verify a count was
performed and the inventory is correct. Medications that have been
discontinued shall be documented on the pharmacy provider controlled drug
count verification log and kept in a separate location until handled properly.

d. Separate records shall be maintained on all schedule drugs, in the form of
declining inventory records on the DC-453. Such records shall be accurately
maintained and shall include:

(1) facility;
(2) narcotic/controlled substance;
(3) month/year;
(4) date;
(5) time;
(6) inmate name;
(7) inmate number;
(8) name of the prescriber;
(9) dosage;
(10) amount issued;
(11) administered by;
(12) amount received,;
(13) balance; and
(14) shift inventory signature.
e. The DC-453 forms shall be reconciled to a physical count of the remaining

medication substances at the end of each shift and shall be retained for at least
seven years.
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f. The RNS/designee shall investigate and reconcile all reported discrepancies. If
a discrepancy is irreconcilable, the RNS/designee shall document the details on
the audit record, including the possible shift or persons responsible for the
discrepancy, and the efforts made to reconcile it. If a major discrepancy or a
pattern of discrepancies occurs or there is obvious criminal activity, the
CHCA/designee shall notify the Shift Commander immediately and the
consultant pharmacist.

9. Accounting Procedures?!

a. Schedule 1I-V controlled substances, including discontinued medication, shall
be counted at each change of shift by at least two persons who are legally
authorized to administer medications. This shall usually be done by the on-
coming and off-going shift nurses and shall be documented on the pharmacy
provider controlled drug count verification log.

b. Any discrepancy in the count of controlled substances shall be reported
immediately, in writing, to the responsible RNS/designee and a signed entry
shall be recorded on the page where the discrepancy is found.

c. The RNS/designee shall institute an investigation to determine whether or not
the dose was administered or refused.

d. The contracted pharmacist shall be notified immediately if any discrepancy is
detected upon shipment reconciliation for any controlled substance regardless
of the classification. The pharmacist shall make regular checks of the handling,
storage, recording, and disposal procedures of controlled substances during
his/her scheduled quarterly inspections.

e. Each line on the DC-453 shall represent one dose.

f. Ifadoseis removed from the packaging for administration, but refused by the
patient or not given for any reason, it shall be destroyed in the presence of two
nurses and the disposal must be documented on the DC-453.

g. The DC-453 and change of shift record logs shall be maintained securely in
binders. When completed, the audit and proof-of-use records shall be kept on
file in the facility for at least seven years by the CHCA.

10. Release of an inmate with Scheduled/Controlled Medications??
a. In accordance with the Inmate Transfer Logistics Grid, scheduled/controlled

medications shall be prepared for inmates leaving the system or transferring to
another facility.

21 4-4378M
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b.

C.

In accordance with Subsection C.8. above, controlled drugs may be sent with
the inmate on discharge or transfer when ordered by the discharging
practitioner.

A new order shall be required for any Scheduled II-V controlled substance for
release from a Department facility.

The release records for a controlled substance shall be documented on the DC-
453 and pharmacy provider controlled drug count verification log.

Remaining controlled substances, not authorized by the practitioner for release
or transfer of the inmate, shall not be surrendered to any person (including
practitioner) for any reason. These medications shall be destroyed in
accordance with Subsection C.11. above. Records of these returns for
destruction shall be maintained by the facility medication room for at least
seven years.

E. Facility Procedures for Stock Medications

Stock medications are ordered in the eMAR based upon current facility inventory
needs. The site medical director is required to approve all orders for stock
medications. Policies and procedures for ordering of stock medications in the
following categories shall be developed by the contracted pharmacy:

1. universal stock list;

2. bulk OTC stock;

3. control substance stock;

4. psychotropic medication stock; and

5. dental stock.

F. Sharps?®

Sharps shall be maintained in accordance with Department policy 6.3.1, Section 7.

G. Contracted Pharmacy Responsibilities

1. Backup Pharmacy/Emergency Needs

All facilities shall have a local backup pharmacy should an emergent (same day,
after hours, weekend, holidays) need arise. In some cases, due to geography, the

234-4378M
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contract pharmacy may also serve as the backup pharmacy. Procedures for using
backup pharmacy services shall be:

a.

The contracted pharmacy shall arrange backup pharmacy services to an
available local pharmacy in reasonable proximity to the facility (when possible).

The backup pharmacy or local pharmacy shall invoice the contracted pharmacy
as agreed either electronically or on paper invoice. The facility shall NOT be
responsible for payment of emergency RX at the time of delivery or pickup. The
contracted pharmacy shall invoice each emergency RX and delivery, if
applicable, as a pass thru to the facility on the next scheduled monthly invoice.

Emergency prescriptions can be delivered if the local back up pharmacy
provides this service. If the local pharmacy does not provide delivery services
or the daily delivery has already left for the day, the facility or CHCA/designee
shall pick up the prescription so the medication can be utilized in a timely
fashion. (Local backup pharmacy services may vary from one facility to
another).

The contracted pharmacy shall provide the prerequisite emergency prescription
order form that includes an emergency fax number. The medication room nurse
shall complete the form and forward it to the contracted pharmacy for action.

NOTE: The emergency fax number is not the same as the routine fax number.

The contracted pharmacy shall evaluate the EMERGENCY RX request and
contact the backup pharmacy directly. A minimal quantity sufficient to cover
the emergency situation shall be processed by the backup pharmacy as
directed by the contracted pharmacy.

Non-Formulary Emergency prescriptions shall be approved by the respective
contracted pharmacy vendor site.

2. Invoices

The facility CHCA shall verify the accuracy of all invoices sent by the contracted
pharmacy. Procedures for reconciling discrepancies are listed below.

a.

Facility Daily Drug Deliveries?*

(1) The contracted pharmacy shall provide a daily packing sheet with each
daily drug delivery.

(2) The Medical Room staff shall verify the contents of each daily delivery with
electronic scanning verification.

244-4378M
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(3) Daily notifications on tote container errors/discrepancies/omissions shall
be communicated to the contracted pharmacy immediately.

b. Facility Weekly/Monthly Pharmacy Invoices

(1) Weekly or monthly pharmacy invoices shall be sent to the CHCA/designee
in electronic or disc format.

(2) Invoice questions shall be handled in a timely manner by the
CHCA/designee and either the contracted pharmacy billing representative
or if necessary the consultant registered pharmacist (RPH) assigned to
each facility.

(3) The CHCA shall review and approve the monthly pharmacy invoices either
electronically or by faxing them to the contracted pharmacy no later than
the 15" day of the month.

(4) The contracted pharmacy shall submit all facility monthly invoices, as
required, in the requested billing format type to the appropriate designee at
the PA-Department comptroller’s office.

3. Consulting Services
The contracted pharmacy shall provide consulting services as listed below:

a. Performance of an oversight inspection of the pharmaceutical divisions of the
facilities on a quarterly basis. The inspection shall ensure compliance of all
federal, state, and local laws and regulations in regards to the Pharmacy Act
and the Controlled Drug Device and Cosmetics Act.

b. Establishment of policies and procedures consistent with the requirements of
the BHCS. The contractor shall assist in the developing, implementing, and
monitoring of policies and procedures for the safe and effective distribution,
control and use of drugs, including medications in crash carts, emergency Kits,
and PEP kits.

c. General supervision of facility procedures for the control and accountability of
all drugs throughout the facility. Provide an overall inspection of the
pharmaceutical division of the facility on a quarterly basis. This shall ensure
that all drugs are approved and dispensed in compliance with federal and state
laws, as well as the facility’s policies and procedures.

d. Retention of all records from the facility under the strictest confidentiality.
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e. Continual assessment of recommendations of plans for implementations. This
shall be completed through quarterly inspection reports that are provided to the
CHCA/designee for follow-up and evaluation of performance.

f. Emergency and routine consultations via toll free telephone number on a 24
hours a day, seven days a week basis.

g. Devote time, energy, and skill as required, including the following:

(1) all time expended preparing reports of activities performed or to be
performed; and

(2) time expended viewing provisions and activities relating to pharmaceutical
services connected with governmental inspections or voluntary
accreditations.

h. The contracted pharmacy shall assist the facility with the following:

(1) recording, accounting, destruction, and reconciliation of unused controlled
substances;

(2) providing accountability for the destruction of returned/discontinued
medications, in accordance with all applicable federal and state laws and
regulations;

(3) providing and updating reference materials (i.e. controlled substance lists,
Do Not Crush List, Beyond Use List, metric-conversion, I.V. policy and
procedures manual, eMAR user manual, in-service library list, etc.);

(4) attending (and chairing, if requested) Pharmacy and Therapeutics (P&T
and Quality Assurance (QA) meetings;

(5) inspecting all areas relating to the pharmacy and report to the CHCA
deviant practices that might jeopardize patient care; and

(6) providing training to site personnel as required for the efficient and safe
management and dispensing of medications/pharmaceuticals.

i. Provide and maintain an extensive video library pertaining to pharmaceuticals
and related topics for each facility and their personnel for loan.

J. Develop and implement a Medication Event Analysis Tool.
H. Quality Assurance Improvement

The Pharmacy and Therapeutic (P&T) Committee shall meet quarterly. Committee
membership shall include, at a minimum, representatives of BHCS, the contracted
12-22
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pharmacy, the contracted medical care provider, and the contracted mental health
services provider. Meetings shall be held no less than quarterly.
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Section 13 - Management of Preghant Inmates

A. Detection, Confirmation, and Notification of Staff

1.

If the inmate arrives at the facility and states that she may be pregnant and the results of
the intake physical and confirmatory blood test show her to be pregnant,* the Corrections
Health Care Administrator (CHCA)/designee shall immediately contact the Unit Manager.

If an inmate in general population is determined to be pregnant, the CHCA/designee shall
notify the Deputy Superintendent for Facilities Management (DSFM) who shall
immediately notify the Facility Manager, in writing, and the inmate’s counselor.

If an inmate in general population is determined to be pregnant, and has not participated
in the furlough program, the CHCA shall notify the DSFM/designee, who shall
immediately provide the Facility Manager with a written report detailing all pertinent
information. The Facility Manager shall initiate an investigation as to the circumstances
surrounding the pregnancy.

A monthly list of every pregnant inmate, including due date, shall be prepared by the
Medical Department. Copies shall be sent to the Facility Manager, DSFM, Deputy for
Centralized Services (DSCS), Corrections Classification and Program Manager (CCPM),
Unit Managers, Control Center, Food Service Manager, and Parenting Program Director.

B. Medical

1.

Prenatal Care

a. After confirmation of pregnancy, the Medical Department shall provide regularly
scheduled obstetrical examinations, prenatal vitamins, and any medication as
prescribed by the physician. Prenatal education programs shall be provided to the
inmate. The CHCA shall contact the Parenting Program Director, who shall inform the
inmate of prenatal classes available at the facility. Included in this is individual basic
instruction in prenatal nutrition and general health habits (Attachment 13-A). A
prescription for therapeutic/pregnancy diet and snack shall be issued if deemed
necessary by the Medical Department and/or the Obstetrician/Gynecologist
(OB/GYN).?

b. Specialists in obstetrics provide prenatal care. High-risk pregnancies and chemically
dependent pregnant inmates shall be identified by the Medical Director and immediate
referrals made to an outside specialist.® Immediate medical risk in pregnancy shall
also be referred to an outside specialist.

1 4-4353
2 4-4353
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c. Each facility, through its contracted medical provider, shall be responsible for
providing services of an OB/GYN and clinic/hospital for the obstetrical care of the
inmates. This care shall include prenatal, delivery, and routine postpartum care.

d. Lab tests to be done on every prenatal inmate, conducted by the OB/GYN, shall
include, but are not limited to, the following:

(1) New Commitment Profile: Complete Blood Count (CBC), Chem Profile, Rapid
Plasma Reagin (RPR), Urinalysis (U/A);

(2) Rubella Titer;

(3) Hepatitis B Surface Antigen (HBsAg); Hepatitis C Virus-Enzyme Immuno Assay
(HCV-EIA);

(4) Antibody Screen - screening test that looks for RH (Erythroblastosis fetalis) and
other antibodies. If the inmate has received blood products in the past, she may
be carrying antibodies that could:

(a) present a problem when performing a type and cross match on her blood;
and

(b) create a hemolytic disease in the baby.
(5) Type and Cross Match;
(6) Indirect Coombs;
(7) HIV Testing after Counseling and Voluntary Consent;
(8) Cultures to include:
(@) Chlamydia;
(b) Gonococcal;
(c) Trichomonas; and
(d) Pap Test
Note: a shift from the normal flora with an increase in coccobacillus or the
r;rsgﬁnce of gardnerella vaginalis could increase the possibility of pre-term

Treatment for any positive cultures as per doctor’s orders.

(9) Urine C & S - at the discretion of the health care practitioner.
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e.

A pregnant inmate shall be seen by the OB/GYN once a month during the first and
second trimester with the exception of high-risk cases that are seen at least every two
weeks. During the third trimester, a pregnant inmate shall be seen every two weeks
and on a weekly basis during the last month prior to delivery.*

The health care practitioner shall order further testing during the prenatal time as
appropriate. This testing may include: glucose screening, H & H, Group B strep
culture - at 35-37 weeks.

A pregnant inmate, who is released from her parent facility, shall be provided with a
copy of her prenatal chart.

. A pregnant inmate who receives Disciplinary Custody (DC) time shall be placed in the

infirmary with prenatal care.

Ten days prior to the due date, as established by the obstetrician, the inmate shall be
transferred to the infirmary for housing.

2. Erythroblastosis Fetalis (RH factor)

In some instances, this can lead to the death of the baby. It can be treated in utero
(before birth) by medication or intrauterine transfusion. When the child is born, signs may
include an enlarged liver and/or spleen, generalized edema (swelling, anasarca),
jaundice, and anemia.

a. Prevention:

(1) prenatal care throughout pregnancy;
(2) early care is essential to determine the risk of RH incompatibility;

(3) special anti-RH gamma globulin is given to the mother at 28 weeks gestation and
within 72 hours after delivery, miscarriage, ectopic pregnancy, or abortion;

(4) amniocentesis beginning at 28 weeks if indicated by elevated antibody titers in
the mother; and

(5) Rho (D) immune globulin shall be administered to a non-sensitized, RH negative
obstetrical patient. Dosage shall be 300 mcg (1500 I.U.) at 26-28 week gestation

Each of the above medical decisions shall be on a case-by-case basis by the
OB/GYN physician.

4 4-4353
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3. Delivery and Transfer of Infant Custody

a. At the first signs of labor, the inmate, if not already housed in the infirmary, shall be
transported to the infirmary. Once the medical staff has established true labor,
arrangements shall be made to have the inmate transferred to the community
hospital.

b. Transportation of pregnant inmates during labor/delivery will be in accordance
with Department Policy 06.03.01 Section 22.

c. The Corrections Officer providing security for the inmate at the community hospital
shall contact the Facility Control Center with notification of the birth. The Facility
Control Center shall notify the infirmary of the birth.

d. Transfer of infant custody shall be accomplished at the hospital through the Social
Service Department using the hospital’s form.

e. If the caregiver cannot or will not take the baby upon the baby’s discharge from the
clinic/hospital, the hospital shall notify the appropriate State childcare agency.

4. Postpartum Care
The obstetrical specialists also conduct postpartum follow-up.
C. Parenting Program

1. The parenting staff/designee shall contact the inmate within two working days of the
confirmation of the pregnancy. The initial session must be used to discuss what options
are available to the inmate at that time. The Inmate Checklist (Attachment 13-B) shall
be used to determine the extent of the inmate’s needs and identify any problem areas.
After the initial session, at a minimum, the parenting staff/designee shall maintain
biweekly contact with the inmate until plans are finalized. These sessions shall be
documented in the DC-14, Cumulative Adjustment Record.”

2. The caregiver (person assuming responsibility for the child) shall be confirmed by the
parenting staff/designee at least two months prior to the expected delivery date, if
applicable. The caregiver's name, relationship, address, and telephone number shall be
maintained in the DC-14, and the inmate’s medical file for future reference. It is the
parenting staff/designee’s responsibility to record this information in the DC-14 and notify
the Medical Department, in writing, of the caregiver data and any change regarding this
status up to, and including, the date of delivery.

3. Arrangements must be made by the inmate to cover any extraordinary medical expenses
for the infant beyond routine postnatal care. This can be accomplished through the
Department of Public Welfare, medical assistance, etc., with the assistance of the
hospital social worker.

® 4-4436
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4. The parenting staff/designee shall inform the inmate that it is her responsibility to arrange
for her child’s care. Emphasis shall be placed on using the spouse, the baby’s father,
parents, grandparents, brothers, sisters, close friends, foster care, or adoption.

5. Itis the hospital social worker’s responsibility to notify the caregiver of the birth. Arrange-
ments for telephone calls from the hospital must be made with the parenting staff/
designee in advance. If the inmate wants a family visit on the day that the baby is
discharged, arrangements shall be made with the parenting staff/designee in advance.
The inmate is to instruct visitors to bring ID in accordance with Department policy DC-
ADM 812, “Inmate Visiting Privileges.”

6. The inmate is responsible to arrange for caregivers to bring a car seat and necessary
clothing to the hospital for the baby (undershirt, sleeper, sweater, and blanket). The
hospital social worker calls the caregiver when the baby is to be discharged.

D. Postpartum Education and Counseling Programs

Postpartum education classes and counseling programs shall be provided to the inmate as
outlined in the Pregnancy Plan of Action (Attachment 13-C) or on an as needed basis.
Separation issues and postpartum expectations and abnormalities shall be the focal points of
this programming.®

E. Visitation

1. An inmate visitor(s) is allowed to be in the birthing room while the birth is taking place if
he/she is on the inmate’s approved visitors list and are following hospital policy and
procedures. Facilities shall encourage bonding between the inmate mother and her
newborn child while at the clinic/hospital. An inmate visitor(s) shall follow the hospital
visiting hours and be admitted to the inmate’s hospital room provided he/she is listed on
the facility’s approved visitors list for that inmate.

2. Visitation shall be encouraged between the inmate, the caregiver, and her newborn child
after discharge from the hospital.

F. Elective Termination of Pregnancy
Elective termination of pregnancy procedures will be provided at the inmate’s request.’
1. The inmate and her family shall be responsible for all costs related to the diagnostic
work-up, assessment, treatment, surgical intervention, medical complications, security

officer and transportation costs associated with the elective termination of pregnancy
procedures.

©4-4353
" 4-4398
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2. The Chief of Clinical Services shall be consulted prior to elective termination of
pregnancy procedures being instituted.

3. A physician, in compliance with all applicable laws, including the Abortion Control Act, 18
Pa. C.S.A. 88 3201-3220, Chapter 2, shall perform elective termination of pregnancy
procedures.

4. Elective termination of pregnancy procedures shall be performed by a physician, in
conformance with the requirements regarding minors, as referenced in the Abortion
Control Act, 18 Pa. C.S.A. 88 3201-3220, Chapter 2, Page 10, Subsection Il.E.3.

5. These procedures shall not be performed in Department facilities. They shall be
performed off-site in hospitals or OB/GYN physician offices.
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Section 15 — Direct Observation Therapy and Self-Medication Program

Inmate patient’s medications may be administered either by Direct Observation Therapy (DOT)
or by the patients themselves in the Self Medication Program (Keep on Person [KOP]).

A. Direct Observation Therapy (DOT)

1. DOT includes ensuring compliance with prescribed medication therapy through
education, direct observation, monitoring and counseling.

2. Some medication(s) must always be administered by DOT. These shall be
identified in the current formulary.

3. All DOT medication(s) shall be delivered to the unit for an inmate housed in the
Psychiatric Observation Cell (POC), Secure Residential Treatment Unit (SRTU),
Special Assessment Unit (SAU), Special Management Unit (SMU), Special
Observation Unit (SOU), or Restricted Housing Unit (RHU).

4. For inmates housed in a Residential Treatment Unit (RTU) or Special Needs Unit
(SNU), medications shall be either delivered to the unit or an independent
medication line movement shall be established.

5. Unless specifically prohibited by the Psychiatric Review Team (PRT), an inmate
shall be allowed to keep both his/her rescue inhaler and/or nitroglycerine even if
other self-medication(s) is not approved. A practitioner order for these items shall
be documented in the medical record.

B. Self-Medication Program
1. Criteria for Self-Medication Program

a. Any inmate in general population may participate in self-medication if ordered by a
practitioner.

b. The inmate must be able to understand the education and importance of compliance.

c. An HIV patient may be eligible for self-medication(s) at the discretion of the
practitioner if the inmate is compliant with the medical regimen(s) and the disease is
well controlled.

d. Aninmate currently in the Diagnostic and Classification Center (DCC) may be eligible
for the Self-Medication Program at the discretion of a practitioner.

e. Aninmate in the RHU may be eligible for self-medication(s) at the discretion of the
facility in accordance with Department policy 6.5.1, “Security Level 5 Housing
Units.”
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f. Aninmate housed in a RTU or SNU may be eligible for the Self-Medication Program
at the discretion of the mental health practitioner and Psychiatric Review Team (PRT).

g. Aninmate admitted to an Infirmary, POC or Mental Health Unit (MHU), or housed in a
SRTU, SMU, SAU or SOU shall not be eligible for the Self-Medication Program.

2. Procedures for Self-Medication

a. The medical staff shall provide education to the inmate on self-medication(s) and
assess the inmate’s ability to understand the program. The inmate shall provide
feedback regarding the use of self-medication(s).

b. For self-medication(s) to be initiated, an inmate shall complete the DC-499, Self-
Medication Distribution Program Instructions Form (Attachment 15-A).
Education shall be documented on the DC-472, Progress Notes, and shall continue
as needed, on a none-to-one basis, during his/her incarceration. The original DC-499
shall be filed in the legal section of the medical record and the inmate shall receive a

copy.

c. The prescriber must initiate the original order for medication that enables the inmate
to keep this medication on his/her person. The Medical Department, in connection
with the Security Department, shall identify a process for the secure distribution of
self-medication. The Medical Department shall inform the inmate eligible for the self-
medication program of the procedures for obtaining refills of his/her medication. The
DC-499 shall contain procedures for an inmate to obtain refills of his/her
medication(s).

d. A patient contract containing the procedures for self-medication(s) shall be explained
by a nurse and documented on the DC-499. Education shall be documented on the
DC-472

e. Medication must be kept in the inmate’s possession until the order expiration date,
which is to be marked on the label, along with the inmate’s name, facility number, and
start and stop dates of medication.

f. The medical provider shall review non-compliant inmate(s) for possible
discontinuation from the self-medication program.

g. The inmate must return all unused, expired, or discontinued medication(s) to the
Medical Department.

3. Criteria to be removed from Self-Medications
Eligibility for the Self-Medication Program shall be revoked when:

a. the inmate is hoarding, diverting, or selling medication(s) or drug(s);
b. the inmate overdoses on a KOP medication(s) or any other medication(s);
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. the inmate attempts suicide or makes suicidal gestures;

there is a positive urine test for illegal substances or any prescription medication(s) for
which the inmate does not have a current medication order;

the inmate is unable to understand the importance of medication compliance and the
self-medication (KOP) procedures;

repeated non-compliance to take the medication(s) shall result in counseling of the
inmate. The inmate may be removed from the Self-Medication Program for persistent
non-compliance;

security shall be notified by the Medical Department to confiscate medication(s)
from an inmate who has been removed from the Self-Medication Program and
return them to the Medical Department; and

the inmate may be reinstated in the Self-Medication Program by the Medical
Director/Psychiatrist with input from PRT and PRC as appropriate.

4. Monitoring the Self-Medication Program

Monitoring shall include the following:

a.

b.

random cell checks;
specific cell checks by medical staff request;

the inmate brings applicable self-medication(s) to the clinic. Medical staff checks the
medication(s) for remaining pills; and

medical staff verifies compliance by referencing the electronic Medication
Administration Record (eMAR)

5. Procedure for Transfers

a.

When removing an inmate from general population (furlough, routine transfer, RHU,
etc.) all of the inmate’s prescription medication must be returned to the Medical
Department.

The medical staff shall secure all medication(s) prior to any transfer.

Prior to transferring an inmate, the sending facility shall ensure the inmate scheduled
for transfer receives his/her ordered dose of medication(s).

Medication(s) must not be packed with the inmate’s property.
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e. All medication(s) shall be packaged and sent in a secure manner.

f. The nursing staff at the receiving facility shall return the self-medication(s) to the
inmate, if appropriate.

6. Reasonable Accommodations

a. In accordance with Department policy DC-ADM 006, “Reasonable
Accommodations for Inmates with Disabilities,” an inmate requiring DOT shall be
granted reasonable accommodations with regard to maintaining his/her medication
schedules.

b. Medical clearance for employment or programs shall not be affected by the DOT
requirement (outside workers, Community Work Programs [CWP], etc.).
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Section 18 — Health Care Release Planning and Reentry

A. General

The Corrections Health Care Administrator (CHCA)/designee shall be notified when an
inmate is scheduled for a Community Corrections Center (CCC) placement, parole, or
sentence complete in order to obtain medical clearance for transfer.

B. Responsibilities

1. The CHCA/designee shall ensure that the DC-481, Medical Release Summary

(Attachment 18-A) is updated two weeks prior to the actual release or transfer, and
forwarded as part of the DC-13A, Reclassification Summary.?

a. The DC-481 shall be completed by nursing staff (Registered Nurse [RN] or Licensed

Practical Nurse [LPN]). Non-medical personnel at the CCC, parole staff, and inmates
shall use this form, therefore, medical terms shall be simplified, and abbreviations not
used, in order to provide a clear understanding for non-medical users.

. Once the DC-481 has been completed, a RN shall schedule/call the inmate up to the

Medical Department to review the information with the inmate, and to assess the
inmate for any recent health/medical issues. The RN shall schedule the inmate to see
a practitioner if a change in the inmate’s health/medical status has been noted. This
shall be documented as a progress note. A change in the inmate’s health/medical
status could include, but is not limited to, the following:

(1) acute medical problem(s);
(2) recent hospitalization/surgery;
(3) open consults;

(4) recent (within the past three months) infirmary/Psychiatric Observation Cell
(POC) admission; and

(5) is actively receiving a treatment(s) (active Treatment Administration Record
[TARY]).

If there are no noted, recent health/medical issues, and upon information review, the
inmate shall sign and date the form, acknowledging its completion. After the inmate
has signed the DC-481, the RN shall affix his/her signature, title, and date that the
DC-481 was completed.

14-4446
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d. When any HIV/AIDS information has been written on the DC-481, a DC-108,
Authorization for Release of Information form must be completed and signed by
the inmate in accordance with Department policy DC-ADM 003, “Release of
Information.”

e. The original copy of the DC-481 shall be inserted under the Release Planning or
Miscellaneous tab of the medical records. Copies shall be distributed to the
appropriate personnel and given to the inmate.

f. For every inmate discharged to the CCC, the CHCA/designee shall ensure that the
completed DC-481 is sent to the Bureau of Community Corrections (BCC) prior to the
inmate being released.

g. Inaccordance with the Inmate Transfer Logistics Grid, located in the electronic
Medication Administration Record (eMAR), the CHCA/designee shall also ensure that
an inmate receives his/her prescription medication.
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Section 19 — Diagnosis and Treatment of Gender Dysphoria

This section establishes procedures to appropriately diagnose, treat, and manage
inmates with Gender Dysphoria (GD) consistent with the core values and mission of the
Pennsylvania Department of Corrections, and its commitment to provide adequate
medical care and mental health services to all inmates in its custody.

A. Department Responsibilities

1. The Department Chief Psychiatrist shall have overall responsibility for the mental
health diagnosis and treatment of inmates diagnosed with GD.1

2. The Department Chief of Clinical Services shall have overall responsibility for the
medical treatment of inmates diagnosed with GD.?

3. The GD Treatment Review Committee, which shall include, at a minimum:

a.

b.

e.

f.

Chief Psychiatrist;

Chief of Clinical Services;

Licensed Psychologist Director;

contracted vendor State Chief Psychiatrist;
contracted vendor State Medical Director; and

external expert in transgender health care (provided by the Department).

4. The GD Treatment Review Committee shall:

a.

b.

establish, periodically review, and revise Department policy, as necessary;,
review and approve each Individual Recovery Plan (IRP);

assist the sites, if requested, with the diagnosis, treatment, and management
of challenging cases;

obtain consultation with subject matter experts outside the Department, as
needed; and

review all cases for gender confirmation surgery (GCS).

14-4381
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B. Diagnosis of GD

1.

GD is a condition formally recognized and described by the American Psychiatric
Association in the current version of the Diagnostic and Statistical Manual of
Mental Disorders, 5" edition, (DSM-5), APA 2013.

The DSM-5 provides diagnostic criteria to consider when evaluating for the
presence of this condition.

There are two required criteria that must be present for the diagnosis of GD:

a. the finding of “a marked incongruence between one’s experience/expressed
gender and assigned gender, of at least six months duration...” (DSM-5, p.
452); and

b. that “the condition is associated with clinically significant distress or
impairment in social, school (for children)/occupational (for adults), or other
important areas of functioning” (DSM-5, p. 452). It will be the primary
responsibility of the Site Psychiatrist to establish this diagnosis.

C. Training

1.

It shall be the responsibility of the contracted medical vendor to train its
practitioners.

It shall be the responsibility of the contracted mental health vendor to train the
mental health staff (psychiatrists, psychiatric certified registered nurse
practitioners [PCRNPs], licensed psychologist managers [LPMs], licensed
psychologists [LPs], psychological services specialists [PSSs], psychological
services associates [PSAs], and social workers) who shall be involved in the
diagnosis and treatment of transgender patients.

The training shall be specific to the evaluation, treatment, and management of
patients with GD, and may involve professional meetings, group seminars, or
individual presentations by experts in the field.

Refresher training shall be provided on a yearly basis.

The training must be pre-approved by the Department Chief Psychiatrist, or the
Department Chief of Clinical Services, as appropriate.

The respective medical/mental health contracted vendors shall provide an annual
training report to the Bureau of Health Care Services (BHCS).
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D.

Guidelines

1.

1.

The latest version of Standards of Care for the Health of Transsexual,
Transgender, and Gender-Nonconforming people, published by the World
Professional Association for Transgender Health (WPATH), will serve as
guidelines for the overall health care of identified inmates.

UpToDate will serve as guidelines for the specific medical treatment of inmates
who require hormone therapy. UpToDate is a proprietary online software program
that is nationally recognized for providing evidence-based and peer-reviewed
medical information.

All practitioners shall have a current subscription to this online program (or a
similar one approved by the BHCS), which is updated at least every six months.

. Consulting Sub-Specialists

With prior approval by the BHCS, it shall be the responsibility of both the
contracted medical vendor and mental health vendor, to identify a sub-specialist in
their respective field who has current experience in the treatment of transgender
patients.

. These sub-specialists shall be available to consult regarding:

a. writing and updating Department policy;
b. the diagnosis, treatment, and ongoing management of challenging cases; and

c. gender confirmation surgery.

Medical Intake

1.

In accordance with Department policy, “DC-ADM 008, Prison Rape Elimination
Act (PREA),” the PREA Risk Assessment Tool (PRAT) shall be administered to
all inmates during intake and shall be the main initial identifier of transgender
patients. (28 C.F.R. §115.41)

If an inmate identifies as “transgender,” a DC-97, Mental Health Referral Form,
shall be initiated and forwarded to the Psychology Department.

Department Mental Health Team

1.

The Department Mental Health Team at the site level shall consist of:

a. LPM;
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b. LP;

c. PSS;

d. PSA; and

e. social worker.

2. A member of the Department mental health team shall review the DC-97, and
complete a psychological evaluation for those inmates on their caseload in
accordance with Department policy 13.8.1, “Access to Mental Health Care,”
Section 1.

3. The psychology staff member completing this assessment shall attempt to retrieve
any prior psychological and psychiatric treatment records utilizing the DC-108,
Authorization for Release of Information.® These records should include
treatment prior to incarceration (i.e. completed or currently prescribed hormone
therapy, surgical interventions, and ongoing counseling).

4. The comprehensive evaluation shall be in accordance with Department policy
13.8.1, Section 1. This comprehensive evaluation shall be completed within 30
days of receiving the DC-97.

5. If the evaluation was completed by a PSS, the report shall be reviewed and
approved by the LPM/LP.

6. This initial psychological evaluation need only be completed once, unless new
and relevant information is revealed to be included in an addendum or appropriate
updated psychological evaluation.

7. If the inmate presents with any mental health symptoms related to being
transgender or requests to see a psychiatrist, a DC-97, shall be completed and
forwarded to the Site Psychiatrist for evaluation and diagnosis.

8. If the inmate has no apparent mental health symptoms related to being a
transgender inmate, the inmate will be scheduled to be seen by the Psychiatric
Review Team (PRT) to determine mental health roster placement, if appropriate,
and the process of accessing mental health services in the future shall be
explained. Areas to discuss within the PRT for transgender inmates will include,
but not be limited to:

a. helping the inmate live more comfortably within a gender identity and to deal
effectively with non-gender issues;

34-4099
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10.

11.

12.

13.

b. emphasizing the need to set realistic life goals related to daily living, work, and
relationships, including family of origin;

c. seeking to define and address issues which may have undermined a stable
lifestyle, such as substance abuse and/or criminality; and

d. addressing any co-occurring mental health issues. Mood disorders, anxiety
disorders, substance use disorders, and personality disorders, etc., may co-
occur with GD and any effective treatment plan will fully address these
symptoms, if present.

If the Site Psychiatrist determines the inmate is currently diagnosed with GD, the
psychology team shall collaborate with the Site Psychiatrist to implement the IRP,
as appropriate*, and placement on the appropriate mental health roster.

The Department’s mental health team is also available to provide supportive
treatment services for inmates who are transgender or GD, if necessary.

Supportive individual psychotherapy goals for inmates with GD might include, but
are not limited to:

a. helping the individual live more comfortably within a gender identity and to deal
effectively with non-gender issues;

b. emphasizing the need to set realistic life goals related to daily living, work, and
relationships, including family of origin;

c. seeking to define and address issues which may have undermined a stable
lifestyle, such as substance abuse and/or criminality; and

d. addressing any co-occurring mental health issues. Mood disorders, anxiety
disorders, substance use disorders, and personality disorders, etc., may co-
occur with GD and any effective treatment plan will fully address these
symptoms, if present.

If an institution has multiple individuals with GD, group psychotherapy facilitated
by a Department mental health team member may also be a component of the
treatment plan. Common concerns of individuals with GD, which may be
addressed effectively in a group setting, include self-esteem issues and
relationship issues.

Department mental health team members who provide mental health treatment for
GD should maintain their professional set concerning suicide/crisis intervention
skills and the ability to identify differential mental health diagnoses, and should

44-4350
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further develop, if necessary, a capacity to promote awareness of GD needs and
issues, and an overall understanding of basic gender and gender identity
concerns.

H. Site Medical Director

1. The Site Medical Director/Acting Medical Director shall obtain a DC-108,
Authorization for Release of Information,® from the inmate if he or she was
receiving medical treatment prior to incarceration.

2. If there is documentation that the inmate was legally prescribed hormonal
medications prior to incarceration, the Site Medical Director shall evaluate the
inmate and the medications prescribed, in order to determine appropriateness to
continue, based on established clinical guidelines. If there are no
contraindications, the Site Medical Director shall re-order the medications. The
evaluation shall be documented as a progress note.

3. If the inmate reports taking hormonal medications, but there is NO documentation
that these were legally prescribed, the Site Medical Director shall evaluate the
inmate and the medication(s) reported in order to determine appropriateness,
based on established clinical guidelines. If there are no medical contraindications,
the Site Medical Director shall re-order the medications for a maximum of 30 days
while the diagnosis is being confirmed.

If the Site Psychiatrist establishes the diagnosis of “Gender Dysphoria” and the
IRP includes cross-gender hormone therapy, the inmate is to be referred back to
the Site Medical Director for evaluation and treatment considerations.

4. If the diagnosis of GD is not confirmed, the inmate will be followed on site
according to procedures outlined in Subsection G.8. above.

5. The Site Medical Director shall utilize UpToDate (or alternate source of medical
information approved by the BHCS) for clinical guidance in selecting medications
and dosages.

6. Prior to the ordering of any medications, the inmate will be required to sign either
a DC-572, Informed Consent for Feminizing Hormone Therapy (Attachment
19-A) or a DC-572A, Informed Consent for Masculinizing Hormone Therapy
(Attachment 19-B).®

5 4-4099
6 4-4397
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l. Site Psychiatrist

1. A psychiatric evaluation shall be completed by the Site Psychiatrist to determine if
the inmate meets DSM-5 criteria for GD. The Site Psychiatrist has the option of
providing a “Provisional” diagnosis of GD pending evaluation of outside medical
records and scheduling follow-up evaluations.

2. The evaluation shall include an assessment of the inmate’s ability to remain safe
and function appropriately in the prison setting including any specific barriers
related to the diagnosis of GD; recommendations shall be made for ongoing
supportive psychotherapy. Recommendations shall be made regarding Hormone
Therapy.

3. Once the diagnosis of GD is established, the Site Psychologist, in conjunction with
the Site Psychiatrist, shall develop an IRP. If this plan includes hormone therapy,
the inmate shall be referred to the Site Medical Director for evaluation and
treatment.’

J. Corrections Health Care Administrator (CHCA)

The CHCA shall compile these three evaluations (Psychology, Psychiatry, and
Medical) as a packet and send them to the following BHCS email resource account:
CR, BHCS GEN DYS.

K. Gender Dysphoria Treatment Review Committee

1. Avote sheet, DC-542, Gender Dysphoria Individual Recovery Plan Approval
Form (Attachment 19-C), shall be circulated among staff members of the GD
Treatment Review Committee for approval.

2. If there is not unanimous approval of the IRP, a teleconference meeting of the GD
Treatment Review Committee shall be scheduled and the Department Chief
Psychiatrist shall make the final determination whether or not to approve the IRP.

3. After review, the IRP shall be returned to the CHCA as either approved, or with
recommendations.

L. Currently Incarcerated Inmates

1. At any time during incarceration, an inmate may reveal that he or she is
transgender and exhibiting various mental health symptoms; this initial
identification may include the PRAT, which shall be completed on all inmate
transfers. (28 C.F.R. 8115.41[a])

74-4350
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2.

Any staff member can refer this inmate to the Psychology Department by
submitting a DC-97, for the initial evaluation and follow up; the internal procedures
listed in Subsection E. above, shall then be followed.

3. The Site Psychiatrist shall use DSM-5 criteria in order to make the diagnosis of
GD.

4. The Site Psychiatrist shall develop an IRP&,

5. If the IRP includes hormone therapy, the inmate shall be referred to the Site
Medical Director for evaluation and treatment.

6. Once completed, the CHCA shall forward the packet to the BHCS for review by
members of the GD Treatment Review Committee.

M. Follow Up

1. If the diagnosis of GD is established, the inmate shall be placed on the C Roster,
at a minimum, for mental health tracking.

2. On the C Roster, the inmate shall be scheduled to see the Site Psychiatrist every
90 days, and the LPM/LP/PSS every 30 days, or more frequently if clinically
indicated.

3. If medications are prescribed, the inmate shall be followed up monthly by the Site

Medical Director for three months, and then placed into a Chronic Care Clinic, and
scheduled, at a minimum, every six months for an evaluation by the Medical
Director/designee.®

N. Gender Confirmation Surgery (GCS)

1. Any case involving failure of hormone therapy to alleviate symptoms of dysphoria,
or an inmate’s requesting GCS shall immediately be referred to the GD Treatment
Review Committee for review.

2. Decisions regarding GCS shall be made on a case-by-case basis, and a two-step
process shall be utilized*©:

a. As detailed in Subsection I. above, the GD Treatment Review Committee
shall evaluate clinical information provided by the site, circulate the DC-542,
and render a decision:

8 4-4350
94-4359
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(1) if referral to an offsite specialist to evaluate the inmate is not
recommended, the decision (with an alternate treatment plan) shall be
returned to the site and discussed with the inmate; and

(2) if referral to an offsite specialist to evaluate the inmate is recommended,
the Committee shall notify the contracted medical vendor to schedule the
appointment.

b. The GD Treatment Review Committee shall review the consultant’s
recommendations:

(1) if GCSis not recommended by the specialist, the inmate shall be notified;

(2) if GCS is recommended by the specialist, the Committee shall refer the
case to the larger Department Central Office Gender Review Committee
(GRC), which has overall responsibility to consider on a case-by-case
basis the needs of the transgender inmate population.*! The GRC shall
have final approval regarding GCS for any transgender inmates; and

(3) if the inmate disagrees with disapprovals by either the GD Treatment
Review Committee, or the Central Office GRC, he or she may file a
grievance in accordance with Department policy DC-ADM 804, “Inmate
Grievance System.” 12

O. Resources

Please review Diagnosis and Treatment of Gender Dysphoria Resources
(Attachment 19-D), for information contained in this procedures manual.

114-4381
124-4394

19-9
Issued: 5/23/2016
Effective: 5/30/2016



13.2.1, Access to Health Care Procedures Manual
Section 20 — Hepatitis C Protocol

Section 20 — Hepatitis C Protocol

A. Introduction

1.

2.

This Hepatitis C Protocol for the Pennsylvania Department of Corrections (PA DOC)
provides clinical guidelines for the diagnosis, management, and treatment of inmate
patients with chronic Hepatitis C Virus (HCV). HCV is a slowly progressive disease,
usually requiring more than 20-40 years to progress to cirrhosis; however, the natural
history of HCV is variable and not all patients with chronic HCV will develop cirrhosis
during their lifetime. Before a patient develops cirrhosis, the short-term risk of a liver-
related complication is low. Once a patient progresses to compensated cirrhosis, there is
a higher risk of developing decompensated cirrhosis and or hepatocellular carcinoma
(HCC).

The goal of Hepatitis C anti-viral treatment is to achieve a sustained virological response
(SVR), defined as undetectable HCV virus in the blood, 12 or more weeks after
completing anti-viral treatment. Achieving an SVR among patients with compensated
cirrhosis reduces the risk of developing decompensated cirrhosis and HCC. Thus,
patients with cirrhosis are more likely to have a morbidity and mortality benefit from an
SVR and require more urgent need for DAA (Direct Acting Antivirals) treatment (for
content reference, please see Subsection J.1. below).

B. Screening

1.

All new intakes will be screened at their home institutions utilizing the Hepatitis C
Antibody test. Anyone may refuse testing by signing a DC-462, Release from
Responsibility for Medical Treatment Form.

. The Infection Control Nurse (ICN) will review positive antibody results with all inmates,

whether it be at intake or later during incarceration. The Medical Director/designee will
order a confirmatory Hepatitis C Ribonucleic Acid (RNA) Quantitative Polymerase Chain
Reaction (PCR) test (viral load). Recommended immunizations, counseling, and literature
will be provided during that encounter.

The ICN shall advise each patient regarding the DOC's Hepatitis C Protocol relating to
the documentation of tattoos, positive drug screens, and non-adherence with medical
regimens and have the inmate sign a Hepatitis C Anti-Viral Treatment Protocol
Acknowledgement Form (Attachment 20-A). If the inmate refuses to sign the form, the
ICN shall follow the instructions noted on the form. The Site ICN shall also sign the form.

Inmate patients with documented (+) Hepatitis C Antibody test should not be retested, but
entered into tracking.

Inmate patients who have a documented undetectable Hepatitis C Quantitative PCR may

become re-infected while out on parole. If they return to the PA DOC, the Medical
Director/designee shall order a repeat viral load on intake.
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C. Tracking

For all patients with a positive HCV antibody test, the ICN will maintain a current Hepatitis C
Tracking Spreadsheet (Attachment 20-B) in Excel format. This spreadsheet will be
forwarded to the Bureau of Health Care Services (BHCS) Infection Control Coordinator (ICC)
on a monthly basis.

D. Diagnosing Cirrhosis (for content reference, please see Subsection J.2. below)

1. Assessing for cirrhosis is important for prioritizing inmates for treatment of HCV and
in determining the need for additional health care interventions. Cirrhosis may be
diagnosed in several ways:

a. Symptoms and signs that support the diagnosis of cirrhosis may include: Low albumin
or platelets, elevated bilirubin or International Normalized Ratio (INR), ascites,
esophageal varices, and hepatic encephalopathy. However, isolated lab
abnormalities may require additional diagnostic evaluation to determine the etiology.

b. The AST (Aspartate Aminotransferase) to Platelet Ratio Index (APRI) score is the
DOC-preferred initial method for non-invasive assessment of hepatic fibrosis and
cirrhosis:

(1) An APRI score =2 2.0 may be used to predict the presence of cirrhosis. At this
cutoff, the APRI score has a sensitivity of 48%, but a specificity of 94%, for
predicting cirrhosis. Inmates with an APRI score = 2.0 should have an
abdominal ultrasound performed to identify other findings consistent with
cirrhosis (see abdominal imaging studies below in this list). Lower APRI
scores have different sensitivities and specificities for cirrhosis. For example,
an APRI score = 1 has a sensitivity of 77% and a specificity of 75% for
predicting cirrhosis.

(2) An APRI score is not necessary for diagnosing cirrhosis if cirrhosis has been
diagnosed by other means.

(3) The APRI may also be used to predict the presence of significant fibrosis
(stages 2 to 4, out of 4). Using a cutoff of = 1.5, the sensitivity is 37%, and
specificity is 95% for significant fibrosis.

(4) A single APRI score should not be used in isolation. There are multiple
medications and conditions that can result in a transient elevation of AST.

(5) The APRI score may be invalidated in cases of splenectomy.

2. Liver biopsy is no longer required unless otherwise clinically indicated. However, the
presence of cirrhosis on a prior liver biopsy may be used to meet the DOC criteria
for HCV treatment.
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3. Abdominal imaging studies such as ultrasound or computerized tomography (CT)
scan may identify findings consistent with or suggestive of the following: cirrhosis
(nodular contour of the liver), portal hypertension (ascites, splenomegaly, varices), or
hepatocellular carcinoma (HCC).

E. Assessing Hepatic Compensation (for content reference, please see Subsection J.2.
below)

1. Assessing hepatic compensation is important for determining the most appropriate HCV
treatment regimen to be used. The recommended HCV treatment regimen may differ
depending on whether the cirrhosis is compensated or decompensated.

2. The CTP (Child-Turcotte-Pugh) score is a useful tool to help determine the severity of
cirrhosis and is used by the American Association for the Study of Liver Diseases
(AASLD) to distinguish between compensated and decompensated liver disease in
patients with known or suspected cirrhosis.

a. CTP calculator available in the Resource Section of the electronic health record.
b. The CTP score includes five parameters (albumin, bilirubin, INR, ascites, and

hepatic encephalopathy), each of which is given a score of 1, 2, or 3. The sum of the
five scores is the CTP score, which is classified as shown in the table below:

CTP SCORE CTP CLASS HEPATIC
COMPENSATION
5-6 Class A Compensated cirrhosis
7-9 Class B
>10 Class C Decompensated cirrhosis

c. ACTP score of 5 or 6 is considered to be compensated cirrhosis, while a score of 7
or greater is considered decompensated.

(1) Warfarin anticoagulation will invalidate CTP calculations if the INR is 1.7 or
higher.

(2) Itis recommended that cases of decompensated cirrhosis be managed in
consultation with a clinician experienced in the treatment of this condition
because the dosages of DAA medications are not well-established with significant
hepatic impairment.

F. Additional Interventions for Inmates with Cirrhosis: (for content reference, please see
Subsection J.2. below)

1. Pneumococcal vaccine: Offer to all HCV-infected inmates with cirrhosis who are 19
through 64 years of age.
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2.

HCC screening: Liver ultrasound is recommended every six months for patients with both
cirrhosis and chronic HCV infection.

Esophageal varices screening: Screening for esophageal and gastric varices with
esophagogastroduodenoscopy (EGD) is recommended for patients diagnosed with
cirrhosis.

Other healthcare interventions recommended for patients with cirrhosis may include:

a. Nonselective beta blockers for prevention of variceal bleeding in patients with
esophageal varices.

b. Antibiotic prophylaxis if risk factors are present for spontaneous bacterial peritonitis.
c. Optimized diuretic therapy for ascites.

d. Lactulose and rifaximin therapy for encephalopathy.

In general, Non-Steroidal Anti-Inflammatory Drugs (NSAID) should be avoided in
advanced liver disease/cirrhosis, and metformin should be avoided in decompensated
cirrhosis. The detailed management of cirrhosis is beyond the scope of these

guidelines. Other resources should be consulted for more specific recommendations
related to this condition.

G. Chronic Care Clinic

1.

3.

All patients who have chronic Hepatitis C (confirmed by a detectable viral load) will be
entered into the Liver Disease Chronic Care Clinic. The ICN will confer with the Site
Medical Director to determine if the patient’s diagnosis is:

a. FO-F2 (no fibrosis, mild fibrosis, or moderate fibrosis). All cases not documented F3 or
F4.

b. F3 (advanced fibrosis). Documented by liver biopsy or elastography.

c. F4 (cirrhosis). See Subsection D. above.

Patients who are antibody positive only (confirmed by an undetectable viral load) do not
have chronic Hepatitis C and will be followed in Chronic Care Clinic at the discretion of
the Site Medical Director, if the patient exhibits signs or symptoms of liver disease.
Patients who have been treated with medication will continue to be followed in Chronic
Care Clinic, whether or not they achieved a SVR.

At a minimum, the following will be documented in a Progress Note during the Chronic
Care Clinic encounter:
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a. Subjective:

(1)
(2)
)
(4)

symptoms of cirrhosis or liver failure;
history of ascites, encephalopathy, or esophageal varices (bleeding or not);
estimated date of contracting the disease; and

any recent admissions to the Infirmary, emergency room (ER), or hospital.

b. Objective:

(1)

(9)

vital signs, weight, and Body Mass Index (BMI);
examination of the sclera for jaundice;

examination of the abdomen, including both ascites and the size and character
of either hepatomegaly or splenomegaly;

examination of the skin for changes suggestive of cirrhosis (jaundice, spider
angiomata/telangiectasia, palmar erythema, and caput medusae);

examination of the neurological system for the presence of asterixis (“liver flap”);

fibrosis stage, if known, and method used to determine the fibrosis stage (e.g.
liver biopsy or elastography);

calculation of the APRI, using the calculator located in the Resource Section of
the electronic health record;

calculation of the Model of End Stage Liver Disease (MELD) score and the CTP
score for patients with cirrhosis, using the calculator located in the Resource
Section of the electronic health record;

review of any results of the EGD, elastography, or abdominal ultrasound; and

(10) examination of pertinent laboratory results.

c. Assessment:

(1)
(2)
)
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FO-F2 (no fibrosis, mild fibrosis, or moderate fibrosis);
F3 (advanced fibrosis); or

F4 (cirrhosis).
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4.

d. Plan of Treatment:
(1) schedule the follow-up Clinic appointment according to the assessment:
(@) FO-F2 (six months);
(b) F3 (three months); or
(c) F4 (one month).
(2) diagnostics ordered will include the following:
(a) initial Chronic Care Clinic for all patients: Comprehensive Metabolic Profile
(CMP), Complete Blood Count (CBC), Chronic Hepatitis Panel, and
Prothrombin Time (PT)/INR;
(b) vyearly labs for all patients: CMP, CBC, and PT/INR.

(c) every six month labs for patients with cirrhosis (F4): CMP, CBC, PT/INR
and abdominal ultrasound to evaluate for HCC;

(d) every six month labs for patients without cirrhosis (FO-F3): Liver Function
Tests (LFTs) and CBC; and

(e) monthly visits for patients with cirrhosis (F4): No labs required.

If the APRI > 1.5 or the Platelet Count is < 100,000/mcL, notify the ICN.

H. Evaluation for Treatment with Anti-Viral Medication

1.

The PA DOC will utilize the Federal Bureau of Prisons (FBOP) Priority Criteria as listed in
the “Evaluation and Management of Chronic Hepatitis C Virus (HCV) Infection Clinical
Practice Guidelines, April 2016.” (please refer to Subsection J.2. below)

. Determining whether PA DOC priority criteria for treatment are met is an important part of

the initial evaluation and ongoing management of inmates with chronic HCV infection.
Although all patients with chronic HCV infection may benefit from treatment, certain cases
are at higher risk for complications or disease progression and require more urgent
consideration for treatment.

The PA DOC will use Shear Wave Elastography to determine fibrosis scoring for patients
without a diagnosis of cirrhosis who have an APRI > 1.5, a platelet count < 100,000/mcL,
or select patients as clinically indicated.

The DOC has established priority criteria to ensure that those with the greatest need are
identified and treated first (for content reference, please see Subsection J.2. below).
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The DOC Chief of Clinical Services will provide periodic guidance on specific strategies
for implementing these priority levels:

a. Priority Level 1 — Highest Priority for Treatment

(1)
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Cirrhosis

(a) This includes cases of known cirrhosis or clinical findings consistent with
cirrhosis.

(b) Cases of decompensated cirrhosis with a CTP score of = 7 should receive
the highest priority for treatment.

(c) Patients with an isolated APRI score = 2 with no other clinical findings of
cirrhosis are included in Priority Level 2.

Liver Transplant Candidates or Recipients

Other types of transplant candidates or recipients may be appropriate to

prioritize for treatment and will be considered individually on a case-by-case

basis.

Hepatocellular Carcinoma (HCC)

(@) At least one third of all cases of HCC occur in association with HCV
infection, with most cases occurring in those with advanced fibrosis or

cirrhosis.

(b) Current guidelines do not address the role of HCV treatment in the
management of HCC.

(c) HCV treatment in HCC cases will be determined individually and require
consultation with an appropriate specialist.

Comorbid Medical Conditions Associated with HCV, including:
(@) Cryoglobulinemia with renal disease or vasculitis; and/or
(b) certain types of lymphomas or hematologic malignancies.

Chronic Kidney Disease with glomerular filtration rate (GFR) < 30 mL/min per
1.73 m?, including dialysis patients.

Immunosuppressant Medication for a Comorbid Medical Condition

Some immunosuppressant medications (e.g., certain chemotherapy agents
and tumor necrosis factor inhibitors) may be needed to treat a comorbid
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medical condition, but are not recommended for use when infection is
present. However, data are insufficient and current guidelines are inconsistent
regarding treatment of HCV infection in this setting. Such cases will be
considered for HCV treatment on an individual basis.

(7) Continuity of Care for those already started on treatment, including inmates who
are newly incarcerated in the DOC.

b. Priority Level 2 — High Priority for Treatment
(1) APRI score = 2.
(2) Advanced fibrosis on liver biopsy (e.g., Metavir Stage 3 bridging fibrosis).
(3) Hepatitis B Virus (HBV) coinfection.
(4) Human Immunodeficiency Virus (HIV) coinfection.

(5) Comorbid liver diseases (e.g., autoimmune hepatitis, hemochromatosis,
steatohepatitis, etc.).

(6) Chronic kidney disease (CKD) with GFR 30—59 mL/min per 1.73 m? (calculated
at least twice at one month intervals).

c. Priority Level 3 — Intermediate Priority for Treatment
(1) Stage 2 fibrosis on liver biopsy.
(2) APRI score 1.5t0 <2.
(3) Diabetes mellitus.
(4) Porphyria cutanea tarda.
d. Priority Level 4 — Routine Priority for Treatment
(1) Stage 0 to stage 1 fibrosis on liver biopsy.

(2) All other cases of HCV infection meeting the eligibility criteria for treatment, as
noted below under Subsection H.4.f. below, “Other Criteria for Treatment.”

e. Exceptions to the above criteria for Priority Levels 1—4 will be made on an individual
basis and will be determined primarily by a compelling or urgent need for treatment,
such as evidence for rapid progression of fibrosis, or deteriorating health status from
other comorbidities.
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f. Other Criteria for Treatment

In addition to meeting the above criteria for Priority Levels 1-4, inmates being
considered for treatment of HCV infection should:

(1)

(2)

have no contraindications to, or significant drug interactions with, any
component of the treatment regimen;

not be pregnant, especially for any regimen that would require ribavirin or
interferon;

have sufficient time remaining on their sentence in the DOC to complete a
course of treatment;

have a life expectancy > 18 months; and
demonstrate a willingness and an ability to adhere to a structured

treatment regimen and to abstain from high-risk activities while
incarcerated.

5. The first level of screening patients for treatment with anti-viral medications will occur at
the patient’s home site. Patients with either:

a. APRI>1.5, or

b. Platelet Count < 100,000 will have an initial review of their medical chart only.

The review will be conducted utilizing the Hepatitis C Treatment Referral Form
(Attachment 20-C) and will be conducted by the Correctional Health Care
Administrator (CHCA), ICN, and Site Medical Director, who will look for the presence
of any exclusionary indications listed below.

6. Exclusionary indications include the following:

a. medical exclusions:

(1)

(2)

an unstable medical condition, to include, but not limited to, cardiopulmonary,
cancer, and diabetes. The Site Medical Director will provide clinical information
to the Hepatitis C Treatment Committee, which will evaluate and make a
determination; and

an undetectable Hepatitis C Quantitative PCR (viral load).

b. administrative exclusions — documented by the CHCA:

(1)

Issued: 11/7/2016

Effective: 11/7/2016

current incarceration less than 12 months, unless already taking anti-viral
medications;
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(2) expected release from custody within six months;

(3) documented new tattoos during the previous 12 months of incarceration,
resulting in a misconduct;

(4) documented positive drug screens during the previous 12 months of
incarceration, resulting in a misconduct; and

(5) documented pattern of non-adherence with medical regimens during the
previous two months of incarceration.

7. If the CHCA determines that there are no exclusionary indications to anti-viral treatment,
the Hepatitis C Treatment Referral Form shall be forwarded to the BHCS ICC for
further evaluation, possible recommendations for further testing, and initial determination.

l. Hepatitis C Treatment Committee

1. The PA DOC has determined that there is no single method of prioritizing patients for
treatment with anti-viral medications. Therefore, the patient’s clinical status will be
reviewed by a Hepatitis C Treatment Committee, consisting of the PA DOC BHCS Chief
of Clinical Services, the Statewide Medical Director for the medical vendor, and the
BHCS ICC. Others may be invited to participate on an ad hoc basis.

2. The Committee will utilize the pertinent information available to determine if continued
progression through the evaluation process is indicated. The review may include, but will
not be limited to, laboratory test trending (INR, AST, albumin, platelet count, bilirubin,
etc.), Fibrosure, previous shear wave elastography, liver biopsy, previous treatment
results, APRI score, MELD score, and the CTP score. The Committee will also review the
stability of any chronic medical and mental health conditions. If the patient is considered
a candidate for treatment with anti-viral medication, shear wave elastography will be
approved to document the stage of fibrosis/cirrhosis.

3. If the patient meets any of the criteria designated Priority Level 1 — Highest Priority for
Treatment, as outlined in Subsection H.4.a. above, proceed with the following:

a. full ultrasound screening for HCC every six months;

b. EGD for esophageal varices surveillance;

c. refer to Supervisory Physician for final review and the ordering of DAA medications
unless there are contraindications; and

d. follow in Chronic Care Clinic every month.

4. For those patients approved for elastography, the results will be forwarded to the
Committee for review.

20-10
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a.

Fibrosis Stage 0-2

(1) Repeat Elastography in two years.

(2) Follow in Chronic Care Clinic every six months.
Fibrosis Stage 3

(1) Refer to the Supervising Physician for final review and the ordering of DAA
medications unless there are contraindications.

(2) Follow in Chronic Care Clinic every three months.
Fibrosis Stage 4

(1) Full ultrasound screening for HCC every six months.
(2) EGD for esophageal varices surveillance.

(3) Refer to the Supervising Physician for final review and the ordering of DAA
medications unless there are contraindications.

(4) Follow in Chronic Care Clinic every month.

4. The Committee will render its decision and forward the determination, along with follow-
up recommendations for those not meeting current priority criteria for greatest need of
treatment with anti-viral medications, to the ICN and Site Medical Director, who will then
discuss the results with the patient and document the encounter in the DC-472, Progress
Notes.

5. If the Committee recommends treatment with anti-viral medication, the Site Medical
Director will refer the patient to a supervising physician who will direct the anti-viral
treatment. The referral will be made utilizing a Hepatitis C Treatment Referral Form, to
include the following updated laboratory results:

a.

b.

genotype, if not already documented;
viral load (within one year);

HIV (within one year);

CMP (within one month);

CBC (within one month);

abdominal sonogram for patients with cirrhosis (within six months);
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g. as stated in the current contract with the medical vendor, the Supervising Physician
must be licensed in Pennsylvania and experienced in the treatment of Hepatitis C
utilizing the most current medications. The patient will remain at his/her home
institution and treatment will be ordered by the Site Medical Director, under the
direction of the Supervising Physician. The Supervising Physician may utilize a
Physician Assistant-Certified (PA-C) or a Certified Registered Nurse Practitioner
(CRNP), who would be dedicated to the statewide Hepatitis C Program. The
Supervising Physician would train and mentor the PA-C or CRNP, and would retain
overall treatment responsibility; and

h. the treatment of HCV with anti-viral medications is rapidly evolving. New medications
are being approved by the Federal Drug Administration (FDA) frequently. The
regimens currently approved by PA DOC will be included in the Diamond Pharmacy
Services Formulary for this contract. The Formulary will include all necessary
prescribing information and will be updated quarterly via the PA DOC Pharmacy and
Therapeutics Committee.

J. References
1. Department of Veterans Affairs National Hepatitis C Resource Center Program, 2014,

“Chronic Hepatitis C Virus (HCV) Infection: Treatment Considerations,” accessed July
2015 at http://www.hepatitis.va.gov/provider/quidelines/2014hcv/.

2. Federal Bureau of Prisons, 2016, “Evaluation and Management of Chronic Hepatitis C
Virus (HCV) Infection,” accessed August 2016 at
http://www.bop.gov/resources/pdfs/hepatitis _c.pdf.

3. AASLD and IDSA, “Recommendations for Testing, Managing, and Treating Hepatitis C,”
accessed July 2016 at http://www.hcvguidelines.org.
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Abutment Tooth - A tooth that may be bordering a space where one or more teeth are missing
and/or is supporting or is treatment planned to support a dental prosthesis.

Access to Dental Care - Access to emergency dental care is available 24 hours a day via a
sick call system. All inmates, including those who are segregated for pre-disciplinary,
disciplinary, or investigative reasons, have daily access to health care and record review.

Acquired Immunodeficiency Syndrome (AIDS) - A disease of a severely impaired immune
system as a result of HIV infection. Because the body’s ability to fight disease is decreased,
unusual infections and forms of cancer occur. Theses are known as opportunistic infections.

ACT 84/Senate Bill 640 - An act passed by the state legislature that allows for a reciprocal
exchange of medical and psychological information on inmates between the Department and
county prisons.

Active List - A list of inmates currently on the institution roster who have been determined to be
in need of treatment and have not signed a DC-462 in which case the inmate would be
considered inactive for the refused treatment only.

Active Tuberculosis - Used interchangeably with Tuberculosis Disease (See Below).

Adjustment - A procedure involving a dental prostheses in which small modifications are made
to improve fit, comfort, retention, appearance, etc.

Administrative Custody (AC) - A status of confinement for non-disciplinary reasons, which
provides closer supervision, control, and protection than is provided for in general population.

Advance Directive - A document in which a patient states choices for medical treatment and/or
designates a surrogate to make treatment choices if the patient loses decision-making capacity.

Advanced Cardiac Life Support (ACLS) - Emergency lifesaving procedures to attempt to
restore spontaneous circulation using basic CPR plus advanced airway management,
endotracheal intubation, defibrillation, and intravenous medications.

Airborne Precautions - The use of a particulate mask (N-95 or HEPA) and negative air
pressure rooms to reduce the risk of airborne transmission of infectious agents that are two to
five microns in size (Measles; Varicella, or Tuberculosis).

Alveolus - One of the sockets in the alveolar process of the maxillary or mandibular bone in
which the roots of the teeth are held (Alveoli is the plural form).

Amalgam Restoration - Commonly known as a silver filling.

American Association of Periodontology (AAP) Classification System - A system, adopted
by the AAP, for categorizing the types of periodontal disease exhibited by patients. Through this
classification system, a clear understanding of the severity of the disease and the number and
types of appointments needed to treat the disease can be achieved.
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American Dental Association (ADA) - A professional organization of dentists dedicated to
serving both the public and the dental profession. The ADA promotes dentistry by enhancing the
integrity and ethics of the profession.

American Society of Anesthesiologists (ASA) Classification System - A system of patient
classification, adopted by the ASA, with the primary purpose of quickly and easily placing the
patient into an appropriate risk category and providing guidelines for patient management. The
classification must be made during the physical evaluation of the patient before any dental
treatment is initiated.

Annual/Biennial Complete Dental Examinations - Complete dental examinations rendered
yearly to inmates 50 or more years of age and once every two years to inmates less than 50
years of age.

Antibodies - Any of various substances existing in the blood or developed in immunization,
which counteract toxins or bacterial poisons in the system.

Antigen - A substance that gives rise to an antibody when introduced into blood or tissue.

Aphakia - A condition of an eye in which the lens is absent. In rare cases, aphakia may occur
as a congenital abnormality. More commonly, however, aphakia results from an eye injury or
following a cataract operation.

Asymptomatic - Showing or causing no symptoms.

Authorized Temporary Absence (ATA) - Any authorized temporary absence from the facility
as directed by the court.

Available Blood - Blood, obtained in a sterile manner, which is in the possession of the
institutional health care provider or the source patient’s physician pursuant to a valid
authorization. Ref: 35 P.S. §7601 to §7612.

Basic Life Support (BLS) - Emergency lifesaving procedures including recognition of
breathlessness and cardiac arrest, accessing the Emergency Medical Services System, and
performing basic CPR.

Bicuspid Occlusion - A situation is which a dental patient has all of his/her eight bicuspids
intact and occluding or meeting satisfactorily in order to permit chewing and closure of the bite.

Biennial - Every two years.

Biological Monitoring (spore test) - A test performed on the autoclave that directly measures
sterilization. The spore used is Bacillus Stearothermophilus.

Bitewing Radiographs - Is a term for dental x-rays taken with the teeth nearly in occlusion. The
purpose of exposing bitewings is to visualize anatomical tooth surfaces and bone located
between the teeth, under the gums, and other areas not normally visible to the naked eye when
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performing a dental examination. Bitewings enable the dentist to confirm the presence or
absence of pathology in these areas. Bitewings do not allow visualization of the root tips.

Bridge - A fixed dental prosthesis that consists of a series of two or more crowns fabricated in a
dental laboratory, soldered together, and cemented to prepared natural teeth.

Bureau of Health Care Services (BHCS) - This bureau is responsible for supervising and
monitoring the delivery of all medical/mental health care services and food service operations
throughout the state correctional system. These services are provided at a level consistent with
community standards through continuous quality improvement processes, coordinating services
with other Department bureaus and offices, and through networking with support services from
applicable community and state agencies.

Calculus - Calcified dental plaque that forms as a hard tenacious mass on the teeth and root
surface, above the below the gum line. Commonly referred to as tartar.

Cardiopulmonary Resuscitation (CPR) - Emergency lifesaving procedures combining rescue
breathing and external chest compressions to artificially circulate oxygenated blood and attempt
to restore spontaneous breathing and circulation.

Caregiver - The person designated by the inmate mother who shall be responsible for the care
of the newborn child once the child is discharged from the hospital.

Caries - Commonly known as tooth decay or cavity.

Casting - A dental laboratory process whereby dental restorations and/or prostheses are
fabricated. The process involves placing molten metals into a precise mould, then quenching,
cooling, finishing, and polishing for placement into the mouth.

Centers for Disease Control (CDC) - The Federal Health Agency that is a branch of the U. S.
Public Health Service under the U. S. Department of Health and Human Services. The CDC
provides National Health and Safety guidelines and statistical data on AIDS and other diseases.
Management Directive 505.26 mandates that State agencies adhere to CDC guidelines on
HIV/AIDS.

Certification of Significant Exposure to Blood/Body Fluids - The documentation by a
physician regarding the significance of an occupational exposure, after the review of an
incident/accident in which blood and/or body fluids contacted an employee/ health care worker,
in accordance with the definition of significant exposure as found in PA Act 148 of 1990 or
subsequent Centers for Disease Control and Prevention (CDC) definitions.

Charting - The process of recording the findings of a periodontal examination.

Chemically Dependent - Compulsive need for and use of a habit-forming substance
characterized by tolerance and by well defined physiological symptoms upon withdrawal.
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Chief of Dentistry - A licensed dentist appointed by the Secretary of the Department. The Chief
of Dentistry reports to the Director of the BHCS and is responsible for the administration of the
Department’s dental program and for providing administrative and clinical supervision and
support to dental staff.

Chronic lliness - A disease process that requires care and treatment over a long period and
usually is not cured. Examples of chronic illness include asthma, heart disease, diabetes,
hypertension, and some physical disabilities that limit a person’s normal functions.

Colonization - Growth of organisms in a host that does not produce an inflammatory response.

Commitment - A term referring to the act of being remanded by the court to a State
Correctional Facility. May also refer to an inmate so assigned or remanded (new commitment).

Communicable/Contagious Disease - An illness that is caused by a specific infectious agent
(virus, bacteria, fungus) that can be transmitted by blood and body fluids via direct, indirect, or
airborne contact from an infected person to susceptible person.

Community Corrections Center (CCC) - A residential facility operated directly by the Bureau
of Community Corrections to provide residential and treatment services to certain inmates
selected for placement into a community setting prior to or as part of parole.

Commutation - A plea to the Governor for a sentence change in accordance with the
Pennsylvania Constitution.

Complete Dental Examination - A thorough examination and review of the medical history,
examination of the head and neck (oral cancer exam, the extraoral and intraoral hard and soft
tissues, periodontal exam, radio-graphs) and any other findings relative to the inmate’s health
and welfare.

Compliance Counseling - Direct, one-on-one counseling between the inmate and a licensed
health care provider (physician, physician assistant, nurse, designee charged by the Corrections
Health Care Administrator) to discuss the inmate’s non-compliance with prescribed therapy, how
to correct it, and the ramifications for continued non-compliance.

Compliance Counselor - A staff member that provides one-on-one counseling with the inmate,
discussing the inmate’s non-compliance with prescribed therapy, how to correct it, and the
ramifications for continued non-compliance.

Composite Restoration - Fillings commonly know as tooth colored, white, or bonded.

Conditions Known to Increase an Infected Inmate's Risk of Developing Active TB Disease
- HIV infection, diabetes mellitus, prolonged corticosteroid therapy, immunosuppressive therapy,
some hematologic and reticuloendothelial diseases, injection drug use, end-stage renal disease,
close contacts with persons with newly diagnosed infectious tuberculosis, and recent
tuberculosis skin test converters and clinical conditions associated with rapid weight loss.
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Contact Precautions - The use of barriers (gown and gloves) to reduce the risk of transmission
of epidemiologically important microorganisms by direct or indirect contact (skin to skin contact).

Contact Staff - A Department employee who has direct inmate contact.

Contagious or Infectious Tuberculosis - Active TB - Confirmed or suspected TB of any
anatomic site, or a clinical indication of tuberculosis disease AND evidence of tuberculosis
infection (positive AFB, positive chest x-ray, positive PPD = Active TB).

Contagious or Infectious Tuberculosis - Confirmed or suspected TB of any anatomic site
prior to meeting criteria for release from TB isolation (Section VI.E.5), or a clinical indication of
tuberculosis disease and evidence of tuberculosis infection.

Corrections Health Care Administrator (CHCA) - The facility staff member responsible for
overseeing the delivery of medical/mental health services to the inmate population via the
medical vendor and Department staff.

Crash Cart - An emergency cart maintained in a health service area room. The cart is used to
store emergency medications, equipment, and supplies expected to be used when providing
medical care in life-threatening situations in the medical area.

Crown - Commonly known as a “cap,” a crown is a restoration, fabricated in a dental laboratory
from precious or non-precious metal. The cast metal crown may also have a porcelain
component for esthetic purposes. Some crowns are fabricated in a laboratory, entirely from
porcelain or acrylic.

Cyanosis - Slightly bluish, grayish, slate-like or dark purple discoloration of the skin due to
presence of abnormal amounts of reduced hemoglobin due to a deficiency of oxygen and
excess of carbon dioxide caused by any condition interfering with the entrance of air into the
respiratory tract.

Cytomegalovirus - One of a group of species - specific herpesviruses. The human
cytomegalovirus inhabits the salivary glands and causes cytomegalic inclusion disease.

Cytomegalovirus Inclusion Disease - A disease, especially of the neonatal period,
characterized by variable severity in which an asymptomatic infection may leave no sequelae to
a disease with fever, hepatosplenomegaly, microcephaly, and, in neonates, mental or motor
retardation and perhaps death. Due to infection with cytomegalovirus, which can occur
congenitally, postnatally, or later in life. The virus can produce a latent infection that may be
subsequently activated by pregnancy, multiple blood transfusions, or following
immunosuppression therapy.

Decontamination - Cleaning an object to reduce the number of microorganisms and render the
object safe for handling.



13.2.1, Access to Health Care Procedures Manual
Glossary

Dental Emergency - Any dental condition that can jeopardize the health, safety, and welfare of
the inmate. The specific conditions constituting a dental emergency are outlined in the
procedures manual.

Dental Orientation - A process that occurs upon reception or transfer to a new facility. A facility
staff person will briefly describe the dental program and how to access dental services to these
inmates.

Dental Screening - A visual inspection and assessment of the inmate’s general dental condition
upon entry or re-entry into the Department.

Dental Sick Call - A regularly scheduled process to respond to the urgent or emergency needs
of the inmate population regardless of housing status.

Dentifrice - Toothpaste.

Dentition - The teeth in the dental arch; ordinarily used to designate the natural teeth in position
in their alveoli.

Department - The Pennsylvania Department of Corrections.

Deputy Superintendent for Facilities Management (DSFM) - A management level employee
directly responsible for the uniformed corrections officers, unit management (housing),
counseling services, facility maintenance, facility safety ad the Facility Security Office.

Diabetes Mellitus - A chronic disease characterized by hyperglycemia and microvascular
complications that lead, in some patients, to "end organ” disease, especially the eyes, kidneys,
and nervous system.

Diagnostic and Classification Center (DCC) - A correctional facility, which assesses custody,
security levels, programmatic and special needs of inmates who are newly received in to the
Department, returned as parole violators, or temporarily transferred for pre-sentence
assessment.

Diagnostic Study Stamp - The ink stamp used by the physician and/or physician’s assistant to
mark the results of a diagnostic report as being reviewed and whether the results are abnormal,
normal, or not clinically significant.

Diagnostic Testing - Any test or procedure performed to assist in the diagnosis or
determination of the health status of an inmate, to establish baseline data, to monitor a medical
condition, or to monitor results of treatment.

Direct Observation - The observation of the inmate by a licensed health care provider as the
inmate received every dose of the prescribed medication either orally, topically, injection, etc.

Vi
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Direct Observation Therapy (DOT) - A comprehensive system ensuring compliance with
prescribed medication therapy through education, direct observation, monitoring, and
counseling.

Direct Observation Therapy Medications - Direct Observation Therapy medications include,
but are not limited to, the following:

1.

2.

10.

11.

12.

13.

14.

15.

all tuberculosis medications (both prophylaxis and active);
all Hepatitis C medications;

all HIV medications;

all sexually transmitted disease medications;

all psychotropic medications;

insulin;

all controlled substances;

all non-steroidal medications;

all muscle relaxants;

all cold/flu protocols;

all decreasing dose steroids;

all anti-opportunistic medications associated with HIV;

all medications prescribed to an inmate who cannot or will not take the medication by
himself/herself;

all refrigerated medications; and

all medications ordered to be dispensed by way of DOT.

Direct Observation Therapy Patients

1.

2.

any inmate who received at least one DOT medication;
any inmate assigned to the psychiatric review/mental health roster;
any inmate who, for whatever reasons, is incapable of self-administering medication; and

any inmate who refuses to participate in or comply with prescribed self-medication.

Vii
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Direct Supervision - For this procedures manual, it is the supervision by a dentist who
examines the patient, authorizes the procedure to be performed, is physically present in the
dental facility and available during the performance of the procedure, and examines and takes
full responsibility for the completed procedure. (From the 49 Pa. Code 833.)

Directly Observed Preventive Therapy (DOPT) - Directly Observed Preventive Therapy is the
same as DOT, except that it is for prophylactic medication.

Directly Observed Therapy (DOT) - Is the assurance that the inmate takes each indicated
dose of medication to treat tuberculosis disease; this includes assuring his/her presence,
watching the inmate swallow each dose and documenting the encounter.

Disciplinary Custody (DC) - Disciplinary Custody, also known as DC time, is the maximum
restrictive status of confinement to which inmates found guilty of Class | misconducts may be
committed.

Disinfection - A process that kills or destroys nearly all disease-producing microorganisms
(pathogens) with the exception of bacterial spores.

1. Disinfectant - a solution or chemical used to disinfect inanimate objects.
2. Antiseptic - a solution or chemical used only to destroy pathogens on living tissue.

Do Not Resuscitate (DNR) - Indicates resuscitation efforts should not be attempted regardless
of the expected outcome of those efforts.

Droplet Precautions - The use of surgical type mask to reduce the risk of droplet transmission
of infectious agents, which are larger than five microns in size (Haemophilus Influenzae Type B,
Neisseria Meningitidis, Mumps, etc.).

Edentulous - Missing teeth. A patient may be partially edentulous, meaning some of the natural
teeth are missing, or completely edentulous, meaning all of the natural teeth are missing.

Egg Crate Mattress - Equipment used to facilitate the even distribution of body weight in order
to minimize pressure over bony prominences and minimize occurrence of decubitus ulcers (bed
sores).

Electronic Medication Administration Record (eMAR) - A comprehensive chronological
history of all prescription medication administered to each inmate.

Endodontic Therapy - Commonly known as a root canal, the term refers to the complete
removal of diseased or necrotic pulpal tissues, followed by complete obturation (filling and
sealing) of the root canal with an ADA approved material (gutta percha).

Environmental Load - The amount of organisms that collect on a surface between cleaning.
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Enzyme-Linked Immunosorbent Assay (ELISA) - A blood test, which indicates the presence
of antibodies to HIV. The ELISA test for HIV does not detect the disease AIDS, but only
indicates if viral infection has occurred. A person who has two positive ELISA tests and a
positive Western Blot test is considered to be infected and can transmit the virus.

Epidemiological Significance - An organism, which can present a high risk of infection and
disease to the population at hand (multiply resistant organisms).

Erythroblastosis Fetalis - A condition that develops in an unborn infant when antibodies,
usually by RH incompatibility between the mother’s blood type and the baby’s, attack the red
blood cells of the fetus. In some instances, this can lead to the death of the baby. It can be
treated in utero (before birth) by medication or intrauterine transfusion. When the child is born,
signs may include an enlarged liver and/or spleen, generalized edema (swelling, anasarca),
jaundice, and anemia.

Eugenol - A dental medicament commonly known as oil of cloves used as an ingredient in
temporary dental fillings and as a sedative dressing.

Explorer - Commonly known as “the pick,” is the instrument used by the dentist during an
examination to detect cavities, defects, and pathology of the teeth.

Facility - A State Correctional Facility, State Regional Correctional Facility, Motivational Boot
Camp, Training Academy, and the Central Office complex as a group and/or individually.

Facility Dentist - Officially classified as a Dentist 1, is employed by a State Correctional Facility
and is responsible for the provision of dental services at the facility. Is supervised directly by the
CHCA and the Chief of Dentistry.

Facility Manager - The Superintendent of a State Correctional Facility, State Regional
Correctional Facility, or Motivational Boot Camp, Director of a Community Corrections Center or
Director of the Training Academy.

First Responder - Police, firefighter, rescue personnel or any other person who provides
emergency response, first aid or other medically related assistance either in the course of their
occupational duties or as a volunteer, which may expose them to contact with a person’s bodily
fluids. Ref: 35 P.S. §7601 to §7612.

Fixed Orthodontic Appliance - A device to correct a malocclusion that has been placed in the
mouth in such a fashion as the patient cannot remove it under normal circumstances. A dentist
removes the device as outlined in the procedures manual.

Fixed Prosthodontics - The replacement of missing teeth with crowns and bridges.

Flipper - A simple acrylic partial denture usually replacing one or more anterior teeth.

Fluorescent Treponemal Antibody Absorption Test (FTA/ABS) - A specific study that
detects the presence of the antibodies to syphilis.
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General Supervision - For this procedures manual, in a dental facility, supervision by a dentist
who examines the patient, develops a treatment plan, authorizes the performance of the
procedure and takes full responsibility for the provision of the services. A single authorization
(standing order) may, when appropriate, apply to one or more classes or categories of patients.
This definition is derived from the 49 Pa. Code 833.205(d)(2).

Gingival Margin - The line of gingival tissues representing the junction of the oral gingival and
the sulcular epithelium; also referred as the Free Gingival Margin.

Gingivitis - A disease characterized by inflammation of the gums due to accumulation of
plaque. As there is no destruction of the priodontium or loss of bone, the condition is reversible.

Glaucoma - A disease of the eye marked by high intraocular pressure, damaged optic disk,
hardening of the eyeball, and partial or total loss of vision.

Health Appraisal - A physical examination for inmates over age 50.
Health Care Provider - An individual or institutional provider. Ref: 35 P. S. 87601 to §7612.

Health Care Worker (HCW) - An employee of the Department or contract staff who works in the
Medical Department.

Health Screening - A physical examination for inmates under age 50.

Hemoccult Guaiac Slide Test - A method for testing feces for the presence of blood during a
rectal examination.

Herpes Zoster (Shingles) - A local manifestation of recurrent or reactivation infection with the
virus that causes chicken pox.

High Risk Behavior -

1. Sex with one or more men or women where there was exposure to semen, blood, or vaginal
fluid, either anally, vaginally, or orally, when the sex was with:

a. someone who has shared a needle;
b. a man who has sex with another man;
c. an organ/blood product (prior to 1985) recipient; and/or
d. a partner whose drug or sexual history is unknown.
2. L.V. drug usage with shared needles/works.

3. History prior to date of receiving blood or blood products (hemophiliacs) and transfusion or
organ transplant.
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4. Birth to an infected mother, or if infection status is unknown, to a mother who has
participated in the above “high-risk” activities.

High Risk Pregnancy - Pregnancy in which additional health concerns are capable of
complicating the natural course of pregnancy. Medical conditions associated with high-risk
pregnancy: Age - over 35, Diabetes, Hypertension, Recurrent miscarriages, Genetic problems,
Previous ecclampsia, Thyroid disease, Autoimmune diseases (Lupus), Cardiac disease,
Pulmonary disease (Asthma), Hemo/oncol disease or other chronic illnesses.

HIV/AIDS Education Coordinator - A staff member at the Department Training Academy who
is the Department’s designated single point of contact for staff HIV/AIDS education issues. This
staff person acts as a resource in an advisory capacity, and is responsible for functioning within
the policy and procedures as defined by the Department.

HIV/AIDS Resource Coordinator for Inmates - A Department management level employee in
the Medical Department at the facility who is designated by the Facility Manager. This staff
member who is trained in HIV/AIDS issues, is designated to receive any confidential HIV/AIDS
related information on an inmate, and is responsible for functioning within the policy and
procedures as defined by the Department.

HIV/AIDS Workplace Coordinator - A staff member at a State Correctional Facility (SCI) or
Community Corrections Center (CCC) who is trained in HIV/AIDS issues. This person acts as a
single point of contact and is a resource in an advisory capacity. They are responsible for
functioning within the rules/ responsibility guidelines as defined by the Department.

HIV and Asymptomatic - Those individuals without symptomatology who test positive by
antibody serum screening and subsequent confirmation test.

HIV and Symptomatic - That part of the disease infection process in which the individual
begins to develop symptoms such as swollen lymph nodes, weight loss, night sweats, etc.

Hold for Various Authority (HVA) - Inmates housed in a Department facility upon the request
of another jurisdiction, but not necessarily under state sentence. A number of HVA'’s are
received for a 60-day court ordered evaluation.

Hospice Care - Hospice care is interdisciplinary comfort oriented care that allows terminally ill
patients to die with dignity and humanity, with as little pain as possible, in an environment where
they have mental and spiritual preparation for the natural process of dying.

Human Immunodeficiency Virus (HIV) - This is the name for the retrovirus that is the
causative agent of AIDS.

Implant Prosthodontics - The replacement of missing teeth with osseous-integrated device
capable of supporting restoration.

xi



13.2.1, Access to Health Care Procedures Manual
Glossary

Infected - People are considered infected with tuberculosis if they are PPD positive. (American
Thoracic Society Class 2). Also called “Latent”; this person is not contagious.

Infected - Latent TB - People are considered infected with tuberculosis if they are PPD
positive, (American Thoracic Society Class 2), (positive PPD, negative chest x-ray = Latent TB).
These people may work and are not infectious to other people.

Infection -Growth of organisms in a host causing an inflammatory response.

Infection Control Coordinator (ICC) - A Department management level employee at the
Bureau of Health Care Services (BHCS) who is educated in infection control. This person acts
as a resource in an advisory capacity to both the HIV/AIDS Education Coordinator and the
facility HIV/AIDS Workplace Coordinator. The ICC shall function within the policy procedures as
defined by the Department.

Infectious Tuberculosis - Persons with confirmed or suspected pulmonary or laryngeal TB
capable of transmitting infection (positive AFB, positive chest x-ray, positive PPD = Active TB
should be considered infectious if they are coughing and have sputum smears containing AFB,
and are not receiving treatment, just starting treatment, or poor response to treatment.

Initial Oral Exam (IOE) - The first complete dental exam that a newly committed inmate
receives.

Initial Reception Screening - Medical screening of inmates entering or re-entering the state
correctional system. This screening shall include a physical examination, where applicable.

Inlay - A pre-fabricated filling that does not involve the replacement or support of any cusps and
commonly involves laboratory processing.

Insertion - The process of delivering a finished pre-fabricated dental restoration or prosthesis to
a patient. Involves placement and any required adjustments or cementation.

Instrument Milk - Substance for soaking instruments that acts as a lubricant. It is used on
hemostats, scissors, etc.

Intra-Facility Transfer - The movement of an inmate from one Department Facility to another
on either a temporary or permanent basis.

Intermediate - Refers to Level of Care #2 in the procedures manual. Is defined as a condition
that does not rise to a level that would constitute an urgent or emergency condition. The type of
dentistry referred to here is of a routine nature and the inmate is not in any difficulty.

Intraocular - Within the eye.

Junctional Epithelium - The epithelial collar that provides the epithelial attachment to the tooth
surface; it is continuous with but structurally distinct from the sulcular epithelium.
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Kaposi’'s Sarcoma (KS) - A cancer of the connective tissues in blood vessels. Pink or purple
blotches on the skin are symptoms of Kaposi’'s Sarcoma.

Kennedy Classification System - A system used to classify the partially edentulous arch in a
manner that will suggest certain principles of design for a given situation. The system has four
main classes with several modifications possible to the first three classes.

Keratoconus - Cone-shaped protrusion of the cornea.

Laboratory Prescription Form - A “work order” that by law must be completed and signed by
the dentist and forwarded to the dental lab along with the case. The form contains the dentist’s
order to the lab regarding the fabrication of the patient’s restoration or prosthesis and it must be
kept in the dental records.

Lesion - Refers to any pathological or traumatic discontinuity of tissue or loss of function of a
part. There are many varieties of lesions that may occur in the mouth.

Level of Care - In this procedures manual, refers to a dental classification system for
determining the serious-ness of the inmate’s dental condition and serves as a guide for
scheduling. There are four levels ranging from four being the most serious to one being the least
serious.

Licensed Medical Practitioner - A physician, dentist, physician assistant, or certified
registered nurse practitioner with a current license to practice in the Commonwealth of
Pennsylvania.

Limited Examination - A focused evaluation performed during sick call or when an emergency
condition is presented.

Long Term Care - A facility that provides skilled and/or personal care under a plan of care
supervised by licensed/qualified personnel.

Management Directive 505.7 - This Management Directive explains the Personnel rules of the
Commonwealth.

Management Directive 505.26 - This directive updates detailed policy and procedures on
appropriate agency and Department employee responses relative to HIV infection and AIDS in
Commonwealth workplaces.

Mandible - The lower jaw.

Mastication - The act of chewing.

Maxilla - The upper jaw.
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Meaningful Abnormal Result - Any meaningful deviation from the expected value, that may
indicate disease, or change in condition, or may lead to a beneficial alteration of therapy, as
determined by the medical practitioner.

Medical/Psychiatric Hold - The process whereby an inmate cannot be transferred to another
facility due to a significant or unstable medical or psychiatric condition.

Medically Necessary Care - Iltem(s) or medical orders, as determined by a physician/physician
assistant, required by an inmate in order to maintain a healthy existence.

Medication Card — Pharmacy provided blister packaging.

Meningitis - An inflammation of the meninges (covering) of the brain. It is classified into two
groups (aseptic and bacterial), each of which has several organisms, which can cause disease.

Mobile Equipment/Supplies - Emergency equipment/supplies that facility health care staff take
with them when summoned to another area of the facility (block, yard, administrative area, etc.).
Mobile equipment/supplies are used to provide immediate life support actions while transporting
the patient to the health service area. It is portable, able to be carried up/down stairs, fits inside
all doorways, and can be secured for transport within the medical transport vehicle.

Multi-Drug Resistant Tuberculosis (MDR-TB) - Mycobacterium tuberculosis strain resistant to
more than one standard tuberculosis drug; in practice, often refers to organisms that are
resistant to both Isoniazid and Rifampin with or without resistance to other drugs.

Narrative - Refers to a thorough description written in the dental record that details all materials
used and all aspects of treatment(s) rendered to a patient during a dental appointment. The
narrative shall include any unusual incidents or untoward events that occurred during treatment.
The narrative may be written in the “P” section of the SOAP format or it may stand alone in
certain situations as described in the procedures manual.

Natural Teeth - The teeth we are born with or that develops and erupts after birth. Any type of
prosthesis is not considered natural.

Neutral Space - Refers to the space in the mouth that the tongue occupies and uses for
movements required in speaking, eating, and other functions. Encroachment on this space by a
dental prosthesis will nearly always lead to failure of the prosthesis.

Non-Contact Employee - A Department employee who does not have direct inmate contact.

Non-Surgical Therapy - The process of treating periodontal disease that does not involve a
surgical procedure to gain access to the areas that normally lies below the gums.

Normal Result - Any result within the normal range.
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Nosocomial Infection - Presence of an infection 72 hours after reception into the facility.
“Noso” comes from the Greek word meaning hospital. Nosocomial means hospital acquired. For
the purpose of this procedure manual, the term shall stand for acquired at the facility.

Not Clinically Significant - Any abnormal result that is not of clinical concern for that particular
inmate, as determined by the practitioner.

Obstetrician/Gynecologist (OB/GYN) - A specialist in the field of obstetrics and gynecology.

Occupational Exposure - Eye, mucous membrane, or percutaneous contact with blood or
other potentially infectious materials resulting from the performance of a HCW's job related
duties.

Onlay - A pre-fabricated restoration that replaces and/or supports one or more cusps. An onlay
is normally fabricated in a dental laboratory.

Ophthalmology - A science dealing with the eye and its diseases.

Opportunistic Infections - Infections caused by organisms that do not normally cause disease
in people with healthy immune systems.

Optometry - A profession consisting of examining the eyes, measuring vision, and treating
certain defects by means of corrective lenses or other methods.

Oral Cancer Screening (OCS) - Is an evaluation of the head, neck, and oral tissues for
detecting pre-cancerous lesions or neoplasms. A dentist shall screen a patient for oral cancer as
part of the initial and each periodic oral examination; unless the screening has been performed
and documented within the past six months.

Oral Hygiene Instruction (OHI) - Refers to a brief session in which one or more inmates are
educated in proper care of the mouth. Proper brushing, flossing and dietary habits are normally
discussed. Educational forms or pamphlets illustrating and describing these procedures are also
distributed.

Orthodontics - A dental specialty dedicated to the correction of malocclusion and dentofacial
abnormalities.

Osseous - Bony or referring to bone.

Palliative Care - The active total care of inmates whose disease is not responsive to curative
treatment. Palliative care includes the control of symptomatic pain and psychological, social,
and spiritual problems. The goal of palliative care is the achievement of the best possible quality
of life for the inmate.

Panoramic Radiograph (Panorex) - A dental x-ray used to enable the visualization of the
maxillary and mandibular dental arches and their associated structures.
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Parenting Program - This program provides coordination and support for all aspects of an
inmate’s pregnancy (medical appointments, counseling sessions, education programming
(prenatal-medical, and postpartum-parenting program), diet, exercise, work assignments,
placement of newborn child, visitation, any other special needs of the inmate, etc.

Parole Violator (PV) - An individual who is being returned, or has been returned to the custody
of the Department, due to a violation of their parole, in order to complete his/her sentence.

Pediculosis - The presence of head lice, scabies (body lice), or pubic lice.
PA Act 148 of 1990 - 35 P.S. 87601 to §7612 - Confidentiality of HIV-Related Information Act.

Per Dose Compliance - Monitoring each dose of mediation prescribed to ensure that the
inmate is in compliance with the physician’s orders.

Periapical - The area situated at or surrounding the root apex of a tooth. A Periapical
Radiograph enables the dentist to visualize this area.

Periodic Oral Exam (POE) - Any routine complete exam following the initial exam.
Periodontal Screening and Recording (PSR) - An early detection system for periodontal
disease introduced by the ADA, AAP, and Proctor and Gamble Corporation. PSR was created
to give the dental profession an easy-to-use system to detect periodontal disease and
streamline the record-keeping process.

Periodontics - A dental specialty dedicated to the study and treatment of diseases of the bone
and tissues that support or help to support the teeth.

Periodontium - A term for the bone and tissues that support or help to support the teeth.
Permanent Assignment - Refers to a process in the Department whereby an inmate has
completed the classification process at the Reception Center and is then assigned to one of the
Pennsylvania State Correctional Facilities to serve the remainder of his/her sentence.
Permanent Restorations - Refers to the placement of a dental restoration, made from ADA
approved materials for that purpose, and having a reasonable expectation of providing long-
term service to the patient.

Personal Protective Equipment (PPE) - Includes gown, gloves, mask and goggles.

Physical Examination - A systematic inspection of the body and its systems to determine the
presence or absence of disease.

Physical Impairment - Refers to mobility impairment (amputations, paraplegia), and the need
for assistive devices, such as canes or crutches, visual, hearing and/or speech impairments.
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Physician Assistant (PA) - An individual who practices medicine with the supervision of the
licensed physician and is qualified to perform approximately 80 percent of the duties most
commonly done by physicians. He/She is used to perform physical examinations, diagnose
illnesses, determine treatment plans, order and interpret lab test tests, suture wounds, set
fractures, and assist in surgical operations.

Plague - A sticky, pasty material, formed from food debris, salivary components, bacteria and
their by-products, that adheres to the teeth, gums and soft tissues in the mouth. Bacteria in
plague have been proven to cause tooth decay, gum disease and other oral pathology.

Polishing - A process whereby a dental hygienist applies a specialized dentifrice to the teeth in
order to clean them and further remove materials such as plaque and stain. Polishing creates a
smooth surface upon which it becomes more difficult for plaque and stain to adhere.

Porcelain Restoration - A dental restoration made through a specialized process in a dental
laboratory, primarily to restore dental function and esthetics. Porcelain is commonly used for
inlays, onlays, veneers, and crowns.

Precision Attachment - A fastening device for a dental prosthesis or a crown that is fabricated
in a dental laboratory. A precision attachment is fabricated to increase the retention of a crown
and/or a dental prosthesis.

Pregnancy Plan of Action - A document that outlines the plan of care for the pregnant inmate
both prenatal and postpartum. The Medical Department staff and the Parenting Program staff
shall coordinate this document.

Preventive Dentistry - The area of dentistry concerned with achieving and maintaining oral
health in order to prevent the various dental disease processes.

Probe - A specialized instrument used during a periodontal exam.

Processed Acrylic Crown - A term that refers to a restoration that is fabricated in a dental
laboratory in order to restore a tooth. Can function as a permanent or a temporary restoration.

Prophylaxis - A term in dentistry that refers to a preventive cleaning and polishing of the teeth.

Prosthesis - An artificial device, fabricated in a dental laboratory under the orders and direction
of a dentist, to replace missing teeth and oral structures.

Prosthodontic Dentistry - The branch of dentistry concerned with the restoration and
maintenance of oral function, comfort, appearance and health of the patient by the replacement
of missing teeth and contiguous tissues with artificial substitutes.

Pulp - Refers to the “juicy” tissue comprised of blood vessels and nerves located inside the
tooth.
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Quehanna Motivational Boot Camp - A six-month voluntary program for eligible inmates,
which is an alternative to standard incarceration. A regimented, disciplined environment
involving, among other things, a strenuous, physical fithess program.

Recall - A term in dentistry that refers to the regular frequency of scheduling dental patients for
a preventive exam and cleaning.

Reception Dental Facility - Refers to a facility to which a new commitment, returned escapee,
CCC return, parole violator or ATA of more than six months is remanded. Any state correctional
facility may function in this capacity in the event that one of the types of inmate mentioned
above enters the facility. However, the facilities that will most commonly be referred to are SCI-
Camp Hill for men and SCI-Muncy for women. Another common reference term for these
facilities is the Diagnostic Classification Center (DCC).

Reline - A process whereby the tissue surface of a dental prosthesis is lined with an ADA
approved material for improving fit, comfort, and retention.

Removable Orthodontic Appliances - Refers to orthodontic appliances that the patient may
remove from the mouth, at will.

Removable Prosthesis - Refers to dental prosthetic devices, such as full and partial dentures,
that the patient may remove from the mouth, at will.

Restorative Dentistry - The branch of dentistry concerned with the reforming, rebuilding,
reconstructing, or re-contouring parts of teeth that have been broken down by lesions or injury,
thereby restoring function and appearance.

Retention - A dental term for the ability of a dental restoration, prosthesis, or device through its
physical properties to stay in place. Dental cements and other materials may enhance retention,
but it is generally understood that a restoration, prosthesis or device must have significant
retentive properties of its own in order to ensure success.

Returning Inmates - Individuals who were temporarily not in the custody of the Department of
Corrections and have returned to the system.

Scaling - The process of using specialized instruments to remove plaque and calculus deposits
that are adherent to the teeth and roots.

Sealant - A preventive procedure whereby composite material is bonded to the deep grooves of
teeth to prevent the process of dental decay.

Self-Administered Medication - Any medication not listed as a Direct Observation Therapy
medication and which the prescribing physician or physician assistant has made a determination
is appropriate for self-administration with the patient.

Serologic Tests for Syphilis (STS) - The serologic blood test that is used to detect the
presence of antibodies to syphilis.
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Significant Exposure - Direct contact with blood or body fluids of an individual in a manner
which, according to the most current guidelines of the Centers for Disease Control, is capable of
transmitting Human Immunodeficiency Virus, including, but not limited to, a percutaneous injury
(a needle stick or cut with a sharp object), contact of mucous membranes, or contact of skin,
when the exposed skin is chapped, abraded or afflicted with dermatitis or if the contact is
prolonged or involves an extensive area.

Percutaneous Exposure involves a break in the skin with a contaminated needle, instrument, or
piece of broken glass.

Mucous Membrane Exposure involves splash to eye or mouth with blood/body fluids, (eye
mucosa, mouth mucosa).

Signs of Death

1. pupils fixed and dilated;

2. no pulse/respiration;

3. *rigor mortis present;

4. *mottling present;

5. *incontinence of bowel/bladder present;

6. *cyanosis present; and/or

7. *may or may not be present at the time of assessment.

Site Administrator - On-site vendor employee who is responsible to assure that contracted
medical services are provided to the inmate population.

Skilled Care Services - Professionally supervised nursing care and related medical and other
health services provided for a period exceeding 24 hours to an individual not in need of
hospitalization, but whose needs are such that they can only be met in a long term care facility
on an inpatient basis, and who needs the care because of age, illness, disease, injury,
convalescence or physical or mental infirmity. Skilled care includes the provision of daily
inpatient services, which require the skills of professional and technical personnel, such as, but
not limited to, registered nurses, licensed practical nurses, and certified nursing assistants. Such
skills may include procedures, such as intravenous therapy, nasogastric tube insertion and
feeding, oxygen therapy, stoma therapy, etc.

Snellen Chart - Chart imprinted with lines of black letters graduating in size from smallest on
the bottom to largest on top. Used for testing visual acuity.
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Snellen Visual Acuity Testing - Test for visual acuity where the patient reads a Snellen's chart
at a certain distance with one eye, then with the other eye, and then with both eyes. The test
consists of an eye chart, with rows of letters of decreasing sizes.

Source Patient - Any person whose body fluids have been the source of a significant exposure
to an individual or a HCW.

Special Item(s) - ltem(s) medically necessary such as medical supplies, electric razors, hearing
aids, prosthetic devices, therabands, extra pillows, extra blankets, extra mattresses, support
hose, orthopedic shoes, lower bunk, bottom tier cells, braces, canes, crutches, gloves, elastic
bandages, wheelchairs, etc. This does not include eyeglasses.

Sterilization - Process by which microbes (including spores) are killed and are no longer
detectable in standard culture media.

Stop/Review Date - The date on which the need for a prescribed special item(s) is reviewed by
the staff member who prescribed the item(s) in order to determine if the inmate still requires the
prescribed special item(s).

Sub-Acute Care - Daily inpatient services ordered by a physician, which require the skills of,
and are provided directly by licensed health care staff. Such services are provided on a 24-hour
basis to an individual who does not require hospitalization, but whose needs can be met in an
inpatient unit. Examples of such services include, but are not limited to: pre and post surgical
care as an adjunct to hospitalization, frequent dressing changes and/or treatment, contagious
diseases requiring isolation, psychiatric observation, adjustment of medications, preparation for
diagnostic testing, intravenous therapy, etc.

Subjective, Objective, Assessment, Plan (SOAP) - The elements of a progress note
completed by a licensed health care provider within the inmate medical record.

a. Subjective - The inmate’s self-proclaimed symptoms and own description of the problem, not
perceptible to an observer.

b. Objective - The provider's clinical findings, observations, and factual data.

c. Assessment - The opinion of the cause or status of the health condition based on the
subjective and objective data. Nursing diagnoses may be used in accordance with NANDA.

d. Plan - The series of actions or strategy for responding to the identified problem. This may be
diagnostic, therapeutic, or educational.

Symptomatic - The exhibiting subjective evidence of a disease or condition.
Symptoms of Tuberculosis - Prolonged productive cough, hemoptysis, fever, chills, night

sweats, and weight loss. Inmates with active, contagious disease may have only one of these
symptoms.
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Syphilis - Also known in the past as lues, is a contagious sexually transmitted disease that is
caused by infection with spiral-shaped bacteria called Treponema pallidum. It can affect any
tissue in the body, causing a wide variety of symptoms and complications.

Telebinocular Visual Acuity Test - A test used to measure distance, depth perception, and
color vision.

Temporary Restorations - Dental restorations placed on an interim basis.

Temporomandibular Joint (TMJ) - The hinge-axis joint joining the mandible (jawbone) to the
temporal bone.

Terminal Condition - An incurable and irreversible medical condition in an advanced state
caused by injury, disease or physical illness which will, in the opinion of the attending physician
and to a reasonable degree of medical certainty, result in death regardless of the continued
application of life-sustaining treatment.

Tonometric Testing - A procedure used for testing for glaucoma. The tonometer measures
Intraocular Pressure (IOP) using a pressure-sensitive tip placed gently near or against the eye
(applanation or Schiotz tonometry), or by directing a brief puff of air gently onto the eye (air puff
tonometry).

Topical Fluoride Application - A preventive dental treatment for the purpose of eliminating
tooth sensitivity or decreasing the caries rate of a patient.

Transplant - An organ or tissue taken from the body and grafted into another area of the same
individual or another individual, to transfer tissue form one part to another or form one individual
to another.

Transplant Center - A facility capable of transplanting an organ or tissue taken from the body
and grafted into another area of the same individual or another individual. These centers are
located in university tertiary care hospitals.

Treatment Plan - A prioritized list of the treatment sequence required for a patient. The
treatment plan is developed after all of the diagnostic findings of the dental examination are
available.

Tuberculin Skin Test (TST) - A test to determine the presence of mycobacterium, infection
based upon a positive reaction to tuberculin by the subject. The test to be used is the Mantoux
test, or "PPD,” consisting of an intradermal injection, which produces a wheal. It introduces 0.1
ml or five tuberculin units (TU) of purified protein derivative (PPD) injected intracutaneously
(intradermal) into the skin of the ventral surface of the forearm.

Tuberculosis Disease (TB) - People are considered to have tuberculosis disease if they have
clinically active TB in any location. The diagnosis is most convincingly made by isolation of
Mycobacterium Tuberculosis on culture. A clinical diagnosis can be made on the basis of clinical
or radiologic evidence and a response to anti-tuberculosis therapy.
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Universal/Standard Precautions - Universal/Standard Precautions is an approach to infection
control. According to the concept of Universal/Standard Precautions, all human blood and body
fluids are treated as if know to be infectious for HIV, Hepatitis B, Hepatitis C, and other
bloodborne pathogens. Universal/Standard Precautions shall be observed to prevent contact
with blood or other potentially infectious materials. Under circumstances where fluid is difficult or
impossible to identify (mixture of oil and body fluids), this fluid shall be considered potentially
infectious material.

Urgent Dental Condition - Conditions requiring prompt intervention to avoid progression to a
more acute or emergency state. Urgent dental treatment is discussed fully in the procedures
manual.

Varicella (Chicken Pox) - An acute viral disease characterized by sudden onset of fever and
skin eruptions, which are maculopapular, vesicular, and leave a granular scab.

Western Blot - A blood test used to confirm the presence of antibodies to HIV. Compared to the
ELISA test, the Western Blot is more specific.

340B Drug Discount Program — A U.S. government program created in 1992 that requires
drug manufacturers to provide outpatient drugs to eligible health care
organizations/covered entities at significantly reduced prices. The intent of the program
is to allow covered entities to stretch scare federal resources as far as possible, reaching
more eligible patients and providing more comprehensive services.
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	(d)   qualified staff have been identified and selected to monitor the TB Control Program;
	(e)   an employee who has not completed scheduled TST is reported to the Deputy Superintendent for Centralized Services (DSCS) for follow-up; and
	(f)   the confidentiality of employee TST records is maintained.
	(a) times and dates are scheduled for the medical staff to administer and read employee TSTs;
	(b)   the CHCA and the BHCS Infection Control staff are notified regarding employees who do not comply with notices of required testing, or who refuse testing;
	(c)   records of test dates and results are maintained, and this data is recorded on the DC-469,  PA Department of Corrections Tuberculosis Summary  (Attachment 8-C) and is entered into the Automated Employee TB Tracking System;
	(d)   an employee who refuses TST or annual review shall be managed in accordance with Department policy 4.1.1, “Human Resources and Labor Relations;”
	(e)   a DC-514, Manufacturer and Lot Number of TB Solution Log (Attachment 8-D) showing the manufacturer and lot number of the PPD solutions used for each employee administered a TST is completed. The DC-514 shall be used as a reference in the event of a manufacturer recall of test solution;
	(f)   training/review is provided to health care staff as well as other facility staff in accordance with Department policy 5.1.1, “Staff Development and Training,” and that a current list of employees who have received training is maintained; and 
	(g)   asymptomatic inmate converters shall be reported as they are identified to the BHCS Infection Control staff by using the  DC-469.

	The ICN/designee shall interview an employee with prior positive tests annually for symptoms of TB. Documentation on the DC-469 must be completed and filed in the employee medical record. Any employee who fails to complete the required interview within seven days of being notified in writing that he/she is delinquent shall be prevented from entering the workplace.
	(a) An employee who has a history of past negative TST results, and who, upon annual testing, or at anytime converts to a positive TST, shall not be referred for an annual TST in the future. The employee is now considered a positive reactor (TST) and shall now be monitored and treated according to the procedures contained in Subsection C.4.k. above.
	(b)   An employee who converts from a negative to a positive TST, shall, in the absence of symptoms of active TBD, be given 14 calendar days to provide documentation from his/her own physician certifying a negative CXR (copy of report) and freedom from TBD on the DC-554. Failure to do so shall result in suspension, in accordance with Department policy 4.1.1 unless there are known extenuating circumstances that warrant other action.
	a. Every staff member coming in contact with a known or suspected case of infectious tuberculosis must wear an N-95 mask approved by the Department at all times while in the same room as the inmate. Staff assigned to these areas shall receive training regarding the fit and use of the filtration/respirator devices in accordance with Department policy 15.1.1, concerning respirator fitness.
	b. Transportation of an inmate with known or suspected infectious TB shall be con-ducted in accordance with the security precautions in Department policy 6.3.1, and in Subsection D.8.d.(4)(b) below. Transporting staff must wear N95 respirators, and the inmate must wear a surgical facemask.

	D. Inmate Tuberculosis Control
	a. Public health tasks of facility staff and the BHCS Infection Control staff.
	b. Contact Investigation Guidelines
	All TB therapy in the Department, including treatment for LTBI, shall be Direct Observed Therapy (DOT).
	(a) When assessing an HIV-infected inmate who has negative PPD (TST results), the most important factors in considering LTBI therapy are the likelihood of exposure to transmissible active TB and the likelihood of latent M. tuberculosis infection. LTBI therapy shall be considered for an HIV-infected inmate who does not have a documented positive PPD-tuberculin response but who has had recent contact with an inmate who has infectious pulmonary or laryngeal TB. Repeat TST of initially PPD-negative contacts three months after cessation of contact with infectious TB may be used to assist in decisions about duration of LTBI therapy. However, most of these inmates shall complete a full nine-month course of LBTI therapy in accordance with Subsection D.11.b.(2) above. Refer all questions to the BHCS Infection Control staff.
	(b) LTBI therapy for an inmate who is not PPD positive also may be considered. Such therapy may be beneficial for: 
	i. children who are born to HIV-infected women and are close contacts of a person who has infectious TB; and
	ii. HIV-infected adults who reside or work in facilities and are continually and unavoidably exposed to inmates who have infectious TB. Some experts recommend continuing Isoniazid LTBI therapy indefinitely for HIV-infected persons who have an ongoing high risk for exposure to M. tuberculosis (inmates of prisons in which the prevalence of TB is high).

	E. Sexually Transmissible Diseases Treatment (STD)
	F. Management of Hepatitis A, B, and C
	G. Management and Reporting of HIV Infection
	a. Supervisors, Managers, and Coordinators
	Department supervisors, managers, and coordinators are to ensure that every Health Care Worker (HCW) under his/her jurisdiction receives appropriate Acquired Immunodeficiency Syndrome (AIDS) education, follow applicable federal and state public health requirements on AIDS in the workplace, follow all appropriate Commonwealth AIDS and HIV infection policies and procedures, and adhere to confidentiality provisions for AIDS/HIV information on state employees and inmates. General questions on AIDS can be addressed directly to the Pennsylvania DOH's AIDS Factline at 18006626080.

	b. The Department HIV/AIDS Education Coordinator shall:
	c. The Facility HIV/AIDS Workplace Coordinator shall:
	(1)   act as a single point of contact for facility HCWs as defined by:
	(a) Department policy 13.1.1;
	(b) Management Directive 505.26, HIV/AIDS in the Workplace;
	(c) Management Directive 505.7, Personnel Rules; and 
	(d) the Americans with Disabilities Act.

	(2)   act as a liaison with the Department’s HIV/AIDS Education Coordinator and the Department’s ICC on HIV/AIDS workplace issues and concerns;
	(3)   provide a program of health and safety education and act as an advisor to HCWs; be available to ensure that the HCWs who refuse or object to working with an HIV/AIDS positive HCW or inmate have basic knowledge on:
	(4)   ensure that managers and supervisors are aware of federal and state public health guidelines and requirements on HIV/AIDS in the workplace regarding:
	(5)   coordinate his/her efforts with his/her local personnel office and medical personnel. When an existing coordinator is reassigned or resigns, facilities are to provide the Department’s HIV/AIDS Coordinator with the name of the replacement within two weeks;
	(6)   ensure that confidentiality is maintained in accordance with the Confidentiality of HIV-Related Information Act, 35 P.S. §§7601 et seq. (Attachment 8-R);
	(7)   act as a resource during Post Exposure Protocol procedures. Follow-up with the HCW who was involved in an occupational exposure to ensure that:
	(8)   maintain a current and updated list of emergency facilities, community HIV/AIDS support groups and services;
	(9)   act as a resource for all the facility HIV/AIDS issues (staff, inmate, etc.) and coordinate activities with other key facility staff. Work in conjunction with the Department’s ICC at the BHCS regarding questions concerning medical policy issues. Contact the Department’s HIV/AIDS Education Coordinator regarding questions concerning the availability of HIV/AIDS education programs and training for facilities; and
	(10)   report an in-house problem to the Facility Manager/designee. 
	NOTE: For additional HCW information regarding exposures, refer to Management Directive 505.26 and the Confidentiality of HIV-Related Information Act, 35 P.S. §§7601 et seq.

	d. Facility HIV/AIDS Resource Coordinator for Inmates:
	(1)   shall function as a resource for inmates. This shall include speaking for the inmate to promote his/her health while at the same time maintaining security and confidentiality;
	(2)   act as a resource during Post Exposure Protocol procedures. Work in conjunction with the Facility HIV/AIDS Workplace Coordinator to ensure that Department policy 13.1.1 is followed and the source inmate receives correct follow-up as per the Confidentiality of HIV-Related Information Act, 35 P.S. §§7601 et seq;
	(3)   maintain a list of staff trained to provide HIV/AIDS Prevention (Pre-Post Test) Counseling;
	(4)   provide educational materials as needed for the inmate population;
	(5)   conduct direct observation of prevention counseling sessions with the inmate. These observations are to ensure that counseling sessions are performed in a way that provides strict confidentiality for the inmate. The observation shall be random to ensure accuracy and compliance with the Confidentiality of HIV-Related Information Act, 35 P.S. §§7601 et seq.;
	(6)   maintain a copy of all inmate HIV/AIDS correspondences;
	(7)   provide a program of health education to inmates who are:
	(8)   maintain a current list of community HIV/AIDS support groups and services; and 
	(9)   work with the appropriate departments within the facility to ensure the inmate’s needs are met (housing, food services, employment, etc.).

	a. There is no evidence that HIV is transmitted by casual social contact with infected individuals. While HIV has been isolated in many body fluids, only blood, semen, vaginal fluid, and breast milk have been implicated in its transmission. Therefore, the routes of transmission are via:
	b. HIV is transmitted primarily through direct sexual contact involving exchange of implicated body fluids or through the exchange of blood from a person who is infected with HIV. HIV infection is also transmitted by shared needles contaminated with blood. Other evidence for transmission through blood products has been found in the occurrence of AIDS in hemophilia patients receiving clotting factors made from infected blood. Although HIV has occasionally been found in very small quantities in the saliva, urine, feces, and tears of a few people with HIV infection, current evidence indicates that these body fluids are not vehicles of transmission unless they contain visible blood.
	c. There is no evidence that HIV has been transmitted by casual, nonsexual, persontoperson social contacts as would occur in normal business or household settings with people who are infected with HIV, who are diagnosed as having AIDS, or who participate in high risk activities. Persons who do not engage in high-risk behavior are not at risk of acquiring the virus.
	d. Significant exposure consists of exposure of blood or potentially infectious body fluids from a source individual to the blood (needle stick), mucous membranes (eye, mouth, genital, rectal), or non-intact skin (lacerations, open sores) of another individual.
	e. Potentially infectious human body fluids include semen, vaginal secretions, cerebrospinal, synovial, pleural, saliva contaminated with blood, and all body fluids where it is difficult or impossible to differentiate between the types of body fluids involved.
	f. An HCW with AIDS, as an HCW with any disease, shall continue his/her normal work duties unless his/her medical condition, as determined by his/her physician, precludes it or his/her presence in an area with inmates presents a security or safety concern. HCWs are not at risk of contracting HIV from infected coworkers or inmates, or in the absence of shared needles contaminated with blood, or direct sexual contact involving the exchange of body fluids. Talking to people with AIDS or to persons infected with the HIV or being in close proximity is no cause for concern.
	g. There is no evidence that HIV is spread by:
	i. isolation or physical condition such as weakness, incontinence, diarrhea, etc;
	ii. psychiatric diagnosis and treatment (uncontrolled behavior);
	iii. the inmate's inability to abstain from intimate sexual contact;
	iv. the inmate's inability to follow blood/body fluid precautions due to inability to comprehend and/or unable to follow good infection control measures such as good personal hygiene habits; and/or
	v. victimization.


	H. Infection Control
	The following procedures shall be followed:
	a. There are three categories of medical items based on the degree of risk of infection.
	Objects that come in contact with mucous membranes or with non-intact skin. These items must be free of all microorganisms with exception of spores. Semi-critical items require high-level disinfection (gluteraldehydes, other chemical germicides). Semi-critical items are respirator therapy equipment, anesthesia equipment, endoscopes, and hydrotherapy tanks.

	b. There are three methods of decontamination.
	c. There are two types of sterilization used within the Department.
	d. Every employee shall use PPE during the cleaning process. 
	e. Decontamination can be achieved by the use of any one or combination of the following:
	f. Visual inspection of the items while rinsing well under cool running water. If soil is found, repeat the decontamination process.
	g. When the items are free of all soil or debris, they are dried and packaged for steam sterilization. Scissors and hemostats shall be sterilized in an open position to facilitate steam exposure to all surfaces.
	h. Wrapping instruments.
	i. Place the items into the sterilizer. DO NOT OVERFILL. Follow the manufacturer's directions for your autoclave. Steam sterilizer temperature should achieve 250F. Follow manufacturer’s directions for pressure and time.
	j. When cycle is complete, follow the manufacturer's directions for opening the autoclave. Allow bagged items to dry before removing.
	k. If the items are wet, they are not sterile. They shall be rewrapped and re-sterilized.
	l. Sterile items must be stored in a clean, dry area with attention to rotation of items, (first in, first out). Items are considered sterile as long as the wrap is intact. The procedures contained in Department policy 6.3.1 shall be followed.
	m. The facility tool control policy shall be followed. Care shall be taken by security during instruments search not to compromise the sterile packs.
	n. Biological Monitoring
	Consult with the facility engineer or manufacturer’s recommendations           concerning preventive maintenance and establish a schedule for autoclave maintenance.

	o. Biological Monitoring Procedure when the Autoclave Fails
	a. Varicella
	b. Herpes Zoster
	a. Meningitis is inflammation of the meninges (covering) of the brain. It is classified into two groups (aseptic and bacterial), each of which has several organisms, which can cause disease. Symptomatology may be characterized by sudden onset of fever with
	b. Methods of Control 
	c. When a case of Meningococcal Meningitis is suspected, the procedures listed below shall be followed:
	d. Contact investigation of close contacts shall include:
	e. Prophylaxis
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	Section 12 - Pharmacy Guidelines 
	A. Medical Pharmacology
	A valid order is required for all legend drugs dispensed, administered, or distributed.
	(1) The order must be written on the physician order form in accordance with Department policy 13.1.1, “Management and Administration of Health Care,” Section 10, Maintenance of Inmate Medical Records. Schedule II drugs must be written on both a standard prescription form, and on the physician order form.
	(2) A registered nurse/licensed practical nurse (LPN) may accept verbal or telephone orders provided the order is understandable to, and within the scope of practice of the practitioner. The nurse must record/document these orders as "verbal orders" in the inmate's medical record.
	(3) The verbal orders must be countersigned within 72 hours.
	(4) Verbal or telephone orders may be accepted from a Certified Registered Nurse Practitioner (CRNP).
	(5) Verbal or telephone orders may be accepted from a Physician Assistant (PA) if his/her supervisor is a Medical Doctor (MD).
	(1) At the physician's discretion, prescriptions may be written for up to six months for an inmate with a stable chronic illness such as hypertension and cardiovascular disease, asthma, convulsive disorder, HIV infection, tuberculosis, diabetes mellitus and chronic mental illness such as major depressive disorder, bipolar disorder or schizophrenia.
	(2) A physician may prescribe Schedule II drugs for a period not to exceed seven days.
	(3) Prescription duration does not imply frequency of visits for management of a chronic illness. Frequency of visits depends on patient condition, physician judgment, and Department policy.
	(4) If over-the-counter medication is available in the commissary and the inmate has sufficient funds to purchase the medication, then a supply of the medication shall be provided to the inmate to last until the next commissary day.
	(5) The contract pharmacy provider must deliver medication in a multi-dose system (blister-pack or pillbox) as ordered by the physician and a universal stock list of medications on-site.

	B. Psychotropic Medications
	C. Procedures for Prescribing Benzodiazepine
	D. Clozapine
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	Section 13 - Management of Pregnant Inmates
	A. Detection, Confirmation, and Notification of Staff
	B. Medical
	(a) present a problem when performing a type and cross match on her blood; and
	(b) create a hemolytic disease in the baby.

	C. Parenting Program
	D. Postpartum Education and Counseling Programs
	E. Visitation
	F. Elective Termination of Pregnancy
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	Section 15 – Direct Observation Therapy and Self-Medication Program
	A. Criteria for Self-Medication Program
	B. Procedures for Self-Medication
	1. The medical staff will provide education to the inmate on self-medication and assess the inmate’s ability to understand the program, including the use of self-medication.
	2. For self-medication (KOP) to be initiated, an inmate must complete the DC-499, Self-Medication Distribution Program Instructions Form (Attachment 15-A). Education will be documented on the DC-472, Progress Notes, and will continue as needed on a on...
	3. The prescriber must initiate the original order for medication that the inmate may keep this medication on his/her person. The medical department, in connection with the security department, will identify a process for the secure distribution of se...
	4. A patient contract containing the procedure for self-medication will be explained by a nurse and documented on the DC-499. Education will be documented on the DC-472.
	5. Any inmate in general population (those on the Active Mental Health/Intellectual Disability [MH/ID/PRT] Roster are discussed in Subsection B.6. below) may participate in self-medication if ordered by the prescriber.
	6. An inmate on the Active MH/ID/PRT Roster may be approved for participation in the self-medication program for only medications he/she can safely carry on person, such as inhalers, nitroglycerine, medicated creams and lotions, etc. The approval must...
	7. Medication will be kept in the inmate’s possession until the order expiration date, which is to be marked on the label, along with the inmate’s name, facility number, and start and stop dates of medication.
	8. The medical provider will review non-compliant inmate(s) for possible discontinuation from the self-medication program.
	9. The inmate must return all unused, expired, or discontinued medication to the medical department.
	C. Criteria to be Removed from Self-Medications
	D. Monitoring the Self-Medication Program
	E. Procedure for Transfers
	F. Reasonable Accommodations
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	13.02.01 Section 08 Communicable Diseases and Infection Control
	Section 8 – Communicable Diseases and Infection Control
	A. Regulations of Communicable and Non-Communicable Diseases
	B. Contagious Disease Notification
	C. Employee Tuberculosis (TB) Control
	a. TB is caused by a bacterium, M. tuberculosis, that is transmitted in airborne particles of five microns or less in size. These airborne particles are produced when a person who has TBD of the lung or larynx shouts, sings, coughs, or otherwise exhales forcibly. TB infection occurs when another person inhales small airborne particles containing the TB organism.
	b. Every Department employee has some risk of occupational exposure to TB. This risk is greatest for health care workers and employees working on medical units, transportation, or on hospital coverage.
	c. TB infection is effectively prevented by the use of administrative controls, engineering and work practice controls, and by the use of personal protective devices. Administrative controls include policies to ensure the rapid detection, isolation, diagnostic evaluation, and treatment of persons likely to be infected with TB. Engineering controls refer to properly designed and maintained isolation rooms and areas for coughinducing procedures. Work practice controls are measures, which workers can use to minimize the duration of exposure to a work hazard when rooms are in use. Examples relevant to TB control include keeping isolation room doors closed, organizing tasks to reduce the number and duration of trips into isolation rooms, and the use of personal protective devices. These measures reduce, but do not eliminate, the risk of TB transmission.
	d. Most people infected with the M. tuberculosis do not have any symptoms or signs of the disease. His/Her infection can only be detected with the TB skin test. This test, more properly called a Mantoux test, involves the injection of a substance called Purified Protein Derivative (PPD) into the skin. Persons with a positive test are likely to be infected with the TB organism. Such persons receive a direct benefit by learning of his/her infection, because treatment of Latent Tuberculosis Infection (LTBI) can significantly reduce the person's chance of ever progressing to actual TB disease (TBD).
	e. A person with HIV infection or immune system compromise is at increased risk to develop TBD if he/she becomes infected. Any employee with serious health conditions should ask his/her private physician whether he/she has increased risk from TB infection.
	(a) ensure the development and annual review and revision of the Tuberculosis Control Plan, as well as the Annual Operations Inspection in accordance with Department policy 6.3.1, “Facility Security;”
	(b) determine the risk assessment for work areas in the Department;
	(c) supervise the BHCS ICC in functions such as:
	i. TB control data analysis (any employee suspected of having TBD or is confirmed as having active TBD shall be handled in accordance with this procedures manual);
	ii.   follow-up on contact investigations;
	iii.   investigation of clusters of skin test converters; and
	iv.   monitor care provided to inmates with suspected or confirmed cases of TBD.
	(d) advise facility medical staff on clinical management of TB infection and disease, and Department policy matters; and
	(e) recommend policy/procedural changes to improve TB control efforts.
	(a) ensure that the Department TB policies/procedures are reviewed/revised annually;
	(b)   ensure that the Department's facilities are in compliance with the Department's Tuberculosis Control Plan;
	(c)   collect, analyze, and present data required for annual reassessment of the Tuberculosis Control Plan;
	(d)   monitor employee TB skin test (TST) data and notify the Department Chief of Clinical Services, facility CHCA, and local DOH when skin test data show clusters or unusual numbers of TST conversions, or when evidence of TB transmission is observed. Clusters of TST conversions is defined as two or more skin test conversions in the same work area or housing unit occurring within three months of each other;
	(e)   work with the DOH to investigate clusters or unusual numbers of TST conversions and incidents of tuberculosis transmission. This cooperation with the DOH shall also address recommending changes in facility practice based on these investigations;
	(f)   maintain a registry of all known and suspected cases of TBD occurring in inmates or department staff;
	(g)   track asymptomatic inmate converters using the DC-496, TB Monitoring Tool for PPD Converters (Attachment 8-B);
	(h)   monitor care provided to an inmate with suspected or confirmed TBD. The BHCS, ICC shall also report all active TBD cases under treatment to the BHCS, Chief of Clinical Services and Assistant Medical Director(s); and
	(i) work with the CHCA at the facilities in order to facilitate safe patient care when the facility's isolation rooms are occupied or out of order.
	(a) responsible facility staff members/designees implement all procedures contained in this procedures manual as well as other referenced policies/ procedures manuals; and 
	(b) any local procedures drafted in order to comply with this policy/procedures manual are implemented, reviewed, and/or revised on an annual basis.
	(a) every employee complies with TST as indicated by the assessed risk for the employee position. Testing must be by the Mantoux method: multiple puncture methods (tine test) are not reliable. 
	(b)   the risk of an employee being exposed is assessed as indicated in Subsection C.3. below. If there is a question regarding an employee's risk, the question shall be referred to the Department Chief of Clinical Services and or BHCS;
	(c)   there is an adequate supply of personal respiratory protective devices available. The facility Safety Manager shall do annual fit testing of employees and maintain names in a log book in accordance with Department Policy 15.1.1, “Safety.”
	(d)   qualified staff have been identified and selected to monitor the TB Control Program;
	(e)   an employee who has not completed scheduled TST is reported to the Deputy Superintendent for Centralized Services (DSCS) for follow-up; and
	(f)   the confidentiality of employee TST records is maintained.
	(a) times and dates are scheduled for the medical staff to administer and read employee TSTs;
	(b)   the CHCA and the BHCS Infection Control staff are notified regarding employees who do not comply with notices of required testing, or who refuse testing;
	(c)   records of test dates and results are maintained, and this data is recorded on the DC-469,  PA Department of Corrections Tuberculosis Summary  (Attachment 8-C) and is entered into the Automated Employee TB Tracking System;
	(d)   an employee who refuses TST or annual review shall be managed in accordance with Department policy 4.1.1, “Human Resources and Labor Relations;”
	(e)   a DC-514, Manufacturer and Lot Number of TB Solution Log (Attachment 8-D) showing the manufacturer and lot number of the PPD solutions used for each employee administered a TST is completed. The DC-514 shall be used as a reference in the event of a manufacturer recall of test solution;
	(f)   training/review is provided to health care staff as well as other facility staff in accordance with Department policy 5.1.1, “Staff Development and Training,” and that a current list of employees who have received training is maintained; and 
	(g)   asymptomatic inmate converters shall be reported as they are identified to the BHCS Infection Control staff by using the  DC-469.

	The ICN/designee shall interview an employee with prior positive tests annually for symptoms of TB. Documentation on the DC-469 must be completed and filed in the employee medical record. Any employee who fails to complete the required interview within seven days of being notified in writing that he/she is delinquent shall be prevented from entering the workplace.
	(a) An employee who has a history of past negative TST results, and who, upon annual testing, or at anytime converts to a positive TST, shall not be referred for an annual TST in the future. The employee is now considered a positive reactor (TST) and shall now be monitored and treated according to the procedures contained in Subsection C.4.k. above.
	(b)   An employee who converts from a negative to a positive TST, shall, in the absence of symptoms of active TBD, be given 14 calendar days to provide documentation from his/her own physician certifying a negative CXR (copy of report) and freedom from TBD on the DC-554. Failure to do so shall result in suspension, in accordance with Department policy 4.1.1 unless there are known extenuating circumstances that warrant other action.
	a. Every staff member coming in contact with a known or suspected case of infectious tuberculosis must wear an N-95 mask approved by the Department at all times while in the same room as the inmate. Staff assigned to these areas shall receive training regarding the fit and use of the filtration/respirator devices in accordance with Department policy 15.1.1, concerning respirator fitness.
	b. Transportation of an inmate with known or suspected infectious TB shall be con-ducted in accordance with the security precautions in Department policy 6.3.1, and in Subsection D.8.d.(4)(b) below. Transporting staff must wear N95 respirators, and the inmate must wear a surgical facemask.

	D. Inmate Tuberculosis Control
	a. Public health tasks of facility staff and the BHCS Infection Control staff.
	b. Contact Investigation Guidelines
	All TB therapy in the Department, including treatment for LTBI, shall be Direct Observed Therapy (DOT).
	(a) When assessing an HIV-infected inmate who has negative PPD (TST results), the most important factors in considering LTBI therapy are the likelihood of exposure to transmissible active TB and the likelihood of latent M. tuberculosis infection. LTBI therapy shall be considered for an HIV-infected inmate who does not have a documented positive PPD-tuberculin response but who has had recent contact with an inmate who has infectious pulmonary or laryngeal TB. Repeat TST of initially PPD-negative contacts three months after cessation of contact with infectious TB may be used to assist in decisions about duration of LTBI therapy. However, most of these inmates shall complete a full nine-month course of LBTI therapy in accordance with Subsection D.11.b.(2) above. Refer all questions to the BHCS Infection Control staff.
	(b) LTBI therapy for an inmate who is not PPD positive also may be considered. Such therapy may be beneficial for: 
	i. children who are born to HIV-infected women and are close contacts of a person who has infectious TB; and
	ii. HIV-infected adults who reside or work in facilities and are continually and unavoidably exposed to inmates who have infectious TB. Some experts recommend continuing Isoniazid LTBI therapy indefinitely for HIV-infected persons who have an ongoing high risk for exposure to M. tuberculosis (inmates of prisons in which the prevalence of TB is high).

	E. Sexually Transmissible Diseases Treatment (STD)
	F. Management of Hepatitis A, B, and C
	G. Management and Reporting of HIV Infection
	a. Supervisors, Managers, and Coordinators
	Department supervisors, managers, and coordinators are to ensure that every Health Care Worker (HCW) under his/her jurisdiction receives appropriate Acquired Immunodeficiency Syndrome (AIDS) education, follow applicable federal and state public health requirements on AIDS in the workplace, follow all appropriate Commonwealth AIDS and HIV infection policies and procedures, and adhere to confidentiality provisions for AIDS/HIV information on state employees and inmates. General questions on AIDS can be addressed directly to the Pennsylvania DOH's AIDS Factline at 18006626080.

	b. The Department HIV/AIDS Education Coordinator shall:
	c. The Facility HIV/AIDS Workplace Coordinator shall:
	(1)   act as a single point of contact for facility HCWs as defined by:
	(a) Department policy 13.1.1;
	(b) Management Directive 505.26, HIV/AIDS in the Workplace;
	(c) Management Directive 505.7, Personnel Rules; and 
	(d) the Americans with Disabilities Act.

	(2)   act as a liaison with the Department’s HIV/AIDS Education Coordinator and the Department’s ICC on HIV/AIDS workplace issues and concerns;
	(3)   provide a program of health and safety education and act as an advisor to HCWs; be available to ensure that the HCWs who refuse or object to working with an HIV/AIDS positive HCW or inmate have basic knowledge on:
	(4)   ensure that managers and supervisors are aware of federal and state public health guidelines and requirements on HIV/AIDS in the workplace regarding:
	(5)   coordinate his/her efforts with his/her local personnel office and medical personnel. When an existing coordinator is reassigned or resigns, facilities are to provide the Department’s HIV/AIDS Coordinator with the name of the replacement within two weeks;
	(6)   ensure that confidentiality is maintained in accordance with the Confidentiality of HIV-Related Information Act, 35 P.S. §§7601 et seq. (Attachment 8-R);
	(7)   act as a resource during Post Exposure Protocol procedures. Follow-up with the HCW who was involved in an occupational exposure to ensure that:
	(8)   maintain a current and updated list of emergency facilities, community HIV/AIDS support groups and services;
	(9)   act as a resource for all the facility HIV/AIDS issues (staff, inmate, etc.) and coordinate activities with other key facility staff. Work in conjunction with the Department’s ICC at the BHCS regarding questions concerning medical policy issues. Contact the Department’s HIV/AIDS Education Coordinator regarding questions concerning the availability of HIV/AIDS education programs and training for facilities; and
	(10)   report an in-house problem to the Facility Manager/designee. 
	NOTE: For additional HCW information regarding exposures, refer to Management Directive 505.26 and the Confidentiality of HIV-Related Information Act, 35 P.S. §§7601 et seq.

	d. Facility HIV/AIDS Resource Coordinator for Inmates:
	(1)   shall function as a resource for inmates. This shall include speaking for the inmate to promote his/her health while at the same time maintaining security and confidentiality;
	(2)   act as a resource during Post Exposure Protocol procedures. Work in conjunction with the Facility HIV/AIDS Workplace Coordinator to ensure that Department policy 13.1.1 is followed and the source inmate receives correct follow-up as per the Confidentiality of HIV-Related Information Act, 35 P.S. §§7601 et seq;
	(3)   maintain a list of staff trained to provide HIV/AIDS Prevention (Pre-Post Test) Counseling;
	(4)   provide educational materials as needed for the inmate population;
	(5)   conduct direct observation of prevention counseling sessions with the inmate. These observations are to ensure that counseling sessions are performed in a way that provides strict confidentiality for the inmate. The observation shall be random to ensure accuracy and compliance with the Confidentiality of HIV-Related Information Act, 35 P.S. §§7601 et seq.;
	(6)   maintain a copy of all inmate HIV/AIDS correspondences;
	(7)   provide a program of health education to inmates who are:
	(8)   maintain a current list of community HIV/AIDS support groups and services; and 
	(9)   work with the appropriate departments within the facility to ensure the inmate’s needs are met (housing, food services, employment, etc.).

	a. There is no evidence that HIV is transmitted by casual social contact with infected individuals. While HIV has been isolated in many body fluids, only blood, semen, vaginal fluid, and breast milk have been implicated in its transmission. Therefore, the routes of transmission are via:
	b. HIV is transmitted primarily through direct sexual contact involving exchange of implicated body fluids or through the exchange of blood from a person who is infected with HIV. HIV infection is also transmitted by shared needles contaminated with blood. Other evidence for transmission through blood products has been found in the occurrence of AIDS in hemophilia patients receiving clotting factors made from infected blood. Although HIV has occasionally been found in very small quantities in the saliva, urine, feces, and tears of a few people with HIV infection, current evidence indicates that these body fluids are not vehicles of transmission unless they contain visible blood.
	c. There is no evidence that HIV has been transmitted by casual, nonsexual, persontoperson social contacts as would occur in normal business or household settings with people who are infected with HIV, who are diagnosed as having AIDS, or who participate in high risk activities. Persons who do not engage in high-risk behavior are not at risk of acquiring the virus.
	d. Significant exposure consists of exposure of blood or potentially infectious body fluids from a source individual to the blood (needle stick), mucous membranes (eye, mouth, genital, rectal), or non-intact skin (lacerations, open sores) of another individual.
	e. Potentially infectious human body fluids include semen, vaginal secretions, cerebrospinal, synovial, pleural, saliva contaminated with blood, and all body fluids where it is difficult or impossible to differentiate between the types of body fluids involved.
	f. An HCW with AIDS, as an HCW with any disease, shall continue his/her normal work duties unless his/her medical condition, as determined by his/her physician, precludes it or his/her presence in an area with inmates presents a security or safety concern. HCWs are not at risk of contracting HIV from infected coworkers or inmates, or in the absence of shared needles contaminated with blood, or direct sexual contact involving the exchange of body fluids. Talking to people with AIDS or to persons infected with the HIV or being in close proximity is no cause for concern.
	g. There is no evidence that HIV is spread by:
	i. isolation or physical condition such as weakness, incontinence, diarrhea, etc;
	ii. psychiatric diagnosis and treatment (uncontrolled behavior);
	iii. the inmate's inability to abstain from intimate sexual contact;
	iv. the inmate's inability to follow blood/body fluid precautions due to inability to comprehend and/or unable to follow good infection control measures such as good personal hygiene habits; and/or
	v. victimization.


	H. Infection Control
	The following procedures shall be followed:
	a. There are three categories of medical items based on the degree of risk of infection.
	Objects that come in contact with mucous membranes or with non-intact skin. These items must be free of all microorganisms with exception of spores. Semi-critical items require high-level disinfection (gluteraldehydes, other chemical germicides). Semi-critical items are respirator therapy equipment, anesthesia equipment, endoscopes, and hydrotherapy tanks.

	b. There are three methods of decontamination.
	c. There are two types of sterilization used within the Department.
	d. Every employee shall use PPE during the cleaning process. 
	e. Decontamination can be achieved by the use of any one or combination of the following:
	f. Visual inspection of the items while rinsing well under cool running water. If soil is found, repeat the decontamination process.
	g. When the items are free of all soil or debris, they are dried and packaged for steam sterilization. Scissors and hemostats shall be sterilized in an open position to facilitate steam exposure to all surfaces.
	h. Wrapping instruments.
	i. Place the items into the sterilizer. DO NOT OVERFILL. Follow the manufacturer's directions for your autoclave. Steam sterilizer temperature should achieve 250F. Follow manufacturer’s directions for pressure and time.
	j. When cycle is complete, follow the manufacturer's directions for opening the autoclave. Allow bagged items to dry before removing.
	k. If the items are wet, they are not sterile. They shall be rewrapped and re-sterilized.
	l. Sterile items must be stored in a clean, dry area with attention to rotation of items, (first in, first out). Items are considered sterile as long as the wrap is intact. The procedures contained in Department policy 6.3.1 shall be followed.
	m. The facility tool control policy shall be followed. Care shall be taken by security during instruments search not to compromise the sterile packs.
	n. Biological Monitoring
	Consult with the facility engineer or manufacturer’s recommendations           concerning preventive maintenance and establish a schedule for autoclave maintenance.

	o. Biological Monitoring Procedure when the Autoclave Fails
	a. Varicella
	b. Herpes Zoster
	a. Meningitis is inflammation of the meninges (covering) of the brain. It is classified into two groups (aseptic and bacterial), each of which has several organisms, which can cause disease. Symptomatology may be characterized by sudden onset of fever with
	b. Methods of Control 
	c. When a case of Meningococcal Meningitis is suspected, the procedures listed below shall be followed:
	d. Contact investigation of close contacts shall include:
	e. Prophylaxis
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