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POLICY: 
 

The VitalCore Health Authority shall be responsible for all health care service needs, 
modeling, innovation, and structure. The Health Authority will ensure that patients confined 
to the institution have unimpeded access to health care to meet their serious medical, 
dental, and behavioral health needs.        
 
DEFINITIONS: 
 
Access to care means that, in a timely manner, a patient can be seen by a clinician, be given 
a professional clinical judgment, and receive care that is ordered. 
 
Behavioral health services are defined broadly to include the sum of all actions taken for the 
behavioral well‐being of the incarcerated population, including a range of diagnostic, 
treatment, and follow‐up services. Behavioral health services include the use of a variety of 
psychosocial, psychoeducational, and pharmacological therapies, either individual or group, 
including biological, psychological, and social, to alleviate symptoms, attain appropriate 
functioning, prevent relapse, and help patients to develop and pursue their personal recovery 
plans.  
 
PROCEDURES: 

 
A. All incarcerated individuals will be informed both verbally and in writing regarding 

how to access healthcare services, including any co-pay requirements, as well as 
procedures for submitting grievances, upon admission to each facility.  
 

1. Special procedures ensure that patients who have difficulty communicating 
(e.g., foreign speaking, developmentally disabled, illiterate, mentally ill, deaf) 
understand how to access healthcare services.  
 

B. All patients will have access to healthcare request forms in a manner appropriate to 
the individual (See VC Form 107).  
 

C. Healthcare request forms will be made available to all incarcerated individuals by 
healthcare staff daily.  Any time barriers to healthcare are identified by the facility 
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health services administrator or designee and the concerns are communicated with 
the appropriate party to find a resolution to the barrier.  

 
1. Unreasonable barriers will be avoided to include but not be limited to: 

 
a) Punishing a patient for seeking care for their serious health needs. 
b) Assessing excessive co-payments that prevent or deter patients 

from seeking care and/or deterring patients from seeking care for 
their healthcare needs. (ie: holding sick call between 10:00 pm 
and 5:00 am when this practice is not reasonably related to the 
needs of the institution).  

 
D. All healthcare requests will be triaged according to their seriousness and scheduled 

accordingly.  
 

1. Patients shall be seen in accordance with NCCHC and ACA established 
timelines. Patients with serious medical needs will be seen immediately by a 
qualified healthcare staff.  

 
E. All orders written by the Health Care Provider shall be noted by a licensed nurse and 

carried out as ordered. 
 

F. Follow up appointments will be made to ensure continuity of care and to promote 
problem resolution. 

 
G. Follow up appointments to the community will be made as necessary to promote 

good health. 
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POLICY:   

Patients share in the cost of health care though co-payment procedures.  Patients will receive 
appropriate health care based upon need without regard to financial status. Patients are notified in 
writing of guidelines of the co-payment system upon admission. The co-payment system shall not be 
excessive or to be used as a deterrent to health care services.  
 
DEFINITION: 
 
Co-payment: Patients are responsible for partial payment of their initiated medical services. 

Medical Emergency: A direct threat for life or limb. 

Health Care Practitioner (HCP): Physician, Physician Assistant (PA), Advanced Practice Registered Nurse 
(APRN), Dentist, or Optometrist. 
 
PROCEDURE: 
 

A. Patients will be charged a sum for each initial visit that is initiated by the patient to an 
institutional HCP or nurse identified as a new complaint, condition, or illness. 

B. The following medical services will require a patient co-payment: 
 

1. Sick call 
2. Any non-emergency visit to the HCP or other specialty that is not a follow-up 

appointment or referral by a nurse from sick call 
 

C. The following medical services will not result in a charge to the patient: 

1. Admitting health, dental and behavioral health screening 
2. Facility transfer screening 
3. Physical/dental exams as part of routine scheduled exams 
4. Regular eye exams for patients with diabetes, glasses or contacts 
5. Follow-up visits scheduled by health care staff 
6. Follow-up visit initiated by patient, who is symptomatic with a chronic condition or a 

specific acute unresolved issue. 
7. All behavioral health encounters 
8. Chronic care encounters 
9. Infirmary care 
10. Referrals as ordered by the HCP 
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11. Medical emergencies (as determined by health care providers) 
12. Lab services 
13. Pharmacy services as allowed by statute or facility policy 
14. Other ancillary service encounters 
15. Evaluations requested by the Parole Board 

D. The Site Medical Director and Health Services Administrator will address any clarifications 
required in the compliance of this policy/procedure. 
 

E. All patients will be advised in writing of the co-payment guidelines upon admission to the 
department. 

 
F. Health services will not be denied due to lack of available funds. 

 
G. If a patient does not agree that the service provided is a billable service, he/she will submit a 

written inquiry to the Health Services Administrator (HSA) to present his/her position as to why 
the service should not be charged to his/her account.  The department grievance procedure 
shall be available to patients who are unable to resolve the matter through the HSA. 

 
H. Co-payment Procedure 

 
1. All patients will be required to fill out the Health Services Request Form.  The form shall 

be made available to all incarcerated individuals, regardless of housing unit, including 
restrictive housing, general population, etc.  The patient will provide the form to the 
medical staff through the facility’s sick call access procedure, i.e., drop box, picked up by 
medical staff, brought to the sick call visit, etc. 
 

2. The Health Services Request Form will be reviewed, and the response/recommendation 
section completed by the reviewing medical staff member.  

 
3. The Health Services Request Form, with response/recommendation sections, will be 

available when the patient is seen at sick call. 
 

4. The assessing staff member shall complete the response/recommendation section of 
the Request Form upon completion of the chargeable encounter. 

 
5. Once the Request form is completed, staff will assure appropriate disposition and 

computer entry/documentation. 
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6. Disposition of Health Services Request Form 

 
a. The Request Form is date-stamped; the original copy will be retained at site 

level for three (3) years, by date of encounter, to: 1) verify the patient did 
initiate the request; 2) appropriate response/recommendation was made; 
and 3) service fee was or was not charged.  Should the patient file a 
grievance, this Request Form file along with the medical record 
documentation shall be made available to the facility staff in responding to 
the grievance.  
 

b. A copy of the Request Form shall be provided to the patient upon 
completion of his/her encounter. 

 
c. Once the service fee has been entered and posted to the patient’s account, 

a computer-generated receipt will be made available to the patient.   
 

d. Final decision of billable charges in case of disputes will be made by the 
President of Clinical Affairs. 
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POLICY: 
 

The facility has a designated health authority responsible for healthcare services to include medical, 
behavioral health and dental services and to identify the individual(s) responsible for the healthcare 
delivery system. The Health Service Administrator is the final health authority for the site.  The Site 
Medical Director is the final clinical authority. 

 

DEFINITIONS: 
 

Healthcare is the sum of all actions, preventive and therapeutic, taken for the physical and 
behavioral well‐being of a population. Health care includes medical, dental, behavioral health, 
nutrition, and other ancillary services, as well as maintaining clean and safe environmental 
conditions. 

 

A Behavioral Health Agency is an agency or government entity (e.g., private vendor, community 
behavioral health center, hospital) that is permitted by federal, state or local law to provide 
behavioral health services. 

 

A Health Services Administrator is a person who by education, experience, or certification (e.g., 
MSN, MPH, MHA, FACHE, CCHP) can assume responsibility for arranging all levels of health care and 
ensuring quality and accessible health services for inmates. The Health Service Administrator is the 
final health authority for the site. 

 

A Behavioral Health Coordinator is a person who by education, experience, or certification (e.g., 
MD, DO, PhD, PsyD, LSCSW, LPC, MSN, MPH, MHA, FACHE, CCHP‐MH) can assume responsibility for 
arranging all levels of behavioral health care and ensuring quality and accessible behavioral health 
services for inmates. 

 

A Site Medical Director is a designated MD or DO who has the final health authority for clinical 
issues at a given facility.  

 

Responsible behavioral health clinician refers to a single licensed behavioral health clinician who 

assumes the responsibility to direct the clinical care to patients. 
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DEFINITIONS: (continued) 
 
A designated behavioral health clinician refers to a psychiatrist, psychologist, or psychiatric social 
worker who is responsible for the clinical behavioral health treatment when behavioral health 
services at the facility are under a different authority than the medical services. 
 
Qualified health care professionals include physicians, physician assistants, nurses, nurse 
practitioners, dentists, behavioral health professionals, and others who by their education, 
credentials, and experience are permitted by law to evaluate and care for patients. 
 
Qualified behavioral health professionals include psychiatrists, psychologists, psychiatric social 
workers, licensed professional counselors, psychiatric nurses, and other who by their education, 
credentials, and experience are permitted by law to evaluate and care for the behavioral health 
needs of patients. 
 
PROCEDURE: 

 

1. The Health Services Administrator (HSA), as the responsible health authority, shall arrange for all 
levels of healthcare and shall insure quality, timely and accessible health services for the 
patients. The HSA is: 
 

a. Responsible for the delivery of contract services, supervision of personnel and is the 
liaison with the institution staff. 

b. The HSA and/or designee will be onsite from a minimum of one visit weekly – up to full 
time, depending on the size of the facility and scope of services provided.  
 

2. Clinical judgments are made by a single designated licensed responsible physician and/or 
Medical Director who has the final authority regarding clinical issues and judgments.   
 

a. The responsible physician will review recommendations for treatment made by 
healthcare clinician consultants in the community. 

b. Professional guidance/consultation for clinical treatment/recommendations may be 
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obtained from the Regional Medical Director, Dental Director and/or Regional 
Psychiatric Director. 
 

3. The health authority’s responsibilities will be documented in written agreement, written 
contract, or job description. 
 

a. All employees shall be required to sign job descriptions at time of hire and annually 
thereafter. 
 

4. A mission statement which defines the scope of healthcare services shall be established by the 
responsible healthcare authority. 
 

5. Responsibilities of facility staff: 
a. The Health Services Administrator is the responsible health authority. 
b. The Site Medical Director is the final medical authority on all clinical decisions.  
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POLICY: 
 
Clinical decisions and actions regarding healthcare provided to patients to meet their serious 
medical, dental and behavioral health needs are the sole responsibility of qualified healthcare 
professionals and are not countermanded by non-clinicians. 
 
DEFINITIONS: 
 
Custody staff includes line security as well as correctional administration. 
 
Health staff includes all qualified health professionals as well as administrative and support staff 
(e.g., health record administrators, laboratory technicians, nursing and medical assistants, clerical 
workers). 
 
Behavioral health staff includes qualified healthcare professionals who have received 
instruction and supervision in identifying and interacting with individuals in need of 
behavioral health services. 
 
Qualified healthcare professionals include physicians, physician assistants, nurses, nurse 
practitioners, dentists, behavioral health professionals, and others who by their education, 
credentials, and experience are permitted by law to evaluate and care for patients. 
 
PROCEDURE: 
 
1. Clinical decisions and their implementation shall be completed in a safe and effective manner to 

ensure decisions are made for clinical purposes and without interference from non-clinicians. 
 

2. The delivery of healthcare should be a joint effort of custody and healthcare staff and necessary 
clinical decisions are carried out in cooperation with custody staff. 

 
3. The Health ServicesAadministrator and/or designee works in conjunction with custody staff and 

administration to implement procedures for safe, timely escorts and transportation of patients 
for healthcare services. 

 
4. Professional guidance/consultation for healthcare services requested either on site or off-site 

may be obtained from VitalCore’s Medical Director, or designee. 
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5. The Site Medical Director has final responsibility for making or approving all medical decisions 

regarding the care provided to patients in the institution. 
 

6. Administrative decisions are coordinated with clinical needs and utilization review so that 
patient care is not jeopardized. 

 
7. Problems that may arise should be addressed through policies or reviews as part of the 

continuous quality improvement program. 
 

8. The Health Services Administrator is responsible for the availability of healthcare staff to meet 
the clinical needs of the patient population.  

 
9. Healthcare services staff will follow established custody regulations that all facility employees 

follow. 
 
 



Health Services 

Policy and Procedure 

 

VitalCore General Health Policy Reviewed: 12-17-2019 

Title: Healthcare Meetings and Reports Revised: 12-17-2019 

ACA:  Non-Mandatory NCCHC: Essential #: P-A-04.00 

 

REFERENCES: 
NCCHC: Standards for Health Services in Prisons, 2018, P-A-04 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-A-04 
ACA: Performance Based Expected Practices for Adult Correctional Institutions-5th Ed., 2018, 5-6D--4408 

Page 1 of 5 
 

POLICY: 
 

Health services (including medical, dental, behavioral health, and ancillary services) are discussed at 
administrative meetings. In addition, healthcare staff meetings are conducted to review 
administrative issues. Statistical reports are generated monthly to include information for all 
services provided by the site health care units. Ongoing communication and cooperative efforts 
between the VitalCore Corporate office, site healthcare units, and the site administrator is 
maintained.  

 
PROCEDURE: 

 
A.     Medical Administrative Committee (MAC) meetings are held monthly.  

 
1. The site custody administrator, or designee, will be in attendance monthly.  

 
2. Members of the healthcare and correctional staff will attend as deemed necessary by 

the Health Services Administrator (HSA) or site custody administrator.  
 

a.  At minimum members should include; HSA, Site Medical Director, Dentist (if 
applicable), psychiatrist (if applicable), Director of Nursing (D.O.N.), and 
Behavioral Health Coordinator (if applicable).  
 

B.  Guests may attend MAC meetings at the invitation of the HSA, Site Medical 
Director/responsible physician or site custody administrator. 
 

C.  The MAC meeting is chaired by the Medical Director, HSA, or designee with the format of the 
meeting as follows: 

 
1. Call to order 

 
2.  Acknowledgement of guests  

 
3. Approval of previous meeting minutes  

 
4. Old business  

 
5. New business  
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6. Continuous Quality Improvement activities  

a.   Continuous Quality Improvement Report  
b.   Environmental inspection reports  
c.   Health Services Summary Report 
d.   Offender correspondence/grievances 
e.   Infection control  
f.   Man-down and disaster drills  

 
7.  Departmental reports (i.e., dental, custody, behavioral health, etc.) 

 
8. In-service training report  

 
9. Health Services Report (HSR) will be provided at each meeting.  

 
The HSR is a statistical report provided to the site administrator and used to monitor 
trends in the delivery of healthcare services.  The HSA and/or designee will address 
notable trends in healthcare statistics, changes effected since the last reporting period 
and if needed, recommended corrective action with the site administrator.  The report 
includes, but is not limited to, the following: 
 

a.   Number of offenders receiving health services by category of care 
b.   Referrals to specialists 
c.   In-Patient Hospitalization  
d.   Out-Patient and any Operative Procedures  
e.   Infectious disease monitoring (hepatitis, HIV, STDs, TB) 
f.   Emergency services provided  
g.   Dental procedures performed  
h.   Medication utilization  
i.   Deaths  

 
10. Facility Program Resolutions 

 
11. Date and time of next meeting  

 
D. Other Administrative Meetings:   
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1. Weekly: 
 

a.   Multidisciplinary Treatment Team and Utilization Review / Care Management 
Committee will meet weekly.   

 
1. Clinical recommendations by the Multidisciplinary Treatment Team are 

documented in the health record and carried forth by each prospective 
discipline authority.  
 

2. Multidisciplinary Treatment Teams convene to discuss high acuity cases, 
serious events, case outliers, and to provide recommendations 
regarding treatment, management issues, and accommodations to the 
committee. 

 
3. Staff shall include the Regional Medical Director, Regional Behavioral 

Health Coordinator. 
 

4. Communications occur with facility administration through the HSA on a 
need-to-know basis. 

 
b.  Discipline-Specific Director Meetings – Clinical meetings to provide clinical 

direction and chaired by the Regional Director for each Discipline with each site 
discipline authority (e.g., Site Medical Authority, Site Behavioral Health 
Authority, Site Psychiatric Authority, Site Dental practitioner, etc.) 

 
2. Monthly: 

 
a.  Health Service All Staff Meetings are held monthly and chaired by the HSA or 

designee. The Behavioral Health and Dental departments will be represented at 
these meetings and attendees shall include the site administrator and the 
Responsible Health Authority (RHA) or their designees, the Site Medical Director 
or responsible physician, the site Behavioral Health Authority, and other 
members of the health and correctional staff as appropriate.   

 
b.  Quality Assurance Performance Improvement (QAPI) meetings will be held 

monthly.  This meeting is attended by the site administrator and the 
Responsible Health Authority (RHA) or their designees, the Site Medical Director 
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or responsible physician, the Site Behavioral Health Authority, and other 
members of the health and correctional staff as appropriate.  

 
c.  Infection Control/Safety Committee/Disaster Drill Reviews: will meet monthly 

and attendees shall include the site administrator and the Responsible Health 
Authority (RHA) or their designees, the Site Medical Director or responsible 
physician, the Site Behavioral Health Authority, and other members of the 
health and correctional staff as appropriate.  

 
3. Quarterly: 

 
a.  Pharmaceutical and Therapeutics (P&T) Committee will meet quarterly at the 

Regional Level. (Only the P&T Regional Committee members will attend.)  Site 
staff can address pharmaceuticals concerns by emailing a member of the P&T 
committee.   P&T committee meeting minutes are distributed to the site HSA’s 
monthly for review and discussion with staff. 
 

b.  Clinical Supply Committee – Chaired by the HSA, this committee meets 
quarterly to discuss the clinical supply needs of each discipline.  

 
4. Annually: 

 
a.  Corporate Policies and Procedures Review Meeting 

 
b.  New Staff Orientation Manual Review Meeting 

 
c.  Site Procedures Annual Review Meeting 

 
d.  All Staff Policies and Procedures Update Meeting 

 
E. All meeting minutes will be maintained by the HSA and can be reviewed at any time by staff 

members. 
 

1. Staff will sign in on meeting rosters for all meetings. 
 

2. All meeting minutes will be signed and dated by the Responsible Health Authority.  
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3. Minutes will be distributed to committee members except for Continuous Quality 
Improvement (CQI) minutes which are defined in the Continuous Quality Improvement 
policies. 

 
F. The HSA and/or designee will immediately report any condition that poses a danger to the 

health and safety of staff or patients.  
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POLICY: 
 

The facility has a manual of written policies and defined procedures regarding healthcare services 
that addresses each applicable American Correctional Association (ACA) or National Commission on 
Correctional Health Care (NCCHC) standard for correctional facilities to provide staff members with 
direction concerning the official position of the health services operations on relevant issues and 
detailed guidelines concerning the way policies and procedures are to be implemented.  
 
DEFINITION: 
 
A policy is a facility’s official position on an issue related to its operations. 
 
A procedure describes in detail, sometimes in sequence, how a policy is to be carried out. 
 
PROCEDURES: 

 

A. The VitalCore healthcare policies and procedures are to be used by administrative and 
healthcare professionals in the maintenance of a healthcare system within the correctional 
department. 
 

B. The policy and procedure manual shall reflect compliance with current standards of the 
American Correctional Association (ACA) and the National Commission on Correctional Health 
Care (NCCHC), and the policies of the correctional department.  

 

C. Healthcare policies and procedures shall be used as a guide for health care professionals and 
will serve as a valuable tool in the orientation of new personnel. The VitalCore Policy and 
Procedure Manual (VCPPM) shall be reviewed at least annually by designated Corporate 
Office staff for updates as indicated. All site health care personnel shall review the VCPPM 
annually to ensure familiarity with the contents. 

 
a. The Health Services Administrator and/or designee will ensure that new personnel 

have read and understand the contents of and the requirement to adhere to the 
policy and procedure manual. The Regional Office designee has the responsibility for 
ensuring that policies and procedures are established and approved by the corporate 
staff and other levels as required and that signatures are placed on the signature 
page. 
 

b. A healthcare professional may deviate from the written VCPPM of patient care when 
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the healthcare professional has determined it is in the best interest of the patient for 
a medical condition. 
 

c. The Corporate Office designee shall ensure timely completion of annual policy 
review/revision and that signatures are received.  
 

d. The facility site specific procedures will be reviewed and revised annually by the 
Health Services Administrator and the Site Medical Director. 
 

e. The Health Services Administrator will ensure that site specific policies are completed 
and that site signatures are gathered.  
 

f. The review and revision dates will be on each policy. 
 

g. Healthcare staff will participate in the feedback and modification of policies, 
procedures and programs during all staff meetings. The Health Services Administrator 
will provide such feedback to the Regional Office. 

 
h. Policies and procedures will be readily accessible to all healthcare staff.  

 
i. Contracted health services vendor policies shall be compliant with established 

correctional policies, and as indicated by ACA and NCCHC standards. 
 

j. Other policies, such as those for custody, kitchen, industries, or corporate, shall not 
conflict with healthcare policies.  
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POLICY: 
 
VitalCore’s continuous quality improvement program (CQI)shall establish a quality assurance-based 
format that also meets the current Medicaid (CMS) service model and includes performance 
improvement. The Quality Assurance Performance Improvement (QAPI) monitors and improves 
healthcare delivered in the facility. 
 
DEFINITIONS: 
 
A Quality Assurance Performance Improvement (QAPI) committee consists of health staff from 
various disciplines (e.g., medicine, nursing, behavioral health, dentistry, health records, pharmacy, 
laboratory). The committee designs quality improvement reviews and monitoring activities, 
discusses the results, and implements corrective action. Committee membership may be fluid, 
depending on the issues being addressed.  
 
Process QAPI studies examine the effectiveness of the health care delivery process by: 

1. Identifying a facility health care system problem (e.g., delayed sick-call appointments, 
discontinuity of medications, lack of follow-up on positive lab values) 

2. Determining a threshold based on the problem identified 

3. Conducting a baseline study (e.g., task analysis, root cause, staffing plan) 

4. Developing and implementing a corrective plan 

5. Restudying the problem to assess the effectiveness of the corrective action plan.  
 

Outcome QAPI studies examine whether expected outcomes of patient care were achieved by: 

1. Identifying a patient clinical care problem (e.g., asthma control, diabetes control, off-site visits) 

2. Determining a threshold based upon the problem identified 

3. Conducting a baseline study 

4. Developing and implementing a clinical corrective  plan 

5. Restudying the problem to assess the effectiveness of the corrective action plan 
 

Thresholds are the expected level of performance (of aspects of health care) established by the quality 
improvement committee. 
 
GOALS AND OBJECTIVES: 
 

A. The goals of the QAPI program are: 
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1. Utilization Review:  
 

i. Provide a framework for the ongoing, objective and systematic review 
and monitoring and evaluation of healthcare services in the correctional 
facilities 

ii. Monitor clinical performance through peer review 
iii. Evaluate medication usage 
iv. Evaluate healthcare records 

 

2. Utilization Management: Pursue performance improvement opportunities to improve 
patient care processes and outcomes through the Utilization Review activities. 
 

B. Oversight:   
 

1. In addition to the three industry standards of Process Improvement, Outcome 
Improvement, and Thresholds, VitalCore’s quality improvement program shall include 
oversight by a third party academic entity or personnel associated with a university 
medical center to ensure community standards of care are met. 

 
PROCEDURES: 

 
A. Each facility shall have a comprehensive QAPI program. 

 

1. A site multidisciplinary QAPI committee will be established by the Health Services 
Administrator. 
 

2. Quality Assurance:  The QAPI program will monitor and evaluate the quality and 
appropriateness of patient care services by collecting and analyzing data and reviewing 
trends, to include, but not limited to, the following areas: 

 

a. Emergency care and hospitalization 

b. Chronic care 

c. Access to care 

d. Receiving screening 

e. Health assessment 

f. Nursing care, behavioral health, and dental 
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g. Sick call 

h. Infection Control 

i. Discharge planning 

j. Pharmacy services 

k. Infirmary care 

l. Diagnostic services 
 

B. In addition to site specific monitoring tools, the site will perform other quality 
assurance activities on a concurrent or retrospective basis which includes, but not 
limited to: 
 

1. Morbidity and mortality review of all custody deaths 

2. Special studies/case chart reviews by the responsible physician or clinician 

3. Investigation and review of grievances & complaints 

4. Serious incident reviews to include suicide attempts  

5. Root cause analyses 

6. Use of therapeutic restraints and forced medication 

7. Audits of infection control and illness outbreaks  

8. Utilization management audits 

9. Ongoing daily care management review 

10. Daily infirmary rounds review 

11. Onsite monitoring of health service outcomes on the Health Services Report 

12. Client satisfaction surveys 
 

C. The Site Medical Director and/or designee will complete chart reviews including 
complaints and identify trends regarding the quality of healthcare. 
 

D. Review of prescribing and medication administration practices will be reviewed by the Site 
Medical Director and/or designee and the Director of Nursing and/or designee. The 
Corporate Pharmacist will also complete quarterly audits. 
 

E. Each site will have the ability to develop site specific monitoring tools with indicators and 
criteria designed to identify ways to improve healthcare delivery processes and patient 
outcomes. Monitoring tools are developed utilizing community standards of care found in 
policies and procedures, literature from medical and nursing journals and professional 
organizations, American Correctional Association (ACA), National Commission on 
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Correctional Health Care (NCCHC) guidelines, site audit results, and peer review 
organizations. 
 

F. The site QAPI committee will meet monthly, discuss results of review tools, establish corrective 
actions, follow-up to resolve concerns, and recommend training.  This information will be 
captured in meeting minutes and retained by the Health Services Administrator. The Health 
Services Administrator will be responsible for making sure the minutes are shared with the 
Corporate Office and facility administration.  

 

1. A performance improvement plan that contains corrective actions for established 
targets that are not met 90% of the time will be forwarded to the VitalCore Corporate 
Office by the 5th of every month.  The targets for each issue are established by using 
community standard of care. The threshold is determined by the VitalCore Corporate 
Office QAPI Committee. 

 
G. At least two (2) process and two (2) outcome studies will be performed annually. 
 
H. Performance Improvement: Is a proactive and continuous study of processes with the 

intent to prevent or decrease the likelihood of problems.  The VitalCore QAPI committee 
shall identify areas of opportunity and analyze and identify the root cause in order to fix 
underlying causes of persistent or systemic problems.  

 
I. An annual review (annual report summary) of the minutes to determine the effectiveness 

of the QAPI program will be completed by the Health Services Administrator and/or 
designee.  
 

J. The staff at each site, including the Site Medical Director and Behavioral Health 
Coordinator (if designated onsite), will be involved in all aspects of the QAPI process from 
data collection, to the analysis, reporting, development of corrective action plans, and 
incorporating findings into the site educational and training activities. 
 

K. The records of all activities related to the VitalCore QAPI program are confidential and the 
confidentiality of records will be maintained. Discussions, data collections, meeting 
minutes, problem monitoring, peer judgments, and all information collected because of 
the QAPI program are not for duplication or discussion outside of VitalCore without the 
consent of VitalCore Corporate Counsel. 
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L. The Corporate QAPI committee with meet annually and ensure that measurable goals and 
objectives are established and QAPI templates are sent out to the sites to use. The sites 
then will develop site-specific studies in addition to the corporate set as deemed 
necessary. 
 

M. The facility and/or corporate office will track results of quality improvement activities for 
trends and patterns. Corrective action is taken as necessary by the facility or the corporate 
office to improve processes and outcomes. If no improvement is seen, the corrective 
action plan is revised, followed by further monitoring until compliance or improvement is 
noted. The findings are reviewed and used in facility training and educational activities. 
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POLICY: 
 

Healthcare staff are prepared to implement the health aspects of the facility’s emergency response 
plan.  Roles and responsibilities of healthcare personnel are defined in the facility’s disaster plan.  
Policies and procedures are developed and approved by the facility’s administration and approved 
by the responsible health authority for healthcare services in the event of a human‐made or natural 
disaster, riot, or internal/external disaster.  Procedures for the facility health services disaster plan 
are made known to all personnel through initial orientation and annual training.  The facility’s 
health services disaster plan will be practiced once by each shift on a rotating basis over a three (3) 
year period to assure prompt response to and close coordination with facility administration in the 
event of a human‐made, natural, internal or external disaster.  
 
DEFINITIONS: 

 
A mass disaster drill is a simulated emergency potentially involving mass disruption and/or multiple 
casualties that require triage by health staff. It frequently involves a natural disaster (e.g., tornado, 
flood, earthquake), an internal disaster (e.g., riot, arson, kitchen explosion), or external disaster 
(e.g., mass arrests, bomb threat, power outage). 

 
A man‐down drill is a simulated or actual health care emergency affecting one individual who needs 
immediate medical intervention. It involves life‐threatening situations commonly experienced in 
correctional settings. 

 
Critiques of drills or actual events document activities including, response time, names, titles of 
health staff, and the roles and responses of all participants. The critique contains observations of 
appropriate and inappropriate staff response to the drill. 

 
Tabletop exercises are discussions about health staff’s projected response to 
emergencies. 
 
PROCEDURE: 

 
A. The health authority will coordinate the mass disaster drill with the facility administration and/or 

designee.  The emergency plan will be practiced once by each shift on a rotating basis over a 
three (3) year period to include satellite facilities.  
 

B. The health aspects of the emergency response plan are approved by the Site Health 
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Authority and the facility administrator, and include at a minimum: 
1. Responsibilities of health staff 
2. Procedures for triage 
3. Predetermination of the site for care 
4. Telephone numbers and procedures for calling health staff and the community 

emergency response system (e.g. hospitals, ambulances) 
5. Procedures for evacuating/transporting the patient(s) 
6. Alternate backups for each of the plan’s elements 
7. Timeframes for response are developed 

 
C. Each facility health authority shall coordinate man‐down drills once per year on each shift where 

healthcare staff are regularly assigned, including satellite facilities. 
 

D. A critique of the drill is documented, shared with, and signed off by the healthcare staff.   
 

E. At least one (1) post drill meeting will be held to address problems areas as well as to perform an 
overall critique.  Minutes of all meetings will be documented. 

 
F. The proper management of a disaster will require the following activities: 

 
1. Notification and/or recall of staff 
2. Central location for the injured persons 
3. Triage by medical staff 

 
G. The healthcare staff will be the sole authority for determining the extent of injury, treatment 

and/or transfer.  
 

H. Injured patients may be remanded to security, retained by the healthcare section, or transferred 
to an outside healthcare facility upon the recommendation of healthcare staff. Security staff will 
provide adequate supervision to individuals transferred to an outside healthcare facility. On‐site 
treatment will be limited to definitive care for minor injuries and supportive care for major, 
critical injuries.  

 
I. Healthcare staff are trained in coordination with custody staff to respond to health‐related 

situations within a four‐minute response time. 
 

J. The training program is established by the HSA in cooperation with the facility administrator. 
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K. Performance Improvement on any deficiencies found will be included in the QAPI Plan. 

 
L. The training program is conducted on an annual basis to assure staff readiness. 
 
M. The training program will include at a minimum the following: 

 
1. Recognition of signs and symptoms, and knowledge of action that is required in 

potential emergency situations 
2. Recognition of signs and symptoms, and knowledge of mental illness, violent 

behavior, and acute chemical intoxication and withdrawal 
3. Methods of obtaining assistance 
4. Suicide intervention 
5. Procedures for patient transfers to appropriate medical facilities or community health 

services providers 
6. Administration of basic first aid and certification in performing cardio‐pulmonary 

resuscitation (CPR) in accordance with the American Heart Association 
 

N. At each facility, there will be a locked box of emergency medical supplies sufficient to support a 
10‐person disaster scenario.  The locked emergency medical supply box will be maintained 
outside the clinic building in a security‐controlled area.  
 

1. The Director of Nursing and/or designee will be responsible for making sure these items 
are checked monthly.  

2. A copy of the monthly checks of the locked emergency medical supply box will be signed 
off by the Health Authority quarterly.  
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POLICY: 
 

Communication occurs between the facility administration and treating health care professionals 
regarding the patients’ significant health needs that must be considered in classification decisions 
to preserve the health and safety of that patient, other incarcerated individuals or staff. When 
immediate action is required, consultation to review that action occurs as soon as possible, but no 
later than 72 hours. 
 
DEFINITIONS: 

 
For definitions of conditions that result in special needs, see policies on Chronic Disease Services 
and Patients with Special Health Needs. 

 
Nonclinical staff includes custody staff, unit/case managers, detail supervisors, teachers, and other 
facility staff who interact with incarcerated individuals on a routine basis and may be asked to 
make accommodations for the special needs of incarcerated individuals with mental health 
problems. 
 
PROCEDURE: 

 
A. A correctional staff is advised by health services staff of an incarcerated individual’s special 

needs that may affect the following: 
 

1. Housing assignments 
2. Work assignments 
3. Program assignments  
4. Disciplinary measures including restricted housing placement interviews 
5. Admissions to and transfers from institutions 

 
B. Included among individuals who have special needs are those who are: 

 
1. Chronically ill 
2. On dialysis 
3. Adolescents  
4. Infected with a serious communicable disease 
5. Physically disabled, including visual and auditory disabilities 
6. Pregnant 
7. Frail or elderly 
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8. Terminally ill 
9. Seriously mentally ill  
10. Suicidal  
11. Developmentally disabled 
12. Suspected victims of physical or sexual abuse 
13. Individuals with gender dysphoria 

 
C. Housing Assignments: 

 
1. A determination of special housing and/or transfer needs due to medical limitations is 

made at intake, at the time of the periodic history and physical, and/or through sick call 
evaluations as necessary.  

2. Recommendations for housing and/or work restrictions will be conveyed using the 
Medical and Behavioral classification report, and/or via a temporary work restriction or 
lay-in notice  
 

D. Program/Work Assignments: 
 

1. All work limitations will be recorded on the medical and behavioral health classification 
report forms. 
 

E. Communication Process: 
 

1. If health limitations are severe and require immediate attention, the nurse in charge, 
director of nursing, physician, behavioral health coordinator or health services 
administrator will notify the appropriate correctional personnel by telephone or in 
person and in writing and documented in the (electronic) medical records. 
 

2. Medical classification data is shared with the correctional personnel by using the 
approved classification forms. 

 
a. In the event of disruption to an electronic system, a form will be printed and 

routed to the correctional administration as necessary to ensure 
communication and provide documentation of special needs patients. 

 
3. Short-term work restrictions are shared with correctional personnel by way of 

temporary work restriction/lay-in forms. 
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a.  The form can be printed, and a copy provided to the patient 
b.  A copy is routed to correctional personnel as appropriate 
 

4. Health related issues that impact work assignments, program assignments, disciplinary 
management, housing, and transfers between facilities, require close coordination and 
discussion between all disciplines. 
 

a.  The facility director of nursing and/or designee will be responsible for      
coordination and communication with receiving sites regarding patients that       
have significant health needs or limitations.  

b.  Coordination and communication will also occur between the director of   
nursing and the correctional administration. 

c.  The behavioral health coordinator will be responsible for coordination and 
communication with receiving sites regarding patients that have behavioral 
health needs and/or limitations pertinent to disciplinary proceedings, assist 
health staff with inmates who have comorbid medical issues, and assist in the 
decision making for an inmate’s placement in programs and housing 
assignments. 

d. Every effort will be made to communicate information for the benefit of the   
patient. 

e.   When action is required concerning housing assignments, program 
assignments, disciplinary measures, and transfers to other facilities a 
consultation to review the appropriateness of the action occurs as soon as 
possible, but no later than 72 hours. 

 
5. An interpreter or other assistive device will be provided by the corrections personnel 

when communication during healthcare visits requires assistance with speech or 
hearing. 
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POLICY: 
 

Discussion of patient information and clinical encounters in person and via telehealth are 
conducted in private and carried out in a manner designed to encourage the patient’s subsequent 
use of health services, dignity of the patient, and with respect of a need to know policy prior to any 
sharing of confidential clinical information. 
 
DEFINITIONS: 

 
Clinical encounters are interactions between patients and healthcare professionals that involve an 
assessment, examination, treatment and/or an exchange of protected health information. 
  
PROCEDURE:  

 
A. Healthcare will be provided with consideration of the patient's dignity and privacy to maintain 

and encourage exchange of confidential information.  
 

1. Discussions among staff regarding patient care occur in private, without being 
overheard by patients and non-health staff. 

2. Clinical encounters and discussions occur in private, without being observed or over 
heard. 

3. Discussions among security and clinical staff is on a need to know basis to support 
patient care and facility safety. 
 

B. If the patient poses a probable risk to the safety of the health care workers or others, 
instructions regarding absolute confidentiality are given to the security staff and/or interpreters 
who observe or hear healthcare encounters.  
 

C. When safety is a concern and full visual privacy cannot be afforded, alternative strategies for 
partial privacy will be used.  

 
D.  An interpreter or other assistive device will be provided by corrections personnel when 

communication assistance with speech or hearing is required during health care encounters.  
 

1. Instruction on maintaining confidentiality is given to security staff and interpreters who 
observe or hear health encounters. 
 



Health Services 

Policy and Procedure 

 

VitalCore General Health Policy Reviewed: 12-17-2019 

Title: Privacy of Care Revised: 12-17-2019 

ACA: Non-Mandatory NCCHC: Important #: P-A-09.00 

 

REFERENCES: 
NCCHC: Standards for Health Services in Prisons, 2018, P‐A‐07 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH‐A‐09 
ACA: Performance Based Expected Practices for Adult Correctional Institutions-5th Ed., 2018, 5-6C-4403; 5-6C-4403-1 

Page 2 of 2 

E. Patients are provided a same gender chaperone for sensitive encounters with a healthcare 
provider of the opposite gender.  
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POLICY: 
  
All deaths are reviewed to determine the appropriateness of clinical care; to ascertain whether changes 
to policies, procedures or practices are warranted; and to identify issues that require further study. 
Mortalities are considered Serious Incidents. Specific details are outlined in the VitalCore Health 
Strategies Serious Incident Policy, as part of the performance improvement strategies. 

 
DEFINITIONS: 
 
An administrative review is an assessment of correctional and emergency response actions surrounding 
an inmate’s death. Its purpose is to identify areas where facility operations, policies, and procedures 
can be improved. 

 
A clinical mortality review is an assessment of the clinical care provided and the circumstances leading 
up to a death. Its purpose is to identify areas of patient care or system policies and procedures that can 
be improved. 

 
Psychological autopsy, sometimes referred to as a psychological reconstruction or postmortem, is a 
written reconstruction of an individual’s life with an emphasis on factors that led up to and may have 
contributed to the individual’s death. It is usually conducted by a psychologist or other qualified mental 
health professional. 

 
PROCEDURE: 
 

A. In the event of an inmate’s death, the attending healthcare staff shall notify the health services 
administrator and the shift commander. 
 

B. In the event of a patient suicide, homicide, accidental or suspicious death, the medical examiner 
and appropriate law enforcement officials shall be notified in accordance with correctional 
policy and procedure.   

 
C. Death notifications: 

 
1. Confidential contact phone/pager numbers should be available in the healthcare clinic; 

emails may also occur to designated personnel. 
 

a. The nurse on duty at the time of death will notify the health services 
administrator and/or designee, if not already notified. 

b. The Health Services Administrator will notify the following: 
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1. Site Medical Director 
2. Corporate Medical Director 
3. Corporate Director of Nursing 
4. Corporate Behavioral Health Coordinator 
5. Corporate Director of Psychiatry 

Corporate IT support team (to copy patient’s file) 
 

D. The following functions are to be performed by correctional personnel and not by clinical staff: 
 

1. Notify the facility administration  
2. Notify the patient’s next of kin 
3. Provide a copy of the next-of-kin notification form routed to medical to be maintained 

in the health record 
4. Notify correctional central office administration 
5. Arrange transportation/disposition of body with contract mortician 
6. Request an autopsy through the county coroner 

 
E. The health services administrator will obtain a copy of the autopsy report, as it becomes 

available, and death certificate to be filed in the offender’s closed medical record.  
 

F. The nurse on duty will accurately document the death events within the medical record 
immediately and before leaving the facility and finalize the encounter.  

 
1. The final nursing progress note describing details of the death will be saved into the 

medical record immediately upon completion of the note.  Documentation will include 
the following. 
 

a. Time of death 
b. Location of death 
c. Circumstances surrounding death 

1. Expected (hospice) 
2. Unexpected (sudden medical event, accident, victim, suicide) 

d. Treatment(s) rendered 
e. Persons notified of death by whom 

 
G. Copying and distribution of the medical record 
 

1. The site Director of Nursing and Behavioral Health Coordinator and/or designees will do 
the following: 
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a. Review the medical records to assure appropriate entries have been made 
b. Immediately after the death and within twenty-four (24) hours of the death, 

do the following: 
 

1. Copy the medical and behavioral health hard chart 
2. In preparation for scanning the site medical records staff will: 

 
a. Maintain all thinned records by section in chronological order 
b. Insert indexed dividers into hard charts prior to submission  

 
3. Seal the original record in an envelope and lock it in a secure area until 

picked up by the investigation staff. 
4. A records control transfer form will be utilized by the facility indicating 

time, date, and to whom the original record was released to. 
5. Express mail, one (1) copy of the hard chart medical and behavioral 

health record correctional department administration.  This copy is 
returned to the repository: 
 

a. Site personnel will produce two (2) disks of the hard chart and 
ensure delivery within (3) days by mail, to each of the following 
areas and/or prepare electronic document for access: 

1.  VitalCore Health Strategies Corporate Office 
2.   Site Health Authority 

 
b. Site will not maintain a copy of the medical or behavioral health 

record on site in the health services area.  If needed the entire 
record can be obtained from the VitalCore Health Strategies 
Corporate Office. 
 

1.  Hard chart reports such as x-ray that return to 
the site late will be copied by the site.  

2.  The original shall be submitted to 
investigations and copies submitted to the 
corporate office for distribution to the VitalCore 
Health Strategies Corporate Office.  
 

H. In the event of a suspected suicide, a qualified behavioral health professional will conduct a 
debriefing and Psychological autopsy, which will be part of the clinical mortality review.  Within 
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two (2) weeks, a copy will be sent to the Vital Core Health Strategies Director of Behavioral 
Health and the Corporate Medical Director. 
 

1. Members of the mortality review committee (to be completed on all expected and 
unexpected deaths) are as follows: 
 

a.   Site Medical Director, chair 
b.   Health Services Administrator 
c.   Director of Nursing 
d.   Behavioral Health Professional (if applicable) 
e.   Warden/Superintendent/Correctional Administrator 
f.    Deputy Warden 
g.    Highest ranking facility security staff member 

 
I. Death charts will be managed as per correctional policy. 

   
J. All deaths are reviewed within 30 days. 

 
K. Each death is reviewed using the Mortality Review form (QAPI-7).  If a psychological autopsy is 

indicated a Psychological Autopsy Report also be completed separately and included as part of 
the Mortality Review.  

 
1. The Mortality Review (and Psychological Autopsy Report, if indicated) will be used to 

guide and document your review.  The steps to completion are outlined below.  The site 
response is noted in (a), and Corporate and third-party reviews are indicated in (b) and 
(c).   
  

a. The site physician and site team complete the Mortality Review worksheet 
(QAPI-7) and submits the worksheet to Corporate via the approved electronic 
sharing method. The site team signs a separate Signature Sheet and general 
statement that the mortality review was completed, which is also sent to 
Corporate.  

b. The Corporate Medical Director and Corporate team complete a review of the 
site’s Mortality Review worksheet and discusses any changes. The Chief 
Operating Officer-Clinical Services incorporates any changes into the worksheet 
and communicates verbally with the 3rd party reviewer.  The Corporate Medical 
Director signs the and the Chief Operating Officer-Clinical submits the 
completed review to the 3rd party reviewer.  
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c. The 3rd party reviewer completes a review of the Mortality Review worksheet 
and verbally reports any recommendations to the Chief Operating Officer-
Clinical Services. The 3rd party reviewer signs the Signature sheet (now, all 3 
levels have signatures on the Signature Sheet).  If the 3rd party reviewer makes 
additional recommendations, those will be communicated to the Corporate 
Medical Director. A decision will be made whether to re-convene the Corporate 
team to discuss final recommendations by the Corporate Medical Director.  

d. Final recommendations from the Corporate Medical Director are de-identified 
and sent to the QAPI Director to include in the State-wide QAPI corrective 
actions. The Signature sheet is retained by QAPI Director.   

 
 

L. A death review consists of: 
 

1. An administrative review 
2. A clinical mortality review 
3. A psychological autopsy if the death is by suicide 

 
M. Treating staff are informed of the clinical mortality review and administrative review findings. 

 
N. Corrective actions identified through the mortality review processes are implemented and 

monitored through the Quality Assurance Performance Improvement program for systemic 
issues, and through the VitalCore Health Strategies Patient Safety Program. 
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POLICY:  
 

Patients have the right to communicate concerns regarding healthcare treatment and services and to 
receive a response in a reasonable period.  A grievance procedure shall be in place ensure that 
patients are able to express concerns about healthcare services and to have complaints addressed. 
 
PROCEDURE:  

 
A. Patients will utilize the grievance procedure as established by state regulation.  The timeframe 

for response and process for an appeal shall be timely and based on principles of necessary 
medical care. 
 

B. The President of Clinical Affairs will appoint a grievance officer at each site. The grievance officer 
will investigate the patient’s concern and report findings in writing to the patient.  Facility 
healthcare staff will cooperate in a timely manner to ensure requested information is furnished 
to the grievance officer.  

 
1. The VitalCore grievance officer has ten days to respond to the patient.  The grievance 

officer will assign a date that the response from the health service 
administrator/designee is due back to him/her before that date. 
 

C. Grievance logs will be maintained on site by the VitalCore grievance officer and signed by the 
Health Services Administrator or Director of Nursing for both site grievances and correctional 
department’s central office grievances and will include the following: 

1. Patient name 
2. Patient corrections number 
3. Date of grievance 
4. Grievance topic/issue 

 
D. A patient’s right to question or complain about the healthcare system is protected. 

 
E. Patient complaints will be reviewed and reported monthly by the grievance officer and on the 

Health Services Report.  
 

1. Healthcare grievances will be discussed at the monthly medical administrative (MAC) 
meeting and during healthcare staff meetings. 

2. A mechanism for review of processes will be included in the monthly QAPI program. 
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F. If a patient is not satisfied with the grievance responses, the patient may utilize the grievance 
appeal process established within the governing regulations. 
 

1. Patient grievance appeals received from the correctional department’s central office will 
be handled according to agreements made between the correctional department and 
VitalCore Health Strategies. 

2. The timeframe for routine responses to grievances will be seven (7) days from receipt of 
the grievance appeal. 

3. Timeframes for emergency responses will be within three (3) days or as determined on 
an individual case by case basis, as determined by the Health Services Administrator or 
designee. 
 

G. Copies of all grievances and responses will be maintained on site in the healthcare unit by the 
facility Health Services Administrator and VitalCore grievance officer.  
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POLICY: 
 

There is an effective Infection Prevention program that includes surveillance, prevention and 
control of communicable disease. Specific details are outlined in the VitalCore Health Strategies 
Infection Prevention Manual to ensure that an organized program for prevention and control of 
infection is maintained. 

 
DEFINITIONS: 

 
An exposure control plan describes staff actions to be taken to eliminate or minimize exposures to 
pathogens. 

 
Medical isolation means housing in a separate room with a separate toilet, hand washing facility, 
soap, and single-service towels, and with appropriate accommodations for showering. 

 
Standard precautions combine the major features of universal precautions (designed to reduce the 
risk of transmission of blood borne pathogens) and body secretion isolation (designed to reduce the 
transmission of pathogens from moist body substances) and apply them to all patients receiving care 
regardless of their diagnosis or presumed infection status. 

 
Ectoparasites such as pediculosis and scabies are parasites that live on the skin.  They are 
communicable and may lead to secondary infections. 

 
PROCEDURE:  

 
A. An infection control committee, chaired by the Site Medical Director and Infection Control Nurse 

(ICN), shall meet monthly. Members of the committee include: 
 

1. Site Medical Director 

2. Health Services Administrator 

3. Site Director of Nursing 

4. Site Dentist 

5. Infection Control Nurse 

6. Correctional Administrative representative 

7. Other health services staff as deemed appropriate 
 

B. Corporate Quality Assurance Performance Improvement (QAPI) Coordinator and the Corporate 
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Infection Control Coordinator, or designee, shall: 
 

1. Develop and implement a written exposure control plan approved by the Corporate 
Medical Director that is reviewed and updated annually. 

2. Ensure that each facility has a designated ICN with direct reporting responsibilities to the 
Corporate ICN.  

C. Facility infection control committee shall ensure: 
 

1. Collaboration with the correctional safety officer, or designee, in addressing facility issues 
impacting the infection control program. 

2. Identification of incarcerated individuals with serious infections and communicable 
diseases to report to the appropriate state agencies and ensure that ongoing, appropriate 
medical care is provided.  

3. Effective ectoparasite control procedures are used to identify and treat infected 
incarcerated individuals and to disinfect bedding and clothing.  

4. Communication regarding infectious processes will be relayed to other departments, 
offsite consultants, and/or other medical and nursing staff when appropriate. 

5. Review of the immunization records and provide immunizations when appropriate to 
prevent disease.  

6. Facility nursing staff provide screening surveillance to identify any incarcerated individual 
with a communicable disease and to implement isolation precautions as clinically 
indicated. In addition, screening surveillance includes initiating and or referring the 
patient for disease testing and treatment as indicated. 

7. Proper disposal of sharps and bio-hazardous wastes. 

8. Appropriate decontamination of medical, dental, laboratory, and instrument equipment.  

9. Strict adherence to standard precautions by qualified health care staff.  

10. Analysis and trending of data specific to infection control issues and/or focus studies. 

11. Recommendations are made to correctional personnel to assure control and prevention 
or the spread of infections.  

12. Training of facility staff regarding communicable disease and proper disposal of biohazard 
wastes and spills.  
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D. The ICN, or designee, shall report to the Medical Administrative Committee (MAC) at least 

monthly and as necessary.  
 

E. A weekly environmental inspection (See QAPI-1) is conducted of areas where health services are 
provided to verify that:  

1. Equipment is inspected and maintained 

2. The unit is clean and sanitary 

3. Measures are taken to ensure the unit is occupationally and environmentally safe.  
 

F. Surveillance shall include, but is not limited to, review by the designated infection control nurse of 
all reportable diseases that are designated reportable diseases according to state and federal 
regulations. 
 

1. It is expected that each site will know the State reportable diseases for health care 
providers, hospitals, and laboratories. 
 

G. All individuals requiring respiratory isolation (e.g., those with suspected or diagnosed active TB) 
will be medically isolated in a functional negative air flow room.  
 

H. The facility ICN or Utilization Management (UM) nurse will ensure all necessary community 
referrals for incarcerated individuals with communicable or infectious diseases are in place at 
time of discharge. 

 
I. Use of standard precautions will be included as part of annual and basic training for correctional 

staff as well as medical, dental, and behavioral health staff. Such in-services will be documented 
and available for inspection when requested.  

 
J. Incarcerated individuals, if used, are trained in appropriate methods for handling and disposing of 

biohazardous materials and spills. 
 

K. Refer to the infection control manual for infection control measures specific to individual disease 
processes. 
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POLICY: 

The health and safety of inmate workers are protected. In order to identify and reduce work-related 
health risks, a medical surveillance program is in place for inmates who are at risk for occupational 
exposures or other exposures related to conditions of confinement.  
 
DEFINITIONS: 

Medical Surveillance is a prevention-oriented health assessment and analysis of health information in a 
population exposed to certain health risks, usually related to an individual’s occupation.  Medical 
surveillance programs, which are tracked via Quality Assurance, lead to the identification and reduction 
or elimination of health hazards.  
 
Medical screening is a component of a medical surveillance program with an emphasis on clinical 
preventive activities. It is focused on identifying the effects of exposures in specific individuals and then 
preventing or reducing sequelae.  
 
PROCEDURE: 
 
1. The Quality Assurance / Performance Improvement Committee will oversee inmate occupational-

associated risks through a medical surveillance program that is initiated upon consideration of an 
inmate assuming a working position within the facility.  
 

a. The group of workers for which surveillance or screening activities are appropriate 
include the following:  
 

i. Laundry Workers 
ii. Porters 

iii. Hospice Workers 
iv. Yard Crews, or 
v. Any other available work or training activities where inmates may be exposed 

to: mechanical (machinery), chemical (solvents), particulate (silica), 
environmental (heat), or infectious (TB) hazards.  

 
2. The site responsible physician, in cooperation with the responsible health authority, work together 

to implement the medical surveillance program. The program includes:  pre-screening, baseline 
diagnostic testing, and re-evaluating periodically and annually to assess inmate workers for illness 
and injury related to their job duties. Annual and periodic evaluations will include physical health 
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appraisals and laboratory tests as determined by the physician. The program identifies and mitigates 
any hazards that include occupational, environmental, infectious, or other sources. The responsible 
physician will review and approve all health aspects of the medical surveillance program.  
 

3. Before an inmate participates in a working position for the facility, a pre-assignment Inmate Worker 
Medical Surveillance screening will occur (VC Form 176). The primary objective of the pre-
assignment screening is to ensure that the inmate worker is medically qualified to perform the 
essential functions of the job. The secondary objective is to determine whether the inmate worker 
has a medical condition that may place the health and safety of the inmate or others at risk.  
 

4. Included in the pre-assignment work clearance is a review by health care staff of the initial health 
screening (Form 105) and Health Appraisal (Form 117).  A determination will be made regarding 
whether the individual is cleared for the desired working position by using the Inmate Worker 
Medical Surveillance Form (# 176).  

 
5. Ongoing medical screening of inmates in such work programs will occur through access to daily sick 

call and referrals to the healthcare practitioner as needed. Post-incident examinations and medical 
screening after uncontrolled or nonroutine increases in exposures, such as spills, will occur.  

 
6. Any inmate with illness or injury potentially related to occupational exposure or with occupational 

implications is identified and the information provided to the quality improvement committee for 
review.  

 
7. Ongoing data analyses to evaluate collected information for surveillance and/or screening purposes 

and actions in response to the identification of potential hazards and risks to health will occur 
through the QAPI process.   
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POLICY: 

The healthcare authority shall collaborate with the facility administrator on facility management and 
education of those individuals that work in food service areas. 
 
Food shall be prepared and served in such a manner as to prevent contamination and spread of 
infection to offenders or staff.  Local and state health regulations related to food service shall be 
followed.  Healthcare staff do not have responsibility for food preparation but may serve in a 
consultative role. 
 
PROCEDURE: 
 
1. Food handlers shall practice appropriate hand washing and be free of communicable diseases.  Hand 

washing shall be performed in the following situations: 
 
a. Before reporting to work 
b. After touching contaminated surfaces 
c. Before preparing food 
d. Between preparing difference types of food 
e. After using the toilet 
f. After sneezing, coughing or touching self in any way 

 
2. Health care staff will provide pre-assignment work clearances for food service workers through basic 

health screening prior to assignment to the food service area.  
 

a. The designated correctional staff will advise the clinic of the inmate(s) to be cleared for 
assignment to the Food Service Department.  

b. A licensed health care staff member will interview each inmate, utilizing the Food 
Service Clearance Form (Form 156) prior to job placement in the food service area.  

c. Once an inmate has been cleared for kitchen duty, the Food Service Clearance Form 
Form 156) will be completed and documented in the (electronic) health record.  The 
designated correctional staff member will be notified in writing whether the inmate is 
cleared for kitchen duty.   
 

3. Food handlers may not work if they have any open draining wounds, diarrhea or any infection 
transmissible by food or utensils. 
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4. Food service workers are monitored each day for health and cleanliness by the food service 
supervisor or designee. 
 

5. Food shall be heated and refrigerated or frozen according to State and Local regulations. 
 

6. Food surfaces and utensils shall be sanitized between uses. 
 
7. Food stock shall be rotated to assure use prior to expiration date. 
 
8. Ice bins shall be cleaned and maintained appropriately to prevent contamination.  Ice scoops shall 

not be left in the bin. 
 
9. Proper waste management shall be maintained to minimize attraction of pests. 

 
10. The Health Authority shall work in conjunction with the food service supervisor to ensure the 

facility’s overall health and wellness is maintained. 
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POLICY: 
 

Patient safety practices shall encourage opportunities for reduction of harm or potential harm to 
patients by instituting systems to prevent adverse and near‐miss clinical events.  Such patient safety 
systems focus on strategies that improve clinical practice and promote patient safety in a non-
punitive, professional and supportive environment.  
 
DEFINITIONS: 
 
An adverse clinical event is defined as an injury or death caused by medical management rather 
than by the patient’s disease or condition. A sizable proportion of adverse events in the 
community are the result of human error, whether the error occurs by omission (failing to do 
something that is supposed to be done) or commission (doing something that is not supposed to 
be done). For example, switching two look‐alike medications is a potentially easy mistake. 
Giving the wrong medication to patients during pill line administration is an adverse clinical 
event. 
 
A near miss clinical event is an error in clinical activity without a consequential adverse patient 
outcome. For example, a wrong drug dispensed but not administered to a patient. 
 
Patient safety systems are practice interventions designed to prevent adverse or near miss 
clinical events. For example, us ing a photo for identi fication during administration of 
medications helps to ensure that the right person receives the right drug. 
 
PROCEDURE: 
 

A. Staff are provided training in the application of proactive patient safety systems. 
 

B. The Health Services Administrator will ensure a climate in which healthcare staff are free to 
voluntarily report, in a non-punitive environment, errors that affect patient safety.  

 
C. Medication error reports: 

 
a. Shall be completed by the staff member who discovers the error and the Medical Risk 

Management Incident Report (Form 133) shall be submitted to the Director of Nursing 
and the Pharmacist for review.  The Director of Nursing will inform the site if a full 
review will be required.  
 

b. If the error category is pharmacy dispensing, send the information to the Director of 
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Nursing, Pharmacist, and the contracted pharmacy. 
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POLICY: 

 

Health staff members work in an environment that is clean, sanitary and safe.  All healthcare 

staff shall comply with applicable health, safety, and sanitation codes and regulations. 

 

DEFINITIONS: 

 

Staff safety refers to the health and well-being of health staff who work in the facility. It is 

directly related to the administrative practice that assures safety of the facility. 

 

PROCEDURE: 

A. All health care staff will comply with the safety and fire codes standards as directed in 

correctional facility policies. 

 

1. New Employee Orientation safety training for new employees and annual healthcare 

staff training will include topics related to working in a corrections environment, 

hazardous materials training, and infection control training. 

 

2. All health care staff will follow the policies of the VitalCore Infection Control Manual 

and the Occupational Exposure Control Manual to prevent the incidence and spread of 

communicable, environmental, and infectious diseases. 

 

B. Designated health care staff will participate in a weekly inspection process of clinical areas 

and complete a review at the health and safety committee.  

 

C. All health equipment will be inspected annually by the appropriate designee. 

 

1. Facility ventilation systems, especially any negative pressure areas for the 

control of infectious disease, should be monitored regularly for air quality in 

accordance with institutional services procedures regarding tuberculosis control. 

 

D. There should be a sufficient number of electrical outlets within the health care treatment 

work areas for the operation of equipment and appliances so that extension cords are used 

minimally in accordance with department procedures regarding safety standards. 

 

E. Any health care staff that feels their safety and/or well-being is in question shall 

report to the Health Services Administrator. 
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F. Each site will develop a safety committee and a safety topic shall be presented at each 

monthly staff meeting. 

 

1. Minutes of the safety committee meeting will be maintained on site by the 

Health Services Administrator. 

 

G. Personal protective equipment (PPE) such as gloves, gowns and face shields should 

be available to all staff and offenders who potentially may be exposed to infectious, 

parasitic, or hazardous materials or objects. 

 

1. It is the responsibility of the HSA to make (PPE) available to health services 

staff. 

 

2. The safety manager or designee will make PPE available to institutional staff 

and offenders in accordance with department procedures regarding health and 

safety programs. 
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PURPOSE:   
 
To establish a zero tolerance for patient sexual abuse and/or harassment and establish procedures for 
response to reduce and prevent offender sexual abuse or harassment. 
 
POLICY: 

There is a written policy and procedure regarding the detection, prevention, and reduction of 
sexual abuse consistent with Federal law.  

 
PROCEDURE: 
 

1. Upon hire, employees receive the healthcare provider Continuing Education Program  on the 2003 Prison 
Rape Elimination Act (PREA) and its regulations. Training is based on the services employees are to 
provide, but for all employees who have contact with incarcerated individuals, that training includes 
information explaining the facility's zero-tolerance policy regarding sexual abuse and sexual 
harassment. As a part of their training, all healthcare providers receive information on the detection 
of, response to and report of  sexual harassment. For healthcare provider, medical and behavioral 
health staff, that          training also includes: 

 
a. Detection and assessment of  signs of sexual abuse and sexual harassment; 
b. Preservation of physical evidence of sexual abuse; 
c. Effective and professional responding to victims of sexual abuse and sexual 

harassment; and 
d. Reporting of allegations or suspicions of sexual abuse and sexual 

harassment. Additional "refresher training" will be given every two years, 
and refresher information" will be provided to staff in the years in which 
they do not receive training. Employees will also undergo any training in PREA 
required by a facility for its contractors if different from that provided by 
the healthcare provider and required by the facility. 

 

2. Employees are responsible for being alert to signs of potential situations in which sexual abuse 
might occur and signs of victimization. 

 

3. If an incarcerated individual reports that he or she has been sexually assaulted, 
employees must take this allegation seriously and act upon it immediately, regardless 
of whether they believe the allegation to be true or false. 
 

4. If an incarcerated individual wishes to discuss his or her situation regarding sexual assault and wants 
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it kept confidential, the employees must inform the incarcerated individual that there is a 
responsibility to report it. 

 

5. Any employee who becomes aware of staff sexual misconduct has a responsibility to report it. 

 

6. If the intake screening by facility staff indicates that an incarcerated individual has experienced prior 
sexual victimization or has previously perpetrated sexual abuse, whether in an institutional setting 
or in the community, facility staff will refer the incarcerated individual for a follow-up meeting with 
a medical or behavioral health practitioner within 14 days of the screening. Any information related 
to sexual victimization or abusiveness that occurred in an institutional setting prior to intake at the 
facility shall be strictly limited to medical and behavioral health practitioners and other staff, as 
necessary, to inform treatment plans and security and management decisions, including housing, 
bed, work, education, and program assignments, or as otherwise required by federal, state or local 
law. 

 

7. The facility intake staff shall refer  known perpetrators  upon, discovery of any such abuse history so that 
a behavioral health evaluation can be completed in 60 days of discovery of such abuse history. 

 
a. The behavioral health evaluation shall include treatment recommendations and 

establishment of a behavioral health treatment plan for any behavioral health 
disorders contributing to abusive behavior; referrals to other correctional 
programs (such as sexual incarcerated individual treatment programs or batterer 
intervention programs) shall also be made as necessary. 

b. The incarcerated individual may exercise the right to refuse treatment once 
presented for care. When such a refusal is made, a signed treatment refusal 
shall be secured. 

c. Access to care is provided immediately by medical and behavioral health 
providers to victims of sexual abuse. 
 

8. Healthcare medical or behavioral health providers determine the nature and scope of emergency 
medical treatment and crisis intervention services according to their professional judgment, 
including, as appropriate, treatment plans and, when necessary, referrals for continued care following 
their transfer to, or placement in, other facilities or their release from custody. Medical and 
behavioral health services shall be consistent with the community level of   care. 

 

9. Incarcerated individual victims of sexually abusive vaginal penetration while incarcerated are offered 
pregnancy tests and, if the test is positive, they also receive timely and comprehensive information 
about and timely access to all lawful pregnancy-related medical services, including either prenatal and 
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delivery services or elective abortion services. 
 

10. Employees provide treatment services to victims of sexual abuse regardless of whether the victim 
names the abuser or cooperates with any investigation arising out of the incident. 

 

11. Incarcerated individual victims of sexual abuse are offered tests for sexually transmitted infections as 
medically appropriate. 

 

12. Unless otherwise precluded by federal, state or local law, employees who are medical or behavioral 
health practitioners are required to report sexual abuse that occurred in the facility as well as staff 
neglect or violation of responsibilities that may have contributed to an incident, and or retaliation. 
Staff shall inform incarcerated individuals of the practitioner's duty to report, along with the 
limitations of confidentiality, at the initiation of services. 
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POLICY: 
 
The   medical  and  psychological trauma of sexual abuse is minimized as much as possible by prompt and 
appropriate health intervention. The victim(s) of sexual assault will be provided prompt and appropriate 
health care with follow up services by the facility health services staff or through community 
intervention if indicated. 
 
DEFINITIONS: 

Sexual abuse is a sexual act that is coercive or assaultive in nature and that involves the use of or the 
threat of force. 

For the purposes of this standard, preserving physical evidence means that such evidence is not 
contaminated or destroyed. It does not mean collecting or handling physical evidence. 

 
PROCEDURE: 
 

A. For individuals victimized by sexual abuse, the following will occur:   
 

1. A history is taken and an HCP examines the individual, documents the extent of the 
physical injury and determines if referral to another medical facility is indicated. Those 
providing treatment for immediate injuries will make every effort to do so without 
interfering with the collection of potential evidence. 

 
2. If the HCP Is not available, the nurse will do the history and visual assessment for 

stabilization of the individual. 
 

a. The nurse will contact the HCP for orders if indicated. 
 

3. Prophylactic treatment for sexually transmitted diseases or other communicable diseases is 
offered to victims as ordered by the HCP. 

 
4. The victim will be offered HIV antibody testing/counseling if indicated. The antibody tests will be 

administered initially and repeated three (3) months and six (6) months following the incident. 
 

5. Female s will be tested for pregnancy within twenty-four (24) hours of reported penile 
penetration, with repeat testing in six (6) weeks per HCP order. 

 
6. Refusal of care shall be signed by the victim and documented in the individual's medical file 
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after the nurse and/or behavioral health care professional (BHP) educates the victim 
regarding services available. 

 
7. The facility BHP will be contacted immediately by health care staff to offer the individual 

behavioral health counseling following the sexual assault, regardless of the length of time 
from the occurrence to the report. The BHP will consult with the psychiatrist if crisis level 
placement is appropriate. Behavioral health counseling will be face to face as soon as 
possible, but no later than the next working day. 

 
8. The healthcare staff will contact the Shift Supervisor (or designee) to report the sexual abuse. 

The Shift Supervisor will notify the PREA Compliance Manager (PCM) and Investigations 
Department immediately. 

 

9. If it has been determined by a Health Care Practitioner (HCP) that the alleged sexual assault 
occurred with reported penetration and/or obvious wound to the mouth, breasts, groin or anal 
area less than ninety-six (96) hours prior to report, the patient will be taken to the nearest 
emergency room or sexual assault center equipped to handle rape crisis. 

 

10. Healthcare medical or mental health providers determine the nature and scope of emergency 
medical treatment and crisis intervention services according to their professional judgment, 
including, as appropriate, treatment plans and, when necessary, referrals for continued care 
following their transfer to, or placement in, other facilities or their release from custody. 
Medical and behavioral health employees provide victims with medical and behavioral health 
services consistent with the community level of care. 

 

11. In the event a patient is a victim of sexual abuse, and the assault is not reported for ninety-six (96) 
hours or longer, medical determination by the Medical Director will be obtained to determine 
the appropriateness of the Rape kit investigation at that point. 

 

12. If the patient will not be taken to. the local emergency room, procedures outlined in A1, A2 and 
A3 above will be performed on site. 
 

B. PREA policies and procedures: 
 

1. Training: Medical and behavioral health staff will receive specialized instruction to include:   
 

a. Detection of signs, and assessment of sexual abuse and sexual 
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harassment and preservation of physical evidence of sexual assault 
b. Effective and professional responding to victims of sexual assault and sexual 

harassment 

c. How to and whom to report allegations or suspicions of sexual abuse and 
sexual harassment 

d. The facility shall maintain documentation that medical and behavioral health 
practitioners have received the training. 

e. Medical and behavioral health care practitioners shall also receive any 
additional training mandated by State/Federal for staff members (e.g., 28 
CFR 115.31, 115.331, 155.32 or 115.332, depending upon the practitioner's 
status as the agency). 

 
2. Coordination of forensic medical exams: 

 

a. The facility, with support from the Health Authority, shall establish 
Memorandums of understanding with local rape crisis centers, as 
appropriate. 

 
3. Medical and behavioral healthcare: 

 
a. Medical and behavioral health practitioners are required to report sexual abuse 
b. All practitioners must inform patients of their duty to report at the instigation of 

services 
c. Access to care is provided immediately by medical and behavioral health 

practitioners to victims of sexual assault. 
d. When care is offered by medical and behavior health practitioners to victims 

or perpetrators of sexual abuse and such care is refused, the practitioner shall 
have the patient sign a refusal of care. 

e. When medically appropriate, victims of sexual abuse will be offered an off-site 
forensic medical exam performed by a certified Sexual Assault Nurse 
Examiner (SANE). 

f. Medical and behavioral health staff shall contribute to a coordinated response 
with security/administrative staff designated. 

g. Victims of sexual abuse shall be offered: 
 

i. Emergency contraception and pregnancy tests (when vaginal 
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penetration has occurred) when deemed medically necessary, for 
female patients. 

ii. Prophylaxis for sexually transmitted infections. 
 

h. Designated correctional staff will  complete a preliminary screening 
for sexual  victimization and abusiveness within 72 hours of intake. 

 

i. If the screening for victimization and abusiveness indicates that a 
patient has experienced prior sexual victimization or has previously 
perpetrated sexual abuse, when in an institution or in the community, 
the facility shall forward the results of the screening with referral to a 
facility behavioral health practitioner for a follow-up. The follow-up 
shall occur within 14 days of the screening. 

ii. Designated DOC staff will complete an Internal Classification Checklist 
(as applicable) for each patient within 30 days of intake for population 
housing assignments.  

iii. If there is any indication that a patient has experienced prior 
sexual victimization, whether in an institution or in the community, 
the facility staff shall forward the results of the checklist with a 
referral to the facility behavioral health practitioner for a follow-up. 
The initial follow-up shall occur within 14 days of the screening. 

iv. If there is any indication that a patient has previously perpetrated 
sexual abuse, whether in an institution or in the community, the 
facility staff shall forward the results of the checklist with a referral to 
the facility behavioral health practitioner for a follow-up. The initial 
follow-up shall occur within 14 days of the screening. 

 

i. Behavioral health staff shall conduct a behavioral health evaluation of all known 
offender-on-offender abusers within 60 days of the referral from unit team 
staff. 
 

i. The behavioral health evaluation shall include treatment 
recommendations and establishment of a behavioral health 
treatment plan for any behavioral health disorders contributing to 
abusive behavior; referrals to other correctional programs (such as 
sexual offender treatment programs or batterer intervention 
programs). 
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j. Potential Victims of Sexual Abuse: 

 
i. Medical staff shall provide victims of sexual abuse a brochure on 

community sexual assault programs as coordinated through 
the site unit counselors and the PCM. 

ii. Qualified staff members may be used to provide victims of 
sexual abuse victim advocacy services commensurate to 
those services provided by a local rape crisis center. 
 

k. The Department shall attempt to provide a victim advocate to support 
the victim through the forensic medical exam and investigatory 
process. 
 

l. Medical staff: 
 

i. Provide treatment for immediate injuries, but do not 
interfere with the collection of potential evidence. 

ii. Notify behavioral health of the potential PREA 

related incident and provide information that allows 

for appropriate Behavioral health response.  

iii. Ensure that all victims of sexual abuse have access to 

forensic medical evaluation.  

iv. Develop and provide evaluation and treatment of 
such victims, which shall include as appropriate: 
follow-up services, treatment plans, and/or referrals 
for continued care following their transfer to, or 
placement in other facilities. 
 

m. Behavioral Health:  
 

i. Upon receiving notification that a PREA incident may have 
occurred, ensure potential victims of sexual abuse receive 
timely services to address both immediate and ongoing 
needs. 

ii. Develop and provide evaluation and treatment of such victims, 
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which shall include as appropriate: follow-up services, 
treatment plans, and when necessary, referrals for continued 
care following their transfer to or placement in other facilities 
or their release from custody. 

iii.  Complete documentation 
 

n. Medical and behavioral health documentation from assessments and 
SANE/SAFE evaluation shall be made available to the department unit team 
staff to demonstrate a complete and proper coordinated response. 
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POLICY: 
 
All qualified health care professionals have current credentials and provide services consistent with 
licensure, certification, and/or registration requirements for the jurisdiction.  The purpose of this 
policy is to ensure that providers of health care services meet state requirements for licensing, 
certification and/or registration always.  
 

A. All providers of health care services shall provide proof of license, certification, and/or 
registration prior to employment, as well as evidence of continued licensure, certification, 
and/or registration on an updated basis.  
 

B. Licensing, certification, and/or registration requirements will be included in all approved job 
descriptions.  

 
DEFINITIONS: 
 
Restricted license refers to licenses that have attached stipulations. Different state licensing boards 
refer to these modified licenses by various names including temporary, probation, stipulated order or 
agreement, practice restriction, institutional, restricted, disciplinary, provisional, limited, and 
conditional. 
 

A. A restricted license that limits practice to correctional institutions does not meet VitalCore 
credentialing standards and is not in compliance with this standard. 

 
PROCEDURE:  
 

A. The Site Health Services Administrator and/or designee will be responsible for checking 
licensure on all nursing staff, CMA’s and master level behavioral health professionals. 
 

B. The VitalCore Corporate Office will be responsible for credentialing all NP’s, Psychologists, 
Physicians and Dentists.  

 
1. The VitalCore Corporate credentialing process includes inquiry regarding sanctions or 

disciplinary actions of state boards, employers, and the National Practitioner Data Bank 
(NPDB). 
 

C. All health care staff shall maintain and provide proof of CPR certification and current re-
certification.  
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D. A Copy of all Health Care Practitioners’ DEA and medical licenses shall be maintained by the 

facility DON/HSA and provided to the contracted pharmacy as needed.  
 

E. All licensed health care staff shall provide proof of re-licensure as it becomes available. Failure 
to provide adequate proof of re-licensure is subject to disciplinary action.  

 
F. Evidence of licensure will be verified by the approving party (HSA or Corporate office), prior to 

extending an offer of employment. Verification will be obtained via contact with the 
appropriate state licensing board.  

 
1. The Site Health Services Administrator maintains verification of current credentials for 

qualified health care professionals at a readily accessible location. 
 

G. Licensed employees are responsible for bringing to the attention of the Site Health Services 
Administrator any changes in their credentials. 
 

H. Written job descriptions are maintained and approved by the Site Health Services 
Administrator. 

 
1. Qualified health professionals do not perform tasks beyond those permitted by their 

credentials. 
 

 
 

 



Health Services 

Policy and Procedure 

 

VitalCore General Health Policy Reviewed: 12-17-2019 

Title: Clinical Performance Enhancement Revised: 12-17-2019 

ACA: Mandatory NCCHC: Important #: P-C-02.00 

 

REFERENCES 
NCCHC: Standards for Health Services in Prison, 2018, P‐C‐02 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH‐C‐02 
ACA: Performance Based Expected Practices for Adult Correctional Institutions-5th Ed., 2018; 5-6D-4411 

  Page 1 of 2 

POLICY: 

A clinical performance enhancement program evaluates the appropriateness of primary care clinicians’ 
services delivered by all direct care clinicians, and RN’s and LPNs.  

DEFINITIONS: 

 
Clinical performance enhancement is the process of having a health professional’s work reviewed by 
another professional of at least equal training in the same general discipline, such as the review of the 
facility’s physicians by the responsible physician. 

 
Direct patient care clinicians are all licensed practitioners providing the facility’s medical, dental, and 
behavioral health care including physicians, dentists, midlevel practitioners (e.g., nurse practitioners, 
physician assistants), and qualified behavioral health professionals. 

 
Independent review is the assessment of a health care professional’s compliance with discipline‐specific 
and community standards. The review includes an analysis of trends in a practitioner’s clinical practice. 
This review may be conducted by someone who may or may not be directly employed by the institution, 
if the reviewing practitioner has not been previously involved in the care of the patient(s) involved. 

 
PROCEDURE: 
 

A. Peer review of the clinical performance of the facilities’ licensed independent practitioners and 
psychologists will be conducted at least annually using a sample of patient records. Peer review 
shall include all Health Care Practitioners.  
 

B. The peer review may consist of pre-admission, concurrent or retrospective health care review.  
 

C. Results of the review are confidentially communicated to the reviewed clinician along with any 
recommendations for improvement. Appropriate follow up or corrective action will be 
implemented as necessary and as determined by the facility Medical Director, Director of 
Psychiatry, Behavioral Health Coordinator, and/or Regional Dental Director.  

 
D. Peer reviews will be kept confidential.  

 
E. Peer review will incorporate the following:  

1. Name of individual being reviewed 
2. Date of review 
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3. Name and credentials of the reviewer 
4. Signature of the reviewed clinician to acknowledge that information was shared 
5. Summary of findings 

 
F. Any record(s) copied or obtained by the peer reviewer will be held in confidence and not 

disclosed to any third party. 
 

G. A record of the providers reviewed, and dates of their most recent reviews will be maintained 
on site.  

 
H. The Site Health Services Administrator or Site Medical Director may implement an independent 

review when there is serious concern about a health care clinician’s competence. 
 

a. Procedures shall be implemented to improve an individual’s competence when such action 
is necessary. 

 
I. The clinical performance enhancement process for practitioners is part of the VitalCore 

Credentialing Process and is conducted at the corporate level. 
 

J. The clinical performance enhancement for Qualified Behavioral Health Professionals, RN’s and 
LPN’s is conducted at the site level. 
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POLICY: 
 
Qualified health care professionals participate annually in continuing education appropriate for their 
position. 

 
PURPOSE: 
 
Ensure that health care staff receives annual and ongoing training to assure current clinical knowledge 
and skills, meet the health care needs of inmates, and ensure employees requiring periodic re-
certification and/or license renewal meet or exceed regulatory agency requirements appropriate to 
their position.  
 
PROCEDURE: 
 
A. Orientation Training 

1. All full-time health services employees who have inmate contact will receive forty (40) hours 
of specialized training in addition to forty (40) hours of orientation training. Specialized training 
includes specific training in their field as it relates to the institutional setting. The orientation 
training should include instruction on the following: 

a. Purpose, goals, policies, and procedures for the facility or parent agency. 
b. Security and contraband regulations 
c. Key control 
d. Appropriate conduct with offenders 
e. Responsibilities of employees 
f. Universal precautions 
g. Occupational exposure 
h. Personal protective equipment 
i. Biohazardous waste disposal 
j. An overview of the correctional field 
k. The emergency plan 
l. Recognition of signs, prevention and intervention of sexual abuse and harassment 
m. Suicide prevention 
n. Recognizing signs and symptoms of mental illness 
 

B. Annual Training 
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1. Annually, all full-time health services employees and support staff will obtain at least forty 
(40) hours of education and staff development training. Part-time and PRN staff requirements 
for education is pro-rated to hours worked.  

2. All behavioral health staff receives twelve (12) hours of continuing education in clinical skills 
annually. The areas will be clinically relevant to the behavioral health population within the 
facility and may include: 

a. Special needs of the incarcerated population 

b. Special needs of the female population 

c. Aging/Palliative care 

d. Trauma-Informed care 

e. Confidentiality of behavioral health information 

f. Suicide/self-injury prevention 

g. Signs and symptoms of mental illness, substance use/relapse, and neurocognitive 
disorders/neurodevelopmental disabilities. 

3. Documentation of receipt of all courses will be maintained on site. Documentation will 
include 

a. Course attended 
b. Date of course 
c. Number of hours per course 

4. A course may be provided by: 

a. A member of the health care staff 
b. Guest lecturers 
c. Departmental staff 
d. A community hospital 
e. Attending NCCHC, ACA, and ACHSDA annual conferences 
f. Independent self-study 
g. VitalCore guided training  
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5. Education/staff development may include: 

a. CPR (every two (2) years per course requirements) 
b. First Aid/AED (every two (2) years per course requirements) 
c. Annual Departmental Training 
d. Staff in-services 
e. CEU’s toward professional licensure 

C. Continuing Education (CE) 

1. All VitalCore licensed and/or certified health care staff will obtain CE as required for State 
Licensure or certification. The facility Health Services Administrator (HSA), or designee, will 
receive proof of attendance from the employee and maintain on file.  

a. Full‐time qualified health care professionals must obtain a minimum of 12 hours of 
continuing education per year, or have proof  of State Licensure CE requirements, 
whichever is higher. 

b. Part‐time qualified health care professionals prorate their continuing education 
hours based on full‐time equivalency, or State Licensure CE requirements, 
whichever is higher. 
 

2. CE/staff development may include instruction given onsite by a member of the health care 
staff or guest lecturers, or attendance at programs offered in the community by hospitals or 
other health care providers. 

3. When CE is provided on site: 

a. Topics must pertain to healthcare (i.e., protocols, policies/procedures, standards, 
diseases, diagnosis, therapeutic intervention, etc.) as seen in correctional and clinical 
settings.  

b. VitalCore generated CE offerings will be provided to the HSA by the Corporate Director of 
Nursing responsible for the specialty to be distributed to all licensed employees.  

c. Each site HSA, or designee, shall maintain a copy of the employee’s Certificate of CE on 
file. 

d. The site HSA, or designee, shall maintain a log or other database of completed CE, in-
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services, or departmental staff development offerings.  

4. Up to date resources will be available to health care workers.  

5. All staff will complete the health assessment and suicide prevention training yearly.  

6. All staff, inclusive of correctional staff, assigned to a multidisciplinary services team is trained 
annually on how to respond to behavioral health related crises. This training is approved by 
the Behavioral Health Authority, with cooperation by the facility administrator. 

7. Medication administration training CE’s will be completed annually by all medical staff 
assigned to pass medications (CMAs, LPNs, RNs).  

8. All nursing staff must complete the yearly nursing competencies and all new hires must 
complete the competencies within 30 days of hire.  

D. All Health services staff are required to maintain current CPR certification.  For staff providing direct 
patient care, American Heart Association BLS CPR certification is required, and the course must 
contain both cognitive and hands‐on skills testing components. On‐line renewal without the hands‐
on testing is not acceptable. Training includes the use of the automated external defibrillator (AED). 
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POLICY: 
 
A training program, established or approved by the Responsible Health Authority in cooperation with the 
facility administrator, guides the health‐related training of correctional officers who work with patients. 
 
PURPOSE: 
 
Ensure that correctional officers are appropriately trained in their responsibility for early detection of 
illness or injury, are appropriately trained to respond to life-threatening situations (within four (4) minutes 
after a medical emergency is called) and are made aware of potential emergencies or procedures.  
 
PROCEDURE:  
 

A. Training will include, but not be limited to:  
 
1. Administration of first aid care 
2. Recognizing the need for emergency care in life-threatening situations (e.g., heart attack, 

asthma)  
3. Recognizing acute manifestations of certain chronic illnesses (e.g., seizures, intoxication and 

withdrawal, and adverse reactions to medication) 
4. Recognizing signs and symptoms of behavioral illness, intellectual disability, and behavioral 

management techniques, as well as substance use treatment models.  
a. Correctional staff working in behavioral health areas, including behavioral health 

programs, residential units, or restrictive housing areas, receive additional training 
from behavioral health staff to fulfill their specific roles. 

5. Intake Screening 
6. Release/Discharge planning 
7. Procedure for appropriate referral for health complaints 
8. Precautions and procedures with respect to infectious and communicable diseases 
9. Suicide prevention and crisis intervention 
10. Cardiopulmonary resuscitation 
11. Medication delivery to patients, KOP (keep-on-person), DOT (direct observation therapy) and 

medication administration guidelines 
12. End-of-life program 
13. Confidentiality of health care information 
14. Procedures for transfers to medical facilities or healthcare providers 
15. Other training as required by the department  
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B. Training for correctional officers is provided upon initial hire and annually by health care services 
staff.  
 

C. Security personnel monitoring medication self-administration will complete a training program 
annually.  

 
D. Documentation of training will be maintained in the employee’s training file in accordance with 

departmental policy.  
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POLICY: 
 
Personnel who administer or deliver prescription medication are appropriately trained. 

 
A. Medications will be dispensed only by a Pharmacist, Physician, or Dentist licensed by the State in 

which they work. 
 

B. Medications will be administered by appropriately licensed/certified staff. 
 

C. Medications will be administered in a timely manner and recorded on the approved form. 
 

D. Medication administration training will be approved by the responsible physician, and facility 
administrator or designee.   

 
E. If keep on person (KOP) medications are used within the system, they will be issued to patients 

who are eligible according to the corresponding policy.  
 
PROCEDURE: 
 

A. Training of healthcare services staff will include, but not necessarily be limited to:  
 
1. Drugs used within the institution, including their action and possible side effects. 

 
2. Security matters inherent in the administration of medications in a prison environment. 

 
3. Accountability for administering medications in a timely manner according to physician 

orders. 
 

4. Accountability for proper inventory of controlled medications and proper disposition of 
syringes and needles.  

 
5. Management/administration of the KOP program (if applicable). 

 
B. During orientation, all nursing personnel will be oriented to medication administration by: 

 
1. Review of Pharmacy Policy and Procedure 
 
2. Observation of pill lines including floating medication in water 
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3. Conducting pill lines under direct supervision 
 

4. Recording the administration of medications on the medication administration record (MAR) 
under direct supervision 

 
5. Completing the proper inventory of: 

 
a. New prescriptions arriving from pharmacy 
b. Stock medication 
c. Appropriate counts completed each shift, by on-coming and off-going nursing staff, of 

control medication as well as sharps such as scalpels, syringes and needles.  
 

C. Healthcare staff will review the approved drug formulary for a listing of current drugs used within 
the facility. Healthcare staff will review the procedure for obtaining non-formulary medications. 
 

D. A current Drug Reference Manual will be made available for review regarding the program of 
prescribing practices. 

 
E. The facility Director of Nursing, or designee, will conduct training to include proper medication 

administration for nursing personnel.  
 

F. Correctional officers who oversee self-administration medication lines will also be trained in 
accordance with departmental policy. 

 
G. Training curriculum for nursing staff shall be reviewed annually and updated as needed.  
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POLICY: 
 
Incarcerated individuals do not provide health care services. Incarcerated individuals involved in health 
services are appropriately trained and supervised. 
 

A. Incarcerated individuals will not be used in the delivery of health care services. 
 

B. Prohibited duties include: 
 

1. Performing direct patient care services 
2. Scheduling health care appointments 
3. Determining access of other incarcerated individuals to health care services  
4. Handling or having access to: 

 
a. Surgical instruments 
b. Syringes 
c. Needles 
d. Medications 
e. Health Records 
f. Operating diagnostic or therapeutic equipment 

 
DEFINITIONS: 
 
Activities of daily living generally refers to ambulation, bathing, dressing, feeding, and toileting. 
 
PROCEDURE: 
 

A. Incarcerated workers may perform the following duties in the health service area while under 
direct supervision: 
 
1. Janitorial services 
2. Assemble blank health record forms 
3. Assist with health education bulletin boards 
4. Assist with furniture/equipment relocation 
5. Copy non-patient related information 
6. Assist in peer related health programs 
7. Hospice programs assistance for ADL 
8. Housing buddy system 
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B. VitalCore personnel will supervise incarcerated individuals assigned to the health care unit in 

accordance with contract requirements. 
 

C. Incarcerated individuals assigned duty in the health services area will be trained by designated 
health care staff in Standard Precautions prior to assignment. 

 
D. Incarcerated individuals do not make treatment decisions or provide patient care. 

 
E. Incarcerated individuals shall not substitute for regular program or health staff but may be 

employed in appropriate peer health‐related programs.  
 

F. Incarcerated workers who handle biohazardous waste receive appropriate training and receive 
appropriate personal protective equipment for the discharge of these duties. 
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POLICY:  

 
Understanding core competencies related to staffing needs is essential to the safe practice of health 
care. All Health Authorities, Directors of Nursing, Physicians, and BH Coordinators shall be trained in the 
core staffing matrix of the facility as it relates to their departments.  

 
DEFINITIONS: 

 
A staffing plan lays out the full‐time equivalent staff coverage required, lists current incumbents and 
vacancies, and addresses how full coverage will be accomplished if all positions are not filled (e.g., use 
of agency, temporary, or part‐time staff). A staffing plan is a detailed schedule on which classifications 
of staff are assigned to posts and positions for the health care unit. 

 
A post is a job defined by its location, time and duties that can be filled interchangeably by different staff 
members (e.g., 7‐3 infirmary nurse). Continuous coverage usually distinguishes a post from a position; a 
post has tasks that cannot usually be deferred. 

 
A position (Full time Equivalent/FTE) is a job filled by a specific staff member (e.g., medical records 
secretary, physician, chief nurse). A position has tasks that can usually be deferred until the staff member 
is available. 

 
A prescribing clinician is a licensed individual authorized to write prescriptions. 

 

PROCEDURE: 
 

A. The health services program within the department is operated on a contractual agreement 
between VitalCore and the department. Within this arrangement, both parties assume the 
responsibility for the overall effectiveness of the delivery of health care services to patients. 
 

B. The organizational chart reflects the relationship between the health services component and the 
corrections administration, and the specific organization of health services personnel.  
 

C. Each facility shall maintain a written staffing plan that ensures a sufficient number of health staff 
of varying types is available to provide adequate and timely evaluation and treatment consistent 
with current standards of care.  
 

D. The adequacy and effectiveness of the staffing plan shall be assessed and approved annually by the 
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facility’s Health Services Administrator (HSA) for its ability to meet the health needs of the patient 
population.  
 

E. When volunteers are used in the clinical areas of the facility: 

 
1. There is a documented system for selection, training, supervision, and orientation of 

volunteers. 
2. There is a defined list of tasks and responsibilities approved by the Health Authority. 
3. Volunteers may only perform duties consistent with their credentials and training. 
4. Volunteers agree in writing to follow facility policies, including those relating to the 

security and confidentiality of information. 
 

F. When students or interns are delivering health care in the facility as part of a training program: 
 

1. They work under staff supervision commensurate with their level of training. 
2. There is a written agreement between the facility and training or educational facility that 

covers the scope of work, length of agreement or any legal or liability issues. 
3. Students or interns agree in writing to abide by facility policies including those relating to 

the security and confidentiality of information. 
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POLICY: 
 
A designated, trained health care liaison coordinates the health delivery services in the facility when no 
qualified health care professionals are available for a continuous 24 hours.  

 
DEFINITIONS: 
 
The health care liaison may be a correctional officer or other person without a health care license who is 
instructed by the responsible physician in limited aspects of health care coordination. The health care 
liaison generally carries out the following duties: reviews receiving screening forms for follow‐up 
attention; reviews nonemergency health care requests as instructed by the responsible physician; helps 
carry out clinician’s orders regarding such matters as diet, housing, and work assignments; and 
maintaining patient’s rights to privacy. The health care liaison does not deliver health care. 
 
PROCEDURE: 
 
A. The Health Services Administrator and Site Medical Director, or their designees, are on-call twenty-

four (24) hours a day, seven (7) days a week to coordinate any health care issues.  

B. At facilities with less than twenty-four (24) hour nursing on site, nursing personnel at the main site 
will coordinate with the health care liaison. 

C. Licensed nursing staff shall perform remote triage and chart reviews as necessary in coordination 
with the liaison to provide uninterrupted health care services.  

D. Training for the health care liaison includes documentation, communication, triaging of non-
emergent sick call requests, and confidentiality of patient health care needs.  

E. Health care liaison training will be completed annually by VitalCore Health Strategies staff.  
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POLICY: 
 
All health staff receive an immediate basic orientation and all full‐time staff completes a formal in‐depth 
orientation to the health services program. 
 
DEFINITIONS: 
 
Basic orientation, which is provided on or before the first day of on-site service, includes information 
necessary for the health staff member (e.g., full‐time, part‐time, consultant, per diem) to 
function safely in the institution. The training includes information on how to function safely in the 
facility, addressing relevant security and health services policies and procedures, response to facility 
emergency situations, the staff member’s position description, and inmate-staff relationships. 
 
In‐depth orientation includes a full familiarization with the health services delivery system at 
the facility and focuses on the similarities and differences between providing health care in the 
community and in a correctional setting. This training occurs within the first 90 days of employment 
and includes policies and procedures not addressed in basic orientation, health and age-specific needs 
of the inmate population, infection control, including the use of standard precautions, and 
confidentiality of records and health information. 
 
Continuing professional education includes organized programs of study designed to keep 
behavioral health professionals current in clinical knowledge and skills. 
 
PROCEDURE: 
 

A. All new employees will be enrolled in the first available departmental orientation program. 
Employees will be scheduled for annual training in accordance with department policy.  

1. All full-time health services employees who have contact incarcerated individuals will receive 
forty (40) hours of in-depth, specialized training in addition to forty (40) hours of basic 
orientation training.  

2. Part-time staff training will be pro-rated to the hours worked. 

3. Training on topics as required by the corrections department and VitalCore Health Strategies 
will be completed annually.   
 

B. All new employees will complete the VitalCore Health Strategies orientation, and this orientation 
will begin prior to or on the new employee’s first on-site shift.  

C. The Health Services Administrator will ensure the availability of a written orientation plan. Among 
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topics that shall be included, but not limited to, are: 

1. Job Description 
2. Employee Benefit Program 
3. Organizational Overview 
4. Confidentiality/Release of Information/Sharing Information Based on “need to know” 
5. Patient/Staff Relationship and Appropriate Conduct with Patients 
6. Basic Rights of Patients / Eighth Amendment 
7. Introduction to Accreditation Standards 
8. Security and Control (Contraband, Key Control, Professional Boundaries) 
9. Relevant Security Policies and Procedures 
10. Healthcare Policies, Procedures and Protocols 
11. The Patient Social System 
12. Tour of Facility 
13. Emergency Procedures 
14. Emergency Response/Location of Emergency Equipment  
15. Behavioral Health Needs, Signs and Symptoms, and Classifications of Patients 
16. Suicide Prevention Plan 
17. Infection Control/Occupational Exposure Control/Standard Precautions/PPE 
18. Sick Call Process 
19. Quality Assurance Performance Improvement (QAPI) 
20. Specials Needs of the Patient Population 
21. Medical Classification of Patients 
22. Right to Refuse Treatment 
23. Informed Consent 
24. Electronic Medical Record 
25. Biohazardous Waste Disposal 
26. Sick Call Process 
27. Electronic Medical Records 
28. PREA / Aspects of Sexual Abuse and Harassment 
 

D. The Health Services Administrator (HSA), or designee, will develop a work schedule for new 
employees that allows for sufficient time necessary for orientation. Employees shall not perform 
any on site duties without full orientation.  New employees hired as part of a new contract 
transition shall receive new VitalCore Orientation within the first 30 days of the start of the 
contract. 

E. The orientation program is approved by the Health Authority and correctional administrator, or 
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designee, and reviewed every two (2) years.  

F. VitalCore Health Strategies employees receive a general orientation to the institution upon 
initiation of employment through the completion of VitalCore Orientation training.  The modules 
included in VitalCore Orientation contain information related to: 

1. VitalCore Health Strategies company policies. 

2. Working in a correctional environment. 

3. Handling urgent/emergent situations. 

4. Employee Safety. 

5. HIPAA training. 

6. Infection Control, BBP, TB. 

7. Human Resources information. 

G. Additional orientation programs included in the Clinical Orientation trainings are provided to 
nursing and ancillary clinical staff.  Completion of this training is required for all full‐time, part‐
time and PRN staff working in a clinical position.  The modules included in the clinical orientation 
contain information related to: 

1. Ancillary Health Services 

2. Behavioral Health Services 

3. Chronic Illness 

4. Clinical Communications 

5. Controlled Drug Documentation & Accountability 

6. Emergency Care 

7. Environment for Safe Patient Care 

8. Infirmary Care 

9. Initial & Annual Physical Exams 

10. Intake Health Screenings & Transfers 

11. Medication Administration & Documentation 

12. Nursing Clinical Guidelines and Tools 

13. Prison Rape Elimination Act (PREA) Responsibilities 

14. Restrictive & Special Housing 

15. Sharps Safety 

16. Sick Call 

17. Situations Requiring Special Procedures 

18. Substance Use Withdrawal 

19. Suicide Prevention 



Health Services 

Policy and Procedure 

 

VitalCore General Health Policy Reviewed: 12-17-2019 

Title: Orientation of Health Care Staff Revised: 12-17-2019 

ACA: Non-Mandatory NCCHC: Important #: P-C-09.00 

 

REFERENCES 
NCCHC: Standards for Health Services in Prison, 2018, P‐C‐09 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH‐C‐03 
ACA: Performance Based Expected Practices for Adult Correctional Institutions-5th Ed., 2018; 5-1D-4082; 5-1D-4085  

  Page 4 of 5 

20. Tool & Sharp Control 

21. Utilization Management 

H. The modules included in the clinical orientation contain information related to: 

1. Critical Thinking 

2. Delegation & Supervision 

3. Nursing Documentation 

I. All practitioners are to complete all Practitioner Orientation requirements.  Completion of this 
training is required for all full/part time and PRN practitioner staff.  The modules included in this 
orientation include information related to: 

1. Accountable Care 

2. Correctional Environment 

3. Patient Safety 

4. Suicide Prevention 

5. Correctional Health Care Policy and Procedures 

6. Documentation & Medical Records 

7. Utilization Management and Review 

8. Pharmacy 

9. Diagnostic Procedures 

10. Chronic Illness 

11. Nursing Clinical Guidelines 

12. Job Description 

13. Correctional Environment II 

14. Medical Management Model 

15. Pharmacy II 

16. Quality Improvement Program 

17. Behavioral Health 

18. Legal/Risk Management 

19. Correctional Health care Policies and Procedures II 

20. Nursing Clinical Guidelines 

21. Women’s Health 

22. Medical Records 

23. Infirmary/Observation Unit 

24. Health Informatics 

25. Staff Meetings/MAC Meetings 
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J. Time frames for completion of orientation programs:  

1. Initial Orientation training for all new employees will be completed within 14 days of 
hire 

2. On-the-job specific orientation training is to be completed within 30 days of hire 

3. Clinical Orientation training competencies are to be completed within 180 days of hire.  

4. Practitioner Orientation modules are to be completed within 90 days of hire 

5. Practitioner orientation training is to be completed by all practitioners in the same 
manner as all other staff unless a specific individualized plan is developed for 
mitigating circumstances.  
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POLICY:  
 
Pharmaceutical operations are sufficient to meet the needs of the facility and are in accordance with 
legal requirements. The pharmaceutical program complies with all applicable state and federal 
regulations regarding prescribing, dispensing, administering, procuring and disposing of 
pharmaceuticals. Accountability and inventory records for controlled substance medications are 
documented in the VitalCore Controlled Substance Log Book. 
 
PROCEDURE: 
 
The following process facilitates accountability from the point that a controlled substance is 
ordered through the time that the medication is either administered to a patient or destroyed. 
 

A. Ordering and Receipt of Bulk Stock or Patient Specific Controlled Medication (Class II, Ill, IV): 
 

1. When a Controlled Substance is ordered, the Charge Nurse or the Medication Nurse will 
complete the Controlled Stock Medication Reorder Form or New Order Form and 
provide the completed form with a copy of the physician order for the medication to 
the HSA. For Schedule IIs, the DEA 222 form is to be completed and mailed to the 
pharmacy. For Schedule II patient specific medication, the original prescription is to be 
completed and mailed to the pharmacy. 
 

2. The HSA will review the order forms against the Physician Order and the Controlled 
Substance Log Book to ascertain if the order is necessary. Once the HSA verifies the 
medication is needed, he or she will obtain the signature of the Physician. 

 
3. For Class Ill & IV: The completed form Is to be faxed to the appropriate Pharmacy fax 

number. The fax verification is to be attached to the order form. The original is given to 
the HSA to be maintained in the Narcotics Control Binder. 

 
4. Upon receipt of the medication (bulk and patient specific), two medical staff should: 

 
a) Review the manifest 
b) Locate each controlled medication listed on the manifest 
c) Compare the amount received to the amount listed as shipped.  
d) Assure that all medications listed as shipped are identified and counted 
e) Report any discrepancy immediately to the contracted pharmacist, Medical Director, 

HSA and DON. 
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f) The manifest will be signed and dated by two personnel 
g) All control substances manifest will be filed and kept for five years. CII manifests will be 

separate from the other classes. 
 

5. The manifest is to be attached to the original Re-order or New Order form that is in the 
Narcotic Control Binder 
.  

6. The controlled substances received will be placed under double locked cabinet or similar 
(safe or lock box is recommended). 
 

7. All controlled medications will be counted by two (2) nursing staff members at each 
change of shift. This will be documented on a Controlled Substance Usage Log and 
Control Drug Count Verification sheet in the Controlled Substance Log Book. 

 
8. In the event that a facility receives controlled medication for an individual that is no 

longer incarcerated in that facility; this procedure must still be followed. The 
medications will be secured and counted in the healthcare unit until sent for destruction. 

 
9. Upon release from the facility the patient's personal property-controlled medication may 

be released to him/her, provided that neither the prescription nor the medication has 
expired. Follow the directions for destroying or returning medication for destruction but 
circle the disposition "Personal Property/Returned to Patient." 

 
B. Assigning a Blister Pack Containing a Controlled Substance to a Med Cart and/or Signing out to a 

Medication Nurse: 
 

*Note: Larger sites with "bulk" inventory separate from working stock must have separate 
books for each area. Sites may also have a separate book for the infirmary area or even 
separate books for multiple carts. Each book must be consistently labeled the same way by 
area and sequentially numbered. For example, the stock storage book must be labeled 
"Stock" and start with Book 1. 

 
1. The Medication Nurse will request from the HSA or DON, or designees, when a specific 

narcotic is needed. 
 

2. The HSA or DON designee will verify that the requested narcotic is needed by reviewing 
the Controlled Substance Log Book for that location. 
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3. When signing out a new narcotic blister pack or similar, the HSA or DON designee and 

the Medication Nurse taking receipt of the medication, will further complete the Index 
Page and Controlled Substance Usage Log from the Stock Controlled Substance Log 
Book, noting where the medication is being moved to. 

 
4. Blister pack/medication pack information is then entered onto the Index Page and 

Controlled Substance Usage Log in the appropriate Controlled Substance Log Book titled: 
i.e., Cart "XX" or similar. 

 
5. Medication nurses will utilize the Controlled Substance Usage Log each time a patient 

receives a dose of a specific narcotic. 
 

6. All controlled substances will be accounted for each shift; whether or not it was in use on 
that particular shift. The in-coming and off-going nurses will count and complete the 
corresponding column on the Controlled Drug Count Verification sheet in the Controlled 
Substance Log Book. It is mandatory that two (2) nurses sign at each shift change to 
indicate that the count for all identified medications is accurate. 

 
7. Any discrepancies are to be reported to the HSA or DON immediately, prior to any 

nurse/staff member leaving. If there is a discrepancy, all employees must stay on-site 
until released by the HSA. 

 
8. The Controlled Substance Log Books are to be reviewed by the HSA, or designee, for 

accuracy. 
 

C.  Expired Medications or Narcotic Supply Depletion: 
 

1. Upon a medication expiring, the supply depleted, or a patient specific blister card 
medication order has been discontinued, the blister pack stays on that medication cart 
until it can be sent back to the 3rd party contractor for destruction. 
 

2. The Controlled Substance Usage Log in the med cart Controlled Substance Log Book will 
note that the medication has expired, depleted or been discontinued. An "X" will be 
placed in remaining rows on the log and notation made on the Index Page. 

 
3. Once the HSA has sent the Controlled Substance to the 3rd party contractor to be 

destroyed, they will complete the appropriate Index Page and Controlled Substance 
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Usage Log in the Stock Controlled Substance Log Book noting the disposition as 
discontinued or expired medication returned to 3rd party contractor to be destroyed. 

 
D.  Waste of Controlled Substance 

 
1. The wasting of a partial or complete dose of a controlled medication must be witnessed. 

 
2. Waste of controlled medications must be documented on the Usage Log sheet in the 

appropriate Controlled Substance Log Book. 
 

3. Two designated personnel signatures are required on the Controlled Substance Usage Log sheet 
when a medication is wasted. 

 
4. Expired and/or excess controlled substances cannot be returned to the pharmacy and must be 

sent back to the 3rd party contractor for destruction. 
 

E. Destruction of Controlled Substances: 
 

1. Any controlled substances that are to be destroyed are to be maintained under 
double lock until the medication is sent to the 3rd party contractor to be destroyed. 

 
F. Controlled Medication Counts 

 
1. A Controlled medication count will be conducted and documented whenever 

responsibility for the narcotics key is transferred from one staff member to another.  
 

2. The healthcare person assuming responsibility for the keys and the healthcare person 
relinquishing responsibility for the keys will count and verify that the physical amount 
on hand to the amount recorded as "Balance " on each active controlled medication 
page in the Controlled Substance Log Book. 

 
3. The healthcare person assuming responsibility for the keys must assure that all 

medication entered in the Controlled Substance Log Book Index is counted unless the 
medication has been removed from the Index by two people. 

 
4. Controlled drug counts will be documented in the section titled "Controlled Drug 

Count Verification" as follows: 
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a) On the line corresponding to the correct day of the month, the off-going Nurse 
(or Nurse relinquishing responsibility for the keys) and the on-coming Nurse (or 
Nurse assuming responsibility for the keys) will verify the count is correct by 
entering the time of the count and signing his/her name in the appropriate line 
for the "Off-Going" and "In-Coming" Nurse. 

b) The signature of both nurses indicates that all counts were correct, and no 
discrepancies were noted. 

 
G. Receipt and Storage of Outside Controlled Medications from Patient. 

 
1. If an individual presents to intake with narcotic medication, and VitalCore is 

responsible for the storage while the individual is incarcerated, the following will be 
performed in addition to the above: 

 
a) Narcotic medication accepted for storage will be received by designated 

healthcare personnel and will be witnessed by another staff member (VitalCore or 
custody staff). 

b) Medication will be logged in the main Controlled Substance Log Book to include 
the patients name, the name of the medication, the quantity received, and the 
date received. 

c) The narcotic medication will be counted by two designated healthcare personnel. 
d) The medication receipt form will be completed and include the individual's 

signature and the number of pills contained. 
e) The medication will be placed in a sealed plastic bag (that cannot be opened 

without destruction of the bag), with a copy of the medication receipt form. 
f) The sealed bag of medication will be counted as part of the narcotic counts at each 

shift change. 
g) Upon release, the individual will have three (3) business days or as mandated by 

facility policy, to request the medication, at which time it will be returned. 
h) The VitalCore Team Member will complete the medication receipt form to 

document that the medication was returned. 
i) The Controlled Substance Log Book will be updated with the date the medication 

was returned to the individual. 
j) Should the individual not claim the medication within three (3) business days or as 

mandated by facility policy, the medication will be destroyed in a manner 
described above. 

 
H. Reviewing Logs: 
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1. The HSA/DON or designee will conduct a weekly review to ensure all logs are accurate 

and correspond properly. This will be indicated by dating and signing off on all logs 
reflecting ''weekly review completed." 
 

2. The MD will conduct monthly review to ensure all logs, and corresponding sheets match 
up. This will be indicated by the MD dating and signing off on all logs for that month. 

 
3. When the HSA is not a Nurse, the times referenced for the HSA to be signing off on 

counts, will be designated to the DON or highest-ranking RN. 
 

I. Record Retention 
 

1. The following records must be retained on site for a minimum of five years or as required 
by state pharmacy regulations: 

 
a) Pharmacy manifests that list the controlled medications sent to your site 
b) All completed Controlled Substance Log Books 
c) Destruction certificates for any medication destroyed by the 3rd party contractor. 

 
2. At the end of the VitalCore contract all controlled substance records will be returned to 

VitalCore Corporate as part of the close out procedure. 
 

J. Controlled Substance Log Book additional information: 
 

1. If your site has only one (1) locked narcotic box, there should only be a single current active 
page for each stock-controlled medication. For example, if your site receives three (3) cards 
of Darvocet N 100, you would enter the ENTIRE 90 pills on one (1) page. Your starting count 
would be 90. At the end of the current page you would transfer the remaining amount to a 
new page and update the Index. This amount would likely be #60-but may not necessarily be 
the case. If the patient received two (2) at a time you do NOT have to use two (2) lines to 
sign out two (2) doses. 

 
2. In large sites where there are multiple med carts and each cart has controlled 

medications, you must have a sign out book for each specific area. 
 

3. When counting at the change of shift etc., there should be only one page in the book in 
which you need to refer in order to count each specific stock medication and strength. For 
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example, there should be one page for Darvocet N 100, one page for Tylenol #3, one page 
for Ativan 1 mg, one page for Ativan 2mg, etc. There may be multiple cards of any of these 
medications but the total number that should be on hand is on a single page. 

 
4. The same would hold true for patient specific medication. For example, if patient John 

Doe has 10 Klonopin 1 mg remaining and a refill of 30 mg more arrived at your site, you 
enter the 30 on the current Inventory/Administration record as outlined in the 
directions above. The balance would then be 40 and all of John Doe's Klonopin 1 mg 
are on a single page.  Each different strength of the medication must have a separate 
page. You may NOT continue a page if the strength of the medication is not the same. 
For example, if John Doe was changed from Klonopin 1 mg to Klonopin 2 mg, you 
cannot add the 2mg Klonopin to the 1 mg Klonopin. 

 
5. When conducting a count, you must refer to the Index and count any active medication 

listed in the Index. Simply counting the pills in a card and checking to make sure it 
corresponds to the count of the Usage Log will only identify if a single pill is missing. You 
must be able to identify if an entire card is missing. 

 
6. If you complete the bottom right hand section of the Inventory/Usage Record, the 

medication is STILL in your facility (even though it may be a separate area/building) and is 
still being secured and counted, etc. 

 
7. If you complete the bottom left hand section of the Inventory/Usage Record, the 

medication is NO LONGER in your facility. 
 

8. It is permissible· to transfer a partial amount of a stock medication from one cart/book to 
another cart/book, if an entire card or entire partial card is transferred. Do not complete 
the lower right section on the page because part of the inventory remains on that page. 
Simply sign out the number of pills transferred across the next line of the usage record. This 
entry must be witnessed and one of the persons must be a licensed healthcare person. 

 
9. If your site locks controlled medications awaiting destruction in a separate area from the 

working stock, and if more than one nursing staff has access to these medications, you 
MUST count them at the change of every shift. 

 
10. If access to medications awaiting destruction is limited to a single responsible person (e.g. 

Director of Nurses) a separate bound Controlled Substance Log Book should be maintained 
for this Inventory. Medications transferred to this area would be transferred from one book 
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to another. The final destruction would be documented in the controlled Substance Log 
Book for meds awaiting destruction. If access is strictly limited to a single individual, these 
medications need only be counted at least monthly and each time it is accessed. 
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POLICY: 
 
Medication services are clinically appropriate and provided in a timely, safe, and effective manner.  
 
DEFINITIONS: 
 
Dispensing is the placing of one or more doses of a prescribed medication into containers that are 
correctly labeled to indicate the name of the patient, the contents of the container, and all other vital 
information.  
 
Administering medication is the act in which a single dose of an identified drug is given to a patient.  
 
Distribution is the system for delivering, storing, and accounting for medications from the source of supply 
to the nursing station or point where they are ordinarily administered to the patient. 
 
PROCEDURE:  
 

1. Only legally authorized licensed practitioners may order prescription medications. Included in 
this group are the following:  

 
a. Physicians  
b. Dentists 
c. Psychiatrists  
d. Physician assistants  
e. Nurse practitioners  

 
2. Medications are ordered only when clinically indicated.  

 
3. Medications are not ordered/administered for disciplinary purposes.  

 
4. Patients who enter the facility on prescription medication will have the medication verified. The 

medication may be continued, or an alternative may be offered if indicated. 
 

5. All medications ordered must include a start and stop date. 
 

6. All practitioners will prescribe from an approved VitalCore formulary to the extent possible. 
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7. If non-formulary medications are prescribed, practitioners will follow the established guidelines 
within the associated policy.  
 

8. All orders must be noted and signed by a licensed staff nurse.  
 

9. All orders must be transcribed on the Medication Administration Record (MAR), so medications 
are delivered at the appropriate medication pass time(s).  
 

10. Frequent chart reviews will be completed through the Quality Improvement (QI) process to 
ensure patients receive medications as ordered.  

 
11. The KOP program is designated for all patients with the following exceptions:  

 
a. Patients in formal behavioral health treatment program beds. 
b. Newly incarcerated patients until transfer to the permanent site.  
c. Patients housed within restrictive housing (unless specific medical approval from the 

site medical director exists).  
d. Patients housed within an infirmary setting.  
e. When a patient’s prescribed medication(s) are exempt from KOP.  
f. Patients who have been removed from the program due to violation.  

 
12. Medications excluded from KOP are as follows: (See state non-issue list)  

 
13. Each KOP medication is issued in an original container and is properly labeled with:  

 
a. Patient name  
b. Patient corrections number  
c. Medication name  
d. Medication dose, route and frequency in a format understandable to the patient 
e. Medication strength  
f. Medication start and stop dates  
g. Any special instructions regarding the medication  

 
14. KOP medications should not exceed a 30-day supply.  

 
15. Nurses and CMA’s may not label the patient’s blister packs as this is a dispensing function 

performed only by prescribers and pharmacists.  The healthcare Practitioner/Prescriber will 
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write the following information on the blister packs when medications are dispensed during sick 
call:  

 
a. Write the name and number of the patient on the blister pack  
b. Sign his/her (prescriber’s) own name on the blister pack  

 
16. If the medication is not immediately available during sick call but available in the medication 

room, the patient will report to the next scheduled medication line for the medication as 
instructed.  

 
17. During transport from one facility to another, KOP medications are stored in a secure container 

on the transport bus then provided to the patient upon arrival.  
 
18. Education will be provided to all patients receiving KOP medication in a manner understood by 

them. This education includes patients transferred in which case the education will occur during 
orientation to the new facility.  
 

19. Written patient information education sheets will be provided for each new KOP prescription 
issued. All education will be documented in the electronic health record (EHR). 
 

20. Patients will acknowledge the education and their understanding of the procedure by signature 
on the back of the MAR.   
 

21. Written patient education may include, but not be limited to, the following:  
 

a. How to obtain KOP initial prescriptions and refills.  
b. How to report missing or damaged medication to the medical staff  
c. KOP exclusion with infirmary placement  
d. KOP exclusion with restricted housing placement  
e. Negative actions that cause exclusion from the KOP program such as:  

 
1. Non-compliance  
2. Missing medications  
3. Hoarding medications  
4. Any medication abuse  
5. Alteration to the KOP medication label 
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f. KOP medications that are excluded from the program  
g. How to understand/read the medication labeling  
h. What “non-KOP eligible” means  
i. How to report side effects of medications  
j. The acceptable manner to carry KOP medications to/from the clinic is in the original 

container.  
k. Patients should have in their possession blister packs that are not expired and are 

prescribed only to them. Blister packs that are expired, prescribed to someone else, 
have been re-labeled, altered or show evidence of tampering, are considered 
contraband.  

l. Blister packs that are completely empty may be discarded with other facility trash.  
m. Patients must return blister packs to the clinic for discard that are expired or reached a 

stop date and have remaining doses.  
n. Allowing inspection of KOP medications upon request  
o. May not administer, deal or trade KOP medications with another patient.  

 
22. HCP’s will not change the KOP/direct observation therapy (DOT) order of a patient whose 

medications have been made non-KOP (DOT only) due to non-compliance without approval of 
the Site Medical Director.  

 
23. KOP education procedures will be provided to security and health care staff.  

 
24. Each site has an established written procedure outlining and describing the management of 

KOP.  
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POLICY: 
 
Sufficient and suitable supplies, equipment and space are available to provide medical, dental and 
behavioral health care. 

 
PROCEDURE:  
 
A. Pharmaceuticals, medical supplies, and mobile emergency equipment are available and checked 

regularly.  
 
B. The facility Director of Nursing (DON), or designee, will ensure that equipment is checked and 

maintained in good working order. The Health Services Administrator (HSA) will be notified of all 
non-functioning equipment.  

 
C. All emergency equipment will be checked by each on-coming shift and ensure serviceability. 

Emergency equipment includes, but is not limited to, the following:  
 

1. Oxygen  
2. ER Nurse bag  

a. The ER Nurse Bag will be checked and replenished after each use and monthly 
b. The ER bag will have breakaway locks on them.  The tag number on the ER bag is 

recorded each shift.   
3. AED in the clinical area  

a. The AED in the clinic is checked daily.  
 
D.  Disposable “sharps” and reusable tools/instruments are counted shift-to-shift by one nurse from the 

on-coming shift and one nurse from the off-going shift. The sharps include, but are not limited to, the 
following:  

 
1. Needles  
2. Syringes  
3. Scalpels 
4. Non-disposable scissors 
5.  Non-disposable forceps/clamps  
6. Other non-disposable instruments/tools  
7. Hyfrecator needles  
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E. Discrepancy in the count will be immediately reported to the DON. If the discrepancy cannot be 

rectified timely, the facility security supervisor will be notified. 
 

F.  Examination and treatment rooms for medical, dental, and behavioral health care will be large 
enough to accommodate the necessary equipment and fixtures, and to permit privacy for the 
patient.  

 
G. Medical and dental exam rooms will be equipped with running water for hand washing.  
 
H.  Personal protective equipment will be available for staff.   
 
I. A waiting area with appropriate seating will be available to offenders utilizing clinical services with 

access to a restroom and drinking water.  
 
J. Adequate medical and behavioral health supplies will be available in examination and treatment 

rooms to provide quality health care to the offenders.  
 
K. There will be adequate office space with administrative files, secure storage of medical and 

behavioral health records, and writing desks.  
 
L. Private interviewing space, desk(s), chairs, and lockable file space will be available for the provision of 

behavioral health services.  
 
M. Laboratory, radiological, and other ancillary services areas provided on site will be constructed 

appropriately to hold equipment and records.  
 
N. The presence of a dental office requires at least the following:  
 

1. X-ray unit with developing capabilities  
2. Blood pressure cuff with stethoscope  
3. Oxygen  
4. Hand washing facilities for appropriate hand sanitization  
5. Dental examination chair  
6. Examination light  
7. Sterilizer  
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8.  Instruments  
9. Trash containers for Bio-hazardous materials and sharps  
10.  Dentist and dental assistant chair  

 
O. A dental tool count will be conducted on days the dental clinics are held.  
 
P. The HSA at each site shall identify by list by October 1st and May 1st of each calendar year any 

equipment, office furniture, and storage units for consideration of replacement. 
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POLICY: 
 
On-site diagnostic services are registered, accredited or otherwise meet state and federal law.  
 
PROCEDURE:  
 

A. The following laboratory/diagnostic services will be available:  
 

1.  On site, at a minimum, but not limited to:  
 

a. Multiple dipstick urinalyses  
b. Finger-stick blood glucose testing  
c. Peak flow testing (hand held or other) or the equivalent  
d. Hemoccult tests  
e. Pregnancy test kits where applicable  

 
2. Other diagnostic services that may be provided on site, include, but are not limited to:  

 
a. Diagnostic radiology services  
b. Electrocardiograph services  

 
3. Other necessary laboratory/diagnostic services, if not available on site, will be available off 

site, and include, but are not limited to:  
 

a. Clinical laboratory services for blood, urine, body fluids, and tissue analysis  
b. Other diagnostic radiology and radiographic interpretation services  
c. Other specialized service testing  

 
B. HSA, or designee, will maintain documentation that on site diagnostic services are certified or 

licensed to provide that service.  
 

C. There is a procedure manual for each on site diagnostic service that includes protocols for 
calibration of testing devices to ensure accuracy.  
 

D. The following personnel working in radiology should regularly monitor levels of exposure 
through dosimeters: 
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1. X-ray technicians  
2. Dentist  
3. Dental Assistance  
4. Other staff as applicable.  

 
E. Laboratory and radiographic procedures require a direct verbal or phone order from an HCP 

unless otherwise authorized in the Nursing Clinical Guidelines or Policy and Procedures.  
 

F. Off-site referral services will be arranged for diagnostic studies not available at the facility, in 
accordance with Utilization Management guidelines.  

 
G. Specimens are obtained, stored and transported according to the criteria defined by the 

contracted laboratory.  
  

H. All laboratory and radiographic procedures are performed as directed by the HCP.  
 

1. Critical lab values are managed utilizing the following guidelines:  
 

a. Critical lab values (or panic lab values) are abnormally high or low lab values with 
the range pre-established by the contracted lab.  
 

b. The contracted lab will contact the site regarding a critical lab value and ask to 
speak to a licensed nurse or HCP.  

 

c. The person at the site who receives the call from the lab will identify himself or 
herself by providing full name (first and last) including their professional title. 
(Example: “Mary Jones, R.N.”)  

 
d. The person who receives the critical lab value must immediately contact the HCP 

and report the critical value regardless of the time of day.  
 

e. The person taking the critical lab value information will enter it into the (Electronic) 
Health Record (EHR) on the “critical lab” template. This will initiate a flash alert for 
the HCP when the EHR is next accessed.  
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f. The HCP will address the critical lab on the (electronic) Health Record through a 
visual flash alert then will turn off the flash alert.  

 
g. The “hard copy” of the critical lab must be reviewed and signed by the HCP when it 

is  received. 
 

h. The HCP will sign, date, and time the hard copy critical lab then scan it into the 
health record.  

 
I. Patients are prepared for laboratory and radiographic procedures according to the provider's 

guidelines. 
 

J. Off-site laboratory services will be provided by contracted laboratory services. Stat labs may be 
sent to the nearby hospital lab with the approval of the site HCP using a lab courier service.  
 

K. All lab specimens and x-rays taken at the site will be tracked through completion and HCP review 
and documented. 
 

L. Off-site radiological services will be provided by contracted radiological services. Stat x-rays may 
be sent to the nearby hospital with the approval of the site HCP, in accordance with the UM 
process. Radiology studies performed on-site will be interpreted by the specified radiologist as 
prearranged by VitalCore Health Strategies. This does not preclude the on-site physician from 
reviewing radiological services prior to sending them out to the radiologist. 
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POLICY: 
 
Arrangements are made to provide hospitalization and specialty care to patients in need of these 
services. 
 
DEFINITIONS: 
 
Specialty care means specialist-provided health care (e.g., nephrology, surgery, dermatology, 
orthopedics). 
 
Written agreement means a contract, letter of agreement, or memorandum of understanding between 
the facility and the hospital, clinic, or specialist for the care and treatment of patients. 
 
PROCEDURE:  
 

A. Examples of specialized health care services that are provided, but not limited to, are:  
 

1. Optometry  
 

2. Oral surgery  
 

3. Internal medicine  
 

4. Surgical  
 

5. Ophthalmology  
 

6. Emergency Room care  
 

7. In-Patient Hospital care  
 

8. Out-patient Services  
 

9. Behavioral health (when care required is beyond that available within the agency). 
 

10. Radiology studies beyond the scope of on-site services 
 
11. Telehealth 
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B. Telehealth:  

 
a. Telehealth may be utilized throughout the health system.  

 
i. A Telehealth consent is signed by the patient prior to the clinical encounter. 

 
ii. Confidentiality is maintained always during a Telehealth encounter. 

 
iii. All Telehealth encounters are documented in the patient’s health record.  

 
C. A list of all approved off-site providers and their addresses and phone numbers shall be 

available in the medical unit of the facility.  
 

D. A Letter of Agreement or written contract between VitalCore and specialized health care 
services shall be on file in the VitalCore Corporate Office.  

 
E. Mentally ill incarcerated individuals may be considered for transfer to the State Hospital in 

accordance with state regulations and VitalCore Policy and Procedure if needed. 
 

F. A summary of the care provided by the off-site provider will be given to the Health Care 
Practitioner (HCP).  

 
G. The incarcerated individual will be educated regarding approved treatment recommendations 

and follow up instructions. The education will be documented in the electronic health record.  
 

H. On-site specialty service providers for medical will maintain appropriate licenses and 
certification. 
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POLICY: 

 
Telehealth is the technology that allows for the provision of long-distance clinical care.   Policies and 
procedures that describe this function address the following:  licensure issues, establishment of the 
provider-patient relationship, informed consent, continuity of care, referrals for emergency services, 
documentation in health records, privacy and security of the patient records and exchange of 
information, disclosures and functionality of online services; and prescribing.  
 
 
DEFINITIONS: 
 
Telehealth refers to the use of electronic information and telecommunications technologies to support 
long-distance clinical health care, patient and professional health-related education, public health and 
health administration. 
 
PROCEDURE: 
 
A. Licensure  

 
a. The patient’s state of residency (incarceration) must be established prior to treatment. Most 

state boards require the HCP to be licensed in the state where the patient resides or is 
located. This rule may vary for each state; therefore, each site shall review the law for the 
state.  
 

B. Establishment of the Health Care Practitioner-Patient Relationship  
 

a. The provider -patient relationship is established once the provider agrees to diagnose and 
treat the patient, and the patient consents to be treated, whether an in-person encounter 
has occurred between the provider and patient. 
 

b. Verify the location and identity of the detainee/patient with the on-site health staff. 
 

c. The health care practitioner’s credentials will be reported to the patient prior to the 
initiation of a clinical encounter.   

 
d. The health care practitioner will disclose communication and treatment methods to patients 

and obtain consent where appropriate. 
 
C. Informed consent and confidentiality  
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a. A telehealth consent (Form #158) is signed by the patient prior to the clinical encounter. 
b. Confidentiality is maintained during a telehealth encounter. 

 
D. Evaluation and treatment 

 
a. The standard of care for practicing telemedicine is the same as in-person, traditional health 

care practitioner clinics. The evaluation, consultation and prescribed treatment are 
thoroughly documented in the patient’s health record.  
 

b. If, for any reason, a health care practitioner believes the evaluation, diagnosis or treatment 
will be too complicated for telemedicine, an in-person appointment will be provided before 
any treatment is initiated.    

 
c. Telehealth may include the following: 

 
i. Patient Education and Self-Management:  Provides patients with disease-specific 

education and self-management techniques on a range of issues, including:  
 

1. Prescription compliance 
2. Healthy lifestyle choices, such as diet, exercise, and sleep 
3. Chronic care management principles 
4. Best practices in managing illness/promoting wellness 

 
ii. Pre- and Post- Acute Management of Chronic Conditions:  The ongoing monitoring and 

management of chronic health conditions paramount in helping prevent or address 
potential worsening of symptoms. Telehealth helps:  

 
1. Track and monitor vital signs and other data between formal p provider 

visits 
2. Stabilize, follow and manage patients after an acute episode 
3. Prevent unnecessary trips to the emergency department, hospital or 

physician offices 
4. Shorten hospital stays 

iii. Post-Acute Patient Stabilization:  In post-acute patient stabilization, telehealth uses 
biometric data, check-in data and environmental sensors on a site-by-site basis to: 

 
1. Monitor medical conditions 
2. Detect complications or worsening of symptoms  
3. Address indicators that raise the risk for readmission 
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iv. Long-Distance Routine Check-Ups & Treatment:  Telehealth improves access for 

routine health care check-ups and treatment. As a result, it can: 
 
1. Create a safer healthcare experience 
2. Reduce risks inherent in transportation  
3. Ensure more timely treatment 

 
v. Specialty Tele-Consultation:  Primary care physicians and other providers use 

telehealth services to consult with a specialist or expert, giving clinicians access to a 
more expansive care team. 
 

E. Continuity of care 
 

a. Follow-up care is readily available to the patient, either from the health care provider 
conducting telemedicine or a provider designated by the site health staff. Patients may 
request that the health information be provided to their other healthcare providers in the 
community upon their release from the facility. 

 
F. Referrals for emergency services 

 
a. Health care practitioners practicing telemedicine will work directly with the site health staff 

to implement an emergency plan when the information obtained (via telemedicine) 
indicates that the patient requires referral to an acute care facility.  

 
G. Health care records 

 
a. All telehealth encounters are documented in the patient’s health record.  

 
b. The health record for telemedicine is consistent with standards required for community 

standard documentation. Health records for telemedicine include copies of all patient-
related electronic communications, laboratory tests and results, evaluations and 
consultations, prescriptions, records of past care received, and any instructions produced in 
connection with telemedicine. A copy of any necessary informed consent is placed in the 
health record.  

 
H. Privacy and security of the patient records and exchange of information 

 
a. All applicable federal and state legal requirements for the privacy and security of health 

records and health information is met. This includes compliance with HIPAA, HITECH, and 
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state privacy, security, confidentiality and health record retention rules and laws.  
 

b. All data transmitted by healthcare providers electronically (audio, video, written etc.) is sent 
via use of encryption that meets current standards. 
 

c. Devices used to transmit protected health information has up-to-date security software to 
guard against cyber-attacks. Healthcare professionals have a backup plan in place regarding 
how to communicate with site health staff if a technology failure occurs.    

 
I. Prescribing 

 
a. When prescribing via telemedicine, precautions are taken to ensure patient safety in the 

absence of a traditional physical examination. Measures taken guarantee patient safety 
through informed, accurate and error-prevention practices.  
 

b. Caution is exercised in prescribing medications that require close monitoring or that could 
lead to acute changes in a patient’s condition, particularly if the patient is not near a health 
facility or have limited access to a healthcare provider.   
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PURPOSE: 
 
Information about the availability of, and access to, health care services is communicated orally and in 
writing to patients upon their arrival at the facility in a form and language they understand. 

 
POLICY: 
 
Within twenty-four (24) hours of their arrival at a facility, information about the availability of, and 
access to, health care services is communicated orally and in writing to patients in a form and language 
they understand. 
 
DEFINITIONS: 

 
Written information may take the form of a facility handbook, a handout, or postings in offender 
housing areas. 

 
PROCEDURE:  
 

A. A sign that explains how to access health care services will be posted in the intake/processing 
area. 

B. Upon arrival, the patients are given facility-specific written information in the form of either a 
facility handbook or handout about the following, and are told about: 

1) Accessing emergency care 
2) Accessing routine care 
3) Accessing behavioral health services 
4) Accessing dental services 
5) Co-pay program 

 
i. Necessary health care is not denied due to lack of available funds 
ii. Copayment fees are waived when appointments or services, including follow-

up appointments, are initiated by health care staff 
iii. Copayments are not assessed for treatment arising from sexual abuse 

 
6) Grievance process for health care complaints 
7) Use of Keep on Person (KOP) medications 
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C. Orientation will be provided to non-English speaking, visually impaired, hearing impaired, 
illiterate, mentally ill, and developmentally impaired patients in a manner they can understand.  
The Health Services Administrator shall ensure that programs for formalized assistance are 
arranged in advance with the agency and community resources. 
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PURPOSE: 
 
To ensure that medical, dental and behavioral health screenings and evaluations are completed when 
patients are admitted to the agency.  Patients with special medical and urgent health needs are 
identified, tracked and appropriate care provided at each facility throughout the correctional system.   
 
To identify and meet any known or easily identifiable health needs that require medical intervention 
before the health assessment, and to identify and isolate offenders who appear potentially contagious. 

 

POLICY: 
 
Receiving screening is performed upon an individual’s arrival at the facility to ensure that emergent and 
urgent medical, dental and mental health care needs are met. Persons who are unconscious, 
semiconscious, bleeding, mentally unstable, severely intoxicated, experiencing alcohol or drug 
withdrawal or otherwise urgently in need of medical attention are: 
 

a. Referred immediately for care and medical clearance into the facility 
b. If they are referred to a community hospital and then returned, their admission to the facility 

is predicated on written medical clearance from the hospital. 
 

DEFINITIONS: 
 
Medical clearance is a clinical assessment of physical and mental status before an individual is 
admitted to the facility. The medical clearance may come from on‐site health staff or may require 
sending the individual to the hospital emergency room. The medical clearance is to be documented in 
writing. 
 
Mental health‐trained correctional staff are generally correctional staff assigned to specific roles in 
identifying and interacting with individuals in need of mental health services. These staff include, 
but are not limited to:  
 

a. Officers who provide receiving screening may be designated as mental health liaisons 
 
Receiving screening is a  process of structured inquiry and observation intended to identify 
potential emergency situations among new arrivals and to ensure that patients with known 
illnesses and those on medications are identified for further assessment and continued treatment. 
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PROCEDURE:  
 

A. At minimum, receiving screening includes: 
 

1. Inquiry into: 
a. Current and past illnesses, health conditions, or special health 

requirements (e.g., dietary needs, wheelchair, walker, sleep apnea 
machine) 

b. Past serious infectious disease 
c. Recent communicable illness symptoms (e.g., chronic cough, coughing up 

blood, lethargy, weakness, weight loss, loss of appetite, fever, night 
sweats) 

d. Past or current behavioral illness, including hospitalizations 
e. History of or current suicidal ideation 
f. Dental problems 
g. Allergies 
h. Legal (prescription) and illegal drug use (including type, amount, and time 

of last use) 
i. Current or recent pregnancy 
j. Other health problems as designated by the responsible physician. 

 
2. Observation of: 

a. Appearance (e.g., sweating, tremors, anxious, disheveled) 
b. Behavior (e.g., disorderly, appropriate, insensible) 
c. State of consciousness (e.g., alert, responsive, lethargic) 
d. Condition of skin including trauma markings, bruises, jaundice, rashes, 

infestations and needle marks or other indications of drug abuse 
e. Ease of movement (e.g., body deformities, gait) 
f. Breathing (e.g., persistent cough, shortness of breath) 

 
3. Administration of TB skin test and/or TB questionnaire and/or chest x-ray as 

appropriate for the patient. 
 

4. Patient disposition to: 
a. General population 
b. Referral to appropriate health care service 
c. Referral to appropriate health care service on an emergency basis 
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d. Referrals to appropriate health care service for immediate medical 
isolation or housing 
 

B. Admission Assessment (patients new to the system or out of the system greater than ninety 
(90) days will receive the complete admission assessment.) 
 

1. Health care findings will be recorded on the Admission Health Screening template. 
 

2. Patient Screening: 
a. An individual interview will be held for every patient upon intake. 
b. Nursing staff will initiate the History and Physical Form by completing the 

history and identified sections. 
c. Patients will be verbally instructed by the nursing staff regarding how to 

access health care services.  A sign will be posted in the intake area 
addressing how to access health care services. 

d. Explain Consent to Treat form and answer any questions.  Obtain patient 
signature, witness the signature, sign and date the form. 

e. TB screening will be done. 
f. Complete the HIV Related Illness Questionnaire. 
g. Collect additional data to complete the medical, dental, behavioral 

health, and immunization histories. 
h. Conduct examinations for ectoparasite. 
i. Emergency referral to behavioral health professionals as needed.  The 

nurse will also complete a behavioral health referral form and document 
the behavioral health professional has been notified. 

j. Complete the Admission Health Screening form 
k. The offender will have a comprehensive health assessment completed 

within seven (7) days of the screening by the Physician, Physician 
Assistant, Advanced Practice Registered Nurse (APRN), or trained 
Registered Nurse (RN) on the date of arrival. 
 

C. Re-admission Assessment (out of system less than ninety (90) days). 
 

1. Complete the Admission Health Screening form and review the Physical Examination 
form and medical Classification form. 

a. A physical is required for patients in these categories: 
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i. Patients out of the system less than ninety (90) days but the last 
physical exam was over one year ago 

ii. Patients who have had a change in health status since last release 
(i.e., new medical diagnoses) 
 

b. A physical is not required for patients in this category: 
 
i. Patients out of the system less than ninety (90) days who have had a 

physical less than a year ago and no changes in their health status 
since last admission. 
 

2. Patient Screening: 
 

a. An individual interview will be held with every patient upon intake. 
b. Recording of height, weight, temperature, pulse, respiration, blood 

pressure, glucose check 
c. Patients will be verbally instructed by nursing staff regarding how to 

access health care services 
d. Tuberculosis screening will be done 
e. Conduct an examination for ectoparasites and other physical changes 
f. Complete HIV Related Illness Questionnaire 
g. HCG on all females, except those reporting past history of hysterectomy. 
h. Gonorrhea and Chlamydia screening of all females (as determined by the 

HCP) 
 

D. Holdovers: 
 

1. Holdovers arriving from another agency facility 
 

a. Review the transfer summary 
b. Administer medications and medical treatment as indicated 

 
2. Holdovers from outside the agency 

 
a. Complete the Admission Health screening form 
b. The nurse will review current medications and contact the health care 

practitioner as needed for orders 
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POLICY: 
 
A transfer screening is performed by qualified health care professionals on intra‐system transfers. 
 
DEFINITIONS: 
 
Intrasystem transfers are patients being transferred from one facility to another within the same 
correctional authority’s system. 
 
Comprehensive health summaries are documents containing relevant health information including, 
medical, dental and behavioral health diagnoses, medications, significant chronic conditions, and 
pending health referrals. 
 
Inter-facility (Facility to Facility Transfers): Any patient being transferred from one facility to another 
within the same correctional authority’s larger system.   

 
Intra-facility (Transfers within a facility from Unit to Unit): Any patient being transferred from one unit 
to another within the same correctional facility.  

 
PROCEDURE:  
 

A. Transfers Out 
 
1. File reviews shall be conducted and a transfer out template shall be completed for all patients 

prior to their transfer out of the facility.  
2. Communication between facilities and outside jurisdictions shall occur as necessary to ensure 

continuity of care 
3. The sending facility shall complete a review of patients who have chronic medical issues or 

special needs. These individuals shall be cleared by the Medical Director, or his/her designee, 
following receipt of approval of the receiving facility.  

4. Patients on a medical hold may not transfer until cleared by the Medical Director. 
5. Medical staff reserve the right to place a patient on medical/behavioral health hold pending 

completion of necessary screening, assessment or medical treatment.  
6. Coordination shall occur between the Behavioral Health Coordinators of all patients with a 

serious mental illness prior to transport to another facility.  
 

B. Transfer Screenings 
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1. Transfer screening shall occur as listed below when a patient is transferred from one facility 
to another facility that has less than twenty-four (24)-hour nursing coverage: 
 
a. The nurse from the sending facility shall conduct a chart review on the (electronic) health 

record (EHR) system. 
b. The nurse from the receiving facility shall review the health record and visually assess the 

patient on the day the patient arrives.   
c. If there is not a nurse on duty at the time of patient arrival, the patient will be visually 

assessed once the nurse arrives to the clinic. This shall be documented on a progress 
note.  
 

1) If the nurse from the receiving facility will be absent at the time of patient arrival, 
the sending facility shall complete the “In and Out” portion of the transfer 
template. Only patients who are determined to be medically stable shall be 
transferred.  

2) If there is not nursing staff available upon the arrival of a patient, a health-trained 
security staff member will conduct the designated screening. Contact with the 
health trained security staff member will occur prior to transfer of a patient to 
provide instruction on medication and other health care as necessary to provide 
continuity of care until such time that health care staff are on site. 
 

2. After qualified health care professionals have completed the visual screening of the patient 
during the transfer-in process, the health care staff or health-trained security staff shall refer 
the patient(s) to behavioral health professionals if any of the following exist: 
 
a. Signs of acute behavioral illness 
b. Psychological distress 
c. Danger of harm to self or others 
d. Is currently prescribed psychotropic medication(s)  

 
3. A behavioral health encounter shall occur within eight (8) hours of health staff referral (if the 

patient was admitted before noon, he/she will be assessed by the end of business that day. If 
the patient was admitted after noon, he/she will be triaged. A patient must be assessed no 
later than noon the following day when the health staff referral was made because of a 
positive screening as listed in #2 above). The encounter shall be documented in the health 
record.  
 

C. Facility-to-Facility Transfers and Transfers within a Facility  
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1. The Records and Classification Department manager will provide the health care unit with 

written notification of all scheduled movements. The notification will include the date and 
destination of all transfers and releases.  
 

2. If the transferring site identifies reasons why a patient should not be transferred to another 
facility/unit for a medical or behavioral health reason, a medical/behavioral health hold shall 
be initiated. The reason for the delayed transfer shall be documented in the health record. 
Nursing staff shall notify the facility Director of Nursing (DON), Behavioral Health Coordinator 
if applicable, and the facility Classification Administrator of any impending “hold.” When the 
patient is cleared by the facility medical director, or designee, the facility Classification 
Department will be notified of the patient’s medical/behavioral health clearance for transfer.  

 
3. Consideration shall be given as to whether the designated facility can provide the level of care 

necessary for the patient’s medical conditions. Issues that could prevent transfer include the 
following: 

 
a. Ongoing outside referrals 
b. Presence of acute conditions 
c. Communicable disease 
d. Holdovers that do not have a completed health evaluation. (TB Planted and Read, and 

Admission Physical Exam.) 
 

4. Nursing staff shall review the patient’s health record with attention given to: 
 
a. Known allergies 
b. Date of last TB skin test or chest x-ray 
c. Identification of any medical, dental or behavioral health problems 
d. Current treatment plan for any identified health problems including chronic care 
e. Current medication 
f. Pending appointments or specialty care 
g. Classification limitations 

 
5. The Behavioral Health coordinator, or designee, shall be the resource person for behavioral 

health conditions that could prevent or impact transfer. 
 

6. The process below will be utilized to obtain approvals to transfer any patient with a chronic 
disease or special needs issue:  
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a. The transferring site shall contact the designated person at the receiving site. 
b. Upon receipt of approval by the receiving site, the transferring site shall complete the 

transfer request form and fax it to the Medical Director’s office.  
c. The Medical Director, or his designee, shall approve or deny the transfer in the 

designated area on the transfer request form and fax it back to the transferring site.  
d. The transferring site shall then complete the Transfer Out template and document the 

Medical Director’s approval in the health record. 
 

7. Transfer of medical records shall include:  
 
a. Printed copy of the completed Transfer Out form 
b. Medication Administration Record (MAR) 
c. Medication (direct observation therapy (DOT) only) 
d. Special medical supplies 
e. a., b., and c. above shall be placed in a sealed envelope or folder, addressed to the 

receiving facility, and labeled “MEDICAL TRANSPORT.” This designates the items 
necessary for access to the transport officer in the event that a patient becomes ill or 
injured in route to a given destination.  
 

D. Out to Court and Releases to Detainer: 
 
1. Nursing staff shall review the health record upon receipt of written notice of transfer to an 

outside jurisdiction or out to court.  
 

2. Any special management concerns identified upon review of patients pending court transfers, 
detainers, etc. shall be managed on a case by case basis between the facility medical 
department, classification and records department, and VitalCore Corporate Office.  

 
3. A printed copy of the completed transfer out document shall be placed in an envelope 

addressed to the medical department of the receiving facility.  
 

4. Contact with the outside jurisdiction will be made prior to transfer as deemed necessary to 
ensure continuity of care. 

 
5. Medical records and diagnostic images do not accompany the patient to outside jurisdictions.  

 
6. A supply of medication shall be provided for all patients going to outside jurisdictions as 
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follows: 
 

a. Out to Court: 7-Day Supply regardless of the type of medication 
b. Release to Detainer: 30-Day supply as per Health Care Practitioner (HCP) or Psychiatrist 

order if patient can be trusted to handle the medication responsibly.  
Exception: If patient is not compliant, there may be consideration for a 7-day supply to be 
provided and prescriptions renewed as deemed appropriate by the HCP/Psychiatrist by 
arranging for prescriptions through the release planner until the 30-day requirement is 
met.  

 
7. A thirty (30)-day supply of syringes shall be provided for all patients who receive injectable 

medication that transfer to outside jurisdictions. 
 

8. Parole/Release to Detainer: Nursing staff shall make a clinic appointment prior to the 
patient’s release to review discharge needs with the patient.  

 
9. A checklist shall be completed for release. 

 
E. Paroles/Conditional Releases:  

 
1. Nursing staff shall make a clinic appointment prior to the patient’s release to review discharge 

needs with the patient.  
 

2. Nursing staff shall complete the release check list. 
 

3. A supply of medication shall be provided for all releases as follows:  
 
a. Thirty (30)-day supply as per HCP or Psychiatrist order if patient can be trusted to handle 

the medication responsibly. 
b. If patient is not compliant, consideration for a seven (7)-day supply will be given and 

prescriptions renewed as deemed appropriate by the HCP/Psychiatrist by arranging for 
prescriptions through the release planner until the thirty (30)-day requirement is met.  

c. A 30-day supply of syringes shall be provided for patients who receive an injectable 
medication. 
 

4. A release check list shall be completed.  
 

F. Pre-Transfer In Process 
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1. The Records and Classification Department shall provide the health care and behavioral 

health unit with written notification of patients scheduled to arrive and the date the arrivals 
are scheduled to occur.  
 

2. The receiving facility shall review the information provided to them by the transferring facility 
to determine if the patient is appropriate for the receiving facility.  

 
3. The DON, or designee, of the receiving facility shall notify the transferring facility of the 

approval or denial of the proposed transfer. 
 

G. Transfers In 
 

1. Qualified health care professionals review each incoming patient’s health record or summary 
to ensure continuity of care.  

 
2. Qualified health care professionals shall provide visual screening (face to face) on all patients 

upon their arrival at each facility and at each unit within a facility if the patient transfer results 
in movement from one clinic to another as defined above.  
 

3. The face to face screening shall be completed by qualified health care professionals upon 
arrival but no later than four (4) hours following the patient’s arrival at the facility. For sites 
with populations less than 500 patients, a Health Trained Security staff member may 
complete the face to face screening when the qualified health care professional is not 
available.  

 
4. Nursing staff shall review the patient’s health record upon arrival with review of: 

 
a. Known allergies 
b. Date of last TB skin test or chest X-Ray 
c. Identification of any medical, dental or behavioral health problem 
d. Current treatment plan for any identified health problems including chronic care 
e. Current medications, both DOT and KOP 
f. Specialty care that may be necessary 
g. Review of behavioral health status 
h. Review of dental status 

 
5. Nursing staff shall complete a review of the health record and the hard copy of the health 
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record so that any ongoing needs can be identified.  
 

6. Nursing staff shall do the following for all patients received from a unit within the same 
facility AND from other facilities: 
a. Review and complete the health record transfer and receiving template 
b. Review the hard copy health record (if any) and the electronic health record 
c. Complete visual assessment/screening that will occur within four (4) hours of arrival at 

the facility 
d. Visual assessment/screening of patients who are being transferred for Restrictive Housing 

placement and must occur prior to Restrictive Housing placement 
e. Complete a Restrictive Housing clearance template if patient is a Restrictive Housing 

placement 
f. Take vital signs (Temperature, Pulse, Respiratory rate, Blood Pressure, Pulse Oximetry), 

and weight 
g. Inquire about symptoms of ectoparasites 
h. Inform the patient of access to care procedures both verbally and in writing 
i. Refer the patient for behavioral health follow up if any of the following are exhibited: 

i. Signs of acute behavioral illness 
ii. Psychological distress 
iii. Danger of harm to self or others 
iv. Current prescribed psychotropic medication(s) 

j. Review dental status and refer the patient for dental care as needed. 
 

7. A behavioral health encounter shall occur within eight (8) hours of health staff referral (if the 
patient was admitted before noon, he/she will be assessed by the end of business that day.  If 
the patient was admitted after noon, he/she will be triaged. A patient must be assessed no 
later than noon the following day when the health staff referral was made because of a 
positive screening as listed in #2 above). The encounter shall be documented in the EHR.  
 

8. Medical Records staff shall complete the following: 
 

a. Review the records control form and compare the form to the written notification already 
received from Records and Classification to ascertain that all hard copy health records are 
received. 

b. Review each hard copy health record for completeness.  
 

c. Reformat the hard copy health record as needed to reflect correct chronological order and 
approved format. 
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POLICY: 
 
Periodic health assessments are completed by the health care provider (HCP), Advanced Practice 
Registered Nurse (APRN), or Registered Nurse (RN) with documented training in advanced health 
assessments. The HCP must review and cosign each health assessment completed by a RN or 
Physician's Assistant (PA) and each health assessment with clinically significant findings completed 
by an Advanced Practice Registered Nurse (APRN). 
 
A Periodic Health Assessment is normally scheduled approximately to the patient's birthday. 

The Periodic Health Assessment shall be completed within thirty (30) days before or after a 

patient's birth month. It is acceptable to complete such assessment as much as  thirty (30) days 

before or after the birthday month. The Periodic Health Assessment is to include age 

appropriate interventions. 

 
The Periodic Health Assessment may be completed as part of the Chronic Care visit when 

Periodic Health Assessments are carried out as part of a Chronic Care Clinic visit. The Periodic 

Health Assessment must be documented using the Periodic Health Assessment (Form 117.1). 

 
DEFINITIONS: 
 
Health Assessment: the process in which an individual's health status is evaluated, including questioning 
the patient about   symptoms. 
 
Initial Health Assessment is a health assessment that is completed upon a patient's entry or reentry to 
incarceration. This applies to a patient returning to a facility after being out for more than ninety (90) 
days, a patient returning to a facility after being out less than ninety (90) days that has not had a 
physical within one (1) calendar year or has had a change in his/her health status since release. 
 
Periodic Health Assessment is a health assessment that occurs every year, every three (3) years, or every 
five (5) years, depending on the patient's condition and age. 
 
Clinically Significant findings are any deviation from the normal that significantly impacts the health, 
safety, and welfare of the patient. 
 

PROCEDURE: 
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A.  The offender will have an Initial Health Assessment (Form 117) completed within seven (7) days of 
the screening by the Physician, Physician Assistant, Advanced Practice Registered Nurse (APRN), or 
trained Registered Nurse (RN) on the date of arrival. 

 

B. Each patient shall have a periodic heath assessment. 
 

1. Patients between 18 and 39 years of age will have a Periodic Health Assessment 
completed every five years. 

2. Patients 40 – 55 will have a Periodic Health Assessment completed every three years. 
3. Patients over 55 will have a Periodic Health Assessment completed annually. 
4. Patients who are on Chronic Care will have a Periodic Health Assessment completed 

annually. 
5. The Periodic Health Assessment shall be completed within thirty (30) days before or after a 

patient's birth month. 
 

C. The Periodic Health Assessment includes the following: 
 

1. TB screening (symptom screen and, if previously skin test negative, a skin test) 
2. Vital Signs 

a. Height, weight, blood pressure, respiratory rate, pulse rate, 

temperature, pulse oximetry 

3. Review of pertinent material in the EMR 
4. Inquiry regarding any general symptoms since last screening 
5. Directed physical exam, including: 

a. General review of HEENT 
b. Screening evaluation of cardiopulmonary system 
c. Screening evaluation of abdomen and pelvis 
d. Screening evaluation of extremities 
e. For males - clinical testicular examination and prostate exam as 

determined by the HCP 

f. For females- clinical breast and pelvic examinations, with pap smear unless not 
indicated (see below comments on pap smears) 

g. Screening for auditory system 

h. Visual Screening, near and far 
6. Additional diagnostic evaluations and laboratory as indicated by findings 
7. Completion of a summary of findings 
8. Completion of a plan for follow up care, if indicated 
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9. Completion of a medical classification 
10. TB screenings will be conducted annually for all patients regardless of age or Chronic 

Care status. 

 
C. ADDITIONAL DIAGNOSTIC EVALUATIONS: These are provided at the time of the initial or Periodic 

Health Assessment in accordance with the schedules identified:  

 
1. Pap smear screening for cervical cancer 

 
a. Not indicated for women who have no remaining cervix 
b. Not indicated for women over age 69 
c. Performed first as part of the Initial Health Assessment. If negative, repeated at 

the first annual birthday screening that is at least 9 months after the Initial 
Health Assessment. If two consecutive pap smears are negative, repeated every 
third year until age 69 

d. May be offered on a more frequent schedule if a risk factor such as 
previous cervical or vaginal cancer; cancer of the uterus even s/p 
hysterectomy, or HIV infection is present; this is determined individually 
 

2. Mammogram screening for breast  cancer 
 

a. Offered every other year to women between ages 40 and 49 
b. Offered annually to women aged 50 and over 
c. Offered at other ages based upon clinical need if a risk factor, such as breast 

cancer in a first degree relative is present 
 

3. Stool for occult blood screening for colon cancer 
 

a. Offered annually to men and women over age 50, using  standard 
screening cards 

 
4. Lipid profile, to screen for hypercholesterolemia, including total, high density, low 

density cholesterol and triglyceride by measurement or by calculation 
 

a. For men age 35 and over and women age 45 and over 
b. Repeated every five years on the “5s” (the “5s” are birthdays ending in “0” or 

"5") 
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c. If treatment is initiated for elevated Lipid Profile, follow-up lab will occur in six (6) 
months and then annually. The follow up care will occur in Chronic Care Clinic 

 
5. Abdominal ultrasound to screen for abdominal aortic aneurysm 

 
a. Offered to men at age 70 or greater and as indicated thereafter 

clinically 
b. Through the chronic care process 

 

D. VACCINATIONS: 
 

1. Tetanus will be given every ten years or as indicated by medical criteria. 
2. Pneumovax will be given to patients as referenced in the VCHS Health Infection Control 

Manual. 
3. Flu shots will be given yearly to patients as referenced in the VCHS Health Infection Control 

Manual. 
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POLICY: 
 
Patients receive a behavioral health screening.  Patients with positive screens receive a behavioral 
health evaluation.  Upon admission to the facility, all patients will be screened for behavioral health 
issues including behavioral illness, suicide risk, substance use, and developmental disabilities.  Patients 
admitted to the correctional system needing a comprehensive behavioral health evaluation will receive 
one by a qualified behavioral health professional (QBHP).  All parole violators returning to a facility who 
have not been evaluated within the last ninety (90) days will receive an evaluation by a QBHP.  All 
patients housed in a facility will be provided a behavioral health classification according to diagnosis and 
level of functionality to assist in placement, treatment and classification decisions. 
 
DEFINITIONS: 
 
Behavioral health trained staff include qualified health care professionals who have received instruction 
and supervision in identifying and interacting with individuals in need of mental health services. 
 
Violent behavior is defined as expressive violence initiated because of an interpersonal altercation 
where the goal is to injure the other person, or as instrumental violence, where the goal is to get 
something from the person (usually result in criminal intent). An understanding of the history of either 
form of violence or the circumstances leading to the specific behavior is helpful in assessing the patient’s 
potential for further violent behavior.  
 
Screening for intellectual functioning includes inquiry into history of developmental and educational 
difficulties and, when indicated, referral for application of standardized psychological intelligence tools 
is appropriate.  
 
Qualified behavioral health professionals (QBHPs) may include psychiatrists, psychologists, master’s 
psychologists, psychiatric social workers, psychiatric nurses, and others who by their education, 
credentials, and experience are permitted by law to evaluate and care for the mental health needs of 
patients.  
 
PROCEDURE: 
 

A. Behavioral Health Screening  
 

1. Upon admission to a facility, a behavioral health screening will be completed by qualified 
nursing staff. The screening will include observation of the patient’s behavior and 
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symptoms, as well as a series of questions designed to elicit information regarding the 
patient’s history of behavioral health treatment, drug use, and suicidal behavior. Other 
information to be included in the screening includes current or past use of psychotropic 
medications, past hospitalizations for a mental health disorder, and current depressive or 
suicidal ideation. 
 
a. Should a patient present current evidence of suicidal/homicidal ideation or intent, 

the nurse conducting the assessment will immediately notify behavioral health staff 
and alert them of the need for screening by a QBHP.  

b. Patients who are confirmed to have been receiving psychotropic medication upon 
admission to the facility will be referred immediately by the nurse to the staff 
Psychiatrist or psychiatric Advanced Practice Registered Nurse (APRN). The staff 
psychiatrist or psychiatric APRN will assess the patient within seventy-two (72) 
hours following referral to determine if the current medication regimen should be 
continued.  
 

B. On an annual basis, the facility Behavioral Health Coordinator, or designee, will provide specific 
training to nursing staff conducting screening assessments on each of the following topics: 
 

1. Interviewing skills 
2. Signs and symptoms of behavioral illness and substance abuse/dependence  
3. Identify behavioral illness, cognitive impairment due to head injury, and intellectual or 

developmental disabilities  
4. Information regarding making referrals to behavioral health staff  
5. Indicators for suicide potential  

 
C. All initial screenings by nursing staff will be reviewed in person or by telephone by a QBHP as 

soon as possible, but within eight (8) hours of notification of positive findings.  
 

1. All reviews of initial behavioral health screenings by a behavioral health staff must be in 
person and acknowledged in writing by the end of the next business day.  

2. Any patient demonstrating a need for further assessment of a behavioral health issue 
will be seen by a QBHP the same day, but no later than 24 hours of the screen. 

3. If, in the opinion of any health care professional, the patient requires immediate 
intervention based upon the review of the behavioral health screening, the patient will 
be seen by a QBHP immediately.  
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4. Nursing staff shall document all verbal notification and clinical direction provided by a 
QBHP in the medical record.  

 
D. Behavioral health evaluations shall be conducted by licensed behavioral health staff based upon 

positive findings on the initial behavioral health screening and will include a review of the 
patient’s history of treatment for  mental disorders (including inpatient and outpatient 
treatment for  mental illness and substance use), a brief mental status examination, an 
assessment of the patient’s current treatment needs, and any housing/management issues that 
result from a patient’s current behavioral health issues. Such housing considerations should 
include suicidal ideation, vulnerability to victimization, and ability to tolerate stress. 
 

1. Documentation of such assessments will be made in the patient’s medical record. 
2. Referrals for psychiatric, activity therapy, individual/group therapy, and special needs 

treatment monitoring will be made at this time.  
3. Should the patient have a previous behavioral health classification on record, the QBHP 

will review the classification and update it as appropriate 
4. Questions regarding behavioral health services, limits of confidentiality, and facility 

assignment based upon behavioral health issues should be thoroughly addressed at this 
time.  

5. Patients demonstrating acute mental health distress due to situational anxiety, mental 
illness, and other behavioral health issues will be triaged according to crisis procedures. 
 

E. Behavioral Health Evaluations of New Admissions to Reception and Diagnostic Units  
 

1. All patients newly admitted to an intake unit within the system will receive a 
comprehensive behavioral health evaluation within fourteen (14) days by a multi-
disciplinary team which may include intake investigators, educational staff, Psychiatrist, 
QBHP, and doctoral level Psychologists.  

2. Patients who will be released within twenty-one (21) days after admission require an 
abbreviated assessment to determine immediate behavioral health and release planning 
needs.  

3. A comprehensive evaluation will include:  
a. Records review, including criminal history, current charges, and social history 

information.  
b. Consultation with correctional officers regarding behavioral observations of the 

patient during incarceration  
c. Face-to-face interview  
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d. Review of psychological and educational testing that may include:  
i.  Personality testing  
ii. Substance use assessment  
iii. Academic achievement  
iv. Intellectual appraisal  
v. A Risk/Needs Assessment 
vi. Individually administered intelligence test (when indicated)  
vii. Physical or Sexual Violence Risk Assessment (when indicated) 

 
F. The results of the assessment will be reported according to the department’s record keeping 

system.  
 

G. Case consultation will occur with the doctoral level Psychologist and/or the VitalCore Health 
Strategies Psychiatrist if: 

 
1. The QBHP is unable to make a differential diagnosis  
2. Consultation regarding program recommendations is needed 
3. A second opinion is needed for other reasons as clinically determined  

 
H. Copy of the completed evaluation will be placed in the patient’s behavioral health record.  

 
I. Behavioral Health Evaluations of Intersystem Transfers  

 
1. All parole/conditional violators who do not have a new sentence will be screened and 

considered for need of an updated behavioral health intake assessment.  
2. Parole/conditional violators who have not been evaluated in the last ninety (90) days are 

required to receive an updated behavioral health intake assessment. This intake 
assessment will be completed within fourteen (14) days of the patient’s admission to the 
facility.  

3. If there is documented evidence of a behavioral health intake assessment within the 
previous ninety (90) days, a new behavioral health intake assessment is not required 
unless the patient has positive responses on the intake screening described in this policy.  

4. If the patient reports receiving a behavioral health intake assessment or needs 
evaluation in the community, a release of information request will be obtained from the 
patient. Regardless, the patient will be assessed for any immediate behavioral health 
needs.  
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5. If the patient refuses to sign a release of information to obtain the outside agency’s 
report, a behavioral health appraisal/assessment must be completed.  

6. The behavioral health appraisal/assessment must contain the following elements: 
a. Assessment of current behavioral status and condition;  
b. Assessment of current suicidal potential and person specific circumstances that 

increase suicide potential;  
c. Assessment of violence potential and person specific circumstances that increase 

violence potential; 
d. Review of available historical records of inpatient and outpatient psychiatric 

treatment;  
e. Review of prior treatment with psychotropic medication;  
f. Review of prior psychotherapy, psycho educational groups, and classes or support 

groups;  
g. Review of prior drug and alcohol treatments;  
h. Review of educational history;  
i. Review of prior sexual abuse, victimization and predatory behavior;  
j. Assessment of drug and alcohol use and/or addiction;  
k. Use of additional assessment tools and referrals to treatment as indicated; and  
l. Development and implementation of a treatment plan including any 

recommendations concerning housing, job assignment, and program participation. 
 

J. Behavioral Health Classification  
 

1. All patients received into a facility will have a behavioral health classification assigned by 
a QBHP either at the time of the initial behavioral health screening assessment review or 
at the completion of the initial evaluation.  

2. The following system of classification will apply:  
 

K. Behavioral Disorder  
 

1. None, exclusive of a primary substance use disorder.  
2. Patient does not have a diagnosis that is the focus of behavioral health intervention. This 

category includes patients that have been given a substance use diagnosis. 
3. Paraphilic or Personality Disorder, which is not a current focus of mental health 

treatment.   
4. Other Mental Disorder (Lasting less than 6 months duration or disorders with minimal 

daily functional impairment, such as Adjustment Disorders).   
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5. Serious Mental Disorder 
a. Disorders with moderate to severe functional impairment, for example MDD, 

Bipolar Disorder, PTSD, GD, Substance Induced Psychosis, etc.  
6. Primary Diagnosis of Intellectual Disability, Autism Spectrum, or Neurocognitive 

Disorders. 
7. Severe and Persistent Mental Illness 

a. The patient satisfies criteria for Severe and Persistent Mental Illness as defined by 
state definition or regulation.  

 
L. Behavioral Health Treatment Need  

 
1. Not currently receiving MH treatment.  
2. Receiving time-limited treatment by a QBHP. 
3. Requires on-going treatment, including possible medication management.  
4. Requires special needs treatment monitoring  

a. For example, any psychotic disorder, any bipolar disorder, all MDD, with or without 
medications, intellectual disability, neurocognitive disorders, history of crisis level 
placement/suicide watch within past 6 months, self-harm within past 6 months. 

5. Requires MH Structured Reintegration  
a. Residential mental health unit placement. 

6. Requires Intensive behavioral health placement  
a. Acute mental health unit placement. 

7. Requires hospitalization outside of the facility 
a. The patient requires transfer to a State Hospital per Policy and Procedure.  

 
M.  Housing Considerations  

 
1. May be housed in any facility – no special behavioral health considerations  
2. Placement at a facility with behavioral health services available, which may include 

telehealth services. 
3. Placement at a facility with comprehensive mental health services, including psychiatric 

care and crisis level beds.  
4. Recommend placement with on-site psychiatric care and extended BH staffing hours.  
5. Recommend BH Residential unit housing.  
6. Recommend BH Acute unit housing.  

 
N. Functionality  



Health Services 

Policy and Procedure 
 

VitalCore General Health Policy Reviewed: 12-17-2019 

Title: Mental Health Screening and Evaluation Revised: 12-17-2019 

ACA: Mandatory NCCHC: Essential #: P-E-05.00 

 

REFERENCES 
NCCHC: Standards for Health Services in Prison, 2018, P-E-05 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-E-02, E-04 

ACA: Performance Based Expected Practices for Adult Correctional Institutions, 5th Ed., 5-6A-4370; 5-6A-4371; 5-6A-4372 

Page 7 of 7 
 

 
1. Capable of independent daily living  
2. Minor problems in daily living skills 

a. May require occasional staff support to maintain functioning (Consider MH 
Treatment level 3’s/4’s).  

3. Somewhat impaired daily living skills with regularly scheduled reminders.  
a. Regular staff support is required to maintain stability (Consider MH Treatment level 

4’s/5’s).  
b. Moderately impaired daily living skills with daily reminders or assistance.  

i. Frequent staff interventions and/or placement in residential, reintegration, or 
high acuity units. (Consider MH Treatment level 5’s/6’s).  

4. Severely impaired daily living skills with intensive supervision. Unable to live 
independently.  
a. Consider MH Treatment level 6’s. 

5. The QBHP may describe behaviors associated with the functionality of the patient in the 
following areas: 
 
a. Understanding and Communicating 
b. Goal-directed navigation and ability to utilize transportation options 
c. Self-care (ADL’s) 
d. Interpersonal skills 
e. Life activities: Chores and meal preparation 
f. Life activities: School/work 
g. Participation in society or general population 
h. The patient’s behavioral health classification will appear in both the patient’s health 

care record and communicated to facility classification or unit team staff. 
  

O. Inter-facility transfer of Patients and Behavioral Health Classification  
 

1. Upon transfer to another facility, the Behavioral Health Coordinator will inform the 
Behavioral Health Coordinator of the receiving facility of the pending transfer for all 
patients with a diagnosis requiring special needs placement (exclusive of substance use 
disorders), currently prescribed psychotropic medications, diagnosis of intellectual 
disability, those under the age of 18 years, neurocognitive disorders, and those with a 
severe personality disorder.  

2. A QBHP from the receiving facility will be responsible for reviewing the record and 
assessing the individual upon admission. 
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POLICY: 
 
Oral care under the direction and supervision of a dentist licensed in the state is provided to 
patients. Care is timely and includes prompt access for urgent or painful conditions. There is a 
system of established priorities for care when, in the dentist's judgment, the patient's health 
would otherwise be adversely affected. 
 
DEFINITIONS: 
 
Oral care includes instruction in oral hygiene, examination, and treatment of dental problems. 
Instruction in oral hygiene minimally includes Information on plaque control and proper 
brushing of teeth. 
 
Oral screening includes visual observation of the teeth and gums, and notation of any 
obvious or gross abnormalities requiring immediate referral to a dentist. 
 
Oral examination by a dentist includes taking or reviewing the patient's oral history, an extra 
oral head and neck examination, charting of teeth, and examination of the hard and soft tissue 
of the oral cavity with a mouth mirror, explorer, and adequate illumination. 
 
Oral treatment includes the full range of services that in the supervising dentist's judgment are 
necessary for maintaining the patient's health. 
 
Infection control practices are defined by the American Dental Association and the Centers for 
Disease Control and Prevention as including sterilizing instruments, disinfecting equipment, 
and properly disposing of hazardous waste. 
 
PURPOSE: 
 
A dental care program will be established for all incarcerated individuals within the facilities 
under contract with VitalCore Health Strategies. The dental program will be under the 
direction and supervision of the VitalCore Health Strategies Dental Director, which shall be a 
dentist licensed in the state of practice. 

 
PROCEDURE: 
 

1. All dental care in each facility will be under direction and supervision of a Dentist licensed 
in the State. 
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2. Dental examinations and treatments will be performed only by a licensed Dentist. 
3. Oral hygiene instruction will be provided and documented. 

 
4. Oral screening will be performed by a health trained staff member within seven (7) days 

of admission to the facility. 
 

5. Dental examinations will be completed within thirty (30) days of admission to the facility. 
This will include a treatment plan documented in the patient's medical record. A Panorex 
x-ray, if needed, will be completed and attached to the patient's medical record. 

 

A. Admission Examination:  If a documented dental examination has been 
performed within the past twelve (12) months within the prison system, an 
additional examination upon arrival will not be required. It is, however, 
necessary for the dentist to review the dental treatment plan, when 
applicable, to prioritize needed dental services. 

 
B. Operative Dentistry:  Fillings will be completed as clinically indicated. 

 
C. Prosthodontics 

 
i. Removable prosthodontics will include complete dentures and acrylic 

partial dentures. Prosthodontics made of other materials may be used 
with prior approval of the VitalCore Health Strategies Dental Director. 

ii. Bilateral bicuspid occlusion is adequate for mastication. 
iii. Acrylic partials are treatment of choice. 
iv. All dentures, partial or full, require prior approval of the VitalCore 

Health Strategies Dental Director on the appropriate Dental Referral 
Form. 

v. Dentures will be replaced every five (5) years, or sooner with the 
approval of the VitalCore Health Strategies Dental Director. 

vi. Patients incarcerated more than ninety (90) days may be considered 
for prosthodontics. 

 
D. Periodontics: Chronic periodontal disease will be treated with extraction 

unless other health factors are involved, or prior approval is received 
from the VitalCore Health Strategies Dental Director. 
 

E. Endodontics 
 



Health Services 

Policy and Procedure 
 

VitalCore General Health Policy Reviewed: 12-17-2019 

Title: Dental Care Revised: 12-17-2019 

ACA: Non-Mandatory NCCHC: Essential #: P-E-06.00 

 

REFERENCES 
NCCHC: Standards for Health Services In Prisons, 2018, P-E-06 
ACA: Performance Based Expected Practices for Adult Correctional Institutions – 5th Ed., 5-6A-4360 

 Page 3 of 3 
 

i. Periodontally sound and operatively restorable teeth are 
appropriate. 

ii. Multi-visit procedures, including apicoectomies, will require prior 
approval from the VitalCore Health Strategies Dental Director on 
the Dental Referral Form. 

iii. If a partial is to be constructed, periapically involved teeth will be 
extracted and incorporated into the partial. 

 
F. Orthodontics 

 
i. Bands and/or appliances require prior approval from the VitalCore Health 

Strategies Dental Director. 
ii. Patients with existing bands will be treated on an individual basis after 

consultation with the VitalCore Health Strategies Dental Director. 
 

G. Oral Surgery 
 
i. Complicated oral surgery may be referred to an appropriate specialist 

at the discretion of the VitalCore Health Strategies Dental Director 
through the Utilization Management Process. 

 
H. Aesthetic 

 
i. Aesthetic dentistry is an elective procedure. It does not fall 

within the realm of treating the needs of the greatest number 
of patients and usually will not be done. 

ii. Preventative treatments will be provided to patients when 
determined by the dentist to be appropriate for the needs of 
the individual, (e.g., fluoride treatment). 

iii. Standard precautions and infection control practices will be 
adhered to in Dental clinical settings. 
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POLICY: 
 
Patients have the opportunity daily to request health care. Requests are documented and reviewed 
for immediacy of need and the intervention required. Qualified health professionals respond to health 
care requests. Sick call and practitioner clinics are conducted on a timely basis and in a clinical setting 
by qualified health care professionals. 

 
DEFINITIONS: 

 
Daily means 7 days per week including holidays, unless specified otherwise. 
 
Request for health care refers to oral or written petitions for medical, dental, or behavioral health 
services. These requests are to be documented. 
 
Responding to health services requests is the medical, dental, and behavioral health evaluation and 
treatment of an ambulatory patient in a clinical setting by a qualified health care professional. 
 
Clinician’s (HCP) clinic is a designated time and place for physicians, nurse practitioners, physician 
assistants, dentists, or behavioral health clinicians to respond to health services requests. 
 
Clinical setting refers to an examination or treatment room appropriately supplied and equipped to 
address the patient’s health care needs.  
 
Triage is the sorting and classifying of patients’ medical, dental, and behavioral health requests to 
determine priority of need and the proper place for health care to be rendered. 

 
PROCEDURE:  
 

A. A supply of Health Services Requests will be placed in each housing unit. 

B. Patients will obtain a Health Services Request and complete the required information to request 
Medical, Dental and Behavioral Health services. 

C. The patient will place the completed Health Services Request in the designated area (locked box) 
or bring the request to open sick call. 

D. The Health Services Requests are picked up daily by health care staff.  The forms are triaged by 
medical personnel within twenty-four (24) hours.  When qualified health staff are not available 
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(such as in work release or minimum-security facilities), health trained correctional personnel will 
ensure timely access to an appropriate level of health care provider. 
 

E. The nurse will screen the requests to determine severity of complaints or need for immediate 
assessment by a nurse or a health care provider.  Those requiring immediate assessment shall be 
assessed immediately.  Those not requiring immediate assessment/care shall be seen within 
twenty-four (24) hours of triage of Health Services Request and within seventy-two (72) hours on 
weekends. 

 
1. Patients who bring their Health Services Request to an open sick call are seen that day in 

open sick call. 

2. During sick call, the nurse makes timely assessments; utilizing protocols approved by the 
Medical Director, to provide treatment according to clinical priorities or, schedules the 
patient for the next available HCP’s clinic. 

F. All Health Services Requests are stored for a minimum of three (3) years before being destroyed. 

G. If nursing assessment indicates, patients may be referred to the HCP by the nurse at any time. 
 

1. If a patient presents with the same complaint three (3) times, at the third visit, the patient 
will be scheduled to be seen by the HCP. 

H. At a minimum, sick call will be held daily, Monday through Friday, five (5) days a week. 
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POLICY: 
 

The facility provides 24-hour emergency medical, behavioral health, and dental services. 
 
DEFINITIONS: 
 
Emergency medical, dental, and behavioral health care is care for an acute illness, crisis intervention 
need, or an unexpected health need that cannot be deferred until the next scheduled sick call or 
clinic. 

 
PROCEDURE:  
 

A. A Health Care Practitioner (HCP), Qualified Behavioral Health Professional (QBHP), Psychiatrist 
and a Dentist shall be on-call twenty-four (24) hours per day, seven (7) days per week to provide 
emergency medical, behavioral health and dental services to patients within the facility. 

B. Emergency admissions to hospitals will be the responsibility of the designated facility Medical 
Director. 

1. The facility Medical Director or on-call HCP will seek consultation regarding admissions 
and referrals with the Chief Medical Officer. 

2. The Utilization Management (UM) Coordinator will be notified of the emergency upon 
transport. 

C. Correctional and health care personnel will be trained in proper emergency transfer and security 
procedures that allow for immediate transfer. 

D. Prior arrangements with community hospitals for emergency care and hospitalization will be 
made; a Letter of Agreement, or written contract, stating the services provided will be retained 
on-site by the Health Services Administrator and with the UM Coordinator at the Corporate 
Office. 

E. When the HCP, QBHP, or Dentist is out of the immediate area (i.e. vacation or conference) 
coverage will be maintained with another HCP, QBHP, or Dentist. 
 

F. An on-call list of HCPs, Dentists, QBHPs and Nursing will be posted at the nursing station with 
home, cell and pager numbers. 
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G. Emergency medical transportation and services will be provided, utilizing community emergency 
ambulance services or facility vehicles for non-emergent services. 
 

H. Notification shall be made to the HCP on call for admitting or discharge orders on patients in the 
facility’s infirmary or emergency room after regular working hours. 

 
I. In a life-threatening emergency, all health care staff members and security staff have the 

authority to activate EMS. 
 

1. As soon as possible, the on-call HCP, Health Services Administrator, Director of Nursing, 
UM Nurse Coordinator and Medical Director should be contacted to communicate an 
Emergent transport. 
 

J. The Nursing staff on duty notifies the security shift supervisor of the emergency and of the HCPs 
transfer orders. 
 

K. Patients sent off-site for emergency services require medical clearance by the HCP to return to 
population upon return.  A follow-up plan documented in the health care record is also necessary. 

 
1. After hours, this clearance is through the on-call HCP or the Site Medical Director, or their 

designee. 
 

L. VitalCore Health Strategies shall provide emergency medical treatment necessary to stabilize any 
injured employee, contract employee, volunteer, or visitor who is injured or becomes ill at the 
site.  Follow-up care shall be the responsibility of the person receiving the emergency treatment. 
 

M. First aid kits are maintained in designated locations as approved by facility administration. 
 

1. Contents of the First Aid Kits are approved by the Health Services Administrator and 
include Personal Protective Equipment. 

2. Medications\ are not stored in the First Aid Kits. 
3. First Aid Kits are inspected monthly and the inspections are documented within the First 

Aid Kits. 
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N. Nursing Response to a Medical Emergency: 

1. Nursing staff will respond to all medical emergencies with the AED, the ER bag (which 
will include oxygen) and the means to transport the patient back to the clinic, if 
necessary. 

 

2. Clinic AEDs will be checked daily to assure that the AED is operable by designated 
nursing staff. 

 

3. ER Bags will be checked every shift to assure the seal is intact by designated nursing 
staff. 

 
a. If the seal on the ER bag is not intact or after a medical emergency, contents of 

the bag must be inventoried for completeness 
 

b. Monthly inventory check of the ER bag is mandatory.  The person checking the 
equipment as ready for the next emergency will initial all checks on the 
appropriate form. 

 
c. It is the responsibility of the person checking the ER bag to replace any used or 

missing items, send in work orders for non-working equipment and to inform the 
Health Services Administrator of any problems or issues with items in the bag. 

 
4. Minimum ER Bag Inventory: The minimum ER Bag Inventory shall be determined by 

the Site Medical Director and Health Authority. A content list developed and signed 
by the Site Medical Director and the Health Services Administrator shall be 
maintained in the Bag and checked every shift.  
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POLICY: 
 
When an incarcerated individual resides in Restrictive Housing, health staff monitors his or her health. 
 
DEFINITIONS: 
 
Restrictive housing status is defined as separation from the general population and confined to a cell for 
22 or more hours per day. Facilities may refer to such housing as administrative restrictive housing, 
protective custody, or disciplinary restrictive housing. For the purposes of this standard, the living and 
confinement conditions define the restrictive housing status, not the reason for the restricted housing 
status. 
 
PROCEDURE:  
 

A. Screening: Corrections personnel will immediately notify health services prior to placing an 
offender in Restrictive Housing. 

1. The offender will receive a screening and review by health services.  During this 
assessment, the offender will be informed of how to access medical/behavioral health 
services while in restrictive housing.  

2. The screening will minimally include review of: 

a. Suicidal ideation or a history of suicidal behavior 

b. Prescribed psychotropic medication or serious mental illness diagnosis. 

c. Current mental health complaint or treatment for mental health problems 

d. History of inpatient or outpatient psychiatric or substance use treatment 

e. Observations of the general appearance and behavior of the offender; whether 
there is any evidence of abuse and/or trauma; or whether there are symptoms 
of psychosis, depression, anxiety, and/or aggressive behavior. 

f. The disposition of the incarcerated individual will be documented within the 
healthcare record and may include emergency referrals for mental health crisis 
intervention, or other referrals as necessary.  
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3. If there are any positive responses or observations on the initial screening, a 
Medical/Behavioral Health restrictive housing clearance will be completed. 

B. Daily, face-to-face rounds of all individuals in restrictive housing will be performed by health care 
staff. The presence of healthcare staff in restrictive housing is announced and recorded. 

1. Documentation of the daily rounds of the offender will be entered on the Restrictive 
Housing Health Log for all offenders within restrictive housing (Form 145).  

2. The Log will be transferred to the paper medical record (or scanned into the electronic 
health record) when completed. 

3. At the time of the rounds, the health staff will pass out Health Services Requests. 

4. The frequency of physician visits to restrictive housing areas is determined by the site 
Medical Director. 

C. Minimally, each individual in restrictive housing will receive a weekly, face-to-face round by a 
behavioral health staff member. The behavioral health staff member’s presence on the unit is 
announced and recorded.  

D. All offenders can access Sick Call for any medical, behavioral health, or dental issue by submitting 
a written Health Services Request. 

E. Behavioral Health Procedure: 

1. Placement on Restrictive Housing Status: 

a. Patients identified with behavioral health issues from the medical/behavioral 
health Restrictive Housing initial screening will be referred to a Qualified 
Behavioral Health Professional (QBHP) for immediate evaluation/appraisal.   

2. This appraisal will determine: 

a. If the patient is a suicide risk, 

b. Whether the patient has active psychotic symptoms,  

c. In disciplinary circumstances, whether the misconduct was due to mental illness 
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or mitigating factors related to the mental illness and whether placement 
contraindicates disciplinary detention, and  

d.  If special behavioral health precautions or alternative placement in a treatment 
unit is needed.   

1. If the placement occurs after hours, the medical staff will contact the 
on-call QBHP immediately to discuss the patient’s behavioral health 
issues and to decide a recommended housing disposition. The QBHP 
will also determine whether a face-to-face evaluation is needed before 
the next business day. 

e. Offenders with no identified behavioral health issues from the initial restrictive 
housing healthcare screening and placed on restrictive housing status will be 
evaluated face to face by a QBHP within eight (8) hours of placement in 
restrictive housing, or if the placement occurs after hours, on the next business 
day.  All assessments will be documented in the patient’s health record. 

f. The initial behavioral health evaluation of a patient placed on restrictive housing 
status will include advising the patient of how to request BH assistance while in 
the restrictive environment. 

g. A QBHP will serve on the Restrictive Housing Review Board and make 
recommendations to the board as necessary for patients with serious mental 
illness and document any recommendations on the administrative review form.  
The QBHP will make recommendations of alternative placement should the 
patient’s condition warrant.  

F. On-going Evaluation of Patients on Extended Restrictive Housing Status 

a. When it is deemed necessary that a patient remains on extended restrictive 
housing status for thirty (30) days or longer, a QBHP will conduct a BH 
evaluation to determine if continued confinement is negatively impacting a 
patient’s behavioral health status. Evaluations will occur every thirty (30) days 
until restrictive housing status ends. 

b. The behavioral health evaluation will occur in a manner ensuring confidentiality 
and will be documented in the behavioral health file. The evaluation will address 
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the following issues, minimally: 

1. Reason for the evaluation and location of the interview 
2. Symptoms of anxiety or depression 
3. Delusional thinking and/or hallucinations noted 
4. Orientation to person, place and time 
5. Cognitive impairments  
6. Problems with Activities of Daily Living 
7. Emotional distress 
8. Homicidal ideation 
9. Suicidal ideation 

 
c. After the evaluation, the BHP will recommend whether the patient should 

receive enhanced behavioral health services or if the patient should be referred 
to a clinically appropriate alternative form of housing.  

d. At least once per week, or more frequently according to the treatment plan, a 
QBHP will conduct a face-to-face clinical contact with patients who are 
designated as Special Needs to monitor the patient’s mental health status and 
identify signs of deterioration. 

3.  On-going Monitoring/Treatment of Patient on Restrictive Housing Status 
 

a. The Behavioral Health Coordinator will assign a staff member to the restrictive 
housing unit.  This QBHP will have the primary responsibility for providing 
services to those housed on the unit and coordinating activities with the unit 
team. 

b. The duties of the QBHPs assigned to the restrictive housing unit(s) will include, 
but not be limited to: 

1. Participation in the Restrictive Housing Review Board / Multidisciplinary 
Service Team reviews 

2. Completion of restrictive housing rounds to ensure that patients have 
access to behavioral health services 

3. Rounds will be conducted weekly for all offenders in restrictive housing, 
or more frequently as needed 

4. Documentation of rounds will be recorded in the health record 
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5. Rounds will consist of the BH staff walking to each cell. BH staff will 
attempt a brief interaction with each patient to determine if further 
intervention is warranted.  The QBHP will also consult with correctional 
officers during rounds to discuss any patient management issues or to 
receive other referrals. 

6. BH services will be offered according to the individual needs of the 
patient.  BH services may take the form of individual therapy, group 
therapy or crisis intervention services.   

i. Crisis intervention services also include referral to a 
psychiatrist, a designated residential or acute unit, or a State 
Hospital, when appropriate. 

7. Release from Restrictive Housing Status 
i. Patients classified by behavioral health staff as Special Needs 

will be seen within three (3) working days of their release from 
restrictive housing to determine their adjustment to general 
population. 

1. If the patient appears to be adjusting adequately, the 
patient will return to a schedule of at least monthly 
contact with BH staff, until discharge from special 
needs or stabilization can be documented. 

2. If the patient appears to be having trouble adjusting to 
general population, a treatment plan will be developed 
to address the specific issues impeding readjustment, 
and the frequency of additional follow-up contact will 
be determined. 

ii. Regular reviews by the restrictive housing review board / 
multidisciplinary service team will occur to determine 
appropriateness for release and reintegration into general 
population. If a patient is released directly from restrictive 
housing to the community, a release plan tailored to the 
specific needs of the offender will be developed.  
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POLICY: 
 

Patients are transported safely and in a timely manner for medical, behavioral health, and dental 
clinic appointments both inside and outside the facility. 

 
PROCEDURE:  
 

A. Upon receipt of the approved referral request for offsite services, the Utilization Management 
(UM) Coordinator will: 
 

1. Schedule offsite, routine appointments at a minimum within 30 days. Appointments will 
be additionally prioritized by medical need as determined by the HCP. 
 

2. Document scheduling delays, if any, within the (electronic) health record (EHR) (e.g., 
earliest available appointment, transport issues). 

 
3. Notify correctional escort staff of any recommended specific precautions (including 

standard precautions) to be taken by transportation / escort officers, i.e., masks, gloves, 
etc. 
 

B. Appropriate supplemental medical information (lab reports, x-rays, etc.) will accompany the 
patient with an enclosed, confidential covering.  
  

C. A report on patient scheduled appointments will be provided to the Health Services Administrator 
(HSA).  The UM coordinator will keep a record of missed appointments, which will be discussed 
during care management and Medical Accountability Committee (MAC) meetings. 

 
D. Appointments missed secondary to lack of security transport availability will be documented in 

the record and rescheduled as soon as possible. 
 

E. The Health Care Practitioner (HCP)/Director of Nursing (DON) will be notified by the facility UM 
Coordinator of all missed appointments and scheduling delays.  

 
1. The facility UM Coordinator will reschedule all missed routine appointments. 

 
2. Urgent appointments will be rescheduled by the facility UM Coordinator per the HCP 

order. 
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F. Transportation vehicle type for offsite appointments will be appropriate to the urgency of the 

appointment or health-care need. 
 

1. Non-emergent transport will be via State vehicle. 
 

2. Emergent transport will be via ambulance, through the activation of EMS (911). 
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POLICY: 
 
Nursing Clinical Guidelines will be utilized in the healthcare department to enhance patient care.  The 
Nursing Clinical Guidelines comply with the state practice guidelines and are appropriate to the level of 
competency and preparation of the nurses who will carry them out in the department. Nursing Clinical 
Guidelines are intended to enhance patient care that is directed by a physician.  They are not intended 
to replace physician care. 
 
Standing orders will be used for preventive medicine practices and certain emergency situations. 
 
DEFINITIONS: 
 
Nursing Clinical Guidelines are written instructions or guidelines that specify the steps to be taken in 
determining a patient’s health status and providing interventions. Such tools may include first‐aid 
procedures for the identification and care of ailments that ordinarily would be treated by an 
individual with over‐the counter medication or through self‐care. They also may address more serious 
symptoms such as chest pain, shortness of breath, or intoxication and withdrawal. They provide a 
sequence of steps to be taken to evaluate and stabilize the patient until a provider is contacted, and 
orders are received for further care. 
 
Standing orders are written orders that specify the same course of treatment for each patient 
suspected of having a given condition and that specify the use and amount of prescription drugs. 
Standing orders may be used for preventive medicine and certain emergency situations. 

 

PROCEDURE:  
 

A. Nursing Clinical Guidelines will be approved by the Chief Medical Officer and the Corporate 
Medical Director.  
 

B. Over the counter medications will be utilized in the majority of the Nursing Clinical 
Guidelines.  Prescription medications are only utilized in the nursing guidelines for treatment of 
“emergent” or “life threatening” conditions and for preventative medicine practices as approved 
by the Chief Medical Officer.  A Health Care Practitioner’s standing order is a requirement of these 
guidelines. Health Care Practitioner’s notification shall occur concurrently as the situation permits 
or immediately following the use of emergency medications.   
 

C. Administration of all medications shall be documented on the patient’s Medication 
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Administration Record (MAR). 
 

D. Nursing Clinical Guidelines will only be utilized by licensed nursing staff. 

E. Nursing Contacts: 

1. Nursing Clinical Guidelines may be utilized three (3) times for the same health complaint, 
but on the third contact, referral to the physician or midlevel practitioner must be 
scheduled.  The patient will be scheduled to be seen by the HCP within seven (7) days 
unless an earlier appointment is indicated.  

F. Nurses shall refer patients to the physician or midlevel practitioner any time prior to three 
consecutive visits for the same health condition when clinically indicated.  
 

1. If at any time, the nurse determines that an HCP referral is indicated to address a medical 
concern, such referral will be placed. 

G. Nursing Clinical Guidelines are reviewed annually by the Corporate Medical Director, the Chief 
Medical Officer, and the Regional Director of Nursing.  

H. All Health Services Departments shall document nurses’ training in the use of clinical 
guidelines.  Documentation of training and skill assessments shall be maintained in the site 
training log and will include the following indicators: 

 

1. All new nursing staff are trained in the use of clinical guidelines. 

2. All nursing staff demonstrate the knowledge and skills required to utilize the guidelines. 

3. The guidelines and skills shall be reviewed annually. 

4. Staff shall receive re-training when new guidelines are introduced or revised. 

5. Knowledge or process deficits will be addressed via individual or site training. 
 

I. Nursing Peer Review, Monthly CQI (chart reviews) and annual competencies evaluate knowledge 
of and appropriate use of Guidelines.   

J. A signed declaration will be placed in the Nursing Clinical Guidelines manual that indicates they 
have been reviewed and approved by the those listed in G above as well as the site Health 
Services Administrator, site Director of Nursing, and the Responsible Health Care Practitioner. 
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POLICY: 
 
All aspects of care will be coordinated and monitored from admission to discharge.  Patients receive 
treatment and diagnostic tests ordered by clinicians. 

 
PROCEDURE:  
 

A. Specialty consultations and diagnostic tests ordered by a provider will be completed in a timely 
manner with documentation in the (electronic) health record that the ordering provider has 
reviewed the results. 

B. Patients returning from hospitalization will be seen by the Health Care Practitioner (HCP) or 
qualified health care staff upon return to the facility. 

1. Upon a patient’s return from hospitalization, the infirmary nurse will contact the HCP to 
discuss the discharge and follow up orders received from the hospital. Orders will be 
reviewed with the HCP in person or by phone. The HCP will provide clinically indicated 
orders for the patient to the nurse. 

C. If the hospitalization included behavioral health matters, the Behavioral Health Professional will 
assess the patient upon return to the site or nursing staff will contact them by phone to review 
hospital findings and obtain recommendations as indicated.  
 

D. Patients returning to the facility from an emergency room visit will be seen by the HCP or 
qualified health care staff upon return. 

1. Discharge and follow up orders from the emergency room visit will be reviewed with the 
HCP in person or by phone to obtain clinically indicated orders. 

2. The Behavioral Health Professional will see the patient upon return to the site or nursing 
staff will contact them by phone to review hospital findings and obtain orders as 
indicated when the ER visit involved behavioral health care matters. 

E. Clinicians will use diagnostic and treatment results to modify treatment plans as needed. 

F. As changes in treatment are clinically indicated, modifications in the treatment plan and the 
clinical justification for an alternative course is determined and then documented in the 
(electronic) health record. 
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G. Treatment plans will be individualized and are used to guide treatment for episodes of illness.  
Treatment plans should include at a minimum the following: 

1. Frequency of follow up for medical evaluation leading to treatment adjustment, 

2. Type and frequency of diagnostic testing and therapy, and 

3. Instructions about diet, exercise, medication, and correctional environment adaptation, if 
appropriate. 

4. If there is a behavioral health crisis intervention, the recommended housing, method and 
frequency of monitoring, and follow up is indicated within the treatment plan.  
Individualized goals and interventions are also included.  

H. Frequency and content of periodic health assessments will be physician driven based on 
nationally recognized professional organizations. 

I. Practitioner (medical/dental/BH) clinical chart reviews will be utilized to assure that clinically 
appropriate care is ordered and implemented by attending staff. 
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POLICY: 
 
Discharge planning is provided for patients with serious medical, dental, and behavioral health needs 
whose release is imminent. 

 

DEFINITION: 
 
Discharge planning refers to the process of providing sufficient medications for short‐term continuity 
upon release and arranging for necessary follow‐up health services before the patients’ release to the 
community. 

 
PROCEDURE:  
 

A. Discharge planners will obtain lists of upcoming releases from designated corrections staff at each 
facility (e.g., Classification and/or Records staff) and will work with designated medical and 
behavioral health staff to identify those patients with release planning needs. 

B. Discharge planners will work with medical and behavioral health staff to ensure that referrals to 
community agencies contain the appropriate information in order to provide continuity of care 
after the patient’s release.  An Authorization for Release of Information will be signed by the 
patient. 

C. Patients with acute or chronic medical or behavioral health conditions will be counseled on the 
need for follow up with a physician, clinic, behavioral health provider, or behavioral health center 
and will be provided instructions for special care when a patient leaves the custody of the facility. 
The need for follow up will be addressed on the discharge sheet. The name of the community 
provider and contact person will be documented in the (electronic) health record. 

D. Patients currently on medication will be provided with: 

1. A thirty (30) day supply of medication ordered by the treating health care practitioner for 
a medical condition, unless the prescription expires earlier. 

2. Patients with psychiatric prescriptions will be provided with a thirty (30) day supply of 
medication (including tricyclic antidepressants) ordered by the attending psychiatry staff 
member. 

a. If the patient has not been seen by a community provider with prescribing 



Health Services 

Policy and Procedure 

 

VitalCore General Health Policy Reviewed: 12-17-2019 

Title: Discharge Planning Revised: 12-17-2019 

ACA: Non-Mandatory NCCHC: Essential #: P-E-13.00 

 

REFERENCES 
NCCHC: Standards for Health Services in Prison, 2018, P‐E‐10 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-E-10 
ACA: Performance Based Expected Practices for Adult Correctional Institutions-5th Ed., 2018; 5-6A-4347; 5-6A-4372-1 

Page 2 of 4 

 

privileges within thirty (30) days of release, the patient may contact the facility 
Discharge Planner to request medications, up to an additional fifteen (15) days.  
Additional prescriptions may then be called into a community pharmacy at the 
discretion of the responsible psychiatric staff. 

1. Facility staff members will chart these contacts in the patient’s medical 
record. 

3. Exceptions to the provision of a thirty (30) day medication supply are: 

a. Patients may be released with less than a thirty (30) day supply of medications if 
an appointment has been scheduled with a community provider with prescribing 
privileges within the first thirty (30) days of release.  In this case, the amount of 
medications needed from release until the scheduled appointment may be 
provided. 

b. A seven (7) day supply of medications will be provided upon release for patients 
who may not be able to safely manage a large supply of medications.  Approval 
for release of the seven (7) day supply is either provided by the Director of 
Psychiatry Services or the site Medical Director as indicated. 

1. The Discharge Planner will arrange with the psychiatry or medical staff to 
have five (5) additional seven (7) day refills called into a community 
pharmacy of the patient’s choice.  A lesser number of refills may be 
authorized if the patient has an appointment scheduled. 

c. Patients releasing to a detainer will be provided with a seven (7) day supply of 
medication, unless information is available that the patient will be released from 
the detainer on the same day as release from the facility.  In such instances, the 
guidelines listed above shall be followed for the amount of medication to be 
provided upon release. 

E. Patients with positive tests for diseases under the jurisdiction of public health laws are referred to 
the local health department, if the condition has not been treated due to early release or has not 
received the full course of prescribed treatment.  Referral is documented in the medical record and 
the need for a medical follow up will be indicated on the facility discharge sheet. 

F. Patients with special behavioral health or medical needs will be identified within nine (9) months 
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(or as soon as possible) of their scheduled release from facility custody and referred to the 
Discharge Planner to begin release planning. 

1. Discharge planning services may include, but are not limited to the following: 

a. Arranging appointments in the community to ensure continuing of care for 
behavioral health and medical issues;   

b. Working with appropriate facility staff and community agencies to address housing 
needs, if applicable, including nursing home placement screenings; 

c. Working with appropriate Social Security Administration, community departments, 
and facility behavioral health representatives for patients who appear to meet 
criteria for SSI, SSDI or general assistance services; 

d. Obtaining all necessary authorizations to release confidential information;  

e. Following up on the progress of the patient for ninety (90) days after release from 
custody through information available by facility staff, communication with parole 
officers, community corrections officers, and communication with community 
providers, with notification to appropriate behavioral health staff if consultation 
services are needed to assist the patient in remaining on release status. 

f. An entry within the health record will be made at thirty (30), sixty (60, and ninety 
(90) day post release mark (or within five (5) business days surrounding those 
marks) to include the status of the patient and any other discharge planning follow 
up services that may be needed.  The Discharge Planner will seek direction from 
the behavioral health coordinator, or designee, if additional services appear 
necessary. 

g. Charting contacts within the health record related to discharge planning efforts in 
each patient’s medical record, for contacts that occur while the patient is 
incarcerated and for those contacts that occur after release outside of thirty (30), 
sixty (60, and ninety (90) day marks. 

h. Patients with pending release dates, whose psychological functioning is grossly 
impaired, will be evaluated by psychiatry staff and/or a behavioral health 
professional to determine the need for hospitalization and/or involuntary civil 
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commitment. 

i. All patients releasing from the facility will receive a review of their medical record 
prior to release to ensure:  

1. Appropriate medication accompanies the patient. 
2. Any significant problem requiring further assessment is addressed. 
3. Community referral when necessary is initiated and documented. 
4. TB status is assessed.  
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POLICY: 
 
Patients shall be provided with access to health promotion, wellness, and recovery information in order 
to promote healthy lifestyles.  
 
DEFINITIONS: 
 
Health education is information on preventing illness, self-care for an existing health condition and 
maintaining a healthy lifestyle. 
 
Behavioral health education involves instructions on reducing relapses, using medication effectively, 
medications side effects, coping with stress, coping with problems and symptoms, building social supports 
advocating for effective treatments, and other information to help individuals develop personalized 
strategies for managing mental illness and achieving goals. 
 
Self‐care refers to care for a condition that can be treated by the patient and may include over‐the‐ 
counter medications, behavioral interventions and personal choices. 
 
Healthy lifestyle choices are behavioral strategies and personal choices that encourage health and 
minimize development of chronic disease, such as smoking cessation, healthy nutrition practices and 
recreational choices. 
 
PROCEDURE:  
 

A. Health education and instruction in self-care is offered to patients.  
 

B. Patient education will be documented in the patient’s health record when individual health 
instruction is provided. Education may be delivered through educational materials (pamphlets 
and videos), health fairs, treatment plans, groups, and verbal education. Clinical staff who 
provide printed educational materials are responsible for ensuring an adequate supply of 
educational materials remains available in clinical areas always. 

 
C. Outside agencies, such as the American Red Cross, the American Health Association, and the 

American Cancer Society, may also be utilized for patient education, upon the approval of the 
site administration for off-site education through literature, pamphlets, etc. 

 
D. Educational pamphlets on various subjects will be made available to all patients (e.g., cell houses, 

clinical areas and facility libraries). 



Health Services 

Policy and Procedure 
 

VitalCore General Health Policy Reviewed: 12-17-2019 

Title: Healthy Lifestyle Promotion Revised: 12-17-2019 

ACA: Non-Mandatory NCCHC: Important #: P-F-01.00 

 

REFERENCES 
NCCHC: Standards for Health Services in Prison, 2018, P‐B-01 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH‐F‐01, ‐F‐02 
ACA: Performance Based Expected Practices for Adult Correctional Institutions-5th Ed., 2018; 5-6A‐4361 

Page 2 of 2 

 

 
E. Healthcare staff will provide health education to patients with special needs during special needs 

clinics.  All such education will be documented in the health record.  
 

F. Behavioral healthcare staff will provide education to patients with behavioral health conditions 
regarding their mental illness, treatment plans, and skill development to help them pursue their 
personal recovery/optimal functioning.  All such education will be documented in the medical 
record. 

 
G. Education and educational materials provided are appropriate to the age of the population 

housed at the facility, are available in clinical locations, and are provided in a language that is 
understandable to the patient.  
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POLICY: 
 
Medical diets are provided that enhance patients’ health and are modified when necessary to meet 
specific requirements related to clinical conditions. The medical diets will be made in coordination with 
the designated site dietician.  

 

DEFINITIONS: 
 

Medical diets are special diets ordered for temporary or permanent health conditions that restrict the 
types, preparation, and/or amounts of food. Examples include restricted calorie, low sodium, low fat, 
pureed, soft, liquid, pregnancy, and nutritional supplementation diets. The medical diets addressed in 
this standard do not include special diets ordered for religious or security reasons. 
 
Heart‐healthy diet refers to foods that are low in saturated fat, cholesterol, and sodium and high in 
fiber as promoted by the American Heart Association. 

 
 
PROCEDURE:  

A. Approved medical and dental diets will be provided as ordered by the treating Health Care 
Practitioner (HCP) or Dentist and will be noted on the Medical Diet Order Form (VC Form 121).   
 

B. The approved medical diets are: 
1. Cardio – CA 
2. Diabetic 2500 calories (3 meals + evening/PM snack) – D25 
3. Diabetic 2300 calories (3 meals + evening/PM snack) – D23 
4. Diabetic 1800 calories (3 meals + evening/PM snack) – D18 
5. Pregnancy (includes snack) – PR 
6. GI Soft/Bland – SO GI 
7. Dental Soft – SO D 
8. High Fiber – HF 
9. High Protein / High Calorie (includes snack) – HP 
10. Renal diet I – RD1 (Pre-Dialysis) 
11. Renal diet II – RD2 (Dialysis) 
12. Cardio Diabetic/2500 – D25 CA 
13. Cardio Diabetic/2300 – D23 CA 
14. Cardio Diabetic/1800 – D18 CA 
15. Full Liquid (Broken Jaw) Diet – FL 
16. Clear Liquid Diet (3 to 4-day maximum duration) – CL 
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17. Severe Food Allergy Diet – SFA 
18. Milk Intolerance Diet – MI Finger Food Diet – FF 
19. Gluten Restricted Diet – GR 
20. Hospice – HO 

 
C. Medical and dental diet orders will include the type of diet, duration for which a temporary diet 

is ordered and any special instruction, if needed. 
 

D. Medical diets will be renewed quarterly. 
 

E. Nursing staff will notify the appropriate facility personnel responsible for providing medical 
diets upon receipt of a medical diet order from an HCP or Dentist.  

 
F. The patient(s) will sign a Consent to Submit to Treatment by Medical Diet Form before the 

medical diet goes into effect. This form shall be developed by the site in coordination with the 
facility dietician.  

 
G. Should the patient refuse the medical diet, he/she will sign the healthcare refusal form.  

 
H. Clinic staff will provide written notification to the chief of security or designee within (24) hours 

upon receipt of an HCP order for a special diet so the necessary implementation strategy can be 
initiated (e.g., “indicator” on the patient’s badge). 

 
I. Clinic staff will provide written notification to the Dietary Department within (24) twenty-four 

hours of receipt of an HCP order for a special diet. The food service provider will be responsible 
to retain a dietician to review medical diets for nutritional adequacy and compliance with the 
Recommended Daily Allowance for appropriate age groups every 6 months and whenever a 
substantial change in the menu is made. 

 
1. Reviews may take place in a documented site visit or by written consultation. 
2. Written documentation of menu reviews includes the date, signature and title of the 

consulting dietician. 
 

J. The food services provider will ensure that workers who prepare medical diets are supervised in 
preparing the diets including appropriate substitutions and portions. 
 

K. A therapeutic diet manual is available to the Health Services staff for reference. 
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L. Food service will notify the medical department of patients non-compliant with medically 
prescribed diets.  Medical staff will counsel patients who do not comply with their special diet. 
Such counseling will be documented in the (Electronic) Health Record.  

 
M. The Dietary Department will receive a daily diet report from the medical clinic. 
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PURPOSE: 
 
To observe and provide the medical care required to preserve the life and welfare of all patients, including 
those who may be mentally ill, while respecting their rights to strike. 

 
 
POLICY: 
 
Health care staff will closely monitor the medical condition of patients on a hunger strike.  Complete 
refusal of both food and drink may result in serious medical complications within days. Refusal to accept 
food while continuing to accept liquid nourishment is less dangerous. If calorie‐containing liquids are 
accepted, the circumstances should not be considered a hunger strike unless continuing weight loss 
is documented. 

 
A. The Health Care Practitioner (HCP) may choose to move the patient to the infirmary for testing 

and observation. 
B. The HCP, or designee, will review the medical records and then perform a medical assessment 

on the patient. 
C. Food and fluid intake and output will be monitored and recorded by health care staff. 
D. Behavioral Health will make a formal assessment and develop a treatment plan. 
E. In a life-threatening situation, medical intervention may occur without patient consent. 
F. The site H.S.A. or designee will notify the Medical Director of any hunger strike lasting longer 

than 24 hours. The Medical Director or designee will notify the designated VitalCore Corporate 
Health Services staff of the hunger strike. 

 
 
PROCEDURE:  

A. Upon initial referral of a patient on a hunger strike to the HCP, or designee, the following actions 
will be taken: 
 

1. The health care staff shall advise the patient of the physical effects of starvation and 
have the patient sign the “effects of starvation” form and provide the patient with a 
copy of the information.  

2. Healthcare staff will then complete the following: 
a. Review medical records and MAR 
b. Determine the nature of the Hunger strike and the severity. 
c. Assign patient to a category depending on what patient is refusing: Liquid, Solid 

nutrition or Both, which will be indicated in the health record.  
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d. Record identifying information  
e. Measure and record height and weight and vital signs in the health record. 
f. Daily urine dip UA with special attention to specific gravity and ketones 
g. Obtain DP2 initially then frequency to be determined by the HCP general 

medical evaluation. 
 

B. Daily monitoring will be instituted for the duration of the hunger strike and contacts will be 
entered in the medical record.  

1. The health care staff shall obtain and record the following: 
a. Patient’s weight and vital signs every twenty-four (24) hours.   
b. The HCP may determine more frequent assessment for unrelenting hunger 

strikers as clinically indicated.   
c. Additional tests may be ordered at the discretion of the attending HCP.  

2. Healthcare monitoring shall include at a minimum observation of: 
a. Appearance and activity level 
b. Condition of skin and mucous membranes 
c. Mood and cognition 
d. Presence of weakness, dizziness, or other symptoms 

3. A medical special needs treatment plan addressing the hunger strike event will be 
entered in the (electronic) health record (EHR). 
 

C. Healthcare staff will request a clinical assessment by the Behavioral Health (BH) staff to 
determine if the patient’s actions appear related to an existing behavioral health condition.  This 
clinical assessment will be completed by the end of the next business day. 

1. After completing the clinical assessment, the site Psychiatrist will be consulted 
regarding the case. 

a. If it is determined from this consultation that behavioral issues are present and 
related to the hunger strike, the site Psychiatrist will be scheduled to meet with 
the patient on the next business day. 

b. If it is determined from this consultation that behavioral health issues are not 
related to the hunger strike, the site Psychiatrist will be scheduled to meet with 
the patient within three business days. 

c. After meeting with the patient, the site Psychiatrist will document the visit in 
the health record and indicate the frequency of psychiatric follow-up that is 
necessary.  If it is determined that behavioral health issues are related to the 
hunger strike or refusal to maintain appropriate nutrition, contact between the 
patient and Psychiatrist will be, at a minimum, one (1) time per week for the 
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duration of the hunger strike. 
2. The Behavioral Health Professional (BHP) assigned to the case will consult with the 

Psychiatrist to determine the frequency of follow-up visits by the BHP, to be held at a 
minimum twice per week.  If the patient is housed in Restrictive Housing, the frequency 
of follow-up will occur based on the facility’s BH Restrictive Housing rounds schedule 
at a minimum. 

3. A treatment plan will be entered in the health record outlining behavioral health 
interventions to be utilized and frequency of contact. 
 

D. The patient may be removed from general population/restrictive housing and placed in the 
Infirmary if deemed necessary by the HCP. 
 

E. Should a patient be placed in the Infirmary, all food and water given to the patient shall be 
measured and/or counted, and consumption recorded in the patient’s medical record. 

1. AT NO TIME SHOULD THE WATER BE SHUT OFF. 
 

F. A multidisciplinary team will meet to discuss the plan of action for patients who declare a hunger 
strike or refuse to maintain adequate nutrition. 

1. The team will be composed of medical, behavioral health, security staff, Unit Team or 
classifications, and the facility administrator or designee. The team will convene: 

a. Within twenty-four (24) hours if the patient is not eating food or drinking fluids; 
b. Within three (3) business days if the patient is not eating food BUT is drinking 

fluids; 
c. The team will identify one (1) member most likely to be successful in working 

with the patient to end the hunger strike; and the frequency of this member’s 
visits with the patient will be determined; 

d. The team will set a schedule for meetings throughout the duration of the 
hunger strike; 

e. The BH representative at the meetings will enter the results of the meeting in 
the health record as an administrative note. 

f. Medical and behavioral health staff will continue follow-up visits with the 
patient according to the schedules outlined in this policy, unless more frequent 
contact is considered necessary; 
 

G. If the patient refuses to permit the medical assessment, a record shall be made to indicate that 
the assessment was offered but refused by the patient. 

1. Documentation will be maintained to reflect all medical attention/treatment offered 
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and the assessment or treatment refused during the claimed hunger strike. 
2. No other assessment procedures shall be performed over the patient’s objections until, 

in the judgment of the HCP, it is determined that the patient is in or approaching a life-
threatening stage. 

3. Although the patient may refuse services, they are required to report to the health 
services unit to refuse directly to the health staff.  This will give the health staff the 
opportunity to observe the patient and attempt counseling regarding the detrimental 
effects of the choice to refuse food and or fluids.  A signed refusal form is requested 
from the patient. The refusal is documented in the patient’s health record. 
 

H. Once the determination has been made by the HCP that the patient is in or approaching a life-
threatening stage, the medical assessments, as well as medical treatments, may be conducted 
as emergency actions pursuant to state policy and procedure. 
 

I. Forced Feeding/Emergency Health Crisis 
1. When required by medical necessity, the HCP shall notify the VitalCore Corporate 

Medical Director and appropriate treatment will be administered without the consent 
of the patient.  The facility or departmental Legal and/or Risk Management Department 
will be notified. 

2. A court order will be pursued for continuation of emergency treatment of hunger 
strikes. 

3. Prior to medical treatment being administered against a patient’s will, staff shall make 
a reasonable effort to convince the patient to voluntarily accept treatment.   

4. The patient’s daily mental status shall be assessed and documented by behavioral 
health staff. 

5. The facility administrator or designee shall be notified prior to the forced feeding of a 
patient. 
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POLICY: 
 
Smoking is not allowed inside correctional facilities. There are prevention activities regarding the use 
of all tobacco products. 

 
 
PROCEDURE:  

A. Tobacco products are prohibited in all correctional facilities. 
 

B. Written materials will be available upon request regarding the detrimental effects of tobacco 
products and mechanisms for smoking cessation. 

 
1. Printed educational materials are available in medical and behavioral health clinical 

areas, and in facility libraries. 
 

2. Smoking cessation educational materials are available to offenders on request during 
clinical encounters with medical and behavioral health staff. 
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POLICY: 
  
Protocols exist for managing patients under the influence of alcohol or other drugs or those 
undergoing withdrawal from alcohol, sedatives, or opioids. The protocols are found within the 
VitalCore Substance Abuse Withdrawal Program. 
 
DEFINITIONS: 
 
Withdrawal Management (formerly detoxification) is the process by which an individual is gradually 
withdrawn from a drug by the administration of decreasing doses of the drug on which the person is 
physiologically dependent, of one that is cross‐tolerant to it, or of one that medical research has 
demonstrated to be effective. 
 
Opiates are any preparation or derivative of opium, as well as opioid, a synthetic narcotic that 
resembles an opiate in action but is not derived from opium. 
 
PROCEDURE:  
 

A. Patients experiencing severe, life-threatening intoxication, over-dose, or withdrawal will be 
transferred immediately to the nearest community hospital.  
 

B. The Health Care Practitioner (HCP) will be notified of patients with suspected or non-severe 
intoxication, overdose, or withdrawal.  Those who are at risk for progression to more serious 
levels of intoxication and/or withdrawal are kept under constant observation. The following 
conditions would indicate such progression:  
 

1. Nausea and/or vomiting  
2. Tremulousness or agitation  
3. Known drug abuser with recent intoxication  
4. Past known history of seizure and drug abuse  
5. Auditory and/or visual and/or tactile hallucinations  
6. Sweating, fever, tachycardia  
7. Seizures 
8. Confusion  

 
C. When medication for withdrawal management is needed, it will be prescribed by the HCP 

according to the Provider Treatment Orders (See VC Form 112.5 for Alcohol Withdrawal; VC Form 
113.25 for Opiate Withdrawal; and VC Form 112.25 for Benzodiazepine Withdrawal).  
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1. Patients that show signs of intoxication will be brought to the clinic for evaluation. The HCP 

will be notified for determination of treatment and to develop a plan for ongoing 
monitoring of the patient during the intoxicated state. Behavioral Health will be notified to 
evaluate and determine the plan for ongoing monitoring and treatment.  

 
D. Pregnant patients demonstrating clinical signs or symptoms of withdrawal will be evaluated by the 

HCP to determine the need to transport to the local emergency room for immediate OB/GYN and 
neonatal consultation. Follow-up care and treatment will be managed by the OB/GYN consultant 
unless other arrangements have been made with an off-site consultant.  
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POLICY: 
 
A program to address the needs of terminally ill patients includes pain management and palliative 
care. When the responsible practitioner determines that care in a community setting is medically 
preferable, he or she recommends the patient’s transfer or early release to the appropriate legal 
authority.  
 
DEFINITIONS: 
 
Palliative Care program is an interdisciplinary approach to patient care that promotes attention to the 
patient’s achievement he or she is still able to make in the face of physical deterioration. It recognizes a 
dying patient's need for comfort, support, and dignity, and encourages the patient to move toward 
whatever degree of completion and acceptance they can attain in their life regarding themselves, their 
family, their relationship with society, and their individual conception of life's "spiritual basis."  
 
Terminal Illness is a physical condition that has deteriorated to the point where the patient has a 
prognosis of less than a year to live.  
 
Hospice program is the delivery of palliative care (medical care and support services) aimed at providing 
comfort. Treatment is focused on symptom control and quality of life issues, rather than attempting to 
cure conditions.  
 
Advance directives are the expression of the patient’s wishes as to how future care should be delivered 
or declined, including decisions that must be made when the patient is no longer capable of expressing 
his or her wishes.  
 

a. Living will specifies what the patient wants done  
 

b. Durable Power of Attorney for Health Care (health care proxy) specifies who can make decisions 
for the patient when the patient is incapacitated.  
 

c. DNR Order: A patient specific refusal of certain extraordinary measures that may prolong life.  
 
PROCEDURE  

 
A. Palliative Care Program  

 
1. The palliative care program affirms the concept of palliative care as an intensive program 

that enhances comfort and promotes the quality of life for individuals and their families. 
When cure is no longer possible, palliative care recognizes that a peaceful and comfortable 
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death is an essential goal of healthcare. Palliative care believes that death is an integral 
part of the life cycle and that intensive palliative care focuses on pain relief, comfort and 
enhanced quality of life as appropriate goals for the terminally ill. Palliative care also 
recognizes the potential for growth that often exists within the dying experience for the 
individual and his/her family and seeks to protect and nurture this potential. Program 
participation is not mandatory and will not alter the quality of care provided. 

 
2. The Health Care Practitioner (HCP) though the Care Management Committee will identify 

those patients who are critically ill or terminal and are at a stage where their special care 
needs are better served through palliative care programming.  

 
3. A physician, other than the Regional Medical Director, not directly involved in the patient’s 

care and treatment, will provide a second opinion documenting that the patient has a 
terminal illness as previously defined.  

 
4. Before executing an advanced directive, the patient is informed about the diagnosis, 

prognosis, care options, consequences of choosing an advanced directive and the 
availability of palliative care and hospice services. Any advanced directive (Durable Power 
of Attorney for Health Care (DPOA-HC), Living Will or DNR) will be explained thoroughly to 
the patient by the HCP and the decision to sign such is made voluntary (not coerced) and 
based on medical information that is complete and comprehensible to the patient. 
Documentation of the information provided to the terminally ill patient will be placed in 
the electronic health record (EHR), including a statement that a voluntary and informed 
decision was made.  

 
a. Prior to any DNR being signed the patient must be evaluated by behavioral health.  

 
5. If an advanced directive is initiated and competency of the patient to make a decision 

regarding an advanced directive is in question, the patient will be evaluated prior to the 
signing of the advanced directive.  
 

a. Competency will be determined by a licensed doctoral Psychologist or Psychiatrist.  
b. If the patient is found to be incompetent to make the end-of-life decisions the 

VitalCore Health Strategies staff will work with the facility Health Services 
Administrator and VitalCore Medical Director to plan a course of action.  
 

6. The advance directive will be implemented in accordance with department Policy and 
Procedure and will be recorded in the patient's health record with a copy placed in the 
front of the infirmary chart. Copies will also be sent to the official facility file, unit team file, 
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and a copy given to the patient. In addition, the presence of an advanced directive will be 
indicated with an alert within the health record. 
 

a. Before the advance directive is implemented as a basis for withholding or 
withdrawing care, an independent review by the Medical Director, or designee, will 
review the patient’s course of care and prognosis.  

 
7. A Medical Classification is assigned with consideration for modified work assignments to 

accommodate the patient’s changing physical status.  
 

8. End-of-life patients are reviewed weekly by the Care Management committee.  
 

9. A special needs treatment plan outlining the team's approach to the multidisciplinary 
needs of the patient is completed and updated monthly. 

 
B. Palliative Care Team  

 
1. The Palliative Care Team will include: the site Medical Director, or designee, Health 

Services Administrator, Director of Nursing, nursing staff (chronic care and/or infirmary 
nurse representative), Behavioral Health representative, Chaplain, Food Services, and Unit 
Team.  

 
2. Inmates and community volunteers may also take part in end-of-life support provided they 

are screened in advance, cleared by the department, and receive adequate training in 
facility rules and expectations of the Palliative Care Program. Inmates and volunteers 
providing services in the program are properly supervised.  

 
3. Palliative Care Team and volunteers will be trained in basic palliative care theory and 

techniques.  
 

C. Refer to the Palliative Care Manual for all specific procedures related to training, education and 
patient care.  
 

D. Do-Not-Resuscitate (DNR) 
 
1. The DNR will be signed and placed in the front of the patient’s health record and submitted 

into the EMR.   
2. At any time, the patient can revoke the DNR status.   

 
E. Communication 
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1. The department will be informed of changes in medical needs of the patient as they affect 

security risk levels.  
 

A. The site physician should determine if security restraints are medically restrictive.  
 

2. A release of confidential information signed by the patient or legal guardian authorizing site 
physician permission to discuss ongoing care or problems with the designated next-of-kin or 
identified guardian will be pursued. 

 
F. Release Planning 
 

1.  If Parole or functional incapacitation release is an option, release planning will be implemented.  
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POLICY: 
 
Patients with chronic diseases, other significant health conditions, and disabilities receive ongoing 
multidisciplinary care that is in line with evidence-based standards.  

 
DEFINITIONS: 
 
Special needs patients are those with health conditions (including physical and mental disabilities) 
that require the development of an individualized treatment plan for optimum care.  
 
National clinical practice guidelines are endorsed by national professional organizations and accepted 
by experts in the medical field. Examples of such organizations may include but not be limited to: 
Centers for Disease Control and Prevention, Department of health and Human Services, Department of 
Veterans Affairs / Department of Defense Clinical Practice Guidelines, Federal Bureau of Prisons Clinical 
Practice Guidelines, National Heart, Lung, and Blood Institute, National Institutes of Health, and the 
Substance Abuse and Mental Health Services Administration. These organizations have systematically 
developed, science‐based statements designed to assist practitioner and patient with decisions 
about appropriate health care for specific clinical circumstances. Clinical practice guidelines are 
used to assist clinical decision making, assess and assure the quality of care, educate individuals 
and groups about clinical disease, guide the allocation of health care resources, and reduce the risk 
of legal liability for negligent care. 
 
An Individualized Treatment Plan is a series of written statements specifying a patient’s course of 
therapy and the roles of qualified health care professionals in carrying out the plan.  
 
Aids to Reduce Effects of Impairment include, but are not limited to, eyeglasses, hearing aids, canes, 
crutches, sleep apnea machines, and wheelchairs.  
 

PROCEDURE:  

A. Clinical protocols are used to identify and manage chronic diseases or other special needs, which 
include, but not be limited to:  

 
1. Asthma  
2. Hyperlipidemia 
3. Diabetes  
4. Cardiovascular/Hypertension  
5. Hepatitis  
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6. Seizure Disorders  
7. HIV/AIDS 
8. Tuberculosis/LTBI  
9. GERD  
10. Other diseases as determined by the Health Care Practitioner (HCP)  
11. Mood Disorders 
12. Psychotic Disorders or other Serious Mental Illness 

 
B. Other chronic care conditions and special needs include, but not be limited to:  

 
1. Physically disabled (mobility impairments)  
2. Hearing Impaired patients  
3. Vision Impaired patients  
4. Physically Handicapped Patients (amputations, para-, or quadriplegia, wheelchair 

bound, etc.)  
5. Adolescents  
6. Developmental disabilities  
7. Pregnancy  
8. Frail and aged  
9. Terminally ill 
10. Serious communicable diseases  
11. Conditions requiring close medical supervision  
12. ESRD/Dialysis  
13. Cancer  

 
C. The facility maintains a list of patients currently enrolled in Chronic Care and Special Needs 

Clinics. 
 
D. Individuals who have a chronic disease will be seen on a regular basis in chronic care clinics. 

Individualized treatment plans are developed by the physician or qualified provider at the time 
the condition is identified and is updated when warranted. A multidisciplinary approach is used 
when warranted according to the individual’s needs.  

 
E. The individualized treatment plan and monitoring of the patient’s condition will include a 

statement of short and long-term goals, as well as the methods by which these goals will be 
pursued. The treatment plan includes, but is not limited to, the auxiliary aid (e.g. hearing aid or 
wheelchair) or special services (e.g. qualified reader) recommended for the patient. 
Documentation will additionally include:  
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1. Frequency of follow up for medical evaluation based on disease control (Poor, Fair, 
Good)  

2. Status of the patient’s condition (stable, improving, deteriorating) 
3. Taking appropriate action to improve patient outcome 
4. Indicating the type and frequency of diagnostic testing in accordance with clinical 

practice guidelines.  
5. Indicating any special therapeutic regimens (diet, exercise, medication) 
6. Frequency of any necessary specialist consultation and review  
 

F. The HCP will review/renew the inmate’s medication at each chronic care visit.  
 

G. Patients with disabilities who are eligible to participate in programs offered by medical or 
behavioral health staff will be reasonably accommodated with regards to access to the program 
or service. Individuals with the following conditions may constitute a reason for referral for a 
special needs treatment plan: 

 
1. Upper or lower limb amputation(s) with or without prosthesis  
2. Spinal cord injury, neuromuscular or musculoskeletal condition, or any condition 

requiring an orthotic or wheelchair to perform independent gait or activities of daily 
living.  

3. Closed or open head injury resulting in brain damage with any level of functional loss.  
4. Significant or profound hearing loss that requires the use of American Sign Language for 

communicating  
5. Legally or totally blind or progressive degenerative eye disorder, (e.g., diabetic 

retinopathy, glaucoma, retinitis pigmentosa, etc.)  
6. Debilitating speech impairment  
7. Stroke with significant neurological impairment  
8. Peripheral plexus or nerve injury/disease resulting in significant neurological impairment  
9. Severe venous stasis with chronic edema and/or ulceration  
10. Severe burns or scarring producing significant physical impairment  

 
a. If during the health appraisal, an individual exhibits one of the above 

identified conditions, the examining physician or mid-level practitioner will 
document diagnostic information specifying the disabling condition and the 
individual’s current or anticipated functional impairments. This information is 
to be noted on the Problems list in the electronic health record (EHR). 
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H. The need for special housing assignment will be communicated to the facility administrator, or 
designee (Unit Team Counselor/Manager), of the facility as needed. Patients unable to 
independently perform activities of daily living cannot be housed in general population and 
should be referred to the appropriate care management / multidisciplinary treatment team for 
review and care management.    

 
I. Patient education and recommendations for lifestyle modification will also occur, and 

documentation will show education occurred in the health record.  
 
J. All chronic care and special needs encounters are documented in the electronic health record 

(EHR) and the chronic care condition will be placed in the master problem list.  
 

K. The VitalCore Corporate Medical Director will review the national clinical practice guidelines 
annually and communicate any changes or updates to the Health Care Practitioners (HCP).  

 
L. Medical and dental orthoses, prostheses, and other aids to reduce the effects of impairment are 

supplied in a timely manner, so that the patient’s care is not adversely affected, and as 
determined by the responsible physician or dentist.  

 
M. Offenders who are Vision, Hearing, or Speech Impaired  

 
1. Upon completion of the admission health appraisal, the facility health administrator will 

communicate any such impairments with the Classification and Records Division to 

ensure the individual is assigned housing/to a facility that can meet his/her needs. 

Interpreter services will be provided by the department.  
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PURPOSE:  
 
To provide outcome-based, comprehensive behavioral health treatment services to reduce recidivism 
and with a focus on rehabilitation. We strive to provide behavioral health services that are bench-
marked and consistent with the community, while emphasizing prevention, identification, early 
intervention, and the assertive treatment of mental disorders. 
 
POLICY: 
 
The comprehensive behavioral health program is approved by the designated mental health authority. 
All aspects of the program are provided in detail within the VitalCore Behavioral Health Service 
Guidelines. All incarcerated individuals are eligible for mental health services, with an opportunity for 
service at all levels of care within the behavioral health continuum:  Outpatient behavioral health care, 
Residential Care, and Acute Care service models. Specialized programs are also referenced within the 
Behavioral Health Service Guidelines to include emergency and crisis intervention, suicide prevention 
plans, and for individuals with specific safety/security considerations. Medication Assisted Treatment 
and treatment for co-occurring disorders is also an integral part of the service model and included in the 
Behavioral Health Service Guidelines for reference. 
 
Priority is given to those identified as most severely impaired by serious mental disorder, the most 
dangerous to themselves or others, and those who show an inability to function within a general 
population setting within the facility.  
 
PROCEDURE:  

 
A. Each facility will establish the level of behavioral health services provided at the site and the 

clinical health authority will approve the level of care provided.  Behavioral health services in 
each facility are provided by licensed Qualified Behavioral Health Professionals (QBHP) who have 
a masters or doctoral degree in psychology, social work, or a related field, as well as Psychiatrists, 
Psychiatric Nurse Practitioners, Physician Assistants, or Psychiatric Nurses. Activity Therapists and 
Discharge Planners also provide behavioral health services according to the individualized 
treatment plan. Services include, but are not limited to:  
 
1. Intake Screening and Comprehensive Assessment and Diagnostic Services  
2. Outpatient Behavioral Health Services 
3. Suicide Prevention and Crisis Intervention (Safe Cell) Services 
4. Geriatric and Cognitive Impairment Services 
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5. Acute/Inpatient Behavioral Health Services  
6. Behavioral Health Restrictive Housing Model 
7. Residential/Step-Down Behavioral Health Unit  
8. Due Process for Inpatient Psychiatric Facilities  
9. Juvenile and Youthful Offender Services  
10. Re-Entry/Discharge Planning  
11. Medication Assisted Treatment and Co-Occurring Substance Use Treatment 
12. Psychotropic Medications  
13. Telehealth Services 
14. Special Needs Monitoring 
15. Staff Training  
16. Consultation Services  
17. Quality Assessment and Performance Improvement (QAPI) 
18. Obtaining and Documenting Informed Consent  
19. Ongoing Monitoring in Restrictive Housing 

 
B. The VitalCore Behavioral Health Service Guidelines details the full complement of behavioral 

health services offered within correctional facilities.  The details regarding each service can be 
found within the Guidelines, however services are summarized as follows:  

1. Behavioral Health Admission and Intake Screening  

All individuals admitted into custody receive a health screening upon intake by a behavioral 
health-trained health staff. This screening includes observation of the individual’s behavior 
and symptoms, as well as a series of questions designed to elicit information regarding the 
individual’s history of behavioral health treatment, drug use, and suicidal behaviors. The 
screening also elicits information regarding current or past use of psychotropic medications, 
previous psychiatric hospitalizations, current depression and suicidal, homicidal, and/or self-
harm ideation. Any identified concerns are referred to the behavioral health staff for review 
and disposition. Qualified Behavioral Health professionals are on call 24/7 for emergencies. 
A patient may also request to see a QBHP in writing or verbally through the medical staff or 
institutional staff. 

2. Comprehensive Assessment and Diagnostic Services 

Comprehensive behavioral health assessments are provided for newly admitted individuals 
into the system and/or those with positive findings on the initial behavioral health 
screening. Behavioral Health evaluations are completed by a QBHP and reviewed by a 
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practitioner who has an independent license to practice through the State Licensing 
Regulatory Agency.  The Assessment includes a face-to-face interview whereby the QBHP 
asks the patient historical information regarding treatment and medication use and 
performs a review of screenings and assessments that are provided during the interview 
process and pertinent to the situation. From a compilation of the information received 
during the comprehensive evaluation, a treatment plan is developed and implemented, and 
includes recommendations concerning level of care needs and treatment and program 
interventions.   

 
Housing recommendations are made based on the patient’s individual needs. Transfers are 
recommended if the level of care necessary is not provided at the facility.   

 
Case consultation occurs with a doctoral-level psychologist and or psychiatric staff if the 
behavioral health professional is unable to ascertain a differential diagnosis or otherwise 
requires a second opinion regarding assessment, housing, or program recommendations. 
 

3. Outpatient Services 

Outpatient services minimally include identification and referral of patients with mental 
health needs, crisis intervention services, psychotropic medication management, individual 
therapy, group therapy and/or psychoeducational programs, and treatment documentation 
and follow up. Mental health treatment plans are developed to guide the care.  

Group Therapy/Counseling services are offered which focus on a variety of topics. A patient 
who chooses to participate will sign a statement which outlines the limits of confidentiality 
that indicates the agreement to participate in behavioral health therapy. An individualized 
treatment plan is completed by a QBHP. Individual therapy services are offered which may 
focus on crisis resolution, or in preparation for referral to group therapy, or on occasion as 
an adjunct to group therapy. Assignment of the number of sessions is based on a brief and 
solution-based therapy model and the acuity of the patient. Behavior Health Coordinator 
consultative direction is obtained for individual therapy sessions beyond a brief, solution-
based model.  

4. Suicide Prevention and Crisis Intervention (Safe Cells) Services 

VitalCore staff and our correctional partners participate in suicide prevention from the time 
of arrival of the patient throughout the continuum of confinement and discharge to the 
community. The VitalCore Suicide Prevention program was developed to prevent suicides in 
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correctional facilities by utilizing thorough longitudinal risk assessment, ongoing clinical 
evaluation, and medically necessary monitoring by healthcare and custody staff. When 
there is a potential for suicide risk, individuals are assessed with a formal suicide risk 
assessment screening, providing the level of potential risk (low, moderate, or high). Suicide 
precautions are implemented with any individual at risk for self-injury or suicide. The 
evaluation by the QBHP determines the subsequent actions needed to provide for individual 
support and monitoring during this critical period. A Psychiatric provider is consulted during 
the decision-making process. Crisis Intervention Services are provided on an emergency 
basis when a patient exhibits significant emotional distress and/or behavioral illness. 
Patients who are evaluated to be dangerous to self or others are placed in the infirmary, or 
in other designated observation cells, on a crisis care status which includes suicide watch/ 
constant observation, wellness observation, therapeutic restraints, and forced psychotropic 
medications. Close monitoring by behavioral health, medical and security staff is fully 
documented. A system of twenty-four (24) hour on-call services are provided for each 
facility by both a QBHP and a Psychiatry staff member. 

5. Geriatric and Cognitively Impaired 

Treatment for individuals with geriatric health services needs and/or those with dementia 
and other neurocognitive disorders occurs on-site at designated facilities within the site 
infirmaries or residential care units, if needed. In addition to these service areas, VitalCore 
provides treatment services specific to the elderly and/or those experiencing cognitive 
decline at any facility Behavioral Health Unit. The programs at these facilities provide 
monitoring and support with activities of daily living, developing appropriate compensation 
strategies to account for cognitive decline, skills development, and ongoing stabilization of 
behavioral health symptoms throughout the course of the individual’s incarceration. Within 
these programs, individuals may participate in group therapy, individual therapy, special 
needs monitoring, activity therapy, and psychiatric services with the goal of maintaining 
and/or improving their mental and physical stability. 
 

6. Acute/Inpatient Services  

VitalCore’s Acute Care Services model is specialized to address the needs of individuals with 
serious behavioral health difficulties. The program includes introducing, practicing 
techniques, and applying positive coping skills. Our standardized group therapy process 
emphasizes developing relapse prevention, safety, and wellness plans for each individual 
participant.  VitalCore’s Acute Care Model includes combining best-practice community 
programs with correctional behavioral health topics into interventions. 
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7. Residential/Step-Down Unit Services 

The Behavioral Health Residential Treatment Program is a behavioral health recovery-based 
treatment community. It is a designated housing unit that provides a safe, protective and 
therapeutic environment for ongoing behavioral health care to individuals who have long-
term or chronic needs for treatment. These individuals struggle with living in a general 
population setting due to symptoms of serious mental illness (SMI) and/or severe and 
persistent mental illness (SPMI). The program may also include those with special behavioral 
issues, whose symptoms impair their ability to adequately manage their own health and 
welfare in a general population setting.  Treatment in this environment is focused on the 
enhancement of coping strategies, individual strengths, and skill development as the 
individual works towards reintegration into a general population environment. Patients 
transferring in and out of an acute or residential behavioral health program do so with the 
approval of the Director of Psychiatry. Referrals to mental health facilities for inmates 
whose psychiatric needs exceed the treatment capability of the facility are made. 

8. Due Process to a Psychiatric Facility 

VitalCore provides for transfer to an inpatient mental health setting for individuals who 
present a danger to self or others due to acute psychosis or for individuals with psychiatric 
difficulties that might benefit from placement because their symptoms have not improved 
at their current level of care.  Involuntary transfer of these individuals is completed 
following a due process procedure. If the individual is transferring to a Psychiatric Hospital 
from an Acute Care Unit and has already undergone an Acute Care Unit screening procedure 
to transfer to a unit, due process is still completed for transfer to a psychiatric hospital.  

9. Juvenile and Youthful Offender Program 

VitalCore provides accessible and comprehensive behavioral health treatment services to all 
incarcerated youthful individuals demonstrating the need for intervention. Unlike adult 
incarcerated individuals, all incarcerated youth in custody will return to community care. 
This requires a treatment model that is tailored to the youthful population. The current 
VitalCore Juvenile Services treatment model is rooted in an ideological approach that 
promotes the goal of returning to the community with increased stability of symptoms, and 
a better understanding of mental illness. 

 
10. Re-Entry / Discharge Planning 
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Discharge Planners work with medical and behavioral health staff, as well as institutional 
staff, to ensure the timely identification of those patients preparing for release who also 
have medical and behavioral health conditions requiring ongoing treatment. They make 
appropriate linkages to the community to facilitate continuity of care prior to release. 

Health staff provide information on community behavioral health treatment opportunities 
and special programs to patients. When a patient is determined to be a candidate for SSI, or 
SSDI, the designated Discharge Planner completes the appropriate consent forms that the 
patient signs and the forms are forwarded to the appropriate agencies. When a patient's 
behavioral functioning is so limited that there is concern that he/she is unable to adapt 
adequately to community living and may present a danger to self or others, behavioral 
health staff initiates civil commitment proceedings in coordination with institutional 
administrative staff to hospitalize acutely mentally ill patients who present a danger to self 
and/or others and who are in need of care and treatment.  

11. Medication Assisted Treatment / Co-Occurring Disorders / Substance Use Education 

Medical, mental health, and substance use treatment services are coordinated so patient 

management is appropriately integrated.  Treatment curricula used incorporates cognitive-

behavioral techniques to change high-risk thinking and behavior.  

 
VitalCore uses an integrated treatment model for co-occurring disorders; a research-proven 
model for individuals with serious mental illnesses and co-occurring substance use 
disorders. Within this model, individuals receive combined treatment for mental illness and 
substance use disorders from the same provider so that they receive consistent messages 
about treatment and recovery. Where such services are provided by different care entities, 
collaboration and consultation of care occurs. Individuals are screened upon initial intake 
into the facility where their needs are identified regarding possible withdrawal symptoms, 
as well as substance education or treatment needs while incarcerated. Medication Assisted 
Treatment, Group Therapy curricula for substance use and dual diagnosis, and re-entry 
planning to facilitate ongoing relapse prevention are key components of the program.  

 
12. Psychotropic Medications 

When it is determined that a patient exhibits symptoms indicative of a mental illness, 
he/she is referred to psychiatry staff for further evaluation. Referrals are made based on 
patient needs and triaged appropriately, to include emergent, urgent, and standard 
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referrals. Psychotropic medications are ordered as deemed appropriate and an Informed 
Consent Form for psychotropic medication is signed.  

13. Special Needs Monitoring 

Behavioral health staff provide ongoing Special Needs monitoring to patients who have 
serious mental illnesses, serious developmental disabilities, or a medical illness that could 
result in serious behavioral health issues. Special needs monitoring may include those 
patients currently on psychotropic medication, patients with a significant psychiatric history 
of suicide attempts/gestures, or patients who have recently been on a crisis status or have 
been diagnosed with a serious mental illness or developmental disability.  

14. Staff Training and Consultation Services 

Behavioral health training programs are offered to health and custody staff by qualified 
behavioral health professionals, and focus on topics such as mental illness, adverse 
psychotropic drug effects, self-harm cues and reporting, suicide prevention techniques, 
crisis intervention procedures, symptoms of developmental disability and cognitive 
functioning, etc.  Specialty position training for correctional officers who work within acute 
or residential behavioral health units, or restrictive housing units including individuals with 
severe behavioral difficulties is also provided. 

Behavioral health staff provide ongoing staff consultation to assist in the management and 
referral of patients demonstrating psychological difficulties or major behavioral problems. In 
addition, behavioral health staff may participate on the Restrictive Housing Review Board to 
facilitate the identification, referral, and diversion of patients who exhibit symptoms of 
serious mental illness.  

15. Quality Assessment (Assurance) and Performance Improvement (QAPI) 

Behavioral health staff conduct quality assessment screens and reviews in Intake Services, 
Risk Assessments, Comprehensive Assessments and Diagnoses, Group and Individual 
Therapy, Crisis Intervention Services, Special Needs follow up, etc. Appropriate 
documentation and records are maintained, updated and provided to the Health Services 
Administrator to ensure National Commission on Correctional Health Care and American 
Correctional Association accreditation standards are met. Behavioral health professionals 
participate in ongoing quality assessment, peer review, and training. Behavioral health staff 
maintain actively involved in the Performance Improvement process.  
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16. Obtaining and Documenting Informed Consent 

Informed consent is the agreement by a patient to a treatment, examination, or procedure 
after the patient receives the material facts about the nature, consequences, and risks of 
the proposed treatment, examination, or procedure; the alternatives to it; and the 
prognosis if the proposed treatment is not undertaken. Procedures that include obtaining 
informed consent include the administration of psychological tests, individual therapy, and 
group therapy.  

17. Ongoing Monitoring in Restrictive Housing  

Behavioral health staff provide follow up and monitoring services for those patients placed 
on restrictive housing status. Behavioral health staff communicate with correctional staff 
regarding seriously mentally ill inmates who are considered for placement on restrictive 
housing status. Appropriate monitoring for behavioral health symptoms occurs for inmates 
placed on restrictive housing status. Referrals for behavioral health and psychiatric services 
are made for those who need such services. 

C. Mental health services, activity therapy, and discharge planning activities are approved by the 
Regional Psychiatric Director.  
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PURPOSE:  
 
To address the steps necessary to transfer patients from any institutional facility to an Acute Behavioral 
Health Unit, Residential Treatment Unit, or Psychiatric Facility.  
 
DEFINITIONS: 
 
Residential Treatment Units are available for those with impairment in behavioral functioning associated 
with a serious mental illness and/or impairment in cognitive functioning. The severity of the impairment 
does not require inpatient level of care, but the individual demonstrates a historical and current inability 
to function adequately in the general population.  
 
Inpatient Care Unit or Acute Care Unit is for those who need inpatient mental health treatment. These 
units should have 24-hour services such as nursing and availability of a QBHP, behavioral health trained 
correctional officers, and clinical programming.  
 
POLICY: 
 

A. An Inpatient/Acute Care and Residential Treatment Unit Program Manual is provided for 
healthcare staff to have knowledge of the mission/goals of the programs and screening process 
for the program.  
 

B. Specialized placements for patients significantly impaired by mental illness, developmental 
disability, or neurocognitive disorders will be provided within the institutions. If the provision of 
such services is not available within a facility, transfer will be arranged to a non-correctional 
facility with the necessary level of care. Patients with such behavioral health needs will be 
placed in the least restrictive treatment environment which will address their behavioral health 
issues. 
 

C. All transfers to an Acute or Residential Treatment Unit will occur in a coordinated, informed 
manner, and will have prior approval from the Regional Behavioral Health Coordinator, or 
designee. 

 
D. All transfers to an Acute Treatment Unit will be considered involuntary and will require a 

complete due process procedure. Transfers require prior approval from the Regional Behavioral 
Health Coordinator. 
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E. Patients being released from institutional custody with acute symptoms of mental illness and 
evidence of dangerousness to self or others will be referred for civil commitment proceedings. 

 
PROCEDURE:  

 
A. Referrals 

1. Referrals to the Regional Behavioral Health Coordinator requesting placement of a 
patient on any Behavioral Health Unit may be made by any staff member through the 
Behavioral Health Coordinator of the facility. 

2. The patient will be evaluated at his/her current facility by a Qualified Behavioral Health 
Professional (QMHP) and/or Psychiatrist to document past and current functioning, as 
well as current diagnosis, potential for aggression, attitude toward treatment, etc. 
 

i. The findings of the evaluation will be provided to the Behavioral Health 
Coordinator (BHC) or Clinical Supervisor (CS). The BHC or CS will then determine 
if other treatment interventions could be utilized at the current facility to 
attempt stabilization of the patient. Treatment recommendations will then be 
made. If the BHC or CS determines that all available treatment interventions 
have been utilized, the case will then be referred to the Regional Behavioral 
Health Coordinator for consideration of the transfer request as noted below. 

 
B. Behavioral Health Transfer Process 

1. When the facility BHC ascertains that a patient may benefit from treatment in an Acute 
or Residential Treatment Unit or Security Hospital, the BHC will consult with the 
Regional BHC about the pending referral. The Regional BHC may choose, after a 
preliminary review of the case, to suggest alternate treatment interventions for the 
patient, or to approve completion of the Transfer Summary. 

2. If alternate treatment interventions are suggested, the Regional BHC and the BHC will 
agree upon a time frame for monitoring the effectiveness of the treatment approach. If 
no progress is noted across the agreed upon time frame, the BHC will then complete a 
Transfer Summary. 
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3. The Transfer Summary will be sent to the Regional BHC, or designee. Upon review of the 
Transfer Summary, the Regional BHC will approve or disapprove the transfer. 

4. The Regional BHC and the BHC will determine if the move must be immediate or if it can 
be scheduled as space is available, and if the transfer can be made with routine 
transportation. 

5. Once the transfer is approved by the Regional BHC, he/she will then follow the below 
guidelines as indicated will be followed. 

C. Transfers that Do Not Require a Due Process Hearing 

1. Transfers to a Residential Treatment Unit do not require a due process hearing. 

2. The Regional Behavioral Health Coordinator will alert the facility CS, and BHC that a 
transfer has been approved, and forward the approved transfer summary. The 
Residential Treatment Unit behavioral health staff will coordinate with classification 
staff to ensure that there are no security issues that preclude the patient’s ability to 
transfer. This consultation will also determine the date and time upon which a transfer 
can be made. 

a. If the patient is unable to transfer due to security issues, the originating site BHC 
will then discuss alternate transfer/treatment options with the Regional 
Behavioral Health Coordinator. 

b. If the patient can transfer, the BHC of the originating site will notify the site 
Classification Administrator of the transfer approval so that the two (2) sites can 
coordinate the transfer. 

c. The original of the Transfer Summary will be placed in the patient's behavioral 
health record. 

3. Prior to the transfer, the BHC of the originating site will refer the patient to the medical 
department for medical clearance. Medical clearance must be obtained and 
documented before the patient may be transferred. 

4. After completion of treatment at the Residential Treatment Unit, patients with 
continuing issues may be transferred to general population at a facility with an on-site 
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psychiatrist. Transfer to a site without an on-site Psychiatrist requires the approval of 
the Regional Behavioral Health Coordinator.  

D. Procedure for Transfer to an Acute Treatment Unit or Psychiatric Facility:  

1. Transfers to an Acute Treatment Unit and Psychiatric Facility require a due process 
hearing.  

2. Due Process Procedure for an Acute Treatment Unit and Psychiatric Facility Transfers:  

a. After the request has been made to the Regional Behavioral Health Coordinator 
for consideration of a patient transfer to an Acute Treatment Unit or to a 
Psychiatric Facility, the following will occur:  

i. The BHC or CS of the requesting facility will complete a Transfer 
Summary. The summary will be reviewed by the facility psychiatric staff 
for approval. The summary will then be sent to the Regional Behavioral 
Health Coordinator for review. The BHC or CS will notify the facility 
Health Services Administrator that an Acute Treatment Unit or 
Psychiatric Facility transfer has been requested.  

ii. The summary will contain a review of the patient’s current 
presentation, status (crisis placement progress) and treatment 
interventions and progress noted. Evidence of acute mental illness, risk 
of harm to self/others and/or gross inability to be maintained 
adequately at the patient’s current location will also be noted.  

iii. Psychiatric staff will personally assess the patient’s need for transfer an 
Acute Treatment Unit / Psychiatric Facility, and will document in the 
patient’s medical record:  

a) Patient’s current behavioral status  
b) Course of treatment and treatment compliance  
c) Patients behavior reflecting need for inpatient psychiatric 

treatment  
d) Contraindications of less restrictive treatment options, including 

placement on crisis status.  
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iv. The Regional Behavioral Health Coordinator will determine if a transfer 
is needed to meet the behavioral health needs of the patient.  

b. If the Regional BHC determines that a transfer is needed, the requesting BHC or 
CS will be notified that a due process hearing will be convened. The Regional 
BHC will select a hearing officer, a BHC, Clinical Director, CS, or other doctoral 
level staff who have received training from the Regional BHC, or designee, to 
carry out hearing officer duties, and who have not had recent therapeutic 
contact with the patient. 

c. If the Regional BHC determines that sufficient evidence is not present for a 
transfer, then the Regional BHC will provide clinical consultation to the 
requesting facility to further attempt to manage the patient adequately. A time 
frame will be agreed upon to monitor the effectiveness of the treatment 
interventions. If no progress is noted, the Transfer Summary will be updated to 
reflect the additional treatment efforts, and the Regional BHC will proceed with 
selection of a due process hearing officer.  

i. The medical staff will be informed of the proposed transfer, and medical 
clearance will be obtained.  

ii. Assistance will be provided to the patient with the acceptance of 
recommendation for transfer and due process. The Behavioral Health 
Professional and/or Psychiatrist will inform the patient of the decision 
to recommend transfer and will be available to answer any questions 
the patient may have about transfer or due process.  

E. Due Process Hearing  
 

1. QBHP, Psychiatric Advanced Practice Registered Nurse (APRN), Psychiatrist, and other 
needed behavioral health staff will be available to provide relevant information at the 
hearing. If the Psychiatrist is not available, his/her report will be read by the Behavioral 
Health Professional, BHC or the CS of the requesting facility. The Hearing Officer will 
require that the patient has a representative present during the proceedings to assure 
that the patient can represent their own interests at the hearing and to ensure that 
appropriate procedures are followed.  
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2. The hearing officer will ensure the following documentation is completed and available 
at the time of the hearing:  

d. Psychiatric evaluation  

e. Transfer summary  

f. Other pertinent information  

g. Copies of these reports will be retained in the patient's behavioral health 
record.  

3. The hearing officer may conduct the due process hearing in person or may choose to 
utilize the telepsychiatry system to hold the hearing.  

4. The hearing officer will adhere to institutional Policy and Procedure for the 
administration of the due process hearing.  

5. The hearing officer will complete a decision summary based on the findings of the 
hearing. This document will be sent to the BHC of the requesting facility to be signed by 
the site administrator, or designee. 

 
F. Procedure if Transfer is Recommended by Due Process Officer: 

1. The BHC or CS will notify the facility Classification Administrator and the Regional BHC 
that the due process hearing is completed, and the transfer is recommended.  

2. The patient will be monitored at least weekly by the psychiatrist, QBHP, or psychiatric 
Nurse until transfer occurs. Documentation of monitoring will be noted in the patient's 
electronic health record.  

G. Procedure if Transfer is Not Recommended by Due Process Officer: 

1. If the due process hearing officer does not find sufficient evidence to support a transfer 
to an Acute Treatment Unit or Psychiatric Facility, the Regional Behavioral Health 
Coordinator will consider the need to transfer the patient to a Residential Treatment 
Unit, or a facility with an on-site psychiatrist if the patient is not already at a facility with 
an on-site psychiatrist.  
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2. Clinical consultation will be provided by the Regional Behavioral Health Coordinator to 
the responsible behavioral health treatment team.  

H. Patients Released from Incarceration:  
 
A. Classification Administrators and/or Release Planners will report to the Behavioral Health 

Coordinator at each facility when a patient is pending discharge from the facility.  

1. If the patient is to be released and the patient’s mental status indicates the need for 
inpatient psychiatric treatment, commitment to a psychiatric facility will be initiated 
on either a voluntary or involuntary basis.  

2. If the patient is to be released from the facility and the patient’s mental status 
indicates the need for behavioral health follow-up but not inpatient psychiatric 
treatment, follow-up behavioral health care will be facilitated by:  

i. Referral of patient to facility discharge planner.  

ii. These staff members will provide the patient with the opportunity to 
voluntarily participate in the development of a thorough discharge plan that 
can include setting community behavioral health appointments, arranging of 
discharge medications through the site psychiatric staff, and addressing 
housing needs. The patient’s Unit Team Counselor may also become involved 
in the development of the discharge plan.  

iii. Development and implementation of follow-up behavioral health services will 
be completed according to policies and procedures and documented by 
completion in the electronic health record of the Release Planning summary 
form.  
  

3. A termination summary will be completed on any patient who is released from 
custody while residing in an Acute or Residential Treatment Unit. The summary will 
contain information about the patient’s treatment and progress during his or her 
time on the unit, and an assessment of the patient’s level of functioning at the time 
of release. The discharge plan for the patient will also be noted in the summary. 
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POLICY: 
 
The identification, treatment, and management of individuals diagnosed with Gender Dysphoria within 
the correctional environment will occur based on the results of multi-disciplinary treatment teams.  
 
DEFINITIONS: 
  
Gender Dysphoria Clinical Supervision Group: The Gender Dysphoria Clinical Supervision Group shall be 
comprised of all health professionals who are assigned to work incarcerated individuals diagnosed with 
Gender Dysphoria. The clinical supervision group will include: The behavioral health provider’s Regional 
Psychiatric Director (who serves as Chair, or appoints a designee as Chair), the Regional Behavioral 
Health Coordinator, the Regional Medical Director, the Gender Dysphoria Consultant based upon 
identified need, site health care staff involved in providing direct patient care (site Psychiatrist, site 
Medical Director, QBHP, Behavioral Health Coordinator), and a Health Services Administrator. Other 
treatment disciplines may participate on an as needed basis.  The role of the Health Services 
Administrator shall be to monitor the group’s activities for compliance to the policy and to ensure the 
integrity of the supervision process through direct observation. 
 
DSM-5: Diagnostic and Statistical Manual of Mental Disorders Fifth Edition (DSM-5).  This is a publication 
of the American Psychiatric Association (APA), which lists specific criteria that enable a clinician to 
establish diagnosis of mental disorders.  The DSM-5 defines the criteria for Gender Dysphoria below.  In 
the case that the DSM-5 is revised, the latest published version of the DSM applies. 
 
Gender Dysphoria is defined by the DSM-5 as the following: 

A. A marked incongruence between one’s experienced/expressed gender and assigned gender, of at 
least 6 months’ duration, as manifested by at least two of the following: 

1. A marked incongruence between one’s experiences/expressed gender and primary and/or 
secondary sex characteristics (or in young adolescents, the anticipated secondary sex 
characteristics). 

2. A strong desire to be rid of one’s primary and/or secondary sex characteristics because of a marked 
incongruence with one’s experienced/ expressed gender (or in young adolescents, a desire to 
prevent the development of the anticipated secondary sex characteristics). 

3. A strong desire for the primary and/or secondary sex characteristics of the other gender. 
4. A strong desire to be of the other gender (or some alternative gender different from one’s assigned 

gender). 
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5. A strong desire to be treated as the other gender (or some alternative gender different from one’s 
assigned gender). 

6. A strong conviction that one has the typical feelings and reactions of the other gender (or some 
alternative gender different from one’s assigned gender). 

 
B. The condition is associated with clinically significant distress or impairment in social, occupational, 

or other important areas of functioning. 
 

Gender Dysphoria Consultant: A Gender Dysphoria Consultant is an individual who is a consultant to the 
behavioral health/medical services provider.  The Gender Dysphoria Consultant is a licensed 
medical/behavioral health provider and has documented experience in working with Gender Dysphoria 
and the transgender population. 
 
Gender Dysphoria Multidisciplinary Services Committee: The Gender Dysphoria Multidisciplinary Services 
Committee shall be appointed by the institution’s Health Authority.  The Committee shall be chaired by 
the healthcare provider’s site Psychiatric Director or designee, and other members shall include the 
Gender Dysphoria Consultant, based on identified need, the site Medical Director, Behavioral Health 
Coordinator, and facility Warden or designated administrator(s).   
 
Special Needs/Chronic Care Incarcerated individual: An incarcerated individual who is diagnosed with a 
mental illness and determined to need behavioral health intervention or case management on an 
ongoing basis.  Any incarcerated individual carrying the Gender Dysphoria diagnosis will remain on the 
special needs/chronic care caseload.   
 
Qualified Behavioral Health Professional (QBHP):  Includes treatment providers who have a master’s 
degree or doctoral degree in psychology, social work, or a related field, as well as Psychiatrists, 
Psychiatric Nurse Practitioners, Psychiatric Nurses and others who by their education, credentials, and 
experience are permitted by law to evaluate and care for the behavioral health needs of patients. A 
Qualified Behavioral Health Professional is responsible for case management, direct treatment services 
and the overall behavioral health care of incarcerated individuals assigned to his or her caseload. 
Training specific to diagnosis and treatment for Gender Dysphoria will be provided to QBHPs who treat 
incarcerated individuals with Gender Dysphoria as necessary. 
 
Primary Care Provider (PCP): A Qualified Medical Professional, including a medical doctor or advanced 
practitioner (Nurse Practitioner or Physician Assistant). 
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Medical Director: The physician in charge of the Institution’s medical services. 
 
Psychiatric Director: The physician in charge of the facility’s behavioral health services is the Psychiatric 
Director and is Board Certified in Psychiatry.  The Psychiatric  Director provides and supervises 
psychiatric and behavioral health care services in the correctional setting throughout the institution; 
evaluates patient care and assesses what is required by way of treatment; acts as a consultant for 
physicians and behavioral health care staff; delivers emergency and ongoing direct clinical service; 
reviews medical orders for behavioral health incarcerated individuals; evaluates pharmacy utilization, 
and develops and reviews treatment plans; and evaluates incarcerated individuals when clinically 
indicated. 
 
Behavioral Health Coordinator: The behavioral health provider who is responsible for the administration, 
management, supervision and development of behavioral health programs and delivery of behavioral 
health services within the institution.   
 
PROCEDURE: 
 
It is the policy of the institution to appropriately diagnose, treat and manage incarcerated individuals 
with Gender Dysphoria in a humane, safe correctional environment sensitive to their unique adjustment 
issues that are consistent with the core values, vision and mission of the institution and its commitment 
to provide adequate medical care and behavioral health services to all individuals in its custody. 
 

1. Responsibilities of the Gender Dysphoria Clinical Supervision Group 
 

A. Duties:  
The role of the Gender Dysphoria Clinical Supervision Group is to serve as a resource to 
QBHPs as they develop Gender Dysphoria-related specifications to incorporate into an 
incarcerated individual’s Individualized Treatment Plan for any incarcerated individual 
who has a provisional or confirmed Gender Dysphoria diagnosis; to conduct clinical 
reviews of specific cases; to provide supervision and clinical oversight to the QBHPs 
assigned to work with incarcerated individuals who have Gender Dysphoria; to 
determine if the proposed treatment recommendations related to the management of 
Gender Dysphoria are clinically appropriate and medically necessary, and to provide a 
forum for the discussion of challenging issues related to Gender Dysphoria.  This group 
shall meet at least monthly or as otherwise determined by the site Psychiatric Director 
or his/her designee. 
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B. Supervision: 

 
1. Each QBHP for an incarcerated individual diagnosed with Gender Dysphoria shall 

meet at least monthly or as scheduled with the Gender Dysphoria Clinical 
Supervision Group for receiving supervision in a group setting regarding the QBHPs 
provision of care to those incarcerated individuals diagnosed with Gender 
Dysphoria.  The Gender Dysphoria Consultant shall routinely be available for 
consultation to the Gender Dysphoria Clinical Supervision Group.  Participation with 
the Gender Dysphoria Consultant may occur via conference call, in person, or by 
videoconference. 

2. Healthcare providers of incarcerated individuals receiving other clinical services and 
receiving cross gender hormonal therapy should participate in the Gender 
Dysphoria Clinical Supervision Group process on an as needed basis, to ensure that 
integrated and consistent treatment is being provided to the incarcerated 
individual.  
 

2. Responsibilities of the Gender Dysphoria Multidisciplinary Services Committee  
 

A. Duties: 
1. The role of the Gender Dysphoria Multidisciplinary Services Committee is to 

review those with a diagnosis of Gender Dysphoria and discuss the 
Individualized Treatment Plans developed for incarcerated individuals 
diagnosed with Gender Dysphoria. 

2. The Gender Dysphoria Multidisciplinary Services Committee shall be 
responsible for reviewing the overall treatment of all Gender Dysphoria 
diagnosed incarcerated individuals on a quarterly basis. 

3. The chair (or designee) of the Gender Dysphoria Multidisciplinary Services 
Committee shall be responsible for communicating any recommendations on 
treatment needs for incarcerated individuals diagnosed with Gender Dysphoria 
that may have an impact on the safety and security of the individual within the 
correctional environment.  
  

3. Continuation of Cross-Gender Hormonal Therapy Upon Admission 
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A. Upon admission into the facility, any incarcerated individual for whom cross-gender 
hormonal therapy is currently, lawfully prescribed as part of an established regimen for 
Gender Dysphoria shall have this cross-gender hormonal therapy continued from the 
time of admission unless a medical services provider determines that such treatment is 
clinically contraindicated.  Cross-gender hormonal therapy as described above shall be 
continued until an appropriate treatment plan has been developed by the PCP and QBHP 
through consultation with the Gender Dysphoria Clinical Supervision Group, and 
reviewed by the Gender Dysphoria Multidisciplinary Services Committee. 
 

B. All newly admitted individuals with Gender Dysphoria receiving hormone therapy for the 
management of Gender Dysphoria shall be evaluated by the medical Primary Care 
Provider (PCP) on site.  The PCP shall then consult with the site Medical Director and if 
needed, refer to the identified Gender Dysphoria Consultant for assessment and 
continuity of therapy.  After a determination regarding hormone therapy is made, the 
PCP then either writes a medical order or documents the rationale for alternative 
treatment.  

 

C. A refusal by an incarcerated individual to provide a Release of Information (ROI) so that 
medical and behavioral health records prior to incarceration may be obtained and 
reviewed may be cause for discontinuing cross-gender hormonal therapy and for 
interrupting or tapering the medication(s), at the discretion of the Medical Director and 
Psychiatric Director, if it is determined not to be medically necessary treatment. 
However, regardless of the status of cross-gender hormone therapy, the incarcerated 
individual shall be identified as special needs and continue to receive behavioral health 
services on an ongoing basis. 

 

D. In those instances where the QBHP may believe that the incarcerated individual is not 
competent to provide informed consent for treatment, the QBHP shall consult with the 
site psychiatrist.  If the incarcerated individual is under a guardianship, then the site 
psychiatrist will consult with the incarcerated individual’s attorney/guardian.  If the 
incarcerated individual needs a guardian, then this shall be pursued. 

 

4. Identification and Diagnosis of Incarcerated Individuals with Gender Dysphoria 
 

A. Provisional Diagnosis:  
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1. Upon admission to the institution, or at any other time during an incarcerated 
individual’s stay, if the incarcerated individual either self-identifies as meeting 
the criteria for Gender Dysphoria or is referred secondary to possible Gender 
Dysphoria, a facility-based Qualified Behavioral Health Professional shall 
evaluate the incarcerated individual to determine whether he/she meets the 
clinical criteria for a provisional diagnosis of Gender Dysphoria.  This diagnosis 
shall be based, in part, upon a face-to-face evaluation of the individual and a 
review of the medical and mental health history, as well as current medical and 
behavioral health treatment record documentation. 

 
2. After making this provisional diagnosis, a Qualified Behavioral Health 

Professional shall seek the individual’s authorization of the appropriate 
Releases of Information (ROI) for access to his/her medical and mental health 
records prior to incarceration and shall place the individual on the special 
needs case list.  For a newly admitted individual who identifies as having 
symptoms of Gender Dysphoria, every effort shall be made to promptly secure 
medical and mental health records regarding the delivery of Gender Dysphoria 
services prior to incarceration, to enhance continuity of care. 

 

3. The Qualified Behavioral Health Professional will review the case with the site 
treatment team, including the Behavioral Health Coordinator and psychiatric 
staff.  The incarcerated individual will be referred to the on-site psychiatric 
provider. 

 

4. The Qualified Behavioral Health Professional shall inform the Regional 
Psychiatric Director or designee, and the Regional Behavioral Health 
Coordinator or designee, of the individual’s provisional diagnosis of Gender 
Dysphoria, using the Gender Dysphoria Mental Health Referral Form 
(Attachment A).  This written referral from the Qualified Behavioral Health 
Professional shall be made upon determination of the provisional Gender 
Dysphoria diagnosis. 

 

5. In cases where the incarcerated individual self-identifies as Gender Dysphoric 
and the site treatment team does not assess the individual as meeting the 
clinical criteria for Gender Dysphoria, the case will not need to be referred to 
the Regional Psychiatric Director or the Regional Behavioral Health Coordinator 
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for a subsequent evaluation. However, the Regional Psychiatric Director and 
the Regional Behavioral Health Coordinator will be informed of such situations. 

 

6. Upon receipt of these referrals, a Qualified Behavioral Health Professional 
designated by the Gender Dysphoria Clinical Supervision Group will be assigned 
to evaluate the incarcerated individual to determine whether he/she meets the 
clinical criteria for the diagnosis of Gender Dysphoria.  This diagnosis shall be 
based, in part, upon a face-to-face evaluation of the individual, a review of the 
medical and behavioral health history, psychological testing as indicated, as 
well as current medical and behavioral health treatment record 
documentation.   

 

7. Once the Qualified Behavioral Health Professional has completed their 
evaluation, they will submit the evaluation to the Regional Psychiatric Director 
and the Regional Behavioral Health Coordinator for review.   

 
B. Confirmation of Diagnosis: 
 

1. The Regional Psychiatric Director or designee and the Regional Behavioral 
Health Coordinator or designee shall consult with the Gender Dysphoria 
Clinical Supervision Group to determine if the individual meets the clinical 
criteria for the diagnosis of Gender Dysphoria.  This diagnosis shall be based 
upon, at a minimum, a review of the individual’s medical and behavioral health 
record, the referral from the Qualified Behavioral Health Professional, and a 
consultation with the referring site psychiatrist who has personally assessed 
the individual. 

 
2. If there are any concerns with the validity of the Gender Dysphoria diagnosis, 

the Gender Dysphoria Consultant may be contacted for further evaluation.  
This decision by the Regional Psychiatric Director and Regional Behavioral 
Health Coordinator, in consultation with the Gender Dysphoria Treatment 
Committee, regarding an individual’s Gender Dysphoria diagnosis shall be 
made within sixty (60) calendar days after the referral has been received from 
the Qualified Behavioral Health Professional. 

 
5. Treatment Planning for Incarcerated Individuals with Gender Dysphoria  
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A. Development of the Gender Dysphoria Treatment Plan: 

 
1. Following a confirmed Gender Dysphoria Diagnosis, the incarcerated 

individual’s QBHP shall prepare an individualized, initial treatment plan, and/or 
review and revise an existing treatment plan, which incorporates the diagnosis, 
along with all other outstanding co-occurring behavioral health issues. 

 
2. The BHP shall develop this Treatment Plan in whole or in part with consultation 

from the Gender Dysphoria Clinical Supervision Group.  In addition, the BHP 
shall also consult with the incarcerated individual’s treating psychiatrist and 
any other clinician or practitioner who may provide clinical services to the 
incarcerated individual. The treatment plan should be focused on the person’s 
individualized needs based upon the provision of medically necessary care.  

 
B. Treatment Plan Review and Approval: 

 
1. Once the Treatment Plan has been developed, it shall be forwarded to the 

Gender Dysphoria Multidisciplinary Services Committee for review and input 
regarding any concerns associated with the implementation of the plan. 

 
2. The Gender Dysphoria Clinical Supervision Group may refer the incarcerated 

individual for specialty physician consultation if its members believe that such 
consultations are advisable. 

 
3. If the Gender Dysphoria Clinical Supervision Group recommends that cross-

gender hormone therapy should be added as a component of the Individualized 
Treatment Plan, then the incarcerated individual shall be referred and evaluated 
by the assigned institutional Primary Care Provider (PCP-Physician or Advanced 
Practitioner).  If the site medical PCP does not believe that hormone therapy 
presents a significant physiological threat or contraindication to the patient for 
medical reasons, then the PCP shall make a referral to the appropriate Gender 
Dysphoria Consultant under agreement to the contractual medical services 
provider. 
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4. The Gender Dysphoria Consultant shall conduct the incarcerated individual’s 
assessment for consideration of cross-hormonal therapy as a clinical 
intervention in the individual’s Gender Dysphoria Treatment Plan and determine 
the appropriate course of hormonal treatment, when indicated, if no medical 
contraindications are present.  The medical PCP referral to the Gender 
Dysphoria Consultant shall be made no later than thirty (30) calendar days after 
the medical PCP has made the initial determination that there are no 
physiological threats or contraindications to cross-gender hormonal therapy. 

 

5. The purpose of the referral to the Gender Dysphoria Consultant is to determine 
the appropriate cross-gender hormone regimen or any medical 
contraindications to initiating or continuing treatment with cross-gender 
hormones.  Any update to an individual’s Treatment Plan shall not include cross-
gender hormone therapy as a formal recommendation until after the Gender 
Dysphoria Consultant has evaluated the individual and determined that cross 
hormonal therapy does not present with any medical contraindications. 

 

6. In the event treatment with cross-gender hormonal therapy is medically 
contraindicated by the Gender Dysphoria Consultant, the determination shall be 
communicated to the site Medical Director and documented within the 
healthcare record.  All follow-up evaluations shall be conducted by the Gender 
Dysphoria Consultant on a periodic basis as clinically indicated.   

 
C. Essential Elements of the Treatment Plan for Gender Dysphoria Diagnosed 

Incarcerated Individuals: 
 

1. The goal of Gender Dysphoria-related modifications to the Individualized 
behavioral health Treatment Plan is to assist the Gender Dysphoria-diagnosed 
individual in exploring and managing his/her issues related to Gender 
Dysphoria as well as any co-occurring mental health disorders. 
 

2. Although individualized, the Treatment Plan for all individuals diagnosed with 
Gender Dysphoria shall contain, at a minimum, these essential elements: 
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a. The individual is offered participation in at least monthly individual 
psychotherapy provided by the contractual behavioral health service 
provider. 

b.       The Treatment Plan may contain recommendations regarding clothing and 
canteen items for incarcerated individuals in accordance with the 
allowable property Policy and Procedure. The facility administration 
shall make the final determination on whether such items will be 
approved for security reasons.      

e.     Incarcerated individuals diagnosed with Gender Dysphoria will only be 
permitted to purchase and retain canteen items that are allowed within 
the level of security that is commensurate to their housing assignment. 

 
3. The Treatment Plan shall become effective after the Gender Dysphoria 

Multidisciplinary Services Committee has reviewed the clinically appropriate 
and medically necessary treatment recommendations approved by the Gender 
Dysphoria Supervision Group. If an incarcerated individual refuses to 
participate in any or all aspects of the Treatment Plan as it relates to his/her 
treatment of Gender Dysphoria, this will be documented and clinically driven 
modifications will be made to the Treatment Plan. 

 
6. Reporting:  
 

A. Gender Dysphoria Treatment Committee 
 

1. The Gender Dysphoria Multidisciplinary Services Committee shall prepare a 
quarterly report regarding its review of all cases of incarcerated individuals 
diagnosed with Gender Dysphoria and any specific recommendations relating 
to cross-gender clothing and canteen/cosmetic items approved for 
incarcerated individuals. The format of this report shall be approved by the 
Regional Medical Director, or designee. 

 
2. The quarterly report of the Gender Dysphoria Multidisciplinary Services 

Committee shall be submitted within thirty (30) calendar days after the end of 
the quarter to the VitalCore Chief Medical Officer and made available to the 
head administrator of the correctional system, or designee. 
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7. Security Review:  
 

A. If a treatment recommendation is made that may potentially present security, safety, or 
operational difficulties within the correctional environment, the site Behavioral Health 
Coordinator shall refer the treatment recommendation to the institutional 
administrators for a security review.  The security review shall consider the incarcerated 
individual’s individual history of incarceration and present circumstances.  
 

B. If the treatment recommendation is determined to present security, safety or 
operational difficulties, he/she shall articulate specific and justifiable reasons for the 
denial of the recommended treatment, based on overwhelming security, safety and/or 
operational concerns, in writing.  The security review shall be completed within sixty 
(60) calendar days of the referral.  

 
8. Management and Placement:  
 

A. An incarcerated individual who is committed to the institution shall be placed in a 
facility according to the incarcerated individual’s biological gender, presentation and 
appearance.  Specific cases with partial completion of sex reassignment surgery, 
removal or augmentation of breasts, removal of testicles, etc. shall be evaluated on a 
case-by-case basis by the Chief Medical Officer and reported to the facility 
administration for consideration of any safety, security and/or operational concerns 
presented. 

B. Site Behavioral Health Coordinators may provide clinical input as to their clinical 
recommendations related to housing of an incarcerated individual diagnosed with 
Gender Dysphoria at their respective facility.  Consideration of these clinical 
recommendations should be given to the facility classification staff when making 
determinations regarding such issues; however, final determination regarding housing 
placement is the responsibility of the facility classification.  
 

 



Health Services 
Policy and Procedure 

 

VitalCore General Health Policy Reviewed: 12/17/2019 

Title: Infirmary Care Revised: 12/17/2019 

ACA: Mandatory NCCHC: Essential #: P-G-03.00 

 

REFERENCES 
NCCHC: Standards for Health Services in Prison, 2018, P‐F-02 
ACA: Performance Based Standards for Adult Correctional Institutions-5th Ed., 2018; 5-6A-4352 

  Page 1 of 2 

 

POLICY: 
 
Infirmary care, when provided, is appropriate to meet the serious needs of patients. 
 

DEFINITIONS: 
 
Infirmary care is care provided to patients with an illness or diagnosis that requires daily monitoring, 
medication and/or therapy, or assistance with activities of daily living at a level needing skilled nursing 
intervention. 

 
An infirmary is an area in the facility accommodating patients for a period of 24 hours or more, 
expressly set up and operated for caring for patients who need skilled nursing care but do not need 
hospitalization or placement in a licensed nursing facility, and whose care cannot be managed safely 
in an outpatient setting. It is not the area itself but the scope of care provided that makes the bed an 
infirmary bed. 
 
Within sight or hearing of a qualified health care professional means that the patient can gain the 
professional’s attention through visual or auditory signals. Call lights and buzzer systems can be useful 
ways to ensure this. The use of nonmedical staff to alert health staff in the event of need does not 
constitute compliance. 
 

PROCEDURE:  
 

A. Infirmary care, when provided, is appropriate to meet the health care needs of patients. 
 
B. Infirmary level of care is provided to ensure that patients are given medical, nursing, and 

behavioral health care in a setting that meets their serious medical conditions and/or the 
appropriate level of care that cannot be given in the general population.  
 

C. Patients who need infirmary-level of care are within sight or sound of a facility staff member 
or a qualified health care professional who can respond in a timely manner.  
 

D. The number of health care staff on site providing infirmary-level of care is based on the 
number of patients, the severity of their illnesses, and the level of care required for each.  
 

E. At least daily an RN ensures that care is being provided as ordered by the health care 
practitioner. The initiation and discontinuation of infirmary-level of care is determined by 
provider orders. 
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F. The frequency of provider and nursing rounds is specified by the health care practitioner and 

based on clinical acuity and the categories of care provided.  
 

G. Infirmary health records for patients needing infirmary-level of care include: 
 

1. An initial clinical note documenting the reason for infirmary care and outlines the 
treatment and monitoring plan.  

2. Documentation of all the care and treatment provided. 
 

H. Observation beds are beds designated for medical or behavioral observation for specific 
purposes, such as watching the patient’s response to a change in medication regimen. 
Patients also can be placed in observation beds to prevent them from eating or drinking 
before a medical test that requires such restriction, to allow patients to recover from day 
surgeries or medical procedures, or to watch the general behavior of patients whose 
behavioral stability appears questionable. 

 
I. All Infirmary care and services will be at the direction of the Site Medical Director and Site 

Psychiatrist. The Infirmary Manual will be reviewed annually and signed by the VitalCore 
Medical Director and Psychiatric Director. 
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PURPOSE: 
 

To establish guidelines for providing a range of behavioral health services to patients diagnosed with a 
serious mental illness, to include mental disabilities.  

 
POLICY: 
 
Behavioral health services are available for patients who require them.  All patients diagnosed with a 
serious mental illness or a disabling neurodevelopmental disorder will receive services by a Qualified 
Behavioral Health Professional (QBHP) according to their individual needs to ensure appropriate care 
is provided and effective.  
 
Any patient diagnosed with a serious medical disorder that carries with it possible significant 
behavioral health symptoms will be considered for periodic monitoring by a licensed behavioral 
health professional. 

 
DEFINITIONS: 
 
Behavioral health services include the use of a variety of psychosocial and pharmacological therapies, 
either individual or group, including biological, psychological, and social, to alleviate symptoms, attain 
appropriate functioning and prevent relapse. 
 
PROCEDURE:  
 

A. All patients diagnosed with a serious mental illness or disabling neurodevelopmental disorders 
will be considered for routine monitoring, depending on their individual needs.  All patients 
diagnosed with a serious medical condition that may also present significant behavioral health 
concerns will be considered for routine behavioral health monitoring.  
 

1. Diagnoses for inclusion for special needs monitoring may include but are not limited to: 
any schizophrenia spectrum or other psychotic disorder, bipolar disorder, major 
depressive disorder, intellectual developmental disability, neurocognitive disorders, 
gender dysphoria, post-traumatic stress disorder, self-injurious patients, and suicidal 
patients.   
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2. Other DSM-5 diagnoses can be considered for inclusion for routine monitoring on the 
Special Needs list as clinically indicated. These cases should be reviewed by the QBHP 
and Clinical Supervisor or Behavioral Health Coordinator.  

3. Any patient removed from suicide precautions/crisis level will be monitored routinely 
and placed on Special Needs monitoring.  

4. All patients placed on treatment for Hepatitis C will be placed on the Special Needs list 
and followed by a QBHP for the duration of the treatment.  

B. Each Behavioral Health Coordinator will be responsible for developing and maintaining a list of 
patients who require routine monitoring for Behavioral Health Special Needs.  

1. The Behavioral Health Special Needs list will include at minimum the patient’s name, 
diagnosis, anticipated date of release, behavioral health housing classification, 
psychotropic medication status (Y or N), SMI designation (Y or N), and date of last visit 
with a QBHP.  

2. The Behavioral Health Special Needs list will be revised at least monthly, but more often 
depending on the facility’s need.  

C. All Behavioral Health Special Needs patients will have this status designated on the electronic 
health record (EHR).  

D. Behavioral health related problems presented by the Special Needs patient will be listed on the 
Patient Health Care Problem List by the Behavioral Health Coordinator, or designee.  

E. Each Behavioral Health Special Needs patient will be assigned a QBHP who will be responsible 
for monitoring the patient at least monthly. Such monitoring requires a personal interview of 
the patient, assessment of the patient's mental status, assessment of harm to self and others, 
and a determination of the patient’s current needs. Monthly special needs monitoring by the 
QBHP will be documented on the health record. Any progress toward the completion of the 
patient’s treatment goals will be documented in the progress note.  

F. Patients who are receiving medications for a mental disorder will meet with the psychiatry staff 
at least every 90 days for a review of their current medication regime, a determination of any 
possible adverse side-effects from psychotropic medications and recommendations regarding 
changes in the patient’s plan of treatment.  
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G. Each Behavioral Health Special Needs patient will have a completed Treatment Plan that details 
the patient’s short-term and long-term treatment goals and any intervention necessary to 
address the patient’s special needs. Intervention may include activity therapy, medication 
education groups, discharge planning services, and individual and group therapy.  

1. The Treatment Plan will be updated regularly, documenting any changes in the patient's 
diagnosis, treatment goals, and will be reviewed by a QBHP at least every 90 days.  

2. The Treatment Plan should reflect any known medical conditions of the patient that 
interacts with the patient’s behavioral health condition (e.g., diabetes).  

3. A patient may be considered for removal from the Special Needs list when the patient 
has demonstrated an adequate period of stable functioning (at least 6 months) or the 
patient no longer has a diagnosis that requires Behavioral Health monitoring as defined 
in Special Needs.  

a. If it is determined that a patient should be removed from the special needs list 
prior to a period of 6 months, the decision will occur between the QBHP and 
the Behavioral or Psychiatric Director. 

b. If 6 months of stability has been attained, and the patient no longer has a 
diagnosis that requires behavioral health monitoring, the decision to remove 
the patient from the Special Needs list will occur between the QBHP and that 
professional’s clinical supervisor. This consultation and reasons for the 
decision to remove the patient will be documented in the patient’s health 
record.  

c. Patients who receive antipsychotic medications may be removed from the 
special needs list only if associated with unipolar depression or anxiety 
disorders and following the consultation by the site psychiatrist. The 
consultation will also be documented in the health record. 

d. Patients classified as seriously mentally ill will not be removed from the 
Special Needs list.  
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POLICY:  
 
VitalCore Health Strategies healthcare staff (medical and behavioral health) will participate in suicide 
prevention from the time of arrival of each patient throughout the continuum of confinement and 
discharge to the community.  
 
The VitalCore Health Strategies’ Suicide Prevention Program is approved by the health authority and 
reviewed by the facility administrator. It is an on-going intervention founded on evidence based mental 
health standards of care, corrections-specific specialty skills, continuous education, training and practice. 
All VitalCore Health Strategies staff members are responsible for suicide prevention and intervention at 
every encounter with a patient. 
 
Healthcare staff are expected to comply with the VitalCore Health Strategies Suicide Prevention Program in 
addition to the suicide prevention policies of the contract that they work in. The program is developed to 
prevent suicides in the facility by utilizing, thorough longitudinal risk assessment, ongoing clinical 
evaluation and medically necessary monitoring by healthcare and custody staff.   
 
Suicide statements, threats, gestures will be taken seriously, are considered a behavioral health emergency 
and immediately acted upon when observed by staff or reported to healthcare staff by custody.  Patients 
have access to care to meet their serious mental health needs. 
 
The VitalCore Health Strategies Suicide Prevention Program includes the following elements: 
 

1. Training 
2. Identification 
3. Assessment & Referral 
4. Evaluation 
5. Treatment 
6. Housing & Monitoring 
7. Communication 
8. Intervention 
9. Notification 
10. Reporting 
11. Review 
12. Debriefing 
13. Auditing 
 

DEFINITIONS: 
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Continuous Observation: Acutely suicidal: (Active) patients are those who engage in self-injurious behavior 
or threaten suicide with a specific plan, or express a state of an immediate thought of completing suicide 
associated with imminent risk 
 
Close Observation: Non-acutely suicidal: (Potential or inactive) patients are those who express current 
suicidal ideation (e.g., expressing a wish to die without a specific threat or plan) and/or have a recent 
history of self-destructive behavior. In addition, patients who deny suicidal ideation or do not threaten 
suicide but demonstrate other concerning behavior (through actions, current circumstances, or recent 
history) indicating the potential for self-injury should be placed on suicide precautions and observed at 
unpredictable intervals not to exceed every 15 minutes (e.g., 5, 10, 7 minutes). 
 

PROCEDURE: 
 
1. Training:  

 
a. Evidence of suicide prevention training will be documented in the employee’s training record. 

 
b. Suicide prevention training will be part of orientation for all institutional staff with responsibility 

for patient supervision.  Additional training in suicide prevention is to be provided annually to 
healthcare and custody staff. Training may be conducted more frequently as directed by the 
Director of Psychiatric Services, Regional Behavioral Health Coordinator, or designee.  The 
objectives of the training include: 
 

i. Understanding longitudinal risk assessment and risk factors for suicide in the correctional 
setting 

ii. Awareness of warning signs and symptoms of patients at risk for suicide 
iii. Understanding of protective factors 
iv. Awareness of intervention techniques 
v. Understanding the importance of careful clinical observation, watch level procedures, 

and documentation 
vi. Follow up monitoring of patients who make a suicide attempt 
vii. Understanding the demographic and cultural parameters of suicidal behavior, including 

incidence and variations in precipitating factors 
viii. The understanding that suicidality can occur at any time during a person’s confinement 

and population-specific factors pertaining to risk in the facility 
ix. Responding to suicidal and depressed individuals 
x. Communication between correctional and health care personnel 
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xi. Description of referral process for potentially suicidal patients 
 

c. Healthcare and custody staff assigned to intake and specialized mental health housing areas will 
receive more in-depth training on the identification and management of the suicidal patient.  
 

d. Training:  All Healthcare staff will receive new employee training in suicide prevention and 
assessment. Topics for this training will include (but are not limited to): 

 
i. Understanding the importance of suicide prevention 

ii. Learning to overcome obstacles of suicide prevention in prisons 
iii. Identifying facts vs. fiction of patient suicide 
iv. Understanding research pertaining to suicide in prisons, including incidence, 

demographic features, and known risk factors relating to suicide 
v. Recognizing possible risk factors of patient suicide including: 

a. Characteristics that make correctional environments conducive to suicidal 
behavior 

b. Pre-Disposing factors of suicidal behavior 

c. High-Risk suicide periods 

d. Signs and symptoms of suicidal behavior 

e. Common signs and symptoms of depression 

f. Situational risk factors of suicidal behavior 

g. Possible precipitating factors (“stressors”) 
vi. Recognizing possible protective factors of patient suicide 
vii. Understanding the importance of suicidal risk despite patient denial 

viii. Identifying the Guiding Principles of Suicide Prevention including: 

a. Assessing suicide risk is an ongoing process 

b. Prior risk of suicide is related to future risk 

c. Suicide occurs near disciplinary/parole hearings, visits, phone calls, and in special 
housing units 

d. Suicide prevention training is meaningful 

e. A communicative, multi-disciplinary approach helps avoid preventable suicides 

f. Management of suicidal patients should be individualized according not the 
patient’s needs 

g. Avoid barriers that discourage patients from self-reporting suicidal ideation 
ix. Understanding how and with whom to communicate to prevent patient suicides 
x. Learning how to respond to potentially suicidal patients 
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xi. Discussing when to refer patients to behavioral health/medical personnel for assessment 
and treatment 

xii. Reviewing the procedures for housing, property, and levels of observation for crisis level 
placements 

xiii. Understanding the emergency response to a suicide attempt 
xiv. Learning about patient suicide liability and deliberate indifference 

 
e. All Healthcare staff will receive training annually in suicide prevention and assessment. Such 

training will be provided by the Behavioral Health Coordinator, or designee. 
 

f. VitalCore Health Strategies, in partnership with the department, will develop and implement 
training materials in accordance with current standards and research in the field. 

 
2. Identification: 

a. Receiving Screening – The receiving screening is the first opportunity to assess each patient’s 
suicide risk by asking specific questions regarding current suicidal ideations, observing behavior 
and evaluating patient’s needs.  

b. The screening tool should address, but not be limited to the following areas: 

i. Current and past illnesses, health conditions, or special health requirements 
ii. Past or current mental illness, including hospitalization 
iii. History of mental health or substance use treatment 
iv. History of or current suicidal ideation 
v. Legal and illegal drug use; to include type, amount, and time of last use 

vi. Current or prior withdrawal symptoms 

c. Other areas to consider during intake and beyond the intake process are: 

i. History of Self Injury 
ii. Sex offense, violent crime, serious charge 
iii. Pervasive hopelessness 
iv. Lack of future oriented thoughts 
v. Maladaptive coping skills 

vi. Poor adjustment to incarceration 
vii. Housing placement in segregation or specialized housing/single cell 

viii. Lack of family/social support 
ix. Diagnosis of Psychotic/ Bipolar/ Depressive/Substance Use Disorders 
x. Patient conflict, disciplinary infractions 

xi. Previous suicide attempts in the last two years 
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xii. Psychotropic medication use 
xiii. Family history of psychiatric illness, substance abuse or suicide 

 

d. Health Assessment – Additional screening will occur at the time of the health assessment.  The 
patient will receive a mental health screening as part of the health assessment.  The mental 
health screening includes an assessment for suicide risk. 

e. Patients who are identified as being at significant risk for suicide by healthcare or custody staff 
should be placed on a suicide watch and referred immediately for behavioral health services.  

3. Assessment and Referral: 

a. Custody officers and healthcare staff will collaborate with each other to increase the ability to 
be cognizant of the risk factors for suicide and be alert to information that may indicate that a 
patient is a suicide risk. 

b. Upon recognition that a patient is at risk for suicide, the patient should be placed in a housing 
area that affords monitoring, (i.e. constant surveillance) until the patient can be further 
assessed by a mental health professional.  

c. Referral of potentially suicidal or suicidal patients:  
i. A patient who attempts suicide will receive immediate medical and Behavioral 

health attention.  
ii. Any staff member of the institution concerned that a patient may be potentially 

suicidal will inform Behavioral health services immediately.  
iii.  A patient identified as potentially suicidal will be evaluated as soon as possible by a 

QBHP. Pending evaluation, the patient will be kept under constant observation by 
correction officers.  

iv. In all incidents of suicide, serious suicide attempts, or repeated suicide attempts, 
the Medical Director, the Director of Psychiatry, and Regional Behavioral Health 
Coordinator will be notified immediately.  

d. Suicide precaution procedures will be implemented by institutional and nursing staff until an 
evaluation by a Qualified Behavioral Health Professional (QBHP) is completed. This evaluation 
will determine the subsequent actions needed to provide for patient support and monitoring 
during this critical period. Signs of risk for self-destructive behavior include: 

i. Patient engages in or attempts to engage in behavior with potential for self-harm 
(e.g., swallows razor blades, places plastic bag over head, self-mutilation).  

ii. Patient threatens to attempt suicide.  
iii. Patient talks about suicide or self-injurious behavior with staff or other patient(s).  
iv. Patient has a documented history of previous suicide attempt(s) or self-harm.  
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v. Patient exhibits markedly sad, tearful behavior or reduced emotional reactivity.  
vi. Patient makes vague references to death.  
vii. Patient exhibits severe agitation or aggressiveness 

viii. Patient exhibits noticeable mood and/or behavior changes 
ix. Patient projects hopelessness or helplessness 
x. Patient seems preoccupied with the past; expresses no sense positive sense of 

future 
xi. Patient expresses unusual concern over what will happen to them  
xii. Patient appears withdrawn with minimal responding.  

xiii. Patient gives away significant possessions.  
xiv.  Patient refers to a problem (or concern) with vague suggestion that "it will not be a 

problem (or concern) for much longer." 
xv. Patient exhibits increased difficulty relating to others  
xvi. Patient experiences a loss of stabilizing resources (spouse, job, home, etc.) 

xvii. Patient expresses severe guilt or shame regarding offense 
xviii. Patient experiences sexual assault or threat of it 

xix. Patient experiencing current Mental Illness 
xx. Patient experiencing poor physical health or terminal illness 
xxi. Patient was recently incarcerated 

xxii. Patient has an impending/recent court hearing 
xxiii. Patient received adverse parole results or added time from court proceedings 
xxiv. Patient was admitted to restricted housing 
xxv. Patient has an impending release 
xxvi. Patient reports stress related to anniversary or other significant dates 
xxvii. Patient experiences decreased staff supervision 

xxviii. Patient receives bad news of any kind 
 

e. The QBHP can change the level of suicide watch or release a patient from suicide watch in 
consultation with the site behavioral health coordinator or clinical supervisor, and with the 
psychiatry staff member’s orders.  

f. The custody administration should be notified if a patient is currently at risk for suicidal behavior 
and is scheduled for release from the facility. 

4. Evaluation: 

a. An evaluation conducted by a qualified mental health professional designates the individual’s 
level of suicide risk, level of supervision needed, and if a need exists to transfer the patient to an 
inpatient mental health facility or program. 
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b. The initial evaluation by a QBHP will include, but not be limited to, an assessment of:  
i. Patient's behavioral health status  
ii. Patient's self-report of behavior resulting in referral  
iii. Information obtained from medical staff, security staff, unit team and other facility 

staff.  
iv. Current suicidal risk: ideation, plans, lethality of plan, recent stressors, goal of 

behavior  
v. History of suicidal behavior, ideation, how often, when, method used or 

contemplated, why, consequences or prior attempts/gestures  
vi.  Patient's report of his/her potential for suicidal behavior  
vii. The patient will be assessed using the Columbia Suicide Severity Rating Scale (CSSRS 

– form 141) and documented accordingly.  
 

c. The QBHP will consult with a psychiatry staff member, Behavioral Health Coordinator, Clinical 
Supervisor and/or another QBHP to assist in the evaluation as needed. 
 

5.  Disposition 
 
a. After a clinical evaluation, if a QBHP determines that the patient presents no evidence of 

psychological distress, and the patient denies current suicidal ideation or intention, the patient 
will be returned to a housing unit with a behavioral health follow-up scheduled.  
 

b. If a QBHP determines that the patient is depressed, agitated, and/or anxious but not a suicide 
risk, the QBHP will consult with the Clinical Supervisor or Behavioral Health Coordinator to 
determine the appropriate course of action necessary to monitor symptoms, until the 
presenting symptoms have remitted, or the patient is placed on a crisis level, if appropriate.  

 
c.  If a QBHP determines that the patient is in danger of self-harm, the QBHP will recommend to 

the psychiatric staff that the patient be placed on an appropriate crisis level.  If staff is unable to 
contact the psychiatric provider immediately, the QBHP may temporarily place the patient on 
crisis level while continuing to attempt contact with a psychiatric provider.  
 
 

d. VitalCore Health Strategies requires the use of a longitudinal risk assessment as the standard of 
care when monitoring patients who are considering self-harm acts. 
 

e. VitalCore Health Strategies does not support the use of “Contracts for Safety” in the evaluation, 
treatment, monitoring or documentation of suicidal or potentially suicidal patients. 
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f. A patient who has made a serious suicide attempt that required care beyond that of a nurse or 

who required hospitalization will be required to see a Psychiatry Provider within 7 days/ or 
earlier as clinically indicated. Provider evaluations conducted in person are considered standard 
practice, except at sites with tele-psych services.  

 
g. While on a suicide watch status, patients shall be reassessed daily, at minimum, to identify any 

change in condition indicating the need for a change in supervision level, a more frequent 
multidisciplinary team review, or required transfer or commitment.  

 
h. The evaluation will include follow-up services within 24 hours following removal from crisis level 

status, 7 and 14 days thereafter, and then monthly as clinically indicated, per the Special Needs 
policy. An individualized, patient-specific treatment plan should be developed with the patient 
and revised as necessary. 

 
6. Treatment: 

 
a. Strategies and services to address the underlying reasons for the patient’s suicide ideation will 

be considered.  The strategies include treatment needs when the patient is at a heightened risk 
for suicide, as well as follow-up treatment interventions and monitoring strategies to reduce 
risk.  
 

b. Each treatment plan will address evidence-based medicine and principles, including underlying 
issues that led to suicidal ideation. 

 
7. Housing: 

 
a. Specific areas within the custody facility should be designated for housing suicidal patients.  

 

b. The patient will be housed at the recommendation of a QBHP or admitted to the infirmary by 
order of the psychiatric staff, and with notification of the on-call physician. 

c. Unless constant supervision is maintained, a suicidal patient is not isolated but is housed in the 
general population, behavioral health unit, or medical infirmary, and located near staff.  
Healthcare and custody staff, in partnership will ensure all cells or rooms housing suicidal 
patients are as suicide-resistant as possible. Correctional officers will inspect the cell prior to 
patient placement to ensure no items are available for potential self-harm.  
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d. Suicidal patients should receive a safety garment and not be housed without such garment. 
Paper gowns are not encouraged. 

 
8. Monitoring Patients identified as potentially suicidal: 

 
a. Patients will be observed directly by correctional officers or other individuals designated by the 

administrator of the institution.  
 

b. Behavioral Health staff will provide a Behavioral Health Crisis Level Orders form detailing the 
type of observation and the property and services allowed for the patient in crisis. 

i. At maximum, only those items specifically listed on the Crisis Level Orders form are 
allowed. 

ii. Crisis Level Orders are reviewed and updated once daily, at minimum. Patients who 
wish to request any additions or modifications to their Orders must consult with the 
assigned Behavioral Health or nursing staff member who is performing daily crisis 
level checks. 
 

c. Two levels of monitoring are required for suicidal patients: 
 

i. Continuous Observation: Acutely suicidal (active) patients are those who engage in self-
injurious behavior or threaten suicide with a specific plan. Continuous Observation, or 
Suicide Precaution patients shall be observed continuously, and observations recorded at 
least every fifteen (15) minutes. 

1. A patient on suicide precaution status (Crisis Level 3) will be evaluated at 
least daily by a Behavioral health professional or psychiatry staff member. 
On weekends and holidays, these evaluations will occur by telephone with 
nursing staff and documented by nursing staff in the patient's medical 
record.  If initiated on the weekend, the QBHP will conduct a face to face 
evaluation within 24 hours. 

 
ii. Close Observation: Non-acutely suicidal (potential or inactive) or Crisis Level II patients are 

those who express current suicidal ideation (e.g., expressing a wish to die without a specific 
threat or plan) and/or have a recent history of self-destructive behavior. In addition, 
patients who deny suicidal ideation or do not threaten suicide but demonstrate other 
concerning behavior (through actions, current circumstances, or recent history) indicating 
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the potential for self-injury should be placed on close observation and observed at 
staggered, unpredictable intervals not to exceed every 15 minutes (e.g., 5, 10, 7 minutes).  
 

d. All observations shall be logged on the form entitled Safety Observation Log. 
 

e. At a minimum, licensed master’s level mental health professionals, should evaluate patients at 
least daily while on suicide watch.  Their observations should be documented in the patient’s 
healthcare record, and the confinement record when required. A psychiatry provider will be 
notified of suicide watch status. 
 

f. The use of other supervision aides (e.g., closed circuit television, patient companions, or 
watchers) can be used as a supplement to, but never as a substitute for, staff monitoring. 
 

g. To ensure a collaborative approach is utilized, a recommendation to remove a patient from 
suicide watch must be discussed with and agreed to by the site behavioral health coordinator.  
Should the treating clinician be the Behavioral Health Coordinator, then the removal of a patient 
from suicide watch must be discussed with and agreed to by the site psychiatrist. 
 

h. Site QBHPs and site Psychiatrists are expected to consult on suicide watch removal 
recommendations and all aspects of mental health care.  In the absence of the site Behavioral 
Health Coordinator and site Psychiatrist, staff should contact the Director of Psychiatry Services, 
the Regional Behavioral Health Coordinator, or designee. 
 

i. Patients ultimately removed from crisis level status will be provided follow-up services within 24 
hours, 7 and 14 days thereafter, and then monthly as clinically indicated, per the Special Needs 
policy.  
 

j. Once released from suicide watch, a patient who has made a serious suicide attempt that 
required care beyond that of a nurse or who required hospitalization will be required to see a 
Psychiatry Provider within 7 days/ or earlier as clinically indicated. 
 

k. At a minimum, patients should be routinely evaluated, by a QBHP upon being alerted to events 
consisting of but not limited to: 

i. Initial and continued placement in restrictive housing 
ii. Serious interpersonal conflicts or stressors such as death of a close family member or 

friend 
iii. Negative event(s) involving the legal process 
iv. Poor adjustment to incarceration 
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v. Impending release 
vi. Disciplinary infractions 
vii. Any observation by custody or healthcare staff that a patient is in distress. 
viii. Behavioral health services staff will consider transfer to an Acute Behavioral Health Unit or 

State Hospital if suicide potential persists.  
 

9. Communication: 
 
a. As patients may report suicidal ideation to healthcare staff or a custody officer, a major 

component of a successful suicide prevention program is effective and timely inter-
departmental communication.  Medical, mental health, and custody staff should be aware of 
the communication process to be followed when a patient is identified as being potentially 
suicidal.  It is important to remember that all custody officers and healthcare staff are required 
to ensure patient safety while awaiting assessment and direction from a QBHP regarding need 
for crisis level. 
 

b. Custody staff should be informed of patients identified as potentially suicidal to ensure that they 
are appropriately housed and observed. 
 

c. Appropriate staff should be notified when a patient is removed from suicide watch and 
reassigned to general population housing. 
 

d. A patient’s suicide status should be considered when transporting a patient to court, an outside 
appointment or another facility. 

 
10. Intervention: 

 
a. Suicide gestures and attempts are mental health emergencies.  Healthcare staff should respond 

appropriately and notify mental health staff of all incidences. 
 

b. Every effort will be made to stabilize and/or resuscitate a patient who has attempted suicide 
while emergency medical support is summoned for immediate transport if necessary. 
 

c. All healthcare providers and nurses should be trained in CPR and resuscitation.  Resuscitation 
equipment necessary to conduct CPR should be readily available. 

 
11. Notification: 
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a. The health service administrator and/or site behavioral health coordinator should be notified of 
patients placed on suicide watch.  
 

b. The healthcare staff should also notify the supervising custody officer on duty and additional 
custody staff as necessary to ensure proper housing and monitoring. 

 
12. Reporting:  

 
a. Custody staff will document the completion of suicide watches on the Safety Observation Log. 

 
b. Healthcare staff will provide the health services administrator and/or behavioral health 

coordinator with a regular report of patients on suicide watch and the names of patients 
released from suicide watch within the previous 24 hours. 
 

c. Completed suicides, and suicide attempts resulting in hospitalization, are required to be 
reported to the Sentinel Event Committee using the committee within 24 hours of the event.  
 

d. Suicide attempts resulting in hospitalization require a Medical Risk Management Incident Report 
(form 141) to be submitted to the Chief Operating Officer – Clinical Services within ten-days of 
the attempted suicide. Completed suicides also require a Mortality Review Form to be 
submitted. 

 
13. Review: 

 
a. The Director of Psychiatric Services and Regional Behavioral Health Coordinator will receive 

notification of all completed suicides and suicide attempts resulting in hospitalization from the 
Medical Risk Management Incident report.  
 

b. Within two weeks of a suicide, the Director of Psychiatric Services, the Regional Behavioral 
Health Coordinator, or designee will review the event and review recommendations with site 
healthcare staff via teleconference or in person.  
 

c. In the event of an attempted suicide, facility health care staff, chaired by the Behavioral Health 
Coordinator, or designee, will conduct a clinical review of the case to examine the events 
leading to the patient's suicide attempt, to determine the efficacy of the treatment response, 
and to evaluate future treatment considerations for the patient and future facility suicide 
prevention management. Healthcare staff involved in the event should participate in the review 
process.  
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i. A report of the review should be documented by the mental health lead or 

designee.  The purpose of the review is quality improvement; therefore, all 
documentation pertaining to the review should be marked “Privileged and 
Confidential”.  

ii. The report should be submitted to the Chief Operating Officer – Clinical Services.   
 

d. In the event a death has been determined by the coroner to be a suicide, an in-depth clinical 
review, chaired by the Psychiatric Director or designee, will be conducted by facility health care 
staff within five (5) working days of the notification to examine the events leading up to the 
suicide, to determine the efficacy of the health care response, and to determine a need for 
changes in suicide prevention planning and policy. A written, confidential report summarizing 
findings of the clinical review will include as part of the sentinel event review process.   
 

i. Mental health staff will complete a psychological autopsy, using the VitalCore 
Health Strategies format within 30-days of a completed suicide and forward a copy 
of the report to the Patient Safety Committee. 
 

ii. The purpose of the review is quality improvement; therefore, all documentation 
pertaining to the review should be marked “Privileged and Confidential”. 

 
14. Debriefing: 

 
a. Completed suicides and suicide attempts can be traumatic for other patients, healthcare staff 

and custody staff.  The behavioral health staff should offer debriefing services and be available 
to those who may have been affected by a suicide and who may need help in adjusting to the 
situation.   
 
b. Following any sentinel event, the Behavioral Health Coordinator will consult with site 

administration to arrange a debriefing. If the Behavioral Health Coordinator is affected by 
the sentinel event and is unable to assist, the Director of Psychiatric Services, the Regional 
Behavioral Health Coordinator, or designee will coordinate the debriefing.  

 
c. All affected staff and patients will be personally offered the opportunity to attend a 

debriefing conducted separately. Special consideration should be given to first responders 
to the event (e.g. correctional officers, nursing). Employee Assistance Providers (if available) 
should be contacted and involved to assist site employees. 
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d. Affected patients will be followed by behavioral health staff as clinically indicated. 
 
e. Support may be provided individually or in a group setting.  An informal meeting of involved 

or concerned staff members should be conducted promptly so that concerns, feelings, and 
suggestions for improvement can be vocalized. 

 
f. Many of these steps may also be beneficial in providing support after a staff traumatic 

event. 
 
15. Auditing: 

 
a. The Director of Psychiatric Services, the Regional Behavioral Health Coordinator, or designee will 

perform regular and ad hoc audits to ensure that staff members are adhering to this Policy and 
Procedure.   

 
16.  Documentation: 

 
a. Appropriate and timely documentation within the patient healthcare record in required when 

providing services to a patient.    
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BEHAVIORAL HEALTH SERVICES MONITORING SHEET FOR  
CLOSE OBSERVATION, SUICIDE PRECAUTION, THERAPEUTIC RESTRAINTS  

AND FORCED PSYCHOTROPIC MEDICATION 
 
____Crisis Level II: Close Observation:  Staggered Observation no ˃ than 15 minutes 
____Crisis Level III: Suicide Precaution:  Continuous Observation & Log every 15 minutes 
____Crisis Level IV: Therapeutic Restraints: Continuous Observation & Log every 15 minutes 
____Crisis Level V: Forced Psychotropic Med: Continuous Observation & Log every 15 minutes 
 
 

Time Restraints 
Intact (X) 

Sleeping 
or Awake 
(S/A 

Sitting on 
Floor (X) 

Quiet or 
yelling 
(Q/Y) 

Agitated 
or Calm 
(A/C) 

Signs of 
Injury 
(Y/N?) 

Officer’s 
Signature 

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

** Any signs of suspected injury or physical distress must be reported to medical staff immediately. 
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Individual Name  
(Last, Middle, 

First) 

Individual # DOB Race/Sex Facility 
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PURPOSE: 
 
To outline procedures to ensure that individuals who present acute symptoms of mental illness, significant 
emotional distress, and/or symptoms indicative of risk of self-harm or harm to others are provided 
appropriate crisis intervention services to ensure their safety and the safety of others. 
 
POLICY: 
 
Individuals who exhibit significant emotional distress and/or mental illness and who are evaluated to be 
dangerous to self or others due to mental and/or emotional disturbance will receive crisis intervention 
services by the behavioral health services staff in a timely and effective manner to protect their safety and 
the safety of others. 
 
Therapeutic seclusion may be necessary as a treatment option for individuals whose behavior becomes 
disruptive or dangerous to self or others because of a medical or mental illness. 
 
DEFINITIONS: 
 
Actively Suicidal: An inmate determined by a medical or mental health professional to be in imminent 
danger of committing suicide because of a recent suicide attempt, a verbalized threat to commit suicide, 
or other suicide risk indicator. 
 
Medical Restraints:  A therapeutic intervention initiated by medical or mental health staff to use devices 
designed to safely limit a patient’s mobility in a crisis due to physical or mental illness. 
 
Lethality. The relative probability of an inmate committing suicide, measured in severity on a “low-risk” 
to “high-risk” continuum. 
 
Medical Staff:  Licensed health professionals who are employed by or contracted by the Responsible 
Health Care Contractor and are responsible for providing medical services to inmates (e.g. physicians, 
physician assistants, nurses). 
 
Mental Health Staff: Individuals whose primary duty is to provide mental health services to inmates in 
keeping with their respective levels of education, experience, credentials, and training. 
 
Observation Bed/Cell:  Housing designed for medical or mental health observation for specific purposes, 
such as watching the patient’s response to a change in medication regimen. Patient’s also can be placed 
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in observation beds to prevent them from eating or drinking before a medical test that requires such 
restriction, to allow patients to recover from surgeries or medical procedures, or to watch the general 
behavior of inmate’s whose mental stability appears questionable. 
 
Potentially Suicidal:  Inmates who are not actively suicidal but express suicidal ideation and/or have a 
recent history of self-destructive behavior. 
 
Status Level One:  Behavioral Health Placement. The individual may be exhibiting poor coping strategies to 
deal with a death or illness in the family, divorce, and adjustment to the institution, mild symptoms of 
mental illness, etc., and is not at risk for suicide at this time.  If it is determined by psychiatric staff that this 
individual would benefit from placement out of population in the infirmary or administrative restrictive 
housing unit, the individual will be placed on Behavioral Health Placement suicide watch/precautions or 
level one status.  

 
Suicide Attempt:  A non-fatal self-inflicted destructive act with explicit or deferred intent to die. 
 
Suicide Precaution:  A measure utilized for the inmate who, though suicidal, is not thought to require 
continuous observation. Inmates on close observation may be housed in an observation bed/cell and are 
observed at staggered intervals not to exceed every 15 minutes (e.g., 5, 10, 7 minutes).  
 
Suicide Watch: A measure utilized for the inmate who is actively suicidal. Inmates on constant 
observation are housed in an observation bed/cell that allows continuous observation without 
interruption with documentation every (15) minutes. 
 
Suicide Watch Paraphernalia:  Items which may be issued to inmates on suicide watch that are 
especially designed so as to be relatively indestructible and less likely to be used to harm oneself. Such 
items include, paper jumpsuits, safety blankets, and safety mattresses that have been approved by the 
Mental Health Director. Documentation of these items/privileges will be indicated outside cell door and 
placed in inmate’s EHR. 
 
Suicidal Ideation: “Thoughts of harming or killing oneself”. The severity of a suicidal ideation can be 
determined by assessing the frequency, intensity, and duration of these thoughts. 
 
Forced Medication: An order for medication given by psychiatric staff without the consent of the inmate 
ONLY after all other less restrictive means have been exhausted and proven ineffective. The purpose of 
forced medication is to maintain the safety of the individual. 
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Imminent Risk:  The level of risk assumed to apply to an individual who is in need of a crisis intervention 
evaluation. Because individuals pending crisis intervention evaluation are assumed to be at imminent 
risk of self-harm, they must remain visible to security at all times until the evaluation is conducted and a 
formal determination about the inmate’s current level or risk is made. 
 
Ineffective coping: ineffective or inappropriate responses to a stressor, or an inability to effectively use 
available resources to resolve concerns related to a given stressor.  
 
Multidisciplinary Treatment Team: Designated staff which may include but is not limited to the facility 
administrator or designee, available psychiatric staff, the Health Services Administrator, the Behavioral 
Health Coordinator, and QBHPs who convene in order ensure coordinated care and appropriate 
management for inmates with significant behavioral health needs. 
 
PROCEDURE: 
 
A. A crisis intervention team approach is the preferred manner for responding to behavioral 

health emergencies. Team members may include: 
 
1. The behavioral health or psychiatric staff on duty who is designated as the crisis 

intervention team leader 

2. Health-trained, designated security staff at the lieutenant and/or captain level 

3. Charge nurse on duty 

4. Designated unit team managers 

5. Other staff members as designated by the facility administrator 

 

B. Crisis intervention team members will receive the following training: 

1. Initial specialized training [two (2) hours minimum] by the Behavioral Health Director, the site 
Behavioral Health Coordinator, or designee. 

2. On-going crisis intervention team training to be conducted (minimum of two (2) hours every year) 
by the Behavioral Health Director, the site Behavioral Health Coordinator, or designee. 

3. Specific training topics of importance may include: 
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a. Suicide prevention 

b. Crisis intervention management, to include communication between correctional and 
healthcare personnel and referral procedures 

c. Signs and symptoms of mental illness and identifying warning signs of impending suicidal 
behavior 

d. Communication and de-escalation skills 

e. Risk Assessment skills 

f. Use of psychotropic medications 

g. Use of therapeutic seclusion or restraints 

h. Assessment of potential for violence 
 

C. Emergency Referrals 
 
1. When on-site, a Qualified Behavioral Health Professional (QBHP) will respond to a request for an 

emergency evaluation in a swift and timely manner. 
 

2. In the absence of a QBHP, the security officer on duty or unit manager will respond to conduct a 
preliminary evaluation of the individual and situation.  If the individual is at imminent risk of self-
harm or injury to others, security officers will act to ensure the safety of the individual and/or 
others, while ensuring continuous observation of the individual.  

 
3. The staff nurse will be notified that a potential crisis is in progress and the medical file will be 

reviewed for pertinent information such as: 
 

a. Current psychiatric diagnosis and psychotropic medication 
b. History of psychiatric diagnosis and psychotropic medication 
c. History of suicide attempts and self-harm behaviors 
d. History of violent behavior 
e. History of in-patient treatment placement in a psychiatric facility 

 
4. The staff nurse will also conduct a preliminary evaluation of the individual's mental and medical 

status. 
 

5. The evaluation by the crisis team member will be conducted in a location that assures privacy and 
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confidentiality of statements. 
 

a. If the individual is in population, he/she will be brought to the clinic or to the behavioral 
health services department for the evaluation. 

b. If the individual is in a restrictive housing unit, the crisis intervention team member(s) will 
respond to the restrictive housing unit. 
 

6. The staff nurse will contact the on-call QBHP, and the following information will be provided: 
a. Current behavior of the individual 
b. Behavioral health information from the file, as listed in C.3. 
c. Assessment of current functioning of the individual by the involved crisis team member(s) 

 
7. The on-call QBHP will offer recommendations regarding safe and appropriate management of the 

individual, which may include suicide watch or precautions placement. 
 

8. The staff nurse will contact the on-call Psychiatrist or Psychiatric Advanced Practice Registered 
Nurse (APRN) and the following information will be provided: 

 
a. Current behavior of the individual 
b. Behavioral health information from the medical file, as listed in C.3. 
c. Assessment of current functioning of the individual by the involved crisis team member(s). 
d. The on-call QBHP’s recommendations 

 
9. The on-call Psychiatrist or Psychiatric APRN will give orders based upon the above information.   

 
10. The staff nurse will note and carry out the psychiatric orders 

 
a. If suicide precaution/watch monitoring is ordered, the staff nurse will advise the Shift Office 

and the HSA.  
b. If suicide precautions/watch is ordered, the staff nurse will print a copy of the 

precautions/watch orders form and provide this form to the staff member responsible for 
observing the individual. 
 

11. The staff nurse will contact the on-call QBHP to advise of the psychiatric orders. 
 

12. If the staff nurse is unable to reach the on-call psychiatric staff or the back up on-call staff, the 
Director of Psychiatry will be contacted. 
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D. Emergency Status of Mental Health Crisis 

 
1. Depending on the results of the assessment of the individual by the crisis intervention team 

members and the behavioral health information available in the medical file, an individual may be 
declared to be in crisis and placed in a mental health precautions status by order of a Psychiatrist or 
Psychiatric APRN. 
 

2. When it is determined that an individual is to be placed on a mental health precautions status, the 
individual will be moved to appropriate housing for monitoring. Behavioral Health admissions to 
the infirmary will be made by order of a physician or APRN. 
 

3. During the normal working day, the Behavioral Health Coordinator, or designee, will perform the 
risk assessment and consult with the psychiatric staff, who will then make the determination of 
suicide precautions/watch placement, and provide an associated order to nursing staff. 

 
4. After hours determination will be made by the on-call Psychiatrist or Psychiatric APRN with the 

recommendation of the on-call QBHP.  
 

a. If the suicide precautions placement is initiated by the on-call Psychiatrist, the on-call QBHP 
will inform the assigned facility Psychiatrist of the suicide precautions placement on the next 
business day. The assigned facility psychiatrist will then determine the need to offer 
psychiatric services as a component of the suicide precautions placement treatment plan. 
 

b. During after-hours: 
 

1. If the on-call Psychiatric staff determines the individual is to be placed in therapeutic 
restraints or receive emergency psychotropic medications, the on-call QBHP will report to 
the site immediately to perform a thorough evaluation of the individual.  
 

2. If the on-call QBHP believes restraints or emergency medications may not be necessary, 
the on-call QBHP will contact the on-call psychiatric staff for further consultation and 
direction. 

 
c. The on-call QBHP will be responsible for briefing the Behavioral Health Coordinator and the 

site psychiatric staff on the next business day. 
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E. Suicide Precautions Housing 

1. Suicide precautions placements requiring special accommodations will only be conducted in cells 
that have been designated as appropriate for such use. 

a. The cell will be in an area which is readily observable by security. 

b. Prior to each use, security staff will inspect the cell to ensure that the condition of the cell is 
adequate for the safety of the individual. 

F. Behavioral Health Infirmary Admissions 

1. Behavioral Health admissions will occur via a Psychiatric order. The order may be written or verbal. 

2. The admission order will include: 

a. Orders regarding the desired frequency of nursing assessments 

b. Special requirements for psychotropic medication administration 

c. The frequency of rounds by behavioral health staff and the standard areas in the infirmary 
admission packet. 

3. The assigned QBHP will develop a treatment plan for the individual within the first business day 
after the admission.   

4. A nursing care plan will also be initiated within eight (8) hours of admission to the infirmary, 
outlining specific nursing procedures relevant to the care of the individual, incorporating any 
nursing related orders given by the admitting Psychiatric staff. 

G. Levels of Behavioral Health Suicide Precautions Status 

1. Levels of crisis intervention are designed to provide the least restrictive option while maintaining 
safety and security as indicated by the individual's need. 
 

2. Monitoring:  
 
1) Suicide Precautions (not acutely suicidal inmates): A measure utilized for the inmate who, 

though suicidal, is not thought to require continuous observation. Inmates on close 
observation may be housed in an observation bed/cell and are observed at staggered 
intervals not to exceed every 15 minutes (e.g., 5, 10, 7 minutes).  
 

a. Suicide precautions may occur on either the acute care mental health unit (South 3), 
the special management unit (South 1), in a safe cell area on medical unit or IRC when 
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an inmate is required to be observed at staggered intervals that do not exceed 15 
minutes.  
 

b. A corresponding behavioral health treatment plan will be developed and 
documentation regarding suicide precautions will be included. 

 
c. Suicide Precautions monitoring sheet will include, but limited to: 

 
1. Security watch completed at staggered intervals, no greater than every 

fifteen (15) minutes, and documented on the designated form.  
 

2.  Not to exceed twenty-four (24) hours without a face-to-face interview by a 
QBHP. 

 
3. Updated orders by a QBHP every twenty four (24) hours (may be given 

by telephone on holidays and weekends).  
 

4. Further assessments, monitoring, and treatment by behavioral health 
services staff.  

 

2) Suicide Watch (actively suicidal inmates): A measure utilized for the inmate who is actively 
suicidal. Inmates on constant observation are housed in an observation bed/cell that allows 
continuous observation without interruption with documentation every (15) minutes. 
 

i. If it is determined by a QBHP or psychiatric staff that an individual is acutely disturbed, 
potentially suicidal or that the individual may pose a threat of serious physical harm to 
self or others in the near future, the individual must be placed on Suicide Watch crisis 
status in restrictive housing or in the infirmary.  Behavioral health admissions will be 
made by order of the psychiatrist. 
 

ii. A corresponding behavioral health treatment plan will be developed and 
documentation regarding suicide watch will be included. 

 
iii. Suicide Watch Orders sheet will include, but not limited to: 

 
iv. Suicide Watch requires a continuous watch that is documented every fifteen (15) minutes 
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on the Suicide Precaution/Close Observation/Therapeutic Restraints form. 
 

v. Strip cell. 
 

vi. No personal property. 
 

vii. Mattress only; no bed. A special use blanket, approved by behavioral health and security, 
may be authorized by the QBHP. 

 
viii. Suicide smock or paper gown; undergarments may be approved; no other clothing. 

 
ix. Use of sack meal or finger foods, as indicated 

x. A face-to-face interview by the QBHP will occur within 24 hours of initial placement on 
Suicide Watch. 

xi. A QBHP will consult with the psychiatric provider to update orders every 24 hours.  
Orders may be given by telephone on holidays and weekends.   

xii. Behavioral health plan includes on-going assessment, monitoring, and treatment. 

xiii. The individual will receive a round by the psychiatrist or psychiatric APRN daily, excluding 
holidays and weekends.  Inmates at sites that do not have on-site psychiatric care will be 
seen at least every 2-3 days by the psychiatrist or psychiatric APRN via tele-psychiatry, or 
sooner if needed. 

xiv. Individual will be placed on suicide precautions status as crisis symptoms abate. 

 
3) Status Level One:  Behavioral Health Placement 

i. The individual may be exhibiting poor coping strategies to deal with a death or illness in 
the family, divorce, and adjustment to the institution, mild symptoms of mental illness, 
etc., and is not at risk for suicide at this time.  If it is determined by psychiatric staff that 
this individual would benefit from placement out of population in the infirmary or 
administrative restrictive housing unit, the individual will be placed on Behavioral 
Health Placement crisis status. This information will be charted in the individual's 
behavioral health record. 

ii. A corresponding behavioral health treatment plan will be developed and 
documentation regarding the monitoring level will be included. 
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iii. Crisis Intervention Orders sheet will include, but limited to: 

a. Security watch completed at staggered intervals, no greater 
than every thirty (30) minutes, and documented on the Suicide 
Precaution/Close Observation/Therapeutic Restraints form. 

b. Not to exceed seventy-two (72) hours without a face-to-face 
interview by a QBHP 

c. Updated orders by a QBHP every twenty four (24) hours (may 
be given by telephone on holidays and weekends) 

d. Further assessments, monitoring, and treatment by behavioral 
health services staff 

 

4) Medical Restraints: Use of medical restraints are warranted when an individual continues to be 
a risk to self or others and less restrictive measures have been ineffective or are clinically 
inappropriate. Medical restraint episodes require a continuous watch that is documented every 
fifteen (15) minutes on the Suicide Precaution / Close Observation / Therapeutic Restraints 
form. For after-hours events, a QBHP will come on site immediately to conduct a face-to-face 
interview with the individual.  

 

5) Emergency Psychotropic Medication: Emergency psychotropic medications may be ordered by 
the psychiatrist when less restrictive measures are ineffective or clinically inappropriate and the 
individual continues to be an imminent risk of danger to self or others.  Emergency 
psychotropic medication episodes require a continuous watch that is documented every fifteen 
(15) minutes on the Suicide Precaution / Close Observation / Therapeutic Restraints form.  For 
after-hours events, a QBHP will come on site immediately to conduct a face-to-face interview 
with the individual.  

 
i. The psychiatric provider will consult with and rely upon the multi-disciplinary mental 

health information provided verbally and/or within the health record, as well as upon 
the provider’s direct examination of the inmate when deciding on the need for 
emergent psychotropic medication use.  
 

ii. The medication will be ordered and administered only to protect the life and imminent 
wellbeing of the inmate and/or others and in the belief that the failure to administer 
such emergency medication could be expected to cause the inmate to commit an act of 
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violence or significant harm against self or others and/or cause marked and imminent 
deterioration in the inmate’s condition to cause the inmate to act violently and/or with 
significant harm against self or others.  

 
iii. Emergency forced medications will not be use in any manner as an act of retaliation of 

any kind against the inmate and will not involuntarily administer emergency adjunct 
psychotropic medication to the inmate, except in circumstances where less restrictive 
forms of treatment have been exercised without success or are proven to be ineffective 
to treat the inmate’s emergency, and where it is determined that the inmate is at 
imminent risk of violence and/or significant harm and/or imminent marked 
deterioration to cause violence and/or significant harm to others, and where the 
inmate will not or cannot voluntarily accept emergency medication in treatment. All 
less restrictive forms of treatment attempted to resolve the emergency should be 
documented in the chart before the administration of emergency psychotropic 
medication, or immediately after the administration of the emergency psychotropic 
medication.  

 
iv. The inmate will be monitored for adverse reactions and side effects of the emergency 

psychotropic medication, and a treatment plan will be developed for less restrictive 
treatment alternatives as soon as possible. 

 
v. In a psychiatric emergency, the provider may administer emergency psychotropic 

medication involuntarily with a medical order and will inform the treatment psychiatrist 
that such medication was administered emergently and involuntarily to an inmate, and 
the psychiatrist will review the medical record and acknowledge the reviewed record. 

 
vi. A verbal medication order may be given by a provider if no provider is available onsite 

at the time the emergency psychotropic medication is required. All verbal orders will be 
signed by the provider within 24 hours of giving the order. Verbal orders will not be 
accepted if a provider is on site and available at the time the emergency psychotropic 
medication is required. When the latter occurs, the onsite provider will discuss the case 
and formulate a plan of intervention including emergency psychotropic medication 
administration and treatment plan goals for less restrictive treatment alternatives as 
soon as possible with the on-call psychiatrist. 

 
6) Documentation 
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a. Qualified Behavioral Health Professionals (QBHP) will: 

i. Complete all required institutional forms. 

ii. Provide complete documentation in the progress notes of the individual's 
medical/behavioral health files and include: 

a. Date, time, and location of situation 

b. Chronological account of crisis development and handling 

c. Description of behavior and mood of concern 

d. Verbal reports of staff members involved 

e. Psychiatric history 

f. Rationale for suicide precautions status placement 

g. Name of psychiatrist consulted regarding precautions 
placement 

h. Current behavioral status examination 

i. Diagnoses 

j. Current psychotropic medications 

k. Treatment plan 

l. Management plan 

b. Behavioral Health Coordinator, or designee, will notify the Behavioral Health Director of 
crisis placements in a timely manner. 

 

7) Changing Watch Level or Terminating/Discharge and Follow-Up:  
 
a. Discontinuation of a suicide precaution status or downgrading from suicide watch to precaution 

status is determined by a psychiatrist or psychiatric nurse practitioner and documented in the 
EMR following a face-to-face evaluation of the inmate and completion of the suicide risk 
assessment or through a documented verbal order to the on-duty urgent care provider. The 
orders should include recommendations for appropriate housing and follow up care.  
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b. All inmates whose suicide watch/precaution status is discontinued will be given a treatment 
plan prior to leaving the safe cell by the psychiatrist or psychiatric nurse practitioner to further 
assess safety and offer continued support. An assessment for ongoing mental health services 
will be determined at that time.  

c. An individual may come off crisis status only through Suicide precautions. Upon discharge from 
Suicide precautions, the individual will receive follow-up services within 24 hours following 
removal, 7 and 14 days thereafter, and then monthly as clinically indicated, per the Special Needs 
policy.  An individualized, patient-specific treatment plan should be developed with the patient and 
revised as necessary.   

 
d. Once released from suicide watch, a patient who has made a serious suicide attempt that required 

care beyond that of a nurse or who required hospitalization will be required to see a Psychiatry 
Provider within 24 hours or earlier as clinically indicated.   

 
e. Upgrading from precautions to suicide watch may be initiated by a license mental health 

professional or medical provider. Notification should be given within one hour to the on-call 
psychiatrist if after hours, or the Mental Health Director during regular business hours. This will 
be reviewed by a psychiatrist or psychiatric nurse practitioner within 24 hours. 
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POLICY: 

Patients with Substance Use Disorders (SUD) (to include alcohol) have access to substance disorder 
information, education, and/or treatment programs for substance use disorders. Patients are assessed 
and properly managed by a physician or, where permitted by law, other qualified professionals who are 
licensed to provide addictions counseling.  Identify inmates in need of substance abuse treatment upon 
entry and throughout their incarceration 

 
PROCEDURE:  

 
A. The initial diagnosis of substance use disorders will be made on newly admitted incarcerated 

individuals at the Intake Unit by a QBHP.  
 

B. Patients diagnosed with substance use disorders will be referred to the substance use treatment 
provider for assessment of need for treatment. The VitalCore Behavioral Health Service Guidelines 
outlines the Substance Use Education, Treatment, and MAT service model. 
 

C. Dual diagnosis treatment will be conducted as a component of the general behavioral health 
services program.  

 
D. Medication Assisted Treatment (MAT) 
 

a. VitalCore will provide an evidence-based/best practices Medication Assisted Treatment 
program to treat addicted inmates.  

b. VitalCore will continue MAT medications for inmates who enter the facility with an 
active MAT prescription, until or unless a QHCP institutes a different course of medical 
treatment, according to contractual policies.  

c. VitalCore will include descriptions of both medical initiation and withdrawal 
management policies in the healthcare intoxication and withdrawal policy.  

 
E. VitalCore shall coordinate its services with the Substance Use Treatment programs provided by 

the facility.  
 

a. The VitalCore model views substance use disorders through the lens of chronic disease 
and provides inmates access to medical and behavioral health education, treatment 
and linkages that support healthy functioning and their successful re-entry into society.  
 

b. Discharge planning services will be provided to individuals identified as having a need 
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for further treatment in order to coordinate services with local and regional substance 
use treatment programs within the community.  
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POLICY: Persons with opioid use disorders (OUD) have access to FDA approved medications for the 
treatment of OUD and adjunctive behavioral therapy, as needed, to support the health needs of the 
patient. Patients are assessed and properly managed by a physician, or when permitted by law, other 
qualified professionals who are licensed to provide care. 

 
DEFINITIONS: 
Induction: the process of initial dosing with medication for OUD treatment until the patient reaches a 
state of stability. 

 
Medication Assisted Treatment (MAT): the application of addiction medication with behavioral health 
therapies and other indicated services to treat substance use disorders. 

 
Medically Supervised Withdrawal: (formerly called Detoxification): a medical procedure designed to help 
a patient discontinue opioids with a focus on eliminating the acute physiological effects of opioids to 
include minimizing withdrawal, cravings, and other symptoms. 

 
MAT Maintenance: the provision of medications to achieve and sustain clinical remission of signs and 
symptoms of OUD and support the individual process of recovery. 

 
MAT Medications: medications that help patients reduce or stop illicit opioid use and improve their 
health and overall functioning. Currently, three medications have been approved by the FDA to treat 
OUD: methadone, buprenorphine and naltrexone. 

 
Methadone: an agonist that relieves withdrawal symptoms and cravings. It may ONLY be 
administered by qualified medical providers in certified Opioid Treatment Programs (OTPs). 

 
If sites do not have the personnel or capacity to register as an OTP, they may make 
methadone accessible through an agreement with a community-based OTP to transport 
methadone to the jail facility from the OTP, or by transporting the detainee to the 
community OTP for dosing. 

 
Buprenorphine: a partial agonist that relieves withdrawal symptoms and cravings. It can 
be prescribed in any medical setting but can ONLY be administered by qualified providers 
(physicians, nurse practitioners and physician assistants) who receive a waiver of the special 
registration requirements. 

 
Extended-release Naltrexone (Vivitrol): an opioid antagonist that reduces cravings. Using 

this medication requires that the individual’s system is opioid free – typically achieved 
between 7-14 days after last opioid use. The effect of the medication lasts for approximately 30 
days. Any healthcare provider with prescribing authority can prescribe and administer the drug.
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Naloxone: FDA approved medication used for the reversal of opioid overdoses. It begins to work within 
2 to 5 minutes and lasts for approximately 30 to 60 minutes. It may be delivered via injection by trained 
professionals or intranasally by nonmedically trained laypersons. 

 
Opioids: All natural, synthetic and semisynthetic substances that have effects similar to morphine. 

 
Opioid Misuse: the use of illicit opioids, or the use of prescription opioids in any way other than as 
directed by the prescriber. 

 
Opioid Treatment Program (OTP): An accredited treatment program with SAMHSA certification and 
Drug Enforcement Administration registration to administer and dispense opioid agonists medications 
approved by the FDA to treat opioid addiction. 

 
Opioid Use Disorder (OUD): replaces the previous Opioid Abuse and Opioid Dependence. Per DSM-5, a 
disorder characterized by loss of control of opioid use, risky opioid use, impaired social functioning, 
tolerance and withdrawal – with at least two of the 11 symptoms experienced in a 12-month period. 

 
Qualified Health Provider (QHP): An individual licensed in the delivery of health care. 

 
PROCEDURE: 

 
A. Availability of MAT 

 
1. Each facility will have access to the range of FDA approved MAT medications. Where 

not able to provide MAT medication with available on-site medical services, the facility 
will partner with local community agencies to provide access to prescribed medications. 

 
2. In the absence of compelling clinical indication, VitalCore Health Strategies does not 

support the practice of automatic medically supervised withdrawal of patients from 
MAT medications upon intake into a facility - especially for those individuals with an 
anticipated short stay. 

 

3. Each patient diagnosed with an OUD will be assessed for the need for adjunctive 
behavioral health intervention. 

 

4. Naloxone will be available for use 24 hours a day. 
 

5. As a risk-reduction strategy, facilities may pursue grant funded supplies of Naloxone kits 
to issue to identified at-risk inmates at the time of release. 
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B. Staff Training 
 

1. All staff will be provided education as to the benefits of MAT and the misconceptions 
associated with its use. 

 
2. All staff with direct inmate contact will receive training on the use of nasal naloxone and 

local procedures regarding staff access will be established locally. 
 

3. Where feasible, physicians will be trained to be able to receive a Waiver and to provide 
buprenorphine on site. 

 
C. An initial health screening will be performed on all newly admitted individuals to assess for a 

current MAT prescription. 
 

1. If a MAT prescription is noted, the individual will be referred timely to a QHP to determine 
the clinical appropriateness of MAT maintenance continuation. Interruptions in established 
MAT medication regimes should only be made by a QHP. 

 
2. Pregnant females with an active MAT prescription should be referred immediately to a QHP 

for MAT continuation consideration. 
 

3. A MAT medication regime should be supported by a current diagnosis of OUD. 
 

D. For newly admitted offenders without an active MAT prescription, the initial health screening, 
conducted by a QHP will assess for the presence or history of opioid misuse. 

 
1. Individuals screening positive for opioid misuse should be further assessed by QHP to see 

whether the substance misuse meets diagnostic criteria for Opioid Use Disorder as codified 
in the current DSM. 

 
2.  Patients diagnosed with an OUD will be considered for induction of MAT medications as 

clinically appropriate. If known, the prescriber will consider factors such as anticipated 
length of stay in the facility, the possibility of transfer to a jurisdiction where MAT therapies 
are not readily available, and community access issues that may influence induction 
decisions. 

 
E. Every patient with OUD should be informed of the risks and benefits of pharmacotherapy. 

 
F. Prior to induction or continuation of MAT Maintenance, the patient will sign an informed 

consent. 
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G. Each patient diagnosed with an OUD, and especially those receiving MAT medications, will be 
considered for Behavioral Health interventions, in keeping with evidenced based practice. 

 
H. Release from the Facility on active MAT Treatment 

 
1. Upon release from custody, all individuals with an Opioid Use Disorder – especially 

those on agonist and partial agonist medications – should be considered for nasal 
naloxone distribution. 

 
2. Where clinically indicated, and prior to the patient’s release from the facility, VitalCore staff 

will initiate contact with community agencies for continuity of MAT medications and 
behavioral health and/or other adjunctive services. 
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POLICY: 
 
Women are provided with nondirective counseling about pregnancy prevention, including access to 
emergency contraception. For women who are on a method of contraception at intake, 
continuation of contraception is considered. 
 
PROCEDURE STATEMENTS: 
 
1. Emergency contraception is available. Emergency contraceptive medication is obtained from the 

back up pharmacy, unless other directions are given by the Regional Medical Director and Chief 
Operating Officer.  
 

2. Continuing contraception is available after receiving screening, after a recent sexual assault that 
carries the risk of unwanted pregnancy, and when medically necessary.  

 
3. Written information about contraception methods and community resources is available. 
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POLICY:  
 
Pregnant patients receive comprehensive counseling and assistance in accordance with their expressed 
desires regarding their pregnancy, whether they elect to keep the child, use adoption services, or have 
an abortion. 
 

A. Counseling and social services will be made available from prison staff and through community 
agencies.  

 
B. Pregnant patients receive timely and appropriate prenatal care, specialized obstetrical services, 

when indicated, and postpartum care. 
 

C. All females will be screened by urine HCG for pregnancy upon entry into the correctional system 
and whenever signs and symptoms warrant such testing.  

 
D. Referrals shall be made by the facility health care practitioner for prenatal care and to make 

plans for labor and delivery. This level of care shall normally be provided by the site Health Care 
Practitioner (HCP) and on a referral basis to an obstetrician or a private practitioner who 
provides high risk prenatal obstetrical services, including regular prenatal care, medical exams, 
activity level advise, safety precautions, and nutritional guidance and counseling.  

 
E. The health care practitioner shall provide guidance with diets, prenatal vitamins, appointments, 

housing, hospitalization, and diagnostic testing (including offering HIV testing and HIV 
prophylaxis when indicated). 

 
PROCEDURE:  

 
A. All females will be screened for pregnancy upon entry into the correctional system and whenever 

signs and symptoms warrant such testing.  
 
B. An appointment for the patient to be seen by the HCP will be made as soon as possible after 

pregnancy has been determined. At this time, the referring nurse will identify risk factors, which 
may affect the pregnancy.  

 
C. After pregnancy determination evaluation, the HCP will refer the patient to the OB specialist/site 

HCP for pregnancy chronic care clinics. Pregnant patients will be scheduled for a special needs 
clinic as determined by the OB specialist/site HCP.  
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D. On-going medical management of pre-existing and chronic care diseases will be done by the HCP 
and off-site consultation where indicated.  

 
E. Records will be requested for any prior prenatal or related health care.  

 
F. Appropriate arrangements for delivery in a community hospital, as well as for required pre-

partum and post-partum care, shall be made in advance. VitalCore shall be responsible for all 
costs incurred during the first twenty-four (24) hours after birth in providing medical care and 
treatment of a newborn infant delivered, except if those costs are assumed by a relative of the 
patient or another responsible party.  

 
G. After twenty-four (24) hours, the newborn infant becomes the financial responsibility of a relative 

to the patient or another responsible party.  
 
H. Post-partum care will be provided by the OB/GYN specialist/site HCP.  
 
I. Upon discharge from community hospital following delivery, the patient will be admitted to the 

infirmary for a minimum of twenty-three (23) hours for observation. 
 

J. Sterilization to prevent pregnancy shall not be initiated or paid for by VitalCore. 
 

K. The patient shall be solely responsible for any decision with respect to abortion, subject to sound 
medical practice and approval by the contracting jurisdiction. The performance or cost of 
abortions for other than medical reasons shall not be the responsibility of VitalCore.  

 
L. Facility administration will coordinate with the patient, family, community hospital or clinic, any 

necessary arrangement and costs for the termination of a pregnancy.  
 

M. VitalCore is not responsible for any financial or medical care during the active process of 
pregnancy termination.  
 

N. Complications that arise from the voluntary termination of a pregnancy will be at the expense of 
the patient and/or patient’s family. 
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POLICY: 
 

Medical and dental orthoses or prostheses and other aids to impairment are supplied in a timely 
manner when the health of the patient would otherwise be adversely affected, as determined by the 
responsible physician or dentist. 
 
DEFINITIONS: 
 
Prostheses: Artificial devices to replace missing body parts or to compensate for defective bodily 
functions, such as artificial limbs, eyes, heart valves, and full and partial dental plates.  
 
Orthoses: Special mechanical devices used to support, or supplement weakened or abnormal joints or 
limbs, such as braces, foot inserts, hand splints or tennis shoes.  
 
Aids to Impairments: Includes, but not limited to, eyeglasses, hearing aids, crutches, wheelchairs, 
walkers and canes.  
 
PROCEDURE:  

 
A. The Health Care Practitioner (HCP) or Dentist will determine the possible need for a prosthesis, 

orthoses and other aids to impairment.  
 
B. The Medical Director will evaluate and approve all requests for medical Prostheses, while the 

Dental Director will approve all requests for Dental prostheses.  
 

C. Upon receipt of approved referral at the site, an appointment will be scheduled to implement 
construction and/or issuance of the prosthesis, orthoses or other aid to impairment.  

 
D. Upon receipt of the prosthesis, orthoses, or other aid to impairment by the patient, a "Receipt 

of Medical Equipment/Appliance" (as designated by the facility) is signed by the patient and the 
issuing person.  

 
1. The original signed receipt is placed or scanned into the medical record.  

 
2. A copy of receipt is sent to the facility security property officer.  

 
E. Prostheses for purely cosmetic reasons are not provided. A prosthesis must compensate for a 
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defective or missing body part.  
 
F. Personally owned medical equipment or prostheses may be brought into a facility only if the 

need for such equipment has been verified by a HCP and cleared through facility administrative 
security procedures. 

 
G. Hearing Aids:  
 

1. A hearing aid will be furnished when approved by the Medical Director and prescribed 
by an otorhinolaryngologist or an audiologist following a complete audiometric 
evaluation.  

 
2. A hearing aid will be purchased when the audiometric evaluation reveals at least a 

fifty (50) decibel loss in the better ear based on auditory screening and there is 
interference with Activities of Daily Living (ADLs) and difficulty with speech 
discrimination.  

 
3. Batteries for hearing aids will be furnished as needed.  

 
4. Replacement hearing aids will be purchased based on medical necessity, as 

determined by an otorhinolaryngologist or audiologist. If replacement or repair is 
required for other purposes, to include loss, damage, or willful destruction, it shall be 
at the expense of the patient, unless it is longer than four years since last issuance, at 
which time VitalCore will be responsible for replacement costs.  

 
5. A patient who brings a personally owned hearing aid into the facility, shall under 

normal circumstances, be permitted to retain it.  
 
H. Visual Aids:  
 

1. When a patient presents to the clinic and an eye examination indicates a refractive 
error of sufficient magnitude (greater than 20/50 in both eyes), the patient will be 
referred to the optometrist.  

 
2. Eye examination and eyeglasses shall be furnished at VitalCore’s expense to all eligible 

patients when a refractive error of sufficient magnitude exists to require corrective 
lenses and when the corrective lenses have been prescribed by an optometrist or an 
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ophthalmologist.  
 

3. One refraction and one pair of glasses will be provided during a twenty-four (24) 
month period unless medically indicated, or a patient may choose to purchase his/her 
own frames from the contracted eye vendor (if applicable). If replacement and/or 
repair is required for other purposes, to include loss, damage, or willful destruction, it 
shall be at the expense of the patient.  

 
4. Examinations are limited to one (1) in a two (2) year period unless otherwise medically 

indicated.  
 

5. Sunglasses, photo chromic or varalux type lenses are not provided, unless medically 
indicated. Requests must be approved by the Medical Director.  

 
6. Two (2) pair of glasses in lieu of bifocal or trifocal lenses are not provided. 

 
7. Contact lenses or orthoptic therapy are not provided, unless medically indicated. 

Those patients admitted to the facility with contact lenses will be permitted to retain 
them until replaced by state issue glasses. Patients will only be permitted to keep 
contact lenses if this is the only mechanism for visual acuity correction. Supplies 
required in the cleaning and maintenance of authorized contact lenses will be 
provided as determined by the medical staff and may be at the expense of the 
patient.  

 
8. Patients may retain their own eyeglasses possessed at the time of admission if 

medically indicated and authorized by the site health care staff and approved by 
facility security. Should glasses require repair, VitalCore Health Strategies shall provide 
state issue glasses. VitalCore Health Strategies will not be responsible for repair of 
personally owned glasses.  

 
I. Footwear Aids:  
 

1. Tennis shoes from an approved vender will be provided by VitalCore Health Strategies 
in the following circumstances:   

 
2. Diabetes: If examination by the HCP indicates skin breakdown from a chronic diabetic 

condition  
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3. If examination and review of records indicate foot problems interfering with ADLs 

with recurrent skin breakdown.  
 

4. If the foot deformity is not severe and ADLs can adequately be performed, the patient 
will be instructed to purchase tennis shoes from the canteen for comfort.  

 
5. Patient purchased tennis shoes may be worn as determined by the facility 

administration. 
 

6. If examination indicates that the state boots are not the proper size, the patient will 
be referred to facility staff for re-measuring and issuance of proper sized footwear.  

 
7. Patients with a confirmed diagnosis of one leg shorter than the other will be provided 

with insoles or a built-up sole boot of facility approved color or orthotics with 
approval of the Medical Director.  

 
8. Flat feet do not qualify for special shoes or other footwear aids. Patients may 

purchase insoles from the canteen.  
 

9. The HCP will address job capability/restrictions when considering approval/ issuance 
of special footwear.  

 
J. If the HCP recommends use of medical equipment not available at the site, it must be pre-

approved by the Health Services Administrator and the Medical Director. Medical equipment 
may be utilized to:  

 
1. Reduce inpatient hospital stay  

 
2. Aid in rehabilitation  

 
3. Enable a patient to function at his/her optimum  

 
K. Aids relative to activities of daily living (ADL) for the hearing and visually impaired patients.  
 

1. The PULHEX will include, but not be limited to:  
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2. Housing placement aids  
 

3. Severe weather alerts aids  
 

4. Communication aids  
 

5. Assistance with ADLs  
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POLICY: 
 

Eyeglasses will be provided to patients if it is determined that the patient cannot 
appropriately function in the correctional environment due to problems with vision acuity.  
The Medical Director will approve eyeglasses as determined appropriate. 
 

PROCEDURE:  
 

A. Patients are screened for vision problems at the time of the health assessment.  
Patients who state having difficulty with visual acuity will be offered a Snellen vision 
screening.  Patients may request vision screening every two years. 

 
B. Patients found to have visual acuity below 20/50 (both eyes together) and those who 

are unable to read printed material due to hyperopia will be referred to an optometrist 
for a more in-depth visual screening.  The current outpatient referral process should be 
followed to obtain approval for the optometrist consult if completed off site.  

 
C. The Medical Director or designee will review the optometrist’s recommendations to 

determine if eyeglasses are medically necessary.   
 

D. VitalCore Health Strategies provides basic frames and lenses.  Patients requesting 
designer frames will be required to obtain approval from the facility administration and 
will be required to pay for the glasses. 

 
E. Patients who lose or damage glasses will be required to pay for the replacement of the 

eyeglasses, even if it is not their fault.  VitalCore Health Strategies will pay for 
replacement glasses for indigent patients.   

 
F. Patients may receive replacement glasses when glasses wear out through no fault of 

the patient.  Replacement glasses will be provided once every two years.  The patient 
must pay for glasses if replacement is required in less than two years, unless otherwise 
clinically indicated. 
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POLICY: 
 
The method of recording entries in the health record and the format of the health record are approved 
by the responsible health authority.  
 
A health record is properly created and maintained for the patient and assures that appropriate medical 
forms & templates are used and maintained in correct order and format in the patient’s health record. 
 
DEFINITIONS: 
 
Clinical record refers either to the behavioral health record when it is separate from the medical record, 
or the integrated behavioral health and medical record. Either is acceptable, although an integrated 
record is preferable. The term refers to both hard copy and electronic records. 
 
PROCEDURE:  
 

A. At a minimum, the health record contains these documents:   
 

1. Identifying information (i.e., offender name, agency number, DOB, gender);  
 

2. Problem list: Containing medical and behavioral health diagnosis, treatment, and 
allergies; 

 
3. Receiving/screening;  

 
4. Health assessment forms;  

 
5. All findings, diagnoses, treatment plans, and dispositions;  

 
6. Prescribed medications and their administration records;  

 
7. Reports of laboratory, x-ray, and diagnostic studies;  

 
8. Progress notes;  
 
9. Flow sheet;  
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10. Consent and refusal forms;  
 

11. Consultations;  
 

12. Discharge summary of hospitalizations;  
 

13. Treatment plan;  
 

14. Immunization records;  
 

15. Release of Information;  
 

16. Special needs treatment plans, if applicable; and 
 
17. Dental records. 
 

B. Contents of the health record will be approved by the VitalCore Health Strategies’ Health 
Authority.  

 
C. A health record shall be initiated at the time of the patient’s initial admission.  The health record 

is to be complete and all findings and interventions recorded at the time of service delivery.  
 

E. All health care encounters are saved as a document in the EHR with the place, date and time of 
each encounter, and signature and title of the provider.  

 
F. If EHR is unavailable for documentation, when EHR is available, a note shall be placed in EHR 

indicating the presence of a hard-copy documentation of a contact. The hard-copy 
documentation will then be scanned into the electronic health record. 
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POLICY: 
 
The confidentiality of a patient’s written or electronic health record, as well as orally conveyed health 
information, is maintained. 
 
PROCEDURE:  
 

A. Access to Health Care Records:  
 

1. All active health care records for patients at department facilities are maintained 
securely and separately from the confinement record.  

 
2. Active medical and dental records (hard chart) will be housed together and will be 
secure within the medical unit at all facilities.  

  
3. Active behavioral health records (hard chart) will be housed securely within the 
behavioral health unit at each facility.  

 
4. All health care staff have access to medical, dental, and behavioral health hard chart 
records and to electronic health records (EHR) as needed to provide necessary 
treatment.  

 
5. A listing of staff who have access to health care records is posted within the records 
storage area and will include the following staff: VitalCore Health Strategies corporate 
staff, site healthcare staff, and facility administration/designee.  

 
6. A summary of a patient’s health status may be provided to Review Boards or other 
entities with a patient’s consent.  

 
7.Patients will never have unsupervised access to their health care records or access to 
another patient’s health care records.  

 
8. Patients shall have limited access to their own health records in accordance with the 
departmental Policy and Procedures.  

 
a. Reasonable appointment times as determined by the Health Services 
Administrator (HSA) or Director of Nursing (DON) may be scheduled with a 
member of the clinic staff to discuss the contents of the specific requestor’s 
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health record, clinical evaluation and/or treatment record prepared by a clinical 
staff member. The reasonable time is considered fifteen (15) minutes on a 
quarterly basis.  

 
b. The patient will not be provided copies of any documents during this review 
time. The patient may take notes using his/her own paper/pencil.  

 
9. Health care records will accompany the patient to the correctional facility to which 
he/she is transferred.  

 
10. During transfer to another facility or during a specialty consultant referral, health 
care records will be maintained within a confidential, sealed envelope since non-medical 
security staff provide escort during transport. An envelope indicating the contents 
contain confidential medical information is utilized during specialty consultant referral.  

 
B. Release of Health Information for “Need to Know”:  

 
1. Release of health information for “need to know” will be determined jointly by the 

HSA and the Warden/designee on a case-by-case basis. If necessary, final authority 
for determination can be made by the Regional Medical Director.  
 

2. Staff receive instruction in maintaining patient confidentiality. Non-healthcare staff 
who observe or overhear a clinical encounter are instructed that they are required 
to maintain confidentiality. 

 
2. Confidential health information shall be disclosed if the site Medical Director, and/or 
Health Services Administrator, determines disclosure is needed to prevent the 
following:  

 
a. Suicide  
b. Communicable Disease  
c. Injury to self or to others  
d. Threat to safety and security of the facility 

 
C. Written authorization for release of information when records are requested from an outside source:  
 

1. Original materials shall not be removed or released from the facility when information from 
the health care record is released.  
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2. Health care record information shall not be released without an appropriately signed Consent 
for Release of Medical Information form (VC Form 114).  

 
a. The consent for release of information shall include the following:  

 
1. Patient signature with date of signing  
2.  Specific information that is authorized for release  
3. Specific dates that are inclusive for authorized release  

 
3. Fees associated with providing copies of records include both copying fees and shipping fees. 
The established fee rates from the Department of Labor and VitalCore Health Strategies 
Corporate Office are as follows:  

 
a. $0.58 per page for first 250 pages  
b. $0.41 per page for each page after 250 pages 
c. $17.50 labor fee  
d. $5.00 - $15.00 for shipping and handling depending upon the quantity of records  
    copied  
 

4. A letter of explanation for the total fees will be submitted to the outside source. Copies of 
health care records will be mailed only after reimbursement funds are received.  
 
5. The original completed release of information will be placed into the patient’s health record.  
 
6. The department facility records staff shall be responsible for processing any requests or the 
release of information if the patient’s records are still within their control after the patient is 
released from incarceration or is out to court. In cases where patient files are no longer at the 
facility Records Department, the Departmental Records Administrator at the repository shall be 
responsible for processing any records for a release of information request. 

 
D. Written authorization for release of information when records are requested by Health Authority:  
 

1. The Health Authority and site Physician may choose to request previous records from an 
outside source to obtain information of past treatment(s).  
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2. The “Medical Records Release of Information” form (VC Form 114) will be completed by the 
medical staff, then signed by the patient to obtain previous records from another Health Care 
Provider.  

   
3. The name and address of the previous Health Care Provider shall be provided by the patient.  

 
4. The original completed form will be mailed to the previous Health Care Provider and a copy 
will be maintained in the health record.  

 
5. The previous health care information will be reviewed, signed, and dated by the site Physician 
when the information is received.  

 
E. Release of Information without Written Authorization:  

 
1. Information concerning reportable diseases shall be released to local and state health 
departments following state statutes.  

 
2. Healthcare status reports shall be provided by the Health Authority, or designee, to the 
following as requested:  

 
a. The facility Warden when questions arise pertaining to transfer, classification, or 
change of treatment.  

 
b. The Secretary of Corrections, Warden, or designees for purposes of monitoring and 
evaluating the delivery of medical and behavioral health services.  

 
c. Outside Physicians/designees, acute care hospital staff, and/or emergency medical 
services staff in an emergency, surgical, or treatment situation for the purposes of 
continuity of care.  

 
d. Parole services when a patient is released from a facility.  

 
e. Other departmental facilities when a patient is being transferred inter-facility.  

 
f. A person with legal power of attorney for the patient’s health care.  

 
F. Use of Health Records in Research Projects:  
 



Health Services 

Policy and Procedure 
 

VitalCore General Health Policy Reviewed: 12-17-2019 

Title: Confidentiality of Health Records Revised: 12-17-2019 

ACA: Mandatory NCCHC: Essential #: P-H-02.00 

 

REFERENCES 
NCCHC:  Standards for Health Services in Prison, 2018, P-A-08 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-H-02  
ACA: Performance Based Expected Practices for Adult Correctional Institutions – 5th Ed., 5-6C-4396 
 

  Page 5 of 5 

1. Health care records may be used for approved research projects if:  
 

a. Requirements mandated by the department policy and procedures are met; and 
 

b. Patient identity or information released would not have a direct adverse effect on the 
patients involved. 
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POLICY: 
 
Clinically ordered emergency therapeutic restraint and therapeutic seclusion are available for patients 
exhibiting behavior dangerous to self or others as a result of medical or mental illness. Except for 
monitoring the health status of patients, the health services staff does not participate in custody ordered 
restraint or seclusion.   
 
DEFINITIONS: 
 
Clinical restraint is a therapeutic intervention initiated by medical or behavioral health staff to use devices 
designed to safely limit a patient’s mobility.  
 
Custody restraint is not the same as clinical restraint. When custody staff use restraints, medical staff 
monitor the health status of offenders while in custody restraints and behavioral health staff respond to 
correctional officers or medical staff requests for consultation regarding the use of, or response to, 
restraint. 
 
Clinical seclusion is a therapeutic intervention initiated by medical or behavioral health staff to use 
rooms designed to safely limit a patient’s mobility. Communicable disease isolation is not considered 
seclusion. 
 
PROCEDURE:  
 

A. Therapeutic Restraint Equipment  

1. Each institution will have therapeutic restraints available in the clinic area and/or 
designated areas where use of therapeutic restraints is approved, and appropriate 
monitoring can occur.   

2. A set of therapeutic restraints consists of wristlets and anklets with straps that can be 
attached to the bed or bolted rings. Restraint chairs may also be used as designated 
therapeutic restraint devices as approved by the site medical director. 

a. It is highly recommended that chest and knee restraints also are available in the 
clinic.  

b. Other therapeutic restraint equipment may include helmets, mitts, or other soft 
materials.  
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3. Security restraints such as leg irons, wrist chains, hand cuffs, plastic cuffs, etc., are not to 
be used as therapeutic restraints.  

4. Inspection of the therapeutic restraints by the site Health Services Administrator (H.S.A.) 
or Director of Nursing (DON) or designee will occur annually, each February, to ensure 
that the institution has a set of therapeutic restraints which is complete, in good working 
order, and available in the clinic area and/or the administrative restricted housing area.  

a. A memo from the H.S.A or designee documenting the date and findings of this 
review will be addressed and sent to the Regional Psychiatric Director annually.  

b. A copy will be retained by the Health Services Administrator for audit. 

c. A notice will be prepared by the site Behavioral Health Coordinator and posted in a 
permanent location easily assessable by healthcare staff, indicating the location of 
the therapeutic restraints in the facility. This notice will be renewed at least once a 
year or more frequently as needed.  

B. Training for Staff  

1. The facility operations staff are required to train designated correctional officers on the 
application of therapeutic restraints.   

C. Decision to Use Therapeutic Restraints  

1. Patients are therapeutically restrained in situations where serious violence or injurious 
acts to self or others have occurred or are determined to be imminent, are the result of a 
mental disorder and/or emotional disturbance, and less restrictive means have proven to 
be either clinically inappropriate or ineffective.  

2. Before recommending the use of therapeutic restraints, behavioral health services staff 
will document that staff attempted to assist the patient in gaining control using less 
restrictive crisis intervention techniques that include, but not be limited to:  

a. Talking to the patient in a calm manner in an attempt to de-escalate the situation.   

b. Placing the patient in an observation/isolation cell to reduce from external stimuli.  
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3. The patient will be given an additional opportunity to calm down and cooperate, even 
after a therapeutic restraint order has been given. If the patient demonstrates adequate 
self-control, the order for restraints may be discontinued.  

D. Order for Therapeutic Restraints  

1. If, after examining the patient, it is determined that the patient, due to a mental disorder 
and/or emotional disturbance, poses an imminent threat of serious physical harm to self 
or others, and a strip cell does not provide adequate safeguards, an order for therapeutic 
restraints may be given. The order may be given by a Psychiatric provider. If a 
psychiatrist is not onsite, the order may be given by another physician or APRN. The 
documentation will include:  

a. Events leading up to the use of the therapeutic restraints.  

b. Other methods of management attempted. 

c. The type of therapeutic restraints to be used.  

d. The length of time the restraints are to be employed and the clinical reason for the 
decision.  

e. The initial length of time the restraints are to be used is four (4) hours unless the 
order is renewed. After the initial time period, a verbal or written continuation 
order for further restraint or seclusion is required and may be given for a time 
duration of another four (4) hours.  

f. The frequency of vital signs checked by nursing staff.  

g. The frequency of blood circulation checks by nursing with a minimum of once every 
15 minutes for the first two hours.  

h. The frequency of range of motion conducted by nursing staff.  

i. Any other special considerations.  

j. Consultation with facility physician will occur if the patient has any medical issues 
of concern that could be impacted by placement in therapeutic restraints.   
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k. An order to admit the patient to the infirmary.  

2. If the restraint order is initiated by an APRN, the APRN will notify the supervising 
psychiatrist of the restraint episode by the next business day.   

3. In the absence of a Psychiatrist, physician, or APRN, in an emergency, therapeutic 
restraints may be initiated by a Qualified Behavioral Health Professional (QBHP) after 
personally examining the patient (or after receiving verbal report from nursing staff for 
after-hours events) and determining that the patient poses an imminent threat of serious 
physical harm to self and less restrictive measures fail.  

a. The behavioral health incident will be documented by a QBHP fully in the progress 
notes in the patient’s health record.  

b. Orders from a Psychiatric provider must be obtained within one (1) hour of 
restraint application.  

c. The QBHP will document:  

i. Events leading up to the use of the therapeutic restraints,  

ii. Other methods of management attempted,  

iii. The type of therapeutic restraints to be used,  

iv. The length of time the restraints are to be employed, and  

v. The treatment plan in place with the goals of discontinuing restraints as 
soon as possible.   

4. A QBHP must personally evaluate any patient placed in therapeutic restraints. If the 
event occurs after hours, the QBHP must return to the facility within an hour of the 
application of restraints to personally examine the status of the patient. 

5. The facility or on-call Psychiatric provider will be apprised of the patient’s status by the 
QBHP.  

E. Application of Therapeutic Restraints  
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1. Therapeutic restraints will be applied by trained correctional officers in the medical 
infirmary, or if necessary, an alternative designated housing area approved by the site 
psychiatrist or medical director. 

2. An adequate number of correctional officers will be utilized, and restraints will be 
applied under the observation of a behavioral health professional, when on site.  

3. Patient clothing will be removed only if ordered for clinical reasons. At a minimum, 
patients shall retain their undergarments unless clinically contraindicated.  

4. An initial face-to-face assessment by a Psychiatric provider, other physician, or APRN must 
occur within four (4) hours of placement in restraint or seclusion.  If there is no physician 
or APRN staff on site, a QBHP conducts the face-to face assessment and consults with a 
Psychiatric provider.  If the patient is released from restraints prior to the initial order time 
period, a face-to-face assessment is still conducted. 

5. Following the initial face-to-face assessment, the physician or APRN conducts a face-to-
face assessment a minimum of every 12 hours for the patient maintained in restraints or 
seclusion. 

6. If one of these practitioners is not available onsite, a QBHP may conduct the assessment 
and a consultation with the on-call psychiatrist is required. The QBHP performs a face-to-
face evaluation every 24-hours. 

7. If therapeutic restraints are ongoing for more than twenty-four (24) hours, the Regional 
Behavioral Health Coordinator will be notified and will confer with the Regional 
Psychiatric Director. The institution’s correctional administrator will be apprised of any 
instance of therapeutic restraints.  

F. Care of Patient in Restraints  

1. When a patient requests to use the toilet, an “adult diaper,” a bed pan, or urinal will be 
offered.  

2. Psychiatric medication will be administered as ordered by the Psychiatric provider for 
treatment of mental or emotional disorders.  
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3. Finger foods will be offered if the patient is in therapeutic restraints for longer than six 
(6) hours; Liquids may be offered at any time.  

4. Nursing staff will perform the following functions:  

a. Blood circulation will be checked at least every fifteen (15) minutes, for the first 
two (2) hours.  

b. Range of motion performed at least every two (2) hours. Vital signs will be checked 
at least every two (2) hours by nursing staff unless ordered more frequently by the 
Psychiatric provider, or as clinically indicated.  

c. This information will be documented in the patient's healthcare record.  

5. Correctional officers will provide continuous observation and will log observations at 
least every fifteen (15) minutes on the Safety Observation Log. (Form 127.1).   

G. Removal of Therapeutic Restraints  

1. When a QBHP, with input from correctional officers and medical staff, believe that the 
crisis is passed, the QBHP, as the crisis team leader, will recommend removal of the 
therapeutic restraints to the psychiatric provider.  

2. Upon recommendation of the QBHP and when it is determined by the psychiatric 
provider that there is no longer an acute risk of significant harm, the restraints will be 
removed on the order of the psychiatric provider.  

3. Correctional officers will execute the removal of the therapeutic restraints.  

4. The patient will be placed on the appropriate level of suicide precautions upon removal 
of the therapeutic restraints.  

5. Behavioral Health staff will continue to monitor the patient daily while on a crisis level 
placement.  

H. Qualified Behavioral Health Professional (QBHP) Documentation and Review  

1. All pertinent behavioral health and medical documentation must be completed within 
the first working day after the incident.  
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2. All orders by the Psychiatric provider and documentation by the QBHP will include 
appropriate DSM diagnosis.  

3. All medication orders will be administered on a voluntary basis unless conditions exist to 
justify emergency medications (Policy & Procedure P-I-02.00) or a due process hearing 
for involuntary medications has been completed (see Policy & Procedure P-I-02.01).   

4. All Psychiatric telephone orders will be signed on the Psychiatric provider’s next working 
day at the institution. All psychiatric orders will be documented in the electronic health 
record (EHR).  

5. When the therapeutic restraint incident occurs, QBHP will notify the site Behavioral 
Health Coordinator or Clinical Supervisor. The Behavioral Health Coordinator, or 
designee, will notify the Regional Behavioral Health Coordinator by the next business 
day.  

6. A QAPI study will occur on each therapeutic restraint episode.  

7. A copy of all pertinent documentation not available in the Electronic Health Record (EHR) 
will be forwarded to the Regional Behavioral Health Coordinator by the site Behavioral 
Health Coordinator at the institution within three (3) working days of the incident. This 
documentation will include: 

a. Facility incident/use of force reports  

b. Administrative restrictive housing orders (if pertinent)  

c. Progress notes from the medical and behavioral health record related to the 
incident, to include the psychiatric order.  

I. There may be conditions associated with medical concerns that require modification of this 
policy (examples include but are not limited to court ordered treatment of which the patient 
may not agree).  In such instances, modifications may be requested by the treatment team 
(examples may include soft restraints, relief of restraints for toileting, change in intensity or 
timing of assessments or renewal orders for restraints).  Approval of modifications to this policy 
is considered a rarity and requires authorization from both the Regional Psychiatric Director and 
the Regional Medical Director or their designees.  Documentation in the EHR should clearly 
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define the specific modifications according to the treatment plan and the medical reason for the 
modifications. 

 
 
 
Attachments:  
Form 127.1: Safety Observation Log 
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POLICY: 
 
Health services staff follow policies and procedures developed for the emergency administration of 
psychotropic medication “over objection” as governed by the laws applicable in the jurisdiction. 
 
DEFINITION: 
 
Over objection:  The involuntary administration of medication when the patient does not assent or give 
consent to receiving the treatment. 
 
Forced medications are those given without the patient’s consent. 
 
Emergency psychotropic medications are those given without the patient’s consent for short-term 
use, and for specific, isolated circumstances to prevent immediate harm to self or others. 
 
PROCEDURE:  
 

A. A patient has the right to refuse psychotropic medication unless the patient is declared to be in 
a behavioral health crisis where the health and welfare of the patient or others is threatened. 
The following is fully documented within the healthcare record to meet the criteria:  

1. Diagnosis of acute behavioral illness with acute symptoms by a Psychiatrist, Psychiatric 
Advanced Practice Registered Nurse (APRN), or Qualified Behavioral Health Professional 
(QBHP).  

2. Determined to pose an imminent threat of physical harm to self or others.  

3. Other less restrictive or intrusive treatment modalities have been attempted or judged 
by the treating clinician to be inadequate. 

B. Emergency Medication 

1. After personally assessing the behavioral health status of the patient and fully 
documenting the above criteria, the licensed Psychiatrist or Psychiatric APRN may order 
an emergency dose of appropriate psychotropic medication(s) (not to include Haldol 
Decanoate, Prolixin Decanoate, or Risperdal Consta) as a treatment for behavioral illness.  

2. After further explanation by the nurse, Psychiatrist, or Psychiatric APRN for the need of 
the medication, the patient will be given an opportunity to voluntarily comply with the 
medication order. Emphasis is placed on least restrictive measures.   
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3. If additional emergency doses of medication are required, additional orders are to be 
given for each administration and the reasons for use of continued emergency 
medication documented. 

a. If continued emergency medication is deemed necessary for continued treatment 
of mental illness beyond three days, the procedure for Involuntary Psychotropic 
Medication Administration will be utilized, if available at the site. 

C. In the absence of an on-site Psychiatrist or Psychiatric APRN, the QBHP as crisis intervention 
team leader, and/or the crisis intervention team nurse will personally assess the behavioral 
health status of the patient.  

1. If the three (3) criteria for emergency medications are met, the crisis intervention team 
nurse will contact the Psychiatrist or Psychiatric APRN and explain the findings and 
recommendations.  

2. Emergency medication orders will be documented as such in the healthcare record and 
signed by the Psychiatrist or Psychiatric APRN on the next working day in the facility. 
Such documentation will include the date and time the dose was administered and the 
patient's degree of cooperation.  

3. If a QBHP is not on site, one will return to the site immediately to assess the patient.  

D. Medication Administration  

1. Correctional officers trained in the use of crisis intervention techniques will be utilized to 
restrain and/or manage the patient while the medical staff member administers the 
medication.  

2. Monitoring- Nursing staff will monitor the following: 

a. Nursing staff will take vital signs every fifteen (15) minutes for the first hour or as 
ordered. Vital signs will include blood pressure, pulse, temperature, and 
respirations (as clinically indicated). Ongoing monitoring will occur as clinically 
indicated. 

b. Assess mental status alterations (alertness or orientation), motor activity, speech, 
or excessive sedation.  

c. Monitor extrapyramidal symptoms, such as dystonia, parkinsonism, akathisia, 
tremor, or dyskinesia. 
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d. Observations of behavior, such as psychosis, aggression, or agitation. 

e. Monitor for dehydration, muscle rigidity, diaphoresis, alteration in consciousness, 
or autonomic dysfunction (orthostatic hypotension, drooling, urinary incontinence, 
unusually rapid breathing) to avoid neuroleptic malignant syndrome. 

f. Any of the above symptoms will be reported to the Psychiatrist or Psychiatric 
APRN.  

E. Documentation 

1. Documentation by the legally prescribing Psychiatry staff shall include:  

a. Events leading up to the current condition requiring the use of emergency 
medications with times noted;  

b. Diagnosis with description of current symptoms;  

c. Description of symptoms indicative of imminent danger to self or others and the 
threat posed;   

d. Other efforts attempted to manage the patient;  

e. Documented pattern of violent of self-destructive behavior (if any);  

f. The reason for ordering the medication;  

g. Medication and dosage ordered;  

h. Additional orders/Special considerations;  

i. Treatment plan goals for less restrictive treatment alternatives as soon as possible;  

j. Follow-up recommendations  

2. All necessary institutional documentation will be completed. A copy of the facility 
incident/use of force reports and accompanying suicide precautions orders will be placed 
in the behavioral health record.  

F. Follow-up  
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1. After the emergency medication has been administered, the patient will be placed on 
suicide precautions or close observation watch. A QBHP will come on-site within an hour 
of notification for a face-to-face interview with the patient if the event occurs after-
hours. Correctional officers will maintain a continuous watch and log observations every 
fifteen (15) minutes on the Safety Observation Log (form 127.1).  

a. The QBHP will notify the site Behavioral Health Coordinator or Clinical Supervisor of 
the event. The site Behavioral Health Coordinator will notify the Regional 
Behavioral Health Coordinator of the event. 

2. A patient who has received emergency medications will be evaluated for placement at a 
higher level of behavioral healthcare, such as an acute care or residential behavioral 
health unit. 

3. A QBHP will evaluate the patient face to face daily until the crisis is resolved, stability is 
reached, or the patient is transferred.  

4. The patient will be placed on the behavioral health special needs caseload and 
appropriate follow-up services will be provided as clinically indicated. 
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POLICY STATEMENT:  
 
It is a medical decision to administer psychotropic medication. Psychotropic medication will never be 
used for disciplinary reasons or mere behavioral control.  Psychotropic medication will only be 
involuntarily administered at designated facilities, in compliance with applicable federal and state laws 
and regulations and only on the order of a physician, psychiatrist, or other authorized individual with 
designated privileges.  
 
DEFINITIONS:  
 
Gravely Disabled:  A condition in which the individual is in danger of serious physical harm resulting from 
the individual’s failure to provide for essential human needs of health or safety because of a mental 
disorder. 
 
Involuntary Medication Review Committee:  A committee established to conduct due process hearings 
to review psychiatric orders for involuntary administration of psychotropic medication. 
 
Likelihood of Serious Harm:  Evidence of substantial risk of physical harm to self or others, or to the 
property of others. 
 
Mental Disorder:  Any organic mental or emotional impairment that has an adverse effect on an 
individual's cognitive volitional functioning. 
 
Psychiatric Emergency:  A situation in which the patient poses an imminent threat of serious physical 
harm to self or others due to a mental disorder. 
 
Psychiatric Order:  A medical order issued by a board-certified psychiatrist providing psychiatric services 
for the facility. 
 
Regional Behavioral Health Director:  A psychologist that coordinates behavioral health care within a 
designated region. 
 
Regional Psychiatric Director:  Responsible for the clinical supervision of facility psychiatric providers 
within a designated region.  
  
Deterioration in Routine Functioning:  Evidence of repeated and escalating loss of cognitive or volitional 
control over his or her actions by a patient who is failing to provide for his or her own essential health 
and safety needs. 
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PROCEDURES: 
 

A. Order for Involuntary Administration of Psychotropic Medication 
 

1. The Regional Psychiatric Director shall develop procedures prescribing the steps required 
to evaluate the need for involuntary administration of psychotropic medication and the 
notifications required to affect the order. 
 

a. A psychiatric order for involuntary administration of psychotropic medication and 
the clinical evidence to support that order shall be obtained and fully documented 
in the patient’s health record. 
 

2. Involuntary Administration of Psychotropic Medication to a Patient 
a. After a physical examination of a patient has been performed by the health 

provider and a determination is made that the patient poses a clear and immediate 
threat to self or others, and less restrictive or intrusive measures have proven to be 
inadequate or clinically inappropriate, the physician or authorized health provider 
may order the involuntary administration of psychotropic drugs.   
 

i. The order shall be specific as to the duration of the medication regimen, 
instructions as to when and where the medication will be used, and 
treatment plan goals for less restrictive treatment alternatives to be 
initiated as soon as possible. 
 

b. A Qualified Behavioral Health Professional shall discuss with the patient the 
reasons that psychotropic medication is ordered and address any concerns the 
patient may have about complying with the psychiatric order for the medication. 
 

3. Right of Refusal 
a. A patient who is not in a behavioral health crisis may refuse to consent to the 

administration of psychotropic medication.   
b. Except in psychiatric emergency situations or when a patient is declared to be in a 

behavioral health crisis, such medication shall not be administered to the patient 
involuntarily until a due process hearing to review the psychiatric orders for the 
medication and the patient’s condition has been completed by the Involuntary 
Medication Review Committee. 
 

B. Scheduling of a Due Process Hearing 
1. The Involuntary Medication Review Committee shall conduct a due process hearing to 
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review the psychiatric order for involuntary administration of psychotropic medication. 
 

a. Upon completion of the order for involuntary administration of psychotropic 
medication, the ordering psychiatrist shall request the Chairperson of the 
Involuntary Medication Review Committee to schedule a due process hearing. 
(Attachment A) 
 

2. The time between the order of a physician or psychiatrist authorizing involuntary 
administration of psychotropic medication and the due process hearing shall not exceed 
three (3) calendar days. 
 

C. Involuntary Medication Review Committee 
 

1. Except for the involuntary administration of psychotropic medication during a psychiatric 
emergency (see P–I–02.00, Emergency Administration of Psychotropic Medications), 
involuntary administration of psychotropic medication shall occur only at facilities 
approved by the Regional Psychiatric Director. 
 

2. An Involuntary Medication Review Committee shall be established to conduct due 
process hearings at the facility to review psychiatric orders for involuntary administration 
of psychotropic medication. 

 
a. The committee shall be comprised of two (2) members appointed by the Regional 

Psychiatric Director or designee. 
i. Both members shall be physicians. 
ii. At least one member shall be a psychiatrist. 
iii. One member of the committee (a psychiatrist) shall serve as the 

Chairperson, and 
iv. Neither of the members of the committee shall have been involved in 

the prescribing of the psychotropic medications under review, but 
physicians are not disqualified from sitting on the committee if they 
have treated or diagnosed the patient in the past. 
 

D. Qualified Staff Involvement 
 

1. Members of the Involuntary Medication Review Committee and the staff member 
assigned to assist the patient during the due process hearing shall be trained in the 
relevant legal and medical issues regarding the involuntary administration of 
psychotropic medication.   
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2. Only staff trained in the use of crisis intervention techniques shall be utilized to restrain 

the patient and only qualified medical staff shall administer the medication. 
 

E. Pre-hearing Activities 
 

1. A member of the unit team shall be assigned by the site classification administrator to 
assist the patient in the due process procedure. 
 

a. The role of the assisting staff member is to facilitate the patient’s understanding of 
the hearing and his/her participation in the hearing procedure. 
 

2. The patient and the assisting staff member shall receive written notice (Attachment B, 
Part I) of the time and place of the hearing at least 24 hours prior to the hearing. 
 

a. The notification shall include the following: 
i. The tentative diagnosis; and, 
ii. The reasons that the psychiatrist and other behavioral health services 

staff believe the medication are necessary. 
 

3. Prior to the hearing, the patient and assisting staff member may request in writing to the 
chairperson of the committee that certain staff witnesses be present at the hearing or 
that specific questions be asked of certain witnesses outside of the hearing. 
 

F. The request shall be made utilizing Part II of the Involuntary Medication Review Committee’s 
Hearing Notice (Attachment B).  
 

G. Prior to the hearing, the committee shall conduct any investigation it deems necessary regarding 
the administration of psychotropic medication to the patient. 

 
1. Any information obtained during an investigation must be presented at the hearing in 

order to be considered by the committee in reaching its decision. 
 

H. Due Process Hearing 
 

1. The due process hearing shall be conducted to determine if: 
a. The patient suffers from a mental illness or mental disorder; 
b. The medication is in the best interest of the patient for medical reasons; and/or, 
c. The patient is gravely disabled or exhibits severe deterioration in routine 
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functioning or poses a likelihood of serious harm to self, others, or the property of 
others. 
 

2. The patient shall be present at the hearing unless the patient’s attendance poses a 
substantial risk of serious physical or emotional harm to self or poses a threat to the 
safety of others. 
 

a. The assisting staff member shall appear at the hearing on the patient’s behalf 
whether the patient is present or not. 
 

3. The patient and the assisting staff member may present relevant evidence, including 
statements, testimony of witnesses, and written documents, and may cross-examine 
staff witnesses who testify at the hearing. 
 

4. The presentation of evidence or questioning of witnesses by the patient or the assisting 
staff member shall be limited or disallowed only when the chairperson of the committee 
finds the evidence or questions to be irrelevant, repetitious, or a threat to the safety of 
those involved in the proceeding or the security of the facility. 

 
a. Any denial of a request to make statements, present witnesses or documents, or 

cross-examine witnesses shall be explained in the Involuntary Medication Review 
Committee's Hearing Summary (Attachment C) or the corresponding “Involuntary 
Medication Review Member” form in the electronic medical record. 
 

5. Any information obtained outside of the hearing shall be available at the hearing. 
 

6. Although the documentation contained in the health record of the patient shall be 
reviewed by the committee, the committee may also require that the psychiatrist 
responsible for the psychiatric order appear in person at the hearing. 

 
I. Decision of the Committee 

 

1. The committee shall consider all relevant information and material which has been 
presented at the hearing in deciding whether to approve the psychiatric order for 
involuntary administration of the psychotropic medication. 
 

a. Relevant information and material should include available clinical information 
sufficient to demonstrate a medical necessity for either initiating or continuing the 
medication, as applicable to the specific case. 
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2. A documented decision, (Attachment C), shall be prepared by the chairperson of the 

committee and signed by both members or the corresponding “Involuntary Medication 
Review Member” form in the electronic medical records shall be completed and signed 
by the Chairman and the corresponding “Involuntary Medication Member Response” 
form shall be completed and signed by the second physician. 
 

a. The written decision shall be signed by both committee members. 
b. The written decision shall contain a summary of the hearing, including the 

following: 
i. The evidence presented; and, 
ii. The reasons for approving or disapproving the involuntary 

administration of the psychotropic medication. 
 

3. The original of the documented decision shall be placed in the patient’s master file, and 
copies distributed to the following: 

a. The patient; 
b. The patient’s health record; 
c. The patient’s behavioral health file; 
d. The Regional Medical and Psychiatric Director; 
e. The Chief Medical Officer; and,  
f. The Involuntary Medication Review Committee chairperson. 

 
J. Right to Appeal 

 
1. Patients shall be advised of the right to file a written notice of appeal, within 72 hours of 

receipt of the committee’s decision to approve the involuntary administration of 
psychotropic medication, to the Regional Psychiatric Director. 
   

2. Medical staff shall administer the medication as ordered by the psychiatrist and 
approved by the committee while awaiting the decision of the Regional Psychiatric 
Director on the appeal.  The Regional Psychiatric Director shall remit a written decision 
within five (5) working days of receipt of the appeal.  Patients may utilize the grievance 
procedure. 
 

K. Appeal Process 
 

1. If the committee approves the involuntary administration of the psychotropic 
medication, the patient shall be advised of the right to appeal the decision to the 
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Regional Psychiatric Director by filing a written notice of appeal within 72 hours of the 
patient’s receipt of the committee’s written decision. 
 

a. If the patient decides to appeal the decision to approve the involuntary 
administration of the psychotropic medication, the assisting staff member shall 
promptly forward or assist the patient to forward the patient’s written Appeal of 
the Involuntary Medication Review Committee’s Decision (Attachment D), within 
the 72-hour time limit. 

b. If the patient appeals a decision to approve the involuntary administration of the 
psychotropic medication, the Regional Psychiatric Director shall review the decision 
of the Involuntary Medication Review Committee. 

i. The Regional Psychiatric Director shall, within five (5) working days, 
either: 

1)  Approve the continued involuntary administration of the 
psychotropic medication; or, 

2)  Order it to cease. 
ii. The decision of the Regional Psychiatric Director shall be in writing. 

 
2. Medical staff administers the medication as ordered by the psychiatrist and approved by 

the committee while awaiting the decision of the Regional Psychiatric Director on the 
appeal. 
 

3. The original of the written appeal decision shall be placed in the patient’s master file, 
and copies shall be distributed to the following: 

 
a. The patient; 
b. The patient’s health record;  
c. The patient’s behavioral health file; 
d. The Regional Psychiatric Director; and, 
e. The Chairperson of the Involuntary Medication Review Committee. 

 
L. Monitoring 

 
1. Health care staff shall monitor the patient’s vital signs as ordered by the physician and/or 

psychiatrist and, document the process and ensure follow-up treatment or referral is 
completed. 
 

2. Once initiated, the involuntary administration of psychotropic medication shall be 
reviewed by a psychiatrist within 24 hours. 
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a. If the order for medication is renewed, it must continue to be reviewed at least 

every 14 calendar days. 
b. Full documentation supporting the decision to continue to administer the 

medication shall be provided in the health record and behavioral health file by the 
psychiatrist. 
 

3. The patient shall be evaluated by a psychiatrist at least once every thirty (30) days while 
the patient is receiving psychotropic medication involuntarily. 
 

4. Full documentation supporting continued medication shall be provided by the 
psychiatrist in the health record as long as the medication continues. 

 
5. The Involuntary Medication Review Committee shall conduct a hearing and review the 

need for continued involuntary medication every six (6) months if the administration of 
the medication continues or occurs on a regular basis during that time. 

 
M. Behavioral Health Procedures 

 
1. The Regional Psychiatric Director shall develop procedures to implement this policy 

which shall include, but not be limited to: 
 

a. Criteria for determining a behavioral health crisis affecting a patient and the 
procedures to document: 
 

i. The physician's order for the involuntary administration of psychotropic 
medication to include the instructions for time, place and method of 
administration, and, the less restrictive treatment alternative. 
 

b. Monitoring and documentation procedures by health care staff, in accordance with 
Section VIII., above. 
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ATTACHMENTS:  

   
A Memorandum Involuntary Psychotropic Medication 

Administration  
1 page 

B 
Involuntary Medication Review Committee’s Hearing 
Notice/Request for Witnesses 

2 pages 

C Involuntary Medication Review Committee’s Hearing Summary 2 pages 

D Appeal of Involuntary Medication Review Committee’s Decision 
Memo 

1 page 
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PANEL HEARING REQUEST FOR INVOLUNTARY 
MEDICATION/MEDICAL TREATMENT              

FACILITY:  
 

 

Pertinent Medical/Mental Health History: 
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________
Mental Status Examination:  
 

Sensorium:    Alert   Oriented x 3    Distractible    Poor concentration    Other_______________________ 
Appearance:    Well kept    Self-neglect   Other ____________________________________________________ 
Behavior:      Calm   Agitated   Slowed    Other ________________________________________________ 
Speech:   Clear/Coherent    Spontaneous    Pressured    Poverty    Other _______________________ 

Mood:     Euthymic    Depressed    Elevated     Irritable    Other ______________________________ 
Affect:     Appropriate    Inappropriate     Constricted    Blunted     Other _______________________ 
Thought Process:    Goal Directed     Disorganized    Loose Associations    Tangential   Other _______ 
Thought Content:     Homicidal     Suicidal     Paranoid     Hallucinations     Delusions     Other ______ 
 Describe Hallucinations/delusions: ______________________________________________________________ 

Memory:     Recent Intact     Remote Intact     Impaired     Other _________________________________ 
 

Diagnosis: (DSM-5 or ICD 10)        

___________________________________    
___________________________________ 
___________________________________    
___________________________________ 
 

As a result of this serious mental illness or medical disorder, the patient has been assessed as presenting with a 
substantial likelihood of: (Check all that apply)  
 

 Danger to self as evidenced by threats or attempts to commit suicide or inflict physical harm on one’s self   

        (Describe behaviors):   __________________________________________________________________________ 
____________________________________________________________________________________________ 

 

 Danger to others as evidenced by behaviors which have caused harm, or which placed another person in     

 reasonable fear of sustaining such harm (Describe behaviors):  _______________________________________ 
_____________________________________________________________________________________________ 

 

 Gravely disabled individual as a result of mental illness as evidenced by:   

 Danger of serious physical harm resulting from a failure to provide for his or her essential human needs of   
    health or safety. Examples include:  _____________________________________________________________ 

___________________________________________________________________________________________ 
 

 Manifests severe deterioration in routine functioning evidenced by repeated and escalating loss of  
    cognitive or volitional control over his or her actions. Examples include:  _____________________________ 

__________________________________________________________________________________________ 
 

 Refusing care that is essential for his or her health or safety.  Examples include:   ________________ 
__________________________________________________________________________________________ 

 

 The need to preserve life, due to the refusal of medical treatment.  Examples include:   ____________________ 

 __________________________________________________________________________________________ 
 __________________________________________________________________________________________ 

Based on this medical assessment, I have recommended to the youth that the following medication(s) and/or 
procedures are required to treat his/her condition:  
 

Name of Medication(s)/Procedure   Dose    Frequency   Route  
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PANEL HEARING REQUEST FOR INVOLUNTARY 
MEDICATION/MEDICAL TREATMENT              

FACILITY:  
 

 

____________________________ _________________ ___________________      ________________ 

____________________________  _________________     ___________________     ________________ 

 

The patient has refused to accept the prescribed medication(s) and/or procedure or lacks capacity to give 
informed consent. The following efforts have been made for the patient to voluntarily accept the treatment with 
these results: 
_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________  

 

Based on this situation, I am requesting that involuntary medication and/or medical treatment be administered to 
this patient.  

 

This is a(n): (Check appropriate box)  

 Initial Recommendation, OR  

 Continuation Recommendation (60 days since last panel hearing) 

 

Current response to involuntary medication and/or treatment: (Continuation recommendation only) 
_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

 

Less intrusive alternatives to involuntary medication(s) and/or treatments considered and reason for rejection: 
________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

 

Religious objection to medication and/or treatments:  (Describe) 
_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

 

History of side effects of the prescribed medication(s) and/or treatments is as follows: 
_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

 

Gains anticipated from the proposed involuntary medication(s) and/or treatments: (Specify)  

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

 

In conclusion, it is my medical opinion that the gains anticipated from the proposed involuntary medication(s) 
and/or treatments substantially outweigh the risks of potential side effects. 

 

Physician Signature: ________________________________________________ Date: __________________  

 

CC: Medical File.            2 
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NOTIFICATION OF DUE PROCESS HEARING FOR 
INVOLUNTARY MEDICATION/MEDICAL TREATMENT 

 

FACILITY:  
 

DATE:     

TO:  (Name) 

FROM:  (Facility Administrator) 

RE:  Involuntary Medication or Medical Treatment for (Name) 

 

PART I:  
This letter is to notify you that you will have a hearing to determine if you will continue to receive medications 
or medical treatment that you have refused. 
 
The involuntary treatment hearing is scheduled for:  Date: __________Time: ________ at (Facility Name). 
 
You have been prescribed (Name of Medication/Treatment) for your diagnosis of (Diagnosis Requiring 
Medication/Treatment). (Name of Healthcare Provider) believes that you continue to need 
medication/treatment because (Rationale).  (Name of Healthcare Provider) has also determined that you are 
not capable of making the decision to refuse this medication because (Rationale). 
 
(Names of Staff Presenting Case) will be at the hearing to present information about why they believe you 
continue to need the medication/treatment. 
 

• You have the right to attend the hearing unless your attendance would likely pose a substantial risk of 
serious harm to you or a threat to the safety of others.  You may also voluntarily choose not to attend 
the hearing, but you must let us know in writing if you do not want to attend. 

 

• You have the right to present evidence during the hearing and question the mental health or medical 
staff. 

 

• You have the right to request a staff member or your unit staff to serve as your assistant during the 
hearing.  If your requested staff member is not available or you do not choose an assistant, you will be 
appointed one.  The assistant will review your case prior to the hearing, meet with you, make 
recommendations on your behalf, and provide assistance to you during the hearing.   

 
 
__________________________  _________________________  
Individual’s Signature    Date   
 
__________________________  _________________________  __/__/______:____ 
Serving Employee’s Name (print)  Employee Signature    Date/Time 
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NOTIFICATION OF DUE PROCESS HEARING FOR 
INVOLUNTARY MEDICATION/MEDICAL TREATMENT 

 

FACILITY:  
 

PART II:  
 
I understand that prior to the hearing, my assisting staff member and I may request in writing to the chairperson of the 

committee that certain staff witnesses be present at the hearing or that specific questions be asked of certain witnesses 
outside of the hearing. 

 
I request the following individuals be contacted to be present at the hearing: 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
 
_____ No additional individuals are requested to be present at the hearing. (Individual’s Initials) 
 
 

__________________________  _________________________  
Individual’s Signature    Date   
 
 
__________________________  _________________________  __/__/______:____ 
Serving Employee’s Name (print)  Employee Signature    Date/Time 
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PANEL HEARING SUMMARY FOR 
INVOLUNTARY MEDICATION/MEDICAL TREATMENT    

FACILITY:  
 

This is a(n): (Check appropriate box)  

 Initial Recommendation, OR  

 Continuation Recommendation (60 days since last panel hearing) 

 
Pertinent Discussion: 
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 

 
Diagnosis: (DSM-5 OR ICD 10) 
 

________________________________    
________________________________    
________________________________    
________________________________    
_______________________________    

 
The panel agrees, as a result of this serious mental illness or medical disorder, the patient has been assessed as 
presenting with a substantial likelihood of: (Check all that apply)  
 

 Danger to self as evidenced by threats or attempts to commit suicide or inflict physical harm on one’s self  

(Describe behaviors):  
__________________________________________________________________________________________
__________________________________________________________________________________________ 

 Danger to others as evidenced by behaviors which have caused harm, or which placed another person in  

reasonable fear of sustaining such harm (Describe behaviors):  
__________________________________________________________________________________________
__________________________________________________________________________________________ 

 Gravely disabled individual as a result of mental illness as evidenced by:   

  Danger of serious physical harm resulting from a failure to provide for his or her essential human needs of 
health or safety. Examples include:  ____________________________________________________ 
__________________________________________________________________________________________

  Manifests severe deterioration in routine functioning evidenced by repeated and escalating loss of cognitive or 
volitional control over his or her actions. Examples include:  
__________________________________________________________________________________________
__________________________________________________________________________________________ 

  Refusing care that is essential for his or her health or safety.  Examples include: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

 The need to preserve life, due to the refusal of medical treatment.  Examples include:  

 __________________________________________________________________________________________ 
 __________________________________________________________________________________________ 

 The patient has refused to accept the prescribed medication(s) and/or procedure or lacks capacity to give informed 

 consent. The following efforts have been made for the patient to voluntarily accept the treatment with these 
 results: 
 __________________________________________________________________________________________
 __________________________________________________________________________________________ 
 __________________________________________________________________________________________ 
 



 

 
 

#: P-I-02.01 
Attachment C 
 
Revised:  2019 

Individual Name: 
 
 
Number:  
 
 
 
 
 
 
 

                                                                                                                Page 2 of 2 

 

PANEL HEARING SUMMARY FOR 
INVOLUNTARY MEDICATION/MEDICAL TREATMENT    

FACILITY:  
 

Current response to involuntary medication and/or treatment: (Continuation recommendation only) 
_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

Alternatives to involuntary medication(s) and/or treatments considered and reason for rejection: 
________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

Religious objection to medication and/or treatments:  (Describe) 
_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

History of side effects of the prescribed medication(s) and/or treatments are as follows: 
_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

Gains anticipated from the proposed involuntary medication(s) and/or treatments: (Specify)  

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

 
 

It is my medical opinion that the gains anticipated from the proposed involuntary medication(s) and/or treatments 
substantially outweigh the risks of potential side effects.  I concur with involuntary administration of 
psychotropic medication and/or medical treatment.  

 

Chairperson:   ________________________  _______________________  ___________ 

   Print     Signature    Date 

 

Member:   ________________________  ________________________  ___________ 

   Print     Signature    Date 
 

It is not my medical opinion that the gains anticipated from the proposed involuntary medication(s) and/or 
treatments substantially outweigh the risks of potential side effects.  I do not concur with involuntary 
administration of psychotropic medication and/or medical treatment.  

 

Chairperson:   ________________________  _______________________  ___________ 

   Print     Signature    Date 

 

Member:   ________________________  ________________________  ___________ 

   Print     Signature    Date 

NOTICE:  

The patient has the right to appeal this decision to the Regional Medical Director by filing a written appeal with 
the Chairperson of the Involuntary Medical Treatment Review Panel within five (5) days of receipt of this report.  
The assisting staff member shall help in the appeal process if requested by the patient. 

 

Distribution:   

Medical File 
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NOTIFICATION OF INVOLUNTARY  
MEDICATION/MEDICAL TREATMENT & APPEAL 

 

FACILITY:  
 

 

DATE:  

  

TO:  (Name)  
 
FROM:  (Facility Administrator) 

RE:  Involuntary Medication or Medical Treatment for (Name) 

 

 
 
 
____________________has been prescribed ________________________ for the  
(Individual Name)      (Medical Treatment) 
 

diagnosis of __________________________.  
 
 
 
On _______________ the Involuntary Medical Treatment Review Panel convened and  
 (Date) 

concurred that the individual (was in need / was not in need) of involuntary medication/medical 
 
treatment status. The individual will be given _________________________ on __________ at  
              (Medical Treatment)     (Date) 
 
______________________________________. 
(Facility) 

 
 
The individual wishes to appeal the decision _______. 
 
The individual does not wish to appeal the decision_________. 
 
 
 
____________________________  __________________ 
Individual’s Signature    Date 
 

__________________________ _________________________ __/__/______:____ 
Witness Name     Employee Signature  Date/Time 
 
 
Notification CC:  Medical File 
   Regional Medical Director 
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POLICY: 
 
Health services staff must protect the integrity of the therapeutic relationship with their patients.  
 
DEFINITION: 
 
Forensic Information:  Physical or psychological data collected from a patient that may be used against 
him or her in disciplinary or legal proceedings. 
 
PROCEDURE:  
 
A. Institutional health care personnel will not participate in the collection of information for forensic 

purposes (i.e., DNA testing, UAs for drug testing).  
 

B. Upon request of the facility administration to perform a body cavity search on an incarcerated 
individual, arrangements will be made to have the individual sent to an off-site healthcare provider 
for the examination.  

 

C. In the case of sexual assault, the forensic examination will be conducted by a pre-arranged off-site 
healthcare provider who is trained in utilizing the sexual assault kit. The facility policy and 
procedures for sexual assault will be followed. 

 

D. Court-ordered laboratory tests or radiology procedures may be performed by health care 
professionals with the written consent of the incarcerated individual. However, if the laboratory test 
or procedure requires specialized techniques or counseling, it will be at the discretion of the facility 
Director of Nursing or the Health Services Administrator (HSA) to request an off-site laboratory or 
hospital to provide the testing.  

 

E. Behavioral Health Staff will not conduct evaluations designed to be used in court proceedings (e.g., 
Child Custody evaluations, Competency to Stand Trial, Assessment of Behavioral Disease or Defect). 
If a court order is directed toward VitalCore Health Strategies staff, which appears to require such an 
evaluation, the Behavioral Health Coordinator will notify his/her HSA and the Regional Behavioral 
Health Coordinator to determine the appropriate response to such an instruction from the court.  

 

F. Healthcare staff must not participate in making disciplinary decisions, beyond advocating for 
mitigating circumstances in cases of medical and mental health disorders. 
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POLICY: 
 
Patients have the right to make informed decisions regarding their healthcare, including the right to 
refuse care. All examinations, treatments, and procedures are governed by informed consent practices 
applicable in the jurisdiction. 
 
DEFINITION: 
 
Informed consent is the agreement by a patient to a treatment, examination, or procedure after the 
patient receives facts about the nature, consequences, and risks of the treatment, examination, or 
procedure; if there are alternatives to it; and the prognosis if the treatment is not undertaken.  
 
PROCEDURE:  
 
A. Upon a patient's entry into custody, the health staff will request that each patient sign a “Consent to 
Treat” form. Health staff will explain how to access health care by using health care request forms (or if 
available, through electronic requests).  
 
B. Prior to any medically invasive procedure or treatment, the health care staff will have the patient sign 
an “Informed Consent” form which clearly shows the patient has been informed of the nature, 
consequences, risks, and benefits of the proposed treatment or procedure. Health staff will witness the 
patient’s signature.  
 
C. Exceptions to obtaining informed consent must be in accordance with state and federal laws and 
regulations. Examples of such exceptions are:  
 

1. An emergency that required immediate medical intervention for the safety of the patient;  
 
2. Emergency care involving patients who do not have the capacity to understand the 
information given;   
 
3. Public health matters, such as communicable disease treatment.  

 
D. When a Health Care Practitioner (HCP) proceeds without consent, he/she must document in the 
medical record all aspects of the patient's condition and the reasons for the medical intervention.  
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E. Consent for psychotropic medication will be obtained prior to administration of medications using a 
Psychotropic Medication Consent form.  
 
F. Any psychotropic medication given without consent will be administered in accordance with 
Emergency Administration of Psychotropic Medications or Involuntary Psychotropic Medication Policies.  
 
G. When Behavioral Health Services receives a request to conduct a comprehensive evaluation of a 
patient, the Qualified Behavioral Health Professional (QBHP) must provide to the patient an explanation 
of need, and then obtain an informed consent. 
 
H. Patients will sign an informed consent prior to receiving Behavioral Health treatment services, 
including individual therapy and group therapy. 
 
I. Patients with hearing and visual impairments.  
 

1. Informed consent must be documented on a written form with the signatures of the patient 
and a health services staff witness for invasive procedures or treatment in which there is an 
inherent risk to the patient.  Informed consent for patients with a visual impairment requires a 
reader to recite the content of the informed consent document in the presence of the patient 
and a witness, then upon receipt of the patient’s verbal consent, written acknowledgement by 
the reader and witness shall be documented via signature.  

 
2. It is the responsibility of the health care provider or staff to identify any impairment or 
disability of the patient that would impede their ability to provide informed consent (such as 
visual impairment as addressed above) and provide information to the patient in a way the 
patient is able to understand. 
 

J. Refusal Procedure 
 

1. A patient can refuse services at any time. When a patient refuses treatment, healthcare staff will 
attempt to determine why the patient is refusing treatment to ensure the patient is fully 
informed of the recommended treatment.  
 

2. Housing placement in the infirmary for monitoring or housing for medical isolation or 
monitoring cannot be refused.  
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3. The health care staff will inform the patient of the health evaluation, treatment, or care 
available and offer education as to the possible outcomes of refusing the care or treatment.  
 

4. If the patient refuses care, a Refusal to Submit to Treatment form will be signed by the patient 
and witnessed by a healthcare staff member. It will become a part of the medical/behavioral 
health record.  
 

5. The health care staff will document the nature of the condition for which health evaluation, 
treatment, or care is offered, as well as the nature of the service to be provided as indicated on 
the refusal form.  
 

6. If the patient refuses to sign the Refusal to Submit to Treatment form:  
 

a. A progress note is written by the health care staff documenting the refusal and education 
provided to the patient.  

b. The health care staff will document in the health record the nature of the condition for 
which health evaluation, treatment, or care is offered, as well as the nature of the service to 
be provided as indicated on the refusal form.  

c. If the patient refuses to sign the refusal form, documentation must be obtained from two 
(2) witnesses of his/her refusal to sign.  

 
7. Patients will not be allowed to give a blanket refusal to treatment. The patient will be informed 

that the right to subsequent treatment has not been waived by signing the refusal of treatment.  
 

8. If a patient continues to refuse treatment and his medical condition deteriorates to the point of 
becoming serious or life-threatening, the HCP will notify the patient that an attempt will be 
made through the facility administrator to obtain a court order to provide treatment. The HCP, 
Behavioral Health Coordinator, Chief Medical Officer, Health Service Administrator, site attorney 
and VitalCore Director of Utilization Management will be advised.  
 

9. If a patient refuses behavioral health treatment and becomes significantly impaired by mental 
illness so they are unable to be managed in a general population setting, the patient’s treatment 
and placement status will be reviewed by the site Behavioral Health Coordinator and site 
Psychiatric HCP to determine disposition and treatment needs for a higher level of care. 
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POLICY: 
 
Biomedical, behavioral, or other research using patients as subjects is consistent with established 
ethical, medical, legal, and regulatory standards for human research. 
 
PROCEDURE:  
 

A. Collection of aggregate data and archival research will be permitted with the maintenance of 
confidentiality. Written approval from the following entities will be established:  

 
1. Regional Medical Director 

 
2. Regional Behavioral Health Coordinator  
 
3. Chief Medical Officer 

 
4. Departmental Research Unit (if applicable) 

 
B. Investigational treatment protocols will be made available to offenders with special medical 

conditions that qualify for the approved investigational treatment protocols.  
 

C. Research will be conducted in a manner consistent with applicable ethical standards for 
biomedical/behavioral research. All research involving human subjects require the written 
informed, voluntary consent of the offender involved.  
 

D. Individuals seeking approval for such data collection and reporting will submit a written request, 
accompanied by an abstract of the study, to the Regional Medical Director of VitalCore Health 
Strategies.  
 

E. After reviewing and approving the request, the Regional Medical Director will forward the 
request along with comments to the institutional administrator over research for review and 
approval.   
 

F. State and institutional policies and procedures to conduct research will be followed.  
 

G. The Regional Medical Director will evaluate investigational treatment protocols. A prospective 
participant must sign an Informed Consent and receive approval to participate in an approved 
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investigational treatment protocol from the institutional administrator and the Regional Medical 
Director. 
 

H. Reports and research findings developed from such data research require review and approval 
by the Regional Medical Director and institutional administrator prior to submission for 
publication.  

 
I. Investigators conducting research with an accredited affiliation must provide evidence of project 

approval from their University or College Institutional Review Board to the Regional Medical 
Director an institutional administrator. 
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POLICY: 
 
Health services staff members do not participate in inmate executions. Healthcare staff must maintain 
an ethical, professional relationship with their patients.  
 

A. Executions do not occur in the medical unit.  
 

B. Health services staff do not assist, supervise, or contribute to the ability of another individual to 
directly cause the death of an inmate.  
 

C. Medical or behavioral health staff do not participate in determinations of competency to be 
executed.   
 

D. Healthcare staff do not pronounce death in an execution.   
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Access to Care Revised:07-01-2019 
NCCHC: Essential ACA: Mandatory No: Y-A-01.00 

POLICY: 

Juveniles have access to care to meet their serious medical, dental, and mental health needs. Each 
facility's health services department shall establish a program that provides all juveniles unimpeded 
access to care. The program shall be designed to avoid unreasonable barriers to access to health services 
and to maintain the confidentiality of health information and patient privacy. 

The Health Service Administrator shall ensure written procedures are developed and implemented for: 

a. Providing and arranging for the provision of medical and dental services for health problems identified
at admission.

b. Providing and arranging for the provision of on-going and follow-up medical and dental services after
admission.

c. Providing or arranging for the provision of dental services for residents who present with acute dental
concerns.

d. Providing emergency services for each resident as provided by Statute, or by the agreement with the
resident’s legal guardian.

e. Providing emergency service for any resident experiencing or showing signs of suicidal or homicidal
thoughts, symptoms or mood or thought disorders, or other mental health problems.

f. Ensuring that required health record information is accessible to staff and up to date, complete, and
tells the accurate picture of the youth’s health.

DEFINITIONS: 

Access to care means that, in a timely manner, a patient can be seen by a clinician, be given a professional 
clinical judgment, and receive care that is ordered. 

Mental health services are defined broadly to include the sum of all actions taken for the mental well- 
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being of the juvenile population, including a range of diagnostic, treatment, and follow-up services. 
Mental health services include the use of a variety of psychosocial, psychoeducational, and 
pharmacological therapies, either individual or group, including biological, psychological, and social, to 
alleviate symptoms, attain appropriate functioning, prevent relapse, and help patients to develop and 
pursue their personal recovery plans 

Qualified health care professionals include physicians, physician assistants, nurses, nurse practitioners, 
dentists, mental health professionals, nursing assistants, and others who by virtue of their education, 
credentials, and experience are permitted by law to evaluate and care for patients. 

Health Care Liaison is a designated, trained staff member who coordinates the health delivery services 
in the facility when qualified health care professionals are not on site. 

PROCEDURES: 

A. Health Services orientation shall be provided on admission to all juveniles both verbally and in 
writing in a language the juvenile understands. 

B. When literacy or language problem or physical handicap prevents a juvenile from understanding 
oral or written information, a staff member or translator shall provide assistance to the juveniles. 

C. Members of the correctional staff shall not approve or disapprove requests for health care. Control 
of access to health care shall not be within the decision-making authority of juvenile workers and 
administrative staff but may be collaboratively provided through health care staff to the health 
trained liaison. 

D. A locked box shall be made available for placing health requests to maintain confidentiality of 
juveniles' health information. 

E. Health request forms shall be collected by health care staff on a daily basis. Juvenile health 
services departments are staffed with licensed nurses routinely 24 hours per day but, at minimum 
of sixteen (16) hours per day seven (7) days per week. Licensed nurses are on call twenty-four 
(24) hours per day seven (7) days per week. During shifts when health care staff is not on site, 
health trained liaisons shall coordinate care for juveniles by contacting the nurse on call. 

F. Non-health care staff shall inform health services promptly if a juvenile made a verbal request 
for health care. 

G. Health requests shall be triaged the same day the Juvenile makes the request and shall be 
managed according to their seriousness and scheduled for follow up accordingly. 

1. Juveniles with serious problems shall be seen by qualified health care staff immediately. 
If qualified health staff are not onsite the juvenile will be taken off site for care as indicated. 

2. Juveniles with less serious problems shall be scheduled for the next available clinic. All 
juveniles requesting to be seen shall be seen within twenty-four (24) hours of receipt of the 
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request. 

3. Established treatment plans and orders shall be noted and carried out in a timely manner and 
in compliance with clinical standards of practice. 

4. Referrals from nurse sick call to the health care provider shall be scheduled within time 
frames as outlined in the nursing clinical guidelines plan of care, but no later than seven (7) unless 
otherwise dictated in the nursing clinical guideline. 

H. Unimpeded access to a clinical opinion shall be a priority of health care staff.  

I. Juveniles shall be allowed access to health services regardless of conflicts with school, work, or 
program schedules. 

J. Changes in health services procedures shall be communicated to the juvenile population 
in advance of those changes through written notices and verbal communication in a 
timeframe that allows the juveniles to understand and accept changes being made. 
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Title: Responsible Health Authority Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory 
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POLICY: 

The Facility Administrator has designated the Health Services Administrator (H.S.A.) as the designated 
Facility Health Authority for this facility.  The H.S.A. shall be a nurse, and, is responsible for advising the 
Superintendent on all juvenile health related matters.  The H.S.A. is responsible for organizing, planning, 
and monitoring the timely provision of appropriate health care services, including arrangements for all 
levels of health care and ensuring of quality and accessibility of all health services, consistent with 
applicable statutes and regulations, prevailing community standards, and medical ethics. 

 

The H.S.A. shall develop, implement, and overseeing the mission, values, policies and operations of 
health Services. The Administrator may delegate authority throughout health services to deliver 
community standard care consistent with applicable rules and standards and efficient use of resources. 

All final clinical judgments rests with the site Medical Director at this facility. An organizational chart for 
the health care program shall designate clinical authority in compliance with this policy and shall be 
reviewed annually. 

DEFINITIONS: 

Health care is the sum of all actions, preventive and therapeutic, taken for the physical and mental well-
being of a population. Health care includes medical, dental, mental health, nutrition, and other ancillary 
services, as well as maintaining clean and safe environmental conditions. 

A mental health agency is an agency or government entity (e.g., private vendor, community mental 
health center, hospital) that is permitted by federal, state or local law to provide mental health services. 

A health administrator is a person who by virtue of education, experience, or certification (e.g., MSN, 
MPH, MHA, FACHE, CCHP, RN, LPN) is capable of assuming responsibility for arranging all levels of health 
care and ensuring quality and accessible health services for juveniles. 

A mental health administrator is a person who by virtue of education, experience, or certification (e.g., 
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MD, DO, PhD, PsyD, LCSW, LPC, MSN, MPH, MHA, FACHE, CCHP-MH) is capable of assuming 
responsibility for arranging all levels of mental health care and ensuring quality and accessible mental 
health services for juveniles. 

A responsible physician is a designated MD or DO who has the final authority at a given facility regarding 
clinical issues. 

DEFINITIONS: (continued) 
Responsible mental health clinician refers to a single licensed mental health clinician who assumes the 
responsibility to direct the clinical care to patients. 

A designated mental health clinician refers to a psychiatrist, psychologist, or psychiatric social worker 
who is responsible for the clinical mental health issues when mental health services at the facility are 
under a different authority than the medical services. 

Qualified health care professionals include physicians, physician assistants, nurses, nurse practitioners, 
dentists, mental health professionals, and others who by virtue of their education, credentials, and 
experience are permitted by law to evaluate and care for patients. 

Qualified mental health professionals include psychiatrists, psychologists, psychiatric social workers, 
licensed professional counselors, psychiatric nurses, and other who by virtue of their education, 
credentials, and experience are permitted by law to evaluate and care for the mental health needs of 
patients. 

PROCEDURES: 
 

A. The responsible health authority (RHA) arranges for all levels of healthcare, and assures quality, 
accessible and timely health services for juveniles. 

B. The Health Services Administrator (HSA) serves as the Responsible Health Authority in 
collaboration with the Site Medical Director. 

C. The Health Services Administrator is a fulltime onsite employee responsible for all decisions 
regarding clinic operations, site policy and procedure, and resource matters concerning the 
delivery of health care. The H.S.A is responsible for planning, directing and implementing all 
medical dental, pharmaceutical, nursing and mental health programs and makes 
recommendations regarding operational matters concerning the delivery of health services. 

D. The Site Medical Director has final authority for all clinical practice decisions requiring medical 
judgments. 

E. The Site Psychiatrist has final authority for all clinical practice decisions requiring psychiatric 
judgements. 

F. The Health Service Administrator's responsibilities are documented with a written job description. 
The responsibilities shall include the following: 
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1. Defining the scope of health care services. 

2. Developing a facility's operational health policies and procedures. 
 

3. Developing mechanisms, including written agreements, when necessary, to assure that the 
scope of services is provided and properly monitored. 

G. The Site Medical Director supervises clinical judgments regarding the care provided to juveniles 
at the facility. Clinical supervision includes the following: 

1. Implement and maintain procedures on site for the clinical aspects of the program. 

2. Provide timely and appropriate care and treatment. 

3. Implement treatment as recommended by health care providers in the community. 

4. Provide input for nursing clinical guideline development. 

5. Participate in and direct clinical care through Care Management Committee. 

6. Perform clinical chart reviews. 

H. The site Medical Director as Site H.S.A. shall: 

1. Establish and implement policies for the clinical aspects of the program. 

2. Monitoring the appropriateness, timeliness, and responsiveness of care and treatment. 

3. Reviewing the recommendations for treatment made by health care providers in the 
community. 

4. Provide direction and guidance to facility healthcare providers and other health care staff. 

I. Juvenile’s private physicians shall be contacted whenever necessary to ensure continuity of care and to 
retrieve historical data.  However, all health care and clinical judgements are the sole responsibility of 
the Health Care Provider.  Juveniles will not routinely see their private physicians.  Referral to a 
juvenile’s personal physician shall be made only when the Healthcare Practitioner cannot provide a 
necessary service. 
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POLICY: 

Clinical decisions and actions regarding health care provided to juveniles to meet their serious medical 
and mental health needs are the sole responsibility of qualified health care professionals. Medical, 
Mental health and dental judgments are the sole responsibility of qualified health care professionals and 
are not compromised for security reasons. Health services personnel comply with security regulations of 
the agency. The Superintendent provides administrative support and physical resources in order to 
ensure juveniles' access to health care. 

DEFINITIONS: 

Custody staff includes line security as well as correctional administration. 

Health staff includes all qualified health professionals as well as administrative and support staff (e.g., 
health record administrators, laboratory technicians, nursing and medical assistants, clerical workers). 

Mental health staff includes qualified health care professionals who have received instruction and 
supervision in identifying and interacting with individuals in need of mental health services. 

Qualified health care professionals include physicians, physician assistants, nurses, nurse practitioners, 
dentists, mental health professionals, and others who by virtue of their education, credentials, and 
experience are permitted by law to evaluate and care for patients. 

PROCEDURES: 

A. Clinical decisions and their implementation are completed in an effective and safe manner. 

B. Administrative decisions (such as utilization review) are coordinated, if necessary, with clinical 
needs so that patient care is not jeopardized. 

C. Administrative staff supports the implementation of clinical decisions. 

D. Health staff is subject to the same security regulations as other facility employees. 

E. The exercise of medical, dental, and mental health judgments shall be within the policy, 
procedures, and standards for clinical care established by the Site Medical Director. 

F. Matters of medical, dental, or psychiatric judgment and clinical orders are the sole responsibility 
of the Health Care Provider (a physician licensed to practice in the state in which the facility is 
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located) and shall not be interfered with or countermanded by correctional or administrative 
staff. 

G. Clinical needs shall remain the most important consideration as administrative decisions are made 
so the patient's clinical needs are not jeopardized. 

H. If a medial order by a Health Care Provider is in direct conflict with a security directive, the Health 
Care Provider's medical order shall be carried out, followed by administrative review by the Site 
Medical Director, unless the situation is of a nature that allows administrative review prior to 
completion of the medial order without compromising the health or safety of the patient. 

I. The Health Services Administrator or designee shall discuss with the Superintendent or designee 
the implementation of new or revised health services programs, which have an impact on facility 
operations. 

J. The Health Services Administrator and designees shall monitor problems that arise with medical 
autonomy and address issues through the Quality Improvement Process and site policy and 
procedure development. 

K. Health care professionals are subject to the same security regulations as other facility employees 
and receive proper training in matters of security. 

 
 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-A-04 

NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-A-04 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-37, -4C-38 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-03 
ACA: 2012 Standards Supplement – no revisions 

 

 

Juvenile Health Services 
Policy and Procedure 

 

 

VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Administrative Meetings and Reports Revised: 07-01-2019 

NCCHC: Essential ACA: Non-Mandatory No: Y-A-04.00 

POLICY: 

Each Health Services Administrator shall hold administrative meetings in order to facilitate health 
services delivery through collaboration and problem resolution with facility administration and 
operations. The Health Service Administrator shall meet with the facility administrator at least monthly 
to discuss all health services including medical, dental and mental health. 

Monthly statistical reports shall be maintained as well as an annual summary of health services 
statistics. 

The Health Services Administrator or designee shall ensure that Health Services Staff meetings are 
conducted on a monthly basis. 

The facility shall follow procedures outlined in this policy and procedure as approved by a medical 
professional that address staff interactions with residents with infectious, communicable, or 
contagious medical conditions, and use of standard precautions. 

Required staff training in standard precautions shall be completed at orientation of the employee and 
annually thereafter.  Training curriculum shall be approved by the H.S.A. and Site Medical Director. 

All staff shall follow procedures outlined in this policy for dealing with residents who have infectious or 
communicable diseases.   

DEFINITIONS: 

None 

PROCEDURES: 

A. Medical Administrative Committee (MAC) meetings shall be held at least monthly and more 
often as indicated by facility needs. 

B. MAC attendees shall include: 

1. Health Service Administrator 

2. Mental Health Coordinator 

3. Superintendent or designee 

4. Others as deemed necessary by H.S.A. 

C. Minutes of the MAC meeting shall be maintained and distributed to the attendees and emailed to 
the Clinical Program Administrator and Compliance Administrator. 

D. The MAC agenda shall be conducted as per the following format: 

1. Call to order 
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2. Acknowledgment of guests 

3. Approval of previous meeting minutes 

4. Old Business 

5. New Business 

6. Quality Improvement Activities 

a. Quality Improvement report 

b. Environmental Inspections/Concerns 

c. Health Services Report 

d. Juvenile correspondence/grievances 

e. Infection Control 

f. Man-Down and Disaster Drills 

7. Departmental reports (i.e. Administration, security, dental, mental health, etc.) 

8. In-service/training report 
 

E. Health Services Staff meetings shall be conducted and chaired by the Health Services Administrator 
on a monthly basis. All Health Services staff shall be represented.  If staff are unable to attend the 
meeting minutes will be distributed and signed by all staff that they have read the meeting 
minutes. 

F. The health Services Staff Meeting Agenda shall include: 

1. Call to order 

2. Introduction of new staff/guests 

3. Review and approval of previous meeting minutes 

4. Old business 

5. New business 

6. Departmental reports 

7. In-service/Policy Procedure/Clinical Guideline Updates 

8. Date and time of next meeting 

G. Minutes of the Health Services Staff Meeting shall be maintained and distributed to the attendees 
and e-mailed to the Clinical Program Administrator and Compliance Administrator. 

H. Health care staff unable to attend is expected to review and sign off that minutes have been read. 

I. Continuous Quality Improvement meetings shall be held monthly. Content of the meeting shall be in 
accordance with Continuous Quality Improvement Plan Policy Y-A-06.00 Quality Improvement Plan. 
Minutes of the CQI meeting shall be maintained and distributed to the attendees and e- mailed to 
the Clinical Program Administrator and Compliance Administrator. 
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J. Infection Control/Safety Committee shall meet monthly. Minutes shall be maintained and distributed 
to attendees and e-mailed to the Clinical Program Administrator and Compliance Administrator. The 
agenda shall include the following and may be conducted in conjunction with Health Services Staff 
Meeting according to H.S.A preference; 

1. Call to Order 

2. Review and approval of previous meeting minutes 

3. Old Business 

4. New Business 

5. Immunization status report 

6. Medical Isolation 

7. TB review 

a. Active Cases 

b. Convertors 

c. Infection Trends 

d. Needle Stick Injuries 

e. Safety and Sanitation 

f. Departmental reports/concerns 
 

K. Care Management Committee shall meet on a weekly basis or as indicated based on case workload. 
Minutes shall be maintained and emailed to the Clinical program Administrator and Compliance 
Administrator. 

L. Care Management attendees shall include: 

1. Site Medical Director 

2. Health Services Administrator 

3. Others as deemed necessary by the H.S.A. 

M. Patients will be discussed according to specialty of care category and complex medical issues. The 
care management agenda shall include the following discussion for each patient: 

1. Problems/Diagnoses 

2. Current Plan of Care 

3. Discussion Results/Disposition of Case or Referral 

N. Pharmacy and Therapeutics Committee shall meet monthly and in accordance with Policy and 
Procedure Y-D-01.00 Pharmaceutical Operations. Minutes shall be maintained and emailed to the 
Clinical Program Administrator. 

O. Statistical reports shall be recorded consistently at facilities and recorded on the following forms: 

1. Health Services Statistical Report form 
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a. Submit Monthly to the Clinical Program Administrator and Compliance Administrator 

2. Mental Health Services Statistical Report form 

a. Submit Monthly to Clinical Program Administrator and Compliance Administrator 

3. Utilization Management Log 

a. All off site services shall be recorded on the Utilization Management Log. 

b. Submit weekly to the Clinical Program Administrator and Compliance Administrator. 

4. Injury Report 

a. Injuries sustained as a result of altercation, use of force, or sexual abuse shall be monitored 
and reported as per the Injury Report. 

b. Submit weekly to the Clinical Program Administrator and Compliance Administrator 

c. Deaths 

5. Infectious Disease Reports 

6. Emergency services provided to patients 

P. Dental procedures performed, if applicable All statistical reports will be provided to the facility 
Administrator monthly. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Policies and Procedures Revised: 07-01-2019 

NCCHC: Essential ACA: Non-Mandatory 
 

No: Y-A-05.00 

POLICY: 

There is a manual or compilation of written policies and defined procedures regarding health care 
services at the facility that addresses each applicable standard in the Standards for Health Services for 
NCCHC and ACA standards and provides direction to the staff for establishing and maintaining critical 
systems that are necessary to provide quality health care services in the juvenile correctional setting. 

Written procedures shall be developed and implemented for:  

a. Providing and arranging for the provision of medical and dental services for health problems identified 
at admission. 

b. Providing or arranging for the provision of ongoing and follow-up medical and dental services after 
admission providing or arranging for the provision of dental services for residents who present with 
acute dental concerns. 

c. Providing emergency services for each resident provided by statute or by the agreement with the 
resident’s legal guardian. 

All medical policy and procedure development shall be in accordance with State Standards.  To include: 

DEFINITIONS: 

A policy is a facility’s official position on an issue related to its operations. 

A procedure describes in detail, sometimes in sequence, how a policy is to be carried out. 

PROCEDURES: 

A. Health care policies and procedures are site specific and are maintained in compliance with City 
policies. The Manual will be signed by the H.S.A. and the Site Medical Director. 

B. Policies and procedures in the health care manual are reviewed at least annually, and approved by 
the Superintendent, H.S.A. and Site Medical Director. The Health Services Administrator and the 
Facility Superintendent shall review and write procedures with assistance from the healthcare 
team. All policies and procedures will bear the date of the most recent review or revision and the 
signature of the reviewer. 

C. The Health Services Administrator is responsible for maintaining the policy and procedure manual 
on site, making it available to staff, and for communicating to health care personnel when changes 
are made. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Continuous Quality Improvement Program Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory No: Y-A-06.00 
 

POLICY: 

A Continuous Quality Improvement (CQI) Program monitors and improves health care delivered in the 
facility. 

DEFINITIONS: 

A quality improvement committee consists of health staff from various disciplines (e.g., medicine, 
nursing, mental health, dentistry, health records, pharmacy, laboratory). The committee designs quality 
improvement monitoring activities discusses the results and implements corrective action. Committee 
membership should be fluid, depending on the issues being addressed. 

Thresholds are the expected level of performance (of aspects of health care) established by the quality 
improvement committee. 

Process quality improvement studies examine the effeteness of the health care delivery process by: 

1. Identifying a facility problem (e.g., delayed sick call appointments. discontinuity of 
medication, lack of follow up on abnormal lab values). 

2. Conducting a baseline study (e.g., task analysis, root cause, staffing plan). 
3. Developing and implementing a corrective plane. 
4. Restudying the problem, to assess the effectiveness of the corrective action plan. 

Outcome quality improvement studies examine whether expected outcome of patient care was 
achieved by: 

1. Identifying a patient clinical care problem (e.g., poor asthma control, poor diabetes control, 
high volume of off-site visits). 

2. Conducting a baseline study. 
3. Developing and implementing a clinical corrective plan. 
4. Restudying the problem to assess the effeteness of the corrective action plan. 

 

PROCEDURES: 

The facility Health Services Administrator shall include CQI monitoring as an essential part of the health 
services staff meeting. The sites and the Clinical Program Administrator shall establish objective criteria 
with which to monitor the quality of care. Improvement plans shall be developed based on the findings 
of the areas of study. Once improvement plans are implemented the effectiveness of the plan shall be 
assessed through additional studies and review during health staff meetings. 

The CQI program shall include the following components: 
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A. Annual review of the effectiveness of the program by reviewing CQI studies, minutes of medical 
administrative and or staff meetings, and other written data as indicated. 

B. One process and one outcome study shall be conducted annually where a problem area is 
identified, studied, and an improvement plan is developed and implemented. The results of the 
improvement plan shall be monitored, tracked, and evaluated. The problem shall be restudied if 
improvement is not demonstrated. Process studies shall be documented.  

C. The Site Medical Director shall have a leadership role in the CQI process by helping to identify 
thresholds, interpreting data, and by providing input into solving problems. 

D. Acute hospital admissions, medical emergencies, and deaths shall be reviewed on a routine basis. 

E. Facility security and/or administrative staff should be involved when appropriate. 

F. Minutes of the CQI component of the meeting must be recorded. The following shall be discussed 
at each meeting: 

1. Actions to be taken on identified problems, person responsible for carrying out 
the corrective action and time frame assigned. 

2. Summary of clinical chart reviews. 

3. Problems identified through grievance procedures. 

4. Mortality review when indicated. 

5. Results of actions taken for problems previously identified. 
 

G. The responsible health authority establishes a quality improvement committee with 

representatives from the major program areas. The committee meets monthly if possible but no less 

than quarterly. The committee: 

1. Identifies health care aspects to be monitored and establishes thresholds 

2. Designs quality improvement monitoring activities 

3. Analyzes the results for factors that may have contributed to less than threshold     

performance 

4. Designs and implements improvement strategies to correct the identified health care 

problem 

5. Re-monitors the performance after implementation of the improvement strategies 

H. Monitoring of high risk, high volume, or problem prone aspects of health care is an essential part 
of the CQI program. Certain events and processes such as receiving screening, health 
assessments, sick call, emergency care, medical emergencies, medication errors and death are 
reviewed annually. CQI activities shall be reviewed by all health care professionals. 

When the committee identifies a health care problem from its monitoring, a process and/or 
outcome quality improvement study is initiated and documented. The committee completes an 
annual review of the effectiveness of the CQI program by reviewing CQI studies and minutes of CQI, 
administrative, and/or staff meetings, or other pertinent written materials. 

I. CQI specific patient clinical data is to remain confidential as part of the medical education 
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process and should not be shared with correctional and facility staff. 
 

j. There shall include a review and evaluation of medical data, including health records. 

The review of the health records should include the following: 

1. Prescription and medication administration practices. 
2. Complaints and grievances. 
3. Outcome measures and statistical reports. 
4. Contagious disease management. 
5. Suicide attempts or suicides. 
6. Deaths. 

k. The following steps should be part of the review: 

1. Developing and implementing of a multidisciplinary quality-improvement committee. 

2. Creating of corrective action plans based on the findings to address and resolve 
identified problems and concerns, including educational and training activities. 

3. Re-evaluating problems and concerns to determine whether corrective measures have 
achieved and sustained the desired result. 

4. Issuing a monthly report to the facility administrator of the findings from the care 
reviews.  
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Emergency Response Plan Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory 
 

No: Y-A-07.00 

 

POLICY: 

Health care staff are prepared to implement the health aspects of the facility’s emergency response 
plan. 

The Health Services Administrator (H.S.A.) and the facility Superintendent shall approve the health 
aspects of the facility's emergency plan, which is used in the case of an internal or external disaster. 

The health service's portion of the emergency plan shall be practiced at least annually. 

All health service staff members shall be familiar with the medial unit's responsibility and response 
procedures in the event of an emergency. 

The facility health care staff shall be trained in CPR and First Aid.   

First Aid Kits shall be well stocked and maintained on site in areas that allow for them to be readily  

accessible for dealing with minor injuries and medical emergencies.  First Aid Kits shall me inspected and 
monitored in compliance with this policy and procedure to ensure inventory and contents are stocked and 
ready for use.   

DEFINITIONS: 

A mass disaster drill is a simulated emergency potentially involving mass disruption and/or multiple 
casualties that require triage by health staff. It frequently involves a natural disaster (e.g., tornado, flood, 
earthquake), an internal disaster (e.g., riot, arson, kitchen explosion), or external disaster (e.g., mass 
arrests, bomb threat, power outage). 

A man-down drill is a simulated emergency affecting one individual who needs immediate medical 
intervention. It involves life-threatening situations commonly experienced in correctional settings. 

Critiques of drills or actual events document activities including, response time, names, titles of health 
staff, and the roles and responses of all participants. The critique contains observations of appropriate 
and inappropriate staff response to the drill. 

Tabletop exercises are discussions about health staff’s projected response to emergencies. 

PROCEDURES: 

A. The health aspects of the emergency response plan are approved by the Health Service 
Administrator and the facility administrator, and include at a minimum: 
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1. Responsibilities of health staff. 
 

2. Procedures for triage or similar procedure as utilized by local emergency medical service 
units. 
3. Locations identified where care will be provided. 

4. Telephone numbers and procedures for calling health staff and the community 
emergency response system (i.e. Ambulance and hospitals) 

 

5. Evacuation plan for juveniles should this become necessary. 
 

6. Specific roles for health care personnel. 
 

7. Alternate backups for each plan's elements. 
 

B. At least one mass disaster drill and one juvenile down drill shall be conducted annually. These drills 
shall be documented, critiqued and shared with all health staff and the Superintendent and 
recommendations acted upon. 

 

C. The mass disaster drill shall be practiced once by each shift on a rotating basis over a 3-year period. 
 

D. Each facility shall develop a system for separate emergency supplies, which are stored in a location 
known to all health staff and which are regularly checked for completeness and expiration date of 
all items. 

 

E. All health service personnel shall be oriented to the Emergency Plan during their initial new 
employee orientation and annually during the annual drill. 

 

F. A juvenile down drill shall be conducted annually each shift where health staff are assigned. 
 

G. A training program shall be established by the Health Services Administrator in cooperation with 
the facility Superintendent that includes: 
1. Recognition of signs and symptoms and knowledge of action required in potential emergency 

situations. 
2. Administration of First Aid and CPR 
3. Suicide Intervention 
4. Methods of obtaining assistance 

5  Signs and symptoms of mental illness, violent behavior, retardation, and acute chemical 
intoxication and withdrawal. 

6. Procedures for patient transfers to appropriate medical facilities or health care providers. 
 

H. Security and other personnel shall be trained to respond to health-related emergency situations 
within a four (4) minute response time. 
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I. If full-time health staff are not assigned to a particular shift, that shift is exempt from drills. If there 
are no full-time health staff, drills are not required. 

J. Mental health staff's responsibilities are approved by Mental Health Directed and fulltime mental 
health staff are provided an annual opportunity to practice their roles in the event of an emergency 
or disaster 

K. First Aid Kits shall be available in all facilities. 

L. The Health Service Administrator approves the contents, number, location and procedure for 
periodic inspection of the kits. 

M.  Health care staff shall provide written procedures outlining the use of first aid kits by non-medical 
staff. 

N. Contents of the First Aid Kits shall be maintained in the health care unit and signed by the Site 
Medical Director. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Communication on Patients’ Health Needs Revised: 07-01-2019 

NCCHC: Essential ACA: Non-Mandatory No: Y-A-08.00 
 

POLICY: 

Communication occurs between the facility administration and treating health care professionals 
regarding the juveniles’ significant health needs that must be considered in classification decisions in 
order to preserve the health and safety of that juvenile, other juveniles or staff. 

Facility staff shall be informed of a juvenile’s special needs as it relates to medical needs or physical 
limitations, mental illness or developmental disabilities that may affect their housing, program 
assignment, imposition of disciplinary sanctions, and admissions or transfers to other institutions. 

DEFINITIONS 

Nonclinical staff includes custody staff, unit/case managers, detail supervisors, teachers, and other 
facility staff who interact with juveniles on a routine basis and may be asked to make accommodations 
for the special needs of juveniles with mental health problems. 

Special needs patients include those with chronic diseases or conditions that require regular care and 
includes the following examples. 

Chronic disease is an illness or condition that affects an individual's well-being for an extended interval, 
usually (at least) six (6) month, and generally is not curable, but can be managed to provide optimum 
functioning within any limitations the condition imposes on the individual. 

Developmentally disabled individuals include those with limited intellectual ability who may need 
habilitation planning, assistance in accepting the limitations of their conditions, and special attention to 
their physical safety in the corrections environment. 

Dialysis patients are those with end stage renal disease requiring either hemodialysis or peritoneal 
dialysis on a recurrent basis. 

Fragile juveniles include those who suffer from conditions that impair their ability to function to the 
extent that they require assistance in activities of daily living (e.g. dressing, feeding, transferring, 
toileting.) 

Physical disabilities can refer to mobility impairments (e.g. amputations, paraplegia) or to other 
disabilities that limit a person’s daily functioning (e.g. visual, hearing or speech impairments). 

For Pregnant Juveniles, refer to Medical Policy and Procedure G-07, Family Planning and Care of the 
Pregnant Juveniles. 
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Serious communicable diseases include those that are transmitted sexually, through the respiratory 
system, or by infected blood (e.g. syphilis, gonorrhea, chlamydia, HIV, tuberculosis, hepatitis) 

Patient with serious mental health needs include those with basic psychotic disorders or mood disorders 
(e.g. manic-depressives), self-mutilators, the aggressive mentally ill, post-traumatic stress disorders, and 
suicidal juveniles. 

A treatment plan is a series of written statements specifying a patient's course of therapy and the roles 
of qualified health care professionals in carrying it out. 

 

PROCEDURES: 

A. Housing, programming, and or work assignments: 

1. An assessment of special housing or transfer needs based on medical conditions or limitations 
shall be made at intake/receiving screening, at the time of the intake or annual physical, or 
through sick call or chronic care evaluations as indicated. 

2. Special needs shall be communicated by use of the following documents: 

a. Medical Classification  

                        b. Mental Health Classification  

                         c. Temporary Medical Restriction  

B. Communication: 

1. If health limitations are severe and require immediate attention, the nurse in charge, DON 
(Director of Nursing), HCP (Health Care Provider), Mental Health Coordinator, or Health 
Services Administrator (H.S.A.) shall notify correctional staff by telephone or in person 
and in writing. 

2. The Medical Classification form and Temporary Medical Restriction form shall be shared 
with administrative staff by entering data in the shared data base and by distributing 
copies of the form to administrative staff as indicated by site specific procedures. The 
original hard copy shall be filed in the health record. 

1. A copy of the Medical Restriction form shall be provided to the juvenile. 

2. A copy of the Medical Classification form is not provided to the juvenile. 
 

3. Close coordination related to health issues of juvenile with special needs shall 
occur to ensure appropriate work, programming, housing and disciplinary 
management is provided to meet his/her special needs. 

3. Special needs are also communicated through the process of multi-disciplinary team 
meetings. 
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C: Special needs include the following: 

1. The chronically ill (e.g. diabetes, seizure disorders, asthma, etc.) 

2. Juveniles with serious communicable diseases. 

3. The physically disabled, fragile or terminally ill 

4. Pregnant juveniles 

5. Juveniles who are suicidal or have serious mental health needs 

6. The developmentally disabled 

7. Dialysis patients 

8. Juveniles who are vulnerable to abuse or manipulation. 

D: A mental health classification shall be assigned to all juveniles by a mental health 
professional according to diagnosis and level of functionality to assist in placement, 
treatment, and classification decisions.  This shall be accomplished upon admission, after the 
admission process is complete, and through identification of need during routing clinical 
encounters and crisis intervention. 
 
E. Monitoring of juveniles with special needs shall be continuous and ongoing. At minimum, special needs 
patients shall be seen by the Health Care Provider at least every ninety (90) days to determine their 
continued designation as a special needs patient. 

 
F. Administrative staff are advised of juveniles’ special needs that may affect housing, work, and 
program assignments; disciplinary measures; and admissions to and transfers from institutions. Such 
communication is documented in the juvenile’s health and administrative records. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Privacy of Care Revised: 07-01-2019 

NCCHC: Important ACA: Non-Mandatory No: Y-A-09.00 
 

POLICY: 

Health care shall be provided with consideration for the patient's dignity and privacy.  Clinical 
encounters shall be conducted in private without being observed or overheard by administrative staff. 

Discussion of juvenile information and clinical encounters is conducted in private and carried out in a 
manner designed to encourage the juvenile’s subsequent use of health services. 

A facility staff member shall be present only in circumstances where security warrants it due to 
probable risk of safety to self or others. 

DEFINITIONS: 

Clinical encounters are interactions between patients and health care professionals that involve a 
treatment and/or an exchange of confidential information. 

PROCEDURES: 

A. Every effort shall be made to provide juveniles with visual and auditory privacy from other juveniles 
and staff members. 

B. The juveniles shall be informed of medical examinations and treatments before they are performed 
and shall be asked for their verbal consent when a rectal or pelvic examination is indicated. 

C. Verbal and physical interaction with the juveniles shall be conducted in a manner that encourages 
the patient's subsequent use of health services. 

D. Arrangements shall be made for an interpreter or other assistive devices when effective 
communication during the clinical encounter is compromised by deficits in speech, hearing or the 
inability to communicate in the same language. Selection of the interpreter or form of assistance 
shall consider the juveniles' communication preference and desire for privacy. 

E. Health Care encounters shall be performed in a clinical setting whenever possible. 

F. During clinical encounters, if the patient's behavior poses an immediate threat to the safety of the 
health care staff, a security chaperon may be present. In these instances, health care staff shall 
advise the security chaperon that any health-related information obtained is to be kept 
confidential. 

G. Privacy of care and maintaining confidentiality shall be included in the health services portion of 
training for correctional and administrative staff. 

H. Female juveniles are provided a female chaperone for encounters with a male health care 
provider. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Procedure in the Event of a Juvenile Death Revised: 07-01-2019 

NCCHC: Important ACA: Mandatory No: Y-A-10.00 
 

POLICY: 

Deaths are reviewed to determine the appropriateness of clinical care; to ascertain whether changes to 
policies, procedures or practices are warranted; and to identify issues that require further study. 
Mortalities are considered sentinel events. Specific details are outlined in the Sentinel Event Policy. 

DEFINITIONS: 

An administrative review is an assessment of correctional and emergency response actions surrounding 
a juvenile’s death. Its purpose is to identify areas where facility operations, policies, and procedures can 
be improved. 

A clinical mortality review is an assessment of the clinical care provided and the circumstances leading 
up to a death. Its purpose is to identify areas of patient care or system policies and procedures that can 
be improved. 

Psychological autopsy, sometimes referred to as a psychological reconstruction or postmortem, is a 
written reconstruction of an individual’s life with an emphasis on factors that led up to and may  have 
contributed to the individual’s death. It is usually conducted by a psychologist or other qualified mental 
health professional. 

A coroner or medical examiner is a public officer whose chief duty is to determine, by inquest, the causes 
of death not obviously due to natural causes. 

PROCEDURES: 
 

A. Immediately following the death of a juvenile, on-site health care staff shall make the following 
notifications: 

1. The facility shift supervisor 

2. Facility Health Care Provider 

3. Health Services Administrator 

4.  The Health Services Administrator shall then notify the Superintendent or designee, and the 
Director of Health Care Services 
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B. The nurse on duty shall immediately document the death events in the health record and complete 
a Risk Management Incident Report.  The nurse may not leave the facility until documentation is 
complete. 

1. The final progress note shall describe details surrounding the death to include: 

a. The time of death 

b. Location of death 

c. Circumstances surrounding the death.  (i.e. sudden medical event/accident/victim/suicide) 

d. Treatment rendered 

e. Persons notified of the death and by whom. 

C. The Superintendent or designee shall: 

1. Notify the medical examiner/coroner 

2. Notify the juvenile's next of kin or guardian 

3. Arrange transportation/disposition of the body with a contracted mortician 

4. Request an autopsy through the county coroner. 

D. The Health Services Administrator and Mental Health Coordinator shall review the health record to 
ensure entries have been completed. 

E. The health record shall be copied and distributed to appropriate entities: 

1. Make 2 copies of the medical and mental health record and distribute to: 

a. Site Medical Director and H.S.A 
(Maintain a copy in the record Do not maintain in the active health service record area) 

2. Seal the original record in an envelope, and lock in a secure area until delivered to Chief Legal 
Counsel. 

3. Document the release of the original record indicating the date, time, and to whom the original 
record was released. 

4. Reports that arrive at the site late shall be copied by the medical records staff and forwarded to all 
entities as outlined above. 

F. The site Medical Director shall complete a medical death review within seventy-two (72) hours and 
prepare a report for the pending mortality review. 

G.  A Clinical Mortality Review shall be conducted within thirty (30) days for the purpose of evaluating 
the clinical appropriateness of care and the circumstances surrounding the death. The findings shall 
be shared with treating staff, Legal Counsel and the Superintendent. Members of the Mortality 
Review Committee are: 

1. Site Medical Director 
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2. Health Services Administrator 

3. Mental Health Coordinator 

H. Upon completion, a copy of the morality review shall be forwarded to the Health Authority and 
discussed at the next Quality Improvement meeting. A corrective action plan shall be developed 
when necessary and follow up monitoring shall be conducted by the Compliance Administrator. 

I. In the event of a suspected suicide, a doctoral level Psychologist or Psychiatrist shall conduct a 
debriefing and Psychological Autopsy which will be part of the Clinical Mortality Review. A copy of 
the review shall be sent to the Health Authority within two (2) weeks. 

J. The Health Services Administrator shall obtain a copy of the autopsy report as it becomes available. 
A death certificate shall be obtained and filed in the juvenile’s closed medical record. 

K. A death review consists of: 

1. An administrative review 
2. A clinical mortality reviews 
3. A psychological autopsy if death is by suicide. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Grievance Mechanism for Juveniles Revised: 07-01-2019 

NCCHC: Important ACA: Mandatory No: Y-A-11.00 
 

POLICY: 

The Facility shall provide a mechanism to address juveniles’ complaints about health services in a timely 
manner. Juveniles shall not be penalized for seeking resolution of their complaint.  

DEFINITIONS: 

None 

PROCEDURES: 

A. The Health Services Administrator and Superintendent ensure there is a well-defined procedure for 
handling juveniles’ complaints in accordance with facility Grievance procedure. 

B. When a complaint about the health care services is received, the medical record is reviewed, and if 
necessary, the juvenile is interviewed. A written response is given to the juvenile within the time 
constraints required by the facility’s plan, but not more than seven (7) days after receiving the  
complaint. 

C. Immediate resolution is expected if the complaint involves the juveniles’ access to health care. 

D. Every effort shall be made to resolve the juveniles’ complaint to his/her satisfaction. 

E. If the complaint cannot be resolved to the juveniles’ satisfaction, the juvenile may request an appeal 
in which case the written grievance shall be reviewed through the facility review process and by the 
site Health Authority. 

F. Reviews and summations of juvenile’s health care complaints are included in the Quality 
Improvement meetings and identified problems are viewed as opportunities to improve care. 

G. The Health Services Administrator reviews and signs off on all responses to all health-related 
grievances. 

H. When sick call is not conducted by a physician, a physician is available once each week to respond to 
juvenile’s complaints regarding service that they did or did not received from other health care 
personnel. 

I. The H.S.A. shall meet with the juvenile as part of the hearing process to resolve any grievance issues. 
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Policy and Procedure 

 

 

VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Notification in Emergencies Revised: 07-01-2019 

NCCHC: Important ACA: Mandatory 
 

No: Y-A-12.00 

POLICY: 

Each juvenile’s family member, next of kin, legal guardian, or personal representative shall be promptly 
notified in case of Hospitalization, serious illness or injury, surgery, hospitalization or death. 

Written information concerning each resident shall be readily accessible to staff who may have to respond to 
a medical or dental emergency.  

In accordance with applicable laws and regulations, the parent or legal guardian, as appropriate and 
applicable, shall be informed that the resident was taken outside the facility for medical attention as soon as 
is practicable 

DEFINITIONS: 

None 

PROCEDURES: 
 

A. The following written information concerning each resident shall be readily accessible to staff who 
may have to respond to a medical, dental, or mental health emergency.   

 
• Name, address, and telephone number of the physician and dentist to be notified 
• Name, address, and telephone number of a relative or other person to be notified, and 
• Information concerning use of medication, all allergies, including medication allergies, 

substance abuse and use, and significant past and present medical problems. 
B. The assessment of a serious illness, injury or death shall be made by the medical staff and 

communicated to the superintendent or his/her designee. 
 

C. In accordance with applicable laws and regulations, the parent or legal guardian, as appropriate 
and applicable, shall be informed that the resident was taken outside the facility for medical 
attention as soon as is practicable.   

 
D. The Superintendent, or designee, shall then notify the next of kin, legal guardian, or personal 

representative.  Information regarding whom to notify can be obtained from the intake documents. 
 

E. Notification shall be done via telephone whenever possible. 
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F. Disclosure of confidential information, e.g. HIV status, sexual abuse, etc. shall only be done 
according to State statutes. 

G. The superintendent or designee shall notify the next of kin in all cases of death and the physician 
shall consult with family members. 
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Policy and Procedure 

 

 

VitalCore General Health Policy Reviewed: 07-01-2019 
Title: Infection Prevention and Control Program Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory 
 

No: Y-B-01.00 

 
POLICY: 

The health services shall have an organized program for prevention and control of infection. The 
Infection Control Program shall be approved by the Facility Health Authority and the Corporate Health 
Authority. An Infectious Disease Control manual shall be maintained by the Corporate Health Authority. 
The manual shall be reviewed and signed annually. All staff shall review and comply with the 
requirements so designated in the manual. The program shall include surveillance, prevention, and 
control of communicable disease. 

The facility will provide full screening and surveillance practices for diseases specific to the area and to 
the patient demographics.  This includes Tuberculosis Screening, monitoring, treatment, and 
precautions. 

Procedures to ensure proper housing and treatment of residents with communicable diseases shall be 
followed as outlined in this policy and procedure. 

A resident with a communicable disease shall not be housed in the general population unless a licensed 
physician certifies it is safe to do so as outlined in the procedure below. 

             
The facility shall implement and manage written procedures approved by the Health Services Administrator 
and the Site Medical Director as outlined below. 

DEFINITIONS: 

An exposure control plan describes staff actions to be taken to eliminate or minimize exposures to 
pathogens. 

Medical isolation means housing in a separate room with a separate toilet, hand washing facility, soap, 
and single –service towels, and with appropriate accommodations for showering. 

Standard precautions combine the major features of universal precautions (designed to reduce the risk 
of transmission of blood borne pathogens) and body secretion isolation (designed to reduce the 
transmission of pathogens from moist body substances) and apply them to all patients receiving care 
regardless of their diagnosis or presumed infection status. 

Ectoparasites such as pediculosis and scabies are parasites that live on the skin. They are 
communicable and may lead to secondary infections. 
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PROCEDURES: 
A. Details of the Infection Prevention and Control Program are addressed in the Infection Prevention 

Manual. 
B. There is a written exposure control plan that is approved by the Medical Director. The plan is 

reviewed and updated annually. The exposure plan is located in the Infection Prevention 
Manual. 

C. An Infection Control Committee chaired by the site Medical Director or Infection Control Nurse 
shall meet quarterly. Minutes shall be maintained and forwarded to the Clinical Program 
Administrator and the Compliance Administrator. 

D. The H.S.A. shall designate an Infectious Disease Nurse. 

E. The facility shall develop and implement, and Exposure Control Plan approved by the Site Medical 
Director. The plan shall be updated and signed annually. 

F. The Infection Control Committee and Infectious Disease Nurse shall: 

1. Collaborate with the facility Safety officer (or Superintendent) in addressing facility 
issues impacting the infection control program. 

2. Review juveniles with serious infections and communicable diseases and ensure the cases 
are reported to the appropriate state agencies. 

3. Ensure that care and offsite appointments are coordinated with other departments, medical 
and nursing staff as indicated for appropriate prevention and containment of infection. 

4. Review immunization records and report any identified needs to prevent disease. 

5. Ensure that nursing staff provide screening surveillance to detect juveniles with 
communicable disease and that testing, and treatment are provided. 

6. Ensure that medical isolation is initiated when appropriate. 

7. Oversee for proper disposal of sharps and bio-hazardous wastes. 

8. Oversee for appropriate decontamination of medical, dental, laboratory and instrument 
equipment. 

9. Oversee health care staff for strict adherence to standard precautions. 

10. Analyze and trend data specific to infection control issues and or focus studies. 

11. Make recommendations to the superintendent as necessary to control and prevent the spread of 
infections. 

12. Report to the Medical Administrative Committee as necessary. 
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13. Ensure effective ectoparasite control procedures are used to identify and treat infected juveniles 
and ensure that infected bedding and clothing are handled appropriately by unit staff and 
laundry workers. 

G. The Health Services Administrator and/or Infection Control Nurse shall ensure the following: 

1. Education is provided to juveniles and staff regarding infectious and communicable disease. 

2. Control, treatment, and prevention strategies are implemented that include screening and 
testing for communicable diseases as well as consideration for special housing if indicated, and 
confidentiality needs of patients with infectious disease. 

 

A resident with a communicable disease shall not be housed in the general 
population unless a licensed physician certifies that: 

a. The facility is capable of providing care to the resident without jeopardizing 
residents and staff. 

b. The facility is aware of the required treatment for the resident and the 
procedures to protect residents and staff. 

c. Orders and patient specific procedures are outlined with each patient to 
address staff interactions with residents with infectious, communicable, or 
contagious medical conditions, and the use of standard precautions. 

d. Staff shall be trained in standard precautions, initially and annually thereafter, 
to include specific training at time of infection regarding the specific patient 
precautions.  

e. Adherence and monitoring that documents staff are required to follow 
procedures for dealing with residents who have infectious or communicable 
diseases. 

3. HIV testing and counseling is provided. 

4. The H.S.A. shall provide information to the Superintendent to be shared with the media should 
an outbreak occur. 

5. A medical examination shall be conducted on any juvenile or staff member suspected of 
having a communicable disease. Staff shall be referred to their personal physician after the 
initial screening has been performed by facility health care staff. Results of testing shall be 
made available in a timely manner. 

6. Surveillance should include, but not be limited to, review by the designated infection control 
nurse of all reportable disease that are designated “reportable diseases”  

7. Sanitation workers are trained in appropriate methods for handling and disposing of 
biohazardous materials and spills. 

8. Juveniles who are released with communicable or infectious diseases are given community 
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referrals. 

9. Reports are completed and filed as required by local, state, and federal laws and regulations. 

H. Each facility shall conduct weekly environmental inspections in the health services area to verify: 

1. Equipment is inspected and maintained 

2. The unit is clean and sanitary, and free of debris 

3. Measures are taken to ensure the unit is occupationally and environmentally safe. 

I. TUBERCULOSIS SCREENING:  

1. Within five days of admission to the facility each resident shall have had a screening assessment for 
tuberculosis.  The screening assessment can be no older than 30 days. 

2. A screening assessment for tuberculosis shall be completed annually on each resident. 

3. The facility’s screening practices shall be performed in a manner consistent with any current 
recommendations of the Department of Health, Division of Tuberculosis Prevention and Control and 
the Federal Department of Health and Human Services Centers for Disease Control and Prevention for 
the Detection, diagnosis, prophylaxis, and treatment of pulmonary tuberculosis.   

4. The H.S.A. and Site Medical Director will notify the Superintendent of any patient suspected to be 
infected with the TB virus and have a plan on an appropriate clinical treatment site to transport the 
patient in advance of need. 

5. Any patient that has positive symptoms of TB, shall be isolated immediately in an appropriate housing 
that accommodates proper air exchange control until the diagnosis can be validated or ruled out.  This 
housing shall not be onsite as the facility does not have negative airflow management.   
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VitalCore General Health Policy Reviewed: 07-01-2019 
Title: Environmental Health and Safety Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory No: Y-B-02.00 
 

POLICY: 

The facility ensures that juveniles shall be provided a safe, sanitary and healthy environment for 
juveniles, staff and visitors. 

Regularly scheduled environmental inspections shall be conducted with written reports submitted to 
the H.S.A. and the Superintendent on a monthly basis. 

The area supervisors or designee of the health care unit shall be trained in safety and sanitation. The 
supervisors shall conduct weekly safety and sanitation inspections of their respective areas and reflect 
their findings on the attached report form unless otherwise directed by facility regulations. A copy of the 
inspection form shall be forwarded to the facility Safety and Sanitation Officer or the Superintendent. 

DEFINITIONS: 

None 
 

PROCEDURES: 

A. An environmental inspection of the facility is completed by appropriately trained personnel weekly 
and/or monthly as required by the facility health authority and the Superintendent. Medical 
personnel participate as requested by the facility authority. 

B. The environmental inspection examines: 
a. The cleanliness and safety of juvenile housing, including segregation. 
b. Laundry and housekeeping practices. 
c. Pest control measures. 
d. Risk exposure containment measures. 
e. Equipment inspection and maintenance. 
f. Occupational and environmental safety measures. 
g. The cleanliness and sanitation of areas where health services are provided. 

C. If health staff are concerned about health and safety issues in the facility, these should be reported 
and documented promptly to the responsible health authority and facility Superintendent. 

Identified problems shall be addressed in administrative meetings with the Superintendent and in 
Quality Improvement meetings when appropriate. 

D. Immediate Corrective action shall be taken when an unsafe or unsanitary condition is identified. 

E. Documentation of corrective actions shall be maintained. 

F. Weekly sanitation inspections shall be conducted in all areas of the facility. A written report of the 
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inspection shall be submitted to the facility superintendent or designee and the Infection Control 
Nurse. Deficiencies shall be documented when they occur. The Infection Control Nurse discusses 
concerns at the Infection Control Meetings. 

G. The facility administration shall comply with applicable federal, state and local sanitation and health 
codes. Inspections by applicable governing bodies shall occur annually. 

H. The safety and sanitation program shall be reviewed by the Infection Control Committee annually to 
ensure that health environment issues are adequately addressed. 

I. Qualified health care staff shall also participate in the institutional monthly safety and sanitation 
inspections when requested by the Superintendent of the facility. 

J. Contaminated waste shall be disposed of by a biohazard waste management company or other 
means that comply with applicable state regulations. 

K. All safety and sanitation processes shall be carried out as described in the Occupational Exposure 
Control Manual. 

L. All areas of the facility shall be cleaned according to a written housekeeping plan. Health Services 
shall include the cleaning of medical equipment in the clinic's housekeeping plan. 

M. Written reports of the inspections document corrective actions and are submitted to the facility 
administrator and responsible health authority (HSA). 

N. Kitchen workers, including juveniles, are medically cleared and subsequently checked daily by 
supervising kitchen staff to ensure they are free from diarrhea, open sores, skin infections, and other 
illnesses transmissible by food or utensils. 

O. If there is a suspected outbreak of a foodborne illness, it should be reported to the local health 
departments. 
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VitalCore General Health Policy Reviewed: 07-01-2019 
Title: Patient Safety Revised: 07-01-2019 

NCCHC: Important ACA: Non-Mandatory No: Y-B-03.00 

 

POLICY: 

The Health Services Administrator (H.S.A.) promotes safety by instituting systems to prevent adverse 
and near-miss clinical events and an error reporting system for health staff to voluntarily report, in a 
non-punitive environment, errors that affect patient safety. 

DEFINITIONS: 

An adverse clinical event is defined as an injury or death caused by medical management rather than by 
the patient’s condition. Adverse clinical events may be caused by system errors that then result in human 
error, whether the error occurs by omission (failing to do something that is supposed to be done). For 
example, switching two look-alike medications is a potentially easy mistake and should be prevented by 
appropriate identification and handling of medication. 

A near-miss clinical event is an error in clinical activity without a consequential adverse patient 
outcome. For example. A wrong drug is dispensed but not administered to a patient. 

Patient safety systems are practice interventions designed to prevent adverse and near-miss clinical 
events. 

PROCEDURES: 
 
 

A. The H.S.A. shall employ a range of activities that communicate to staff that a culture of patient 
safety is a matter of attentiveness to what is being done (or not done) and a willingness to report 
it in a non-punitive environment. The H.S.A. Shall provide opportunities for staff's individual 
performance enhancement and specific training as indicated to improve patient safety and 
decrease potential for clinical errors. 

B. Staff shall be educated during orientation and training in identifying and reporting potential 
adverse, near-miss clinical events, and issues related to patient safety. 

C. Staff shall report adverse and near-miss clinical events to the Health Services Administrator and or 
his/her designee when events occur. 

D. The Health Services Administrator shall analyze each adverse or near-miss clinical event and: 

1. Counsel the employee with a range of activities that communicate to staff that a culture of 
patient safety is a matter of attentiveness to what is being done (or not done) and a 
willingness to speak up about it in a non-punitive manner. 
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2. Initiate a process at improving clinical skills or taking other appropriate action. 

3. Inform the affected patient when an adverse event has occurred, however patient competency 
and the significance of the event may determine the appropriateness of disclosure. 

E. All health services staff shall record injury incidents related to altercation as per the Injury Log. All 
other injuries (not associated with altercation) shall be recorded on the electronic daily health 
services statistical sheet/clinic scheduler. 

F. The Health Service Administrator and or his or her designee shall participate in the site's Accident 
Review/Safety Committee. 

G. Staff shall utilize a photo identification system to confirm the correct patient prior to medication 
administration and patient treatment of procedures. 

H. All medication errors shall be reported to the Health Services Administrator and Health Care 
Provider on approved reporting forms as outlined in Medical Policy and Procedure Medication 
Services. These reports shall be reviewed for trends and corrective actions through appropriate 
Quality Improvement activities, Pharmacy and Therapeutics meetings, and individual education and 
training. 

I. All incidents that have the potential for injury to a patient shall be tracked and trended in order to 
evaluate processes and identify corrective actions as per the Risk Management Incident Report. 

J. Procedures for medical incident reporting are as outlined below: 

1.  The Medical Risk Management Incident Report shall be completed by the employee involved 
in responding to, observing or discovering the incident. The employee shall immediately notify 
the H.S.A. Of the incident. The person completing the form shall sign it and deliver it to the 
Health Services Administrator. 

2. The report shall be legible and all areas of the report complete. 

3.  The H.S.A shall notify the facility Administrator, immediately (by telephone) of all reportable 
matters. The H.S.A shall review, sign, and then forward the facility administrator. 

 

4. The Medical Risk Management Incident report form is considered privileged and confidential. 
It shall not be copied; it must not be placed in or referenced in the medical record or released 
to any party without the consent of VitalCore legal Counsel. ONLY 
VitalCore’s legal counsel may release the report.  Copies of the report shall not be 
maintained on site. 

5. An incident for the intent and purpose of this policy is defined as any unplanned or 
unexpected occurrence that is not consistent with the routine care of a patient. An actual 
injury need not have occurred. The potential injury is sufficient for an occurrence to be 
considered an incident. This may be a situation when a medial duty may have been breached 
because of something that was done or a situation that occurred in the facility that resulted in 
some type of medical injury. 

6. The following is a list of types of incidents that must be reported through the incident 
reporting system: 

a. All Deaths 
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b. Acute neurological deficits/injuries 

c. Delay in treatment and diagnosis 

d. Unplanned hospitalizations due to: 

1. Cardio/Respiratory arrests 

2. Repeat visits to the emergency room with the same complaint. 

3. Seizures 

4. Suicide Attempts 

5. Head Injuries 

6. Detoxification 

7. Miscarriage 

8. Infection 

9. Sepsis 

e. Significant Injuries such as: 

1. Amputations 

2. Loss of Use of Limb (s) 

3. Spinal Cord Injuries 

4. Visual/Hearing Impairments 

5. Reproductive organ loss/impairments 

6. Burns 2nd and 3rd degree 

f. Threatened litigation (verbal or written) 

g. Record requests associated with threatened litigation 

h. Request for statement or testimony 

I. Forced medications 

j. Treatment refusals which have the potential to result in injury to the patient or others 
(e.g. seizure patients refusing anticonvulsant medication, diabetic refusing insulin). 

 

k. Medication errors of a serious nature. 

K. The H.S.A proactively implements patient safety systems to prevent adverse and near miss clinical 
events. 

L. The H.S.A implements a reporting system for health care staff (including mental health staff, if 
applicable) to voluntarily report, in a non-punitive environment, errors that affect patient safety. 

M. Adverse clinical events (an event involving death or serious physical or psychological illness/injury 
or risk thereof) are addressed through the Sentinel Event Review Process. 
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VitalCore General Health Policy Reviewed: 07-01-2019 
Title: Staff Safety Revised: 07-01-2019 

NCCHC: Important ACA: Non-Mandatory No: Y-B-04.00 
 

POLICY: 

Health staff members shall reduce the potential for risk and harm to health care staff by providing a 
safe working environment through written policies, procedures, and practices. 

DEFINITIONS: 

Staff safety refers to the health and well-being of health staff who work in the facility. It is directly 
related to the administrative practice that assures safety of the facility. 

PROCEDURES: 
 
 

A. The Health Service Administrator shall work with the Superintendent and his or her designee to 
ensure staff works in an environment predicated on safety and security. 

B. Each facility shall have a written plan to address injury prevention using injury data. The Health 
Services Administrator and or his or her designee shall participate in the site's Accident 
Review/Safety Committee. 

C. The Health Services Administrator shall address the topic of safety during health services staff 
meetings and medical administrative meetings. 

D. Safety concerns shall be reported to the Health Services Administrator in writing. 

E. A written plan addresses both juvenile and staff injury prevention. 

F. The plan is based on an analysis of the facility’s injury experience. 

G. Problems are identified. 

H. Preventative or corrective measures are taken to correct the problems. 

I. The plan is reviewed at least annually. 
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VitalCore General Health Policy Reviewed: 07-01-2019 
Title: Federal Sexual Abuse Regulations-PREA Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory No: Y-B-05.00 

 

POLICY: 

Health Services staff shall provide prompt attention to juveniles who allege to be a victim of sexual 
assault in order to stabilize the victim medically, to facilitate referral to a community facility with 
SANE/SART services, and to promptly report the allegation to correctional authorities. 

Allegations of sexual assault shall be considered serious by all health services staff. 

Health Services Policies, Procedures, and Nursing Clinical Guidelines shall comply with PREA's focus to 
detect, prevent, and reduce sexual assault in the facility in accordance with Federal Regulations. 

Victims of sexual assault shall receive medical and mental health intervention and follow up services as 
determined necessary by qualified health care professionals. 

DEFINITIONS: 

A sexual assault a sexual act that is coercive or assaultive in nature and that involves the use or the 
threat of force. 

SANE: Sexual Assault Nurse Examiner 

SART: Sexual Assault Response Team 

PREA: Prison Rape Elimination Act 

PROCEDURES: 

A. The Prison Rape Elimination Act of 2003 requires correctional facilities to address aspects of 
detection, prevention, reduction, and punishment of rape within the facility. 

B. The Health Services Administrator (HSA) ensures that health care staff are knowledgeable about 
facility policy and procedures related to reporting requirements of sexual assault within the facility. 

C. The site Health Care Provider will immediately interview and examine the victim to assess and 
document the extent of acute injury, and to stabilize the victim. 

 

D. In absence of the Health Care Provider, a nurse will immediately assess the victim and document 
the extent of acute injury and to stabilize the victim. The nurse will follow Sexual Assault/Abuse, 
Nursing Clinical Guideline. 

E. Health Care Staff will immediately contact security to affect a separation of the victim from his or 
her assailant in their housing assignments. 
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F. Staff shall educate and ensure the victim; 

1. Does not wash or shower, use the restroom, or consume any food or liquids, brush teeth, rinse 
mouth, gargle or chew gum 

2. Does not remove or change clothing, menstrual pads or tampons 

3. Is not left alone 

4. Privacy is protected and has no contact with other juveniles in the clinical area. 

G. Health Services staff shall contact the designated SANE/SART location and notify them a victim of 
sexual assault is being transported to their facility and provide an estimated time of arrival. The site 
Health Care Provider and community SANE/SART provider will determine if it is medically 
appropriate to pursue a rape kit investigation in situations whereby an alleged sexual assault 
occurred more than ninety-six (96) hours prior. 

H. Health Services staff will discuss the following with the victim: 

1. Special needs such as the juveniles understanding of the situation, language barriers, and physical 
limitations 

2. Right to refuse the examination and or treatment 

3. Privacy. 

I. Health services staff shall document the off-site referral to the SANE/START provider in the patient 
note or on the sexual assault/abuse flow sheet. Upon return from the community provider, health 
services staff shall review the report findings to follow up any necessary treatment and or testing. 

J. Prophylactic treatment shall be offered and includes 

1. Emergency contraception consistent with state law and the regulations of the jurisdiction. 

2. Pregnancy testing within twenty-four (24) hours of reported penile penetration, and repeat 
pregnancy testing in six (6) weeks as per HCP orders. 

3. Pregnancy prevention options when appropriate 

4. Sexually transmitted infection (STI) counseling as well as counseling as well as counseling for 
other communicable diseases and prophylactic treatment as indicated and as per HCP orders.  This 
includes HIV antibody testing and counseling that will be administered initially the repeated three 
(3) and six (6) months following the incident. 

 

K.  Evaluation by a qualified mental health care professional shall be completed for the purpose of 
crisis intervention, individual mental health counseling, and long-term follow-up treatment 
planning. The mental health referral will occur regardless of the length of time involved from the 
alleged incident to the report of the incident. Face to face mental health counseling shall occur 
within the next working day. The Psychiatrist shall be contacted if crisis level placement is indicated. 

L.  Assessment of the adolescent victim for suicide and/or anxiety disorders or other mental health 
problems shall be provided. 

M.  All treatment services shall be provided to the victim without cost regardless of the victim's 
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cooperation with the investigation of the incident. 

N.  Any refusal of medical or mental health treatment or services shall be documented on the Refusal 
to Submit to Treatment or Procedure form.  Appropriate educated regarding the services offered 
and potential consequences of refusal shall be explained and documented by the medical, nursing, 
or mental health staff as indicated. 

O.  Ongoing medical and mental health services needs shall be identified and addressed through 
discharge planning when victims of sexual assault are transferred or released to placement or from 
custody. 

P.  If a pregnancy results from sexual assault, the victim shall be provided with timely and 
comprehensive information about and timely access to all lawful pregnancy related medical 
services. 

Q. Assessment and follow up of the alleged perpetrator shall include: 

1. mental health evaluation and treatment referral as indicated for perpetrating sexual abuse. 

2. Assessment and treatment for suicide and or anxiety disorders or other mental health 
problems. 

3. Victim services as outlined above. 

R. All health services staff shall attend PREA training as per requirements. 

S. Compliance with reporting requirements shall be completed in accordance with facility standards. 

T. All juveniles shall be given information about sexual abuse/assault including: 

1. Prevention/intervention. 

2. Self-Protection. 

3. Reporting sexual abuse/assault. 

4. Treatment and counseling. 

The information is communicated orally and in writing, in a language clearly understood by the 
juvenile, upon arrival at the facility. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-B-06 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-B-05 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-50 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-no standard 
ACA: 2012 Standards Supplement – no revisions 

 

Juvenile Health Services 
Policy and Procedure 

 

 

VitalCore General Health Policy Reviewed: 07-01-2019 
Title: Response to Sexual Abuse Revised: 7/01/2019 

NCCHC: Important ACA: Mandatory No: Y-B-06.00 
 

POLICY: 

The medical and psychological trauma of a sexual abuse is minimized as much as possible by prompt 
and appropriate health intervention. 

DEFINITIONS: 

Sexual abuse is a sexual act that is coercive or assaultive in nature and that involves the use or the 
threat of force. 

For the purpose of this standard, preserving physical evidence mean that such evidence is not 
contaminated or destroyed. It does not mean collecting of handling physical evidence. 

PROCEDURES: 

 

A. Victims of sexual assault are referred to a community facility for treatment and gathering of 
evidence. 

B. In-house examinations for sexual assault victims shall Not be completed onsite.  The resident shall be 
taken to a designated hospital for examination and assessment. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Credentials and Privileges - Provision of Healthcare Services Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory 
 

No: Y-C-01.00 

 

POLICY: 

All treatment by nursing and physician personnel shall be performed pursuant to the laws and 
regulations governing the practice of nursing and physicians within the state.  Other health trained 
personnel shall provide care within their level of training and certification.  

Health care personnel who provide services to juveniles are appropriately credentialed according to the 
licensure, certification, and/or registration requirements for the jurisdiction. 

Health trained personnel shall not administer health care services for which they are not qualified or 
specifically trained. 

A file of all current licenses, certifications, and CPR is maintained at the facility. 

All providers of health care services shall provide proof of licensure, certification, and/or registration 

prior to employment as well as evidence of continued license, certification and/or registration on  

an annual basis. 

Licensing, certification, and/or registration requirements shall be included in all approved job 
descriptions. 

The specific duties of qualified health care personnel are governed by written job descriptions approved 
by the Health Services Administrator, Superintendent, and the Corporate Health Authority. Job 
descriptions are established in accordance with company policy, ACA, and NCCHC guidelines. 

DEFINITION: 

Restricted licenses refer to licenses that have attached stipulations. Different state licensing boards refer 
to these modified licenses by various names including temporary, probation, stipulated order or 
agreement, practice restriction, institutional, restricted, disciplinary, provisional, limited, and 
conditional. 

PROCEDURES: 

A. Physicians, Advanced Practice Registered Nurse, Physician Assistant, and Dentist applicants shall 
submit an application for medical staff membership packet to the Health Services Administrator and 
the Compliance Administrator. The compliance Administrator shall verify valid licensure through 
applicable agencies. 

B. The compliance Administrator shall verify all Nursing credentials through the State Board of 
Nursing. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-C-01 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-C-01 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-51, -4C-53 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-10, -4C-12 
ACA: 2012 Standards Supplement – no revisions 

 

 

C. All health care staff shall provide proof of CPR certification and current re-certification. 

D. The H.S.A. Shall maintain verification of all qualified health care professionals in a readily accessible 
location. 

E. All licensed health care staff shall provide proof of re-licensure as it becomes available. Failure to 
provide adequate proof of re-licensure shall result in immediate suspension. 

F. All health care providers shall perform tasks only as permitted by their credentials. 

G. Applicants with restricted licenses that specifically limit practice to a correctional institution shall not 
be eligible for practice within the facility. 

H. The duties and responsibilities of health care personnel shall be outlined in written job descriptions 
approved by the Health Services Administrator. 

I. Annual verifications of current credentials and job descriptions are maintained on file at the facility. 

J. The Health Services Administrator assures that new hires undergo a credentialing verification 
process that confirms current licensure, certification, or registration. 

K. The credentialing verification process includes inquiry regarding sanctions or disciplinary actions of 
state boards, employers, and the National Practitioner Data Bank (NPDB). 

 

L. All health trained personnel shall be monitored and supervised by appropriate licensed personnel to 
provide that supervision.  This supervision   includes the monitoring and management of clinical staff to 
ensure staff practice within the scope of their licensure and do not practice outside of that license.
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Clinical Performance Enhancement Revised: 07-01-2019 

NCCHC: Important ACA: Mandatory No: Y-C-02.00 

 
POLICY: 

A clinical performance enhancement process evaluates the appropriateness of primary care clinicians’ 
services delivered by all direct patient care clinicians and RN’s/LPN’s. 

DEFINITIONS: 

Clinical performance enhancement is the process of having a health professional’s work reviewed by 
another professional of a least equal training in the same general discipline, such as the review of the 
facility’s physicians by the responsible physician. 

Direct patient care clinicians are all licensed practitioners providing the facility’s medical, dental, and 
mental health care including physicians, dentists, midlevel practitioners (e.g., nurse practitioners, 
physician assistants), and qualified mental health professionals). 

Independent review is the assessment of a health care professional’s compliance with discipline specific 
and community standards. The review includes as analysis of trends in a practitioner’s clinical practice. 
This review may be conducted by someone who may or may not be directly employed by institution, as 
long as the reviewing practitioner has not been previously involved in the care of the patient(s) involved. 

PROCEDURES: 

A. The clinical performance of the facility’s primary care clinicians and RN’s, LPN/LVNs are reviewed at 
least annually. 

B. Clinical performance enhancement reviews are kept confidential and incorporate at least the 
following elements: 

1. Name of the individual being reviewed. 
2. Date of the review. 
3. Name and credentials of the reviewer. 
4. Summary of the findings. 
5. Corrective action, if any. 
6. Confirmation that the review was shared with the clinician. 
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C. A log or written record of the reviews shall be kept at the Director of health Care Services office to 
maintain confidentiality to include the names of the Health Care Provider and the dates of their most 
recent reviews shall be maintained. 

D. The Health Services Administrator implements an independent review when there is serious concern 
about a health care clinician’s competence. 

E. The HSA implements procedures to improve a health care clinician’s competence when necessary. 

F. The Clinical Performance Enhancement process is implemented through the Peer Review Program. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Professional Development Revised: 07-01-2019 

NCCHC: Essential ACA: Non-Mandatory No: Y-C-03.00 

 
POLICY: 

Qualified health care professionals participate annually in continuing education appropriate for their 
position. 

Health Care staff shall meet continuing education requirements for licensure renewal as established by 
regulatory agencies, e.g. State Board of Nursing, Behavioral Sciences Regulatory Board, and Board of 
Healing Arts. Agency training shall be completed in compliance with facility standards and regulations. 

DEFINITIONS: 

None 

PROCEDURES: 

A. Health services staff have current CPR training. For staff providing direct patient care, CPR contains 
both a cognitive and a hands-on skill testing component. On-line renewal without the hands-on 
testing is not acceptable. Training includes the use of the automated external defibrillator (AED). 

B. All licensed and/or certified health care employees shall receive continuing education as required for 
State Licensure. The H.S.A. Or designee shall receive proof of attendance and maintain the 
documents on file. 

C. Continuing education and or staff development may include instructions provided on-site by a 
member of the health care staff, guest lecturers, and attendance at programs offered in the 
community by hospitals or other health care providers. 

D. When Continuing Nursing Education (CNE) is provided on site: 

1.  Topics must pertain to healthcare (i.e. clinical guidelines, policies/procedures, standards, 
diseases, diagnosis, therapeutic intervention etc.) as seen in correctional and clinical setting. 

2. Each site shall maintain a copy of the employee's Certificate of Continuing Education and it 
shall be kept on file in Health Services or Staff Development.  The individual training record shall 
include: 

a. Education/Training Topic 

b. Dates of attendance 
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c. Instructor 

d. Number of course hours 

E. Full-time qualified health care professionals obtain 12 hours of continuing education per year. 

F. Part-time qualified health care professionals prorate their continuing education hours based on full- 
time equivalency. 

G. Compliance is demonstrated through one of the following: 

1. In states where at least 12 hours of continuing education is required annually to maintain a 
clinical license to practice, a current license suffices. 
2. When the health staff member is a Certified Correctional Health Professional (CCHP), a valid 
certification suffices. 
3. A list of completed courses, dates and number of hours per course are on file. 

H. A minimum of 40 hours of orientation training during their first year of employment, and 40 hours of 
annual continuing education or staff development is maintained for full-time qualified health 
services personnel (i.e., physicians, physician assistants, nurses, dentists, mental health 
professionals, and other licensed caregivers). 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Health Training for Administrative Staff Revised: 07-01-2019 

NCCHC: Essential ACA: Non-Mandatory No: Y-C-04.00 

 

POLICY: 

A training program established or approved by the responsible health authority in cooperation with 
the facility administrator, guides the health-related training of administrative staff who work with 
juveniles. 

PROCEDURES: 

 

A. Staff who work with juveniles receive health related training, which includes at a minimum: 

1. Administration of first aid. 
2. Recognizing the need for emergency care in life-threatening situations. 
3. Recognizing acute manifestations of chronic illnesses, intoxication and withdrawal; and 

adverse reactions to medication. 
4. Recognizing signs and symptoms of mental illness. 
5. Communicating with juveniles who have positive signs of mental illness. 
6. Procedures for suicide prevention and intervention. 
7. Procedures for appropriate referral of juveniles with health complaints to health staff. 
8. Procedures for appropriate referral of juveniles with mental health complaints to mental 

health staff. 
9. Precautions and procedures with respect to infectious and communicable diseases. 
10. Cardiopulmonary resuscitation. 

B. An outline of the training including course content and length is kept on file. 
C. A certificate or other evidence of attendance is kept on file for each employee. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Medication Administration Training, Management, and Security Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory 
 

No: Y-C-05.00 

 
 

 

POLICY: 

Medications shall be dispensed only by a pharmacist licensed by the State, be administered only by 
appropriately trained personnel, administered only by appropriately trained personnel, administered 
in a timely manner and recorded on approved forms. Training shall be approved by the responsible 
Health Care Provider, facility administration or designee. 

All staff responsible for medication administration who do not hold a license issued by the 
Department of Health Professions authorizing the administration of medications shall in accordance 
with the provisions of state statute, either have successfully completed a medication training 
program approved by the Board of Nursing or be licensed by the state to administer medications 
before they can administer medications as stated in statutes and/or policies required initial training.  
Such staff members shall undergo an annual refresher training as stated in statutes and policies. 

Staff authorized to administer medication shall be informed of any known side effects of the 
medication and the symptoms of the effects.   

Psychiatric or other qualified mental health staff shall review the training materials to assess content 
relating to the security, accountability, common side effects and documentation of the administration 
of psychotropic medications. 

All Personnel who administer or deliver prescription medication are appropriately trained at orientation and 
annually thereafter. 

DEFINITIONS: 

Qualified health care professionals include physicians, physician assistants’ nurses, nurse 
practitioners, dentists, mental health professionals, nursing assistants and others who by virtue of 
their education, credentials, and experience are permitted by law to evaluate and care for patients. 

PROCEDURES: 

A. Administrative workers or health staff that administer or deliver prescription medications to 
juveniles are permitted by state law to do so and are trained as needed in matters of security, 
accountability, common side effects, and documentation of administration of medicines. 
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B. The training is approved by the responsible physician and facility administrator or designee. 

C. Documentation of completed training and testing is kept on file for staff that administers or 
delivers medications. 

D. Training shall include, but not necessarily be limited to: 

1. Drugs used within the institution, including their action and possible side effects 

2. Security matters inherent in the administration of medications in a correctional environment such 
as hording, selling of drugs, overdoses, and adherence to therapeutic regimens. 

3. Accountability for administering medications in a timely manner according to Health Care Provider 
orders. 

4. Accountability for proper inventory of medication syringes and needles. 

E. During orientation, all nursing personnel shall be oriented to medication administration by: 

1. Review of Pharmacy Policy and Procedure. 

2. Observations of pill lines including the floating of medication in water 

3. Conducting pill lines under direct supervision. 

4. Recording the administration of medications on the MAR under direct supervision 

5. Completing the proper inventory of: 

a. New prescriptions arriving from pharmacy 

b. Night Stock 

c. Controlled Substances, syringe, needle and sharps count each shift by on coming and off 
going nursing staff. 

6.  Personnel shall review the site's drug formulary for a listing of current drugs used within the 
facility. A current Drug References Manual shall be available for review of the actions and possible 
side effects of medication. 

7. The H.S.A or designee shall conduct training sessions to include proper medication for nursing 
personnel. 

8. Training curriculum should be reviewed annually and updated as needed. Medication shall be 
administered only by licensed health care personnel. 

 

F. All medication shall be properly labeled consistent with the requirements of the Drug Control Act of the 
state.  Medication prescribed for individual use shall be so labeled. 

G. All medication shall be securely locked, except as required by statute delivery of medication in post 
dispositional programs or if otherwise ordered by a physician and on an individual basis for keep on 
person or equivalent use.  Juveniles at this facility do not have keep on person medications.  Items such as 
inhalers shall be kept readily available and monitored and receive direct observation therapy.   
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H. A program of medication, including procedures regarding the use of over the counter medication 
pursuant to written or verbal order issued by personnel authorized by law to give such orders, shall be 
initiated for a resident only when prescribed in writing by a person authorized by law to prescribe 
medication.   

I. All medications shall be administered in accordance with the physicians or other prescriber’s instructions 
and consistent with the requirements of the Drug Control Act of the state.   

J. A medication administration record shall be maintained of all medicines received by each resident and 
shall include the date the medication was prescribed or most recently refilled, drug name, schedule of 
administration, strength, route, identify of the individual who administered the medication and dates the 
medication was discontinued or changed.  

K. In the event of a medication incident or an adverse drug reaction first aid shall be administered if 
indicated.   

L. Staff shall promptly contact a poison control center, pharmacist, nurse, or physician and shall take actions 
as directed. If the situation is not addressed in standing orders the attending physician shall be notified as 
soon as possible and the actions taken by staff shall be documented. 

M. A medication incident shall mean an error made in administering a medication to a resident including the 
following:  

1. a resident is given incorrect medication 

2. medication is administered to the incorrect resident 

3. an incorrect dosage is administered 

4. medication is administered at a wrong time or not at all 

5. the medication is administered through an improper method 

6. a medication error does not include a resident refusal or appropriately offered medication. 
 
 

N. Documents of medication incidents shall be made.  The review of medication incidents and reactions and 
making any necessary improvements, the storage of controlled substances, and the distribution of 
medication off campus.  The procedures must be approved by a health care professional.  Documentation 
of this approval shall be retained.  

O. Medication refusals shall be documented including actions taken by staff.  Staff shall follow the 
procedures below for managing such refusals and address: 

i. Manner in which medication refusals are documented 

ii. Physician follow up as appropriate  

iii. Use of the VitalCore refusal form that documents education and encouragement of 
compliance. 
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P. Disposal and storage of unused, expired, and discontinued mediations shall be performed in accordance 
with applicable laws and regulations.  This disposal shall be completed in compliance with the 
pharmaceutical manual guidelines and the pharmacist in charge recommendations.   

Q. The telephone number of a regional poison control center and other emergency numbers shall be posted 
on or next to each non-pay telephone and that has access to an outside line in each building in which 
residents sleep or participate in programs. 

R. Syringes and other medical implements used for injecting or cutting skin shall be locked and inventoried 
in accordance with the facility procedures. 

S. Controlled substances shall be maintained in compliance with pharmacy manual guidelines.
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Juvenile Health Services 
Policy and Procedure 

 

 

VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Juvenile Workers Revised: 07-01-2019 

NCCHC: Essential ACA: Non-Mandatory No: Y-C-06.00 
 

POLICY: 

Juveniles shall not be utilized as health care workers. Juveniles shall not be employed in cleaning the 
health services unit.  Administrative staff shall be responsible for cleaning the health care area and 
shall be appropriately trained.  Any person working in the clinical area shall be supervised by a 
healthcare staff member. 

 

DEFINITIONS: 

Activities of daily living generally refers to ambulation, bathing, dressing, feeding, and toileting. 

PROCEDURES: 

A. Juveniles are not permitted to work in the health care unit.  They shall not be allowed to 
perform any of the following duties: 

i. Make treatment decisions 

ii. Perform direct patient care services including feeding, bathing or activities of daily living 

iii. Distribute or collect sick call slips 

iv. Schedule healthcare appointments 

1. Determine access of other juveniles to health care 

2. Handle or having access to: 

a. Surgical instruments 

b. Syringes 

c. Needles 

d. Medications 

e. Medical Records 

B. Juvenile workers should not be used to clean clinical areas or areas contaminated with biohazardous 
materials. 

 

    C. Operate diagnostic or therapeutic equipment except under direct supervision, by specially trained staff, 
as part of a vocational training program 
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Juvenile Health Services 
Policy and Procedure 

 

 

VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Staffing Revised: 07-01-2019 

NCCHC: Important ACA: Non-Mandatory No: Y-C-07.00 

 

POLICY: 

A sufficient number of health staff of varying types provides juveniles with adequate and timely 
evaluation and treatment consistent with contemporary standards of care. 

The facility shall have a written staffing plan which assures that a sufficient number of qualified health 
care professionals are available to provide assessment and treatment consistent with contemporary 
standards of patient care. 

Volunteers and students shall not be included in the staffing plan for the delivery of basic health services. 

Staffing planning and analysis of shift work shall be completed in accordance with facility standards. 

DEFINITIONS: 

A staffing plan (Staffing Control Document SCD) lays out the full-time equivalent staff coverage required, 
lists current incumbents and vacancies, and addresses how full coverage will be accomplished if all 
positions are not filled (e.g., use of agency, temporary, or part-time staff). A staffing plan is a detailed 
schedule on which classifications of staff are assigned to posts and positions for the health care unit. 

A post is a job defined by its location, time and duties that can be filled interchangeably by different staff 
members (e.g., 7-3 infirmary nurse). Continuous coverage usually distinguishes a post from a position; a 
post has tasks that cannot usually be deferred. 

A position (fulltime equivalent FTE) is a job filled by a specific staff member (e.g., medical records 
secretary, physician, chief nurse). A position has tasks that can usually be deferred until the staff member 
is available. 

A prescribing clinician is a licensed individual authorized to write prescriptions such as an MD, DO, NO, 
or PA. 

Clinical duties include but are not limited to, conducting physical examinations; evaluating and managing 
patients in clinics; monitoring other providers by reviewing and co-signing charts; reviewing laboratory 
and other diagnostic test results; and developing individual treatment plans. 

 

Administrative responsibilities include, but are not limited to reviewing and approving policies, 
procedures and guidelines; participating in staff meetings; conducting in service training programs and 
participating in Quality Improvement and Infection Control programs. 

A. Each facility shall have a staffing plan that considers the following factors in its development: 
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1. Size of the facility 

2. Location of the facility 

3. Types of services to be provided 

4. Scope of services to be provided 

5.  Juvenile demographics (e.g. age, length of incarceration, prevalence of communicable diseases). 

6. Organizational structure (e.g. hours of service, physical layout of the facility, scheduling of sick call, 
chronic illness clinics, dental, mental health clinics, medication distribution, segregation housing 
needs, etc.) Numbers and locations of juveniles in isolation 

7. Levels of security and ease of movement of health care staff and juveniles throughout the facility. 

B. The amount of prescribing provider time shall be sufficient to ensure that there is no unreasonable 
delay in patients receiving necessary care. 

C. Health Care Provider time shall be sufficient to fulfill both clinical and administrative 
responsibilities. 

D. At least on an annual basis, the Health Services Administrator reviews the staffing plan and discusses 
any needed staffing changes with the Superintendent and the H.S.A. 

E. The adequacy and effectiveness of the staffing plan are assessed by the facility’s ability to meet the 
health needs of the juvenile population. 

1. There is an annual review of the staffing plan. 

2. When volunteers are used in the health care unit: 

a. There is a documented system for selection, training, supervision, and orientation of 
volunteers. 

b. There is a defined list of tasks and responsibilities approved by the Health Authority. 

c. Volunteers may only perform duties consistent with their credentials and training. 

d. Volunteers agree in writing to follow facility policies, including those relating to the security 
and confidentiality of information. 

3. The use of students, interns or residents delivering health care in the facility as part of a training 
program: 

a. Work under staff supervision commensurate with their level of training. 

b. There is a written agreement between the facility and training or educational facility that 
covers the scope of work, length of agreement or any legal or liability issues. 
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Juvenile Health Services 
Policy and Procedure 

 

 

VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Health Care Liaison Revised: 07-01-2019 

NCCHC: Important ACA: Non-Mandatory No: Y-C-08.00 

 
POLICY: 

A designated, trained health care liaison assists in the coordination of health delivery services in the 
facility when no qualified health care professionals are available for 24 hours. The Health Services 
Administrator shall work with the Superintendent to ensure that appropriately trained facility staff 
members are designated as the Healthcare Liaison when qualified health staff is not on site. 
Individuals shall work under the joint supervision of the Health Care Provider, H.S.A and the 
Superintendent or designee. 

DEFINITION: 

The health care liaison may be an administrative staff member or other person without a health care 
license who is instructed by the responsible physician in limited aspects of health care coordination. 
The health care liaison generally carries out the following duties: reviews receiving screening forms 
for follow up attention; reviews nonemergency health care requests as instructed by the responsible 
physician; helps to carry out clinicians’ orders regarding such matters as diet, housing, and work 
assignments; and maintains patients’ rights to privacy. The health care liaison does not deliver health 
care. 

PROCEDURES: 

A. The health care liaison is instructed in roles and responsibilities by the responsible physician or his 
or her designee, the Health Services Administrator and the Superintendent or designee. 

B. In absence of qualified health care professionals, the Health Care Liaison shall carry out the 
following duties as necessary. 

1. Communicate with the on-call nurse regarding juvenile requests for urgent care during the night 
shift when nurses are not on duty. 

2. Make basic observations about the juvenile such as overall appearance, signs of distress, juvenile 
actions and behavior, self-injurious or suicidal behavior, and or mental status changes and report 
to the on-call nurse or mental health professional. 

3. Carry out basic first aid and basic life support procedures as indicated. 

4. Carry out Health Care Provider or nursing directives. 

C. Procedures shall be available to guide Health Care Liaisons. The procedures shall be approved by 
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the responsible Health Care Provider and shall give directions about triaging of non-emergency sick 
call requests and emergency situations. 

D. Training for Health Care Liaisons shall include the following: 

1. Documentation of health care complaints, injuries, actions taken 

2. Communication with juveniles and health care professionals 

3. Confidentiality of juveniles' health needs 

4. How to triage non-emergent health requests. 

5. How to ensure that provider's directives are carried out. 

E. When Health Care Professionals are not on site, the Health Care Liaison shall consult the on-call 
Health Care Professional for guidance or assistance in decision making related to health care issues. 

F. The health care liaison receives instruction in and maintains confidentiality of patient information. 
G. Duties assigned to the health care liaison post are appropriately carried out. 
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Juvenile Health Services 
Policy and Procedure 

 

 

VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Orientation of Health Care Staff Revised: 07-01-2019 

NCCHC: Important ACA: Non-Mandatory No: Y-C-09.00 

 
POLICY: 

A basic and in-depth orientation shall be provided to all new health care professionals. Orientation 
shall include specific training in addition to health services orientation. 

All health staff receives an immediate basic orientation and all full-time staff completes a formal in- 
depth orientation to the health services program. 

Basic orientation shall be provided on the first day of employment and prior to patient contact. In- 
depth orientation shall be completed within ninety (90) days of hire and include a minimum of forty 
(40) hours instruction or more training as identified by the facility training coordinator. 

DEFINITIONS: 

Basic orientation, which is provided on the first day of employment, includes information necessary for 
the health staff member (e.g., full-time, part-time, consultant, per diem) to function safely in the 
institution. 

In-depth orientation includes a full familiarization with the health services delivery system at the facility 
and focuses on the similarities and differences between providing health care in the community and in 
a correctional setting. 

Continuing professional education includes organized programs of study designed to keep mental 
health professionals current in clinical knowledge and skills. 

PROCEDURES: 

A. All new healthcare employees shall be enrolled in the first available orientation program and 
complete curriculum as specified for “Direct Care Staff” as outlined facility policies. 

1. Full time health care staff complete not less than forty (40) hours of Health care orientation 
training. 

2. Training for part time health care staff shall be in proportion to the number of hours worked and 
applied to the appropriate standard for a full-time position in the same class but no less than sixteen 
(16) hours. 

3.  Any additional training as outlined by the facility shall be completed as directed by the 
Superintendent or designee. 
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B. All new employees shall complete a basic orientation after receiving instructions in specific areas, 
e.g. tour of facility, job description, emergency procedures, relevant Security/Healthcare Policies 
and Procedures, etc. 

C. The H.S.A or designee shall develop a work schedule for new employees that allows for sufficient 
time as is necessary for orientation. 

D. The Health Services Administrator shall ensure availability of a written orientation plan to include, 
but not limited to; 

1. Security and Control (contraband, Key Control, Professional Boundaries) 

2. Introduction to accreditation standards 

3. Basic rights of juveniles 

4. Health care policies, procedures, and guidelines 

5. Special needs of the juvenile population 

6. Employee benefit program 

7. The juvenile's social system 

8. Organizational Overview 

9. Infection Control; Occupational Exposure Control; Standard Precautions 

10. Emergency response; location of emergency equipment 

11. Mental Health needs and classification of juveniles 

12. Quality improvement 

13. Sick call process 

14. Confidentiality; release of information; sharing of information based on “need to know” 

15. Health record format, health record management, and health record documentation. 

16. Medical classification of juveniles to include physical fitness 

17. Right to refuse treatment 

18. Informed consent 

19. Completion of the Orientation Check List is documented and kept on site. 

E. Employees shall complete annual training requirements in accordance with facility policy. 

F. The orientation program is approved by the Health Services Administrator and the Facility 
Administrator. 

G. The orientation plan is reviewed once every two years or more frequently, as needed. 

H. All health staff receives a basic orientation on the first day of on-site service. at a minimum, this 
addresses relevant security and health services policies and procedures, responses to facility 
emergency situations, the staff member’s functional position description, and juvenile-staff 
relationships. 
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I. Additional orientation programs included in the Health Site Staff Orientation binder are provided to 
nursing and ancillary clinical staff. Completion of this binder is required for all full- time, part-time 
and PRN staff. 

J. The modules included in the clinical orientation Health Site Staff Orientation contain information 
related to: 

1. Ancillary Health Services 
2. Behavioral Health Services 
3. Chronic Illness 
4. Clinical Communications 
5. Controlled Drug Documentation & Accountability 
6. Emergency Care 
7. Environment for Safe Patient Care 
8. Infirmary Care 
9. Initial & Annual Physical Exams 
10. Intake Health Screenings & Transfers 
11. Medication Administration & Documentation 
12. Nursing Encounter Guidelines and Tools 
13. Prison Rape Elimination Act (PREA) Responsibilities 
14. Segregation & Special Housing 
15. Sharps Safety 
16. Sick Call 
17. Situations Requiring Special Procedures 
18. Substance Abuse Withdrawal 
19. Suicide Prevention 
20. Tool & Sharp Control 
21. Utilization Management 
22. Critical Thinking 
23. Delegation & Supervision 
24. Nursing Documentation 

 

k. All practitioners are to complete the Health Provider Orientation completion of the binder is 
required for all full/part time and PRN practitioner staff the modules included in this 
orientation include information 

1.Phase I included these titles: 

a. Accountable Care 
b. Correctional Environment 
c. Patient Safety 
d. Suicide Prevention 
e. Correctional Health Care Policy and Procedures 
f. Documentation & Medical Records 
g. Utilization Management 
h. Pharmacy 
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i. Diagnostic Procedures 
j. Chronic Illness 
k. Nursing Encounter Tools (NETs) 
l. Job Description 

2.Health Provider Orientation - Phase II included these titles: 
m. Correctional Environment II 
n. Medical Management Model 
o. Pharmacy II 
p. Quality Improvement Program 
q. Behavioral Health 
r. Legal/Risk Management 
s. Correctional Health care Policies and Procedures II 
t. Nursing Encounter Tools 
u. Women’s Health 
v. Medical Records 
w. Infirmary/Observation Unit 
x. Health Informatics 
y. Staff Meetings/Medical Administration Committee (MAC) 

 
3.Time frames for completion of orientation programs 

a. Health Employee Orientation will be completed within 14 days of hire 
b. The Health Site Staff Orientation modules is to be completed within 30 days of hire 
c. Health Provider Orientation is to be completed by all practitioners in three phases 

i. Phase I is the first 8 hours – meant to be completed before the practitioner 
begins actual hands on encounters 

ii. Phase II is to be completed within the next 30 days 
iii. Phase III is continued on-going mentoring and becoming a mentor and has no 

timetable for completion 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Pharmaceutical Operations - General Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory 
 

No: Y-D-01.00 

 

POLICY: 

Pharmaceutical operations are sufficient to meet the needs of the facility and are in accordance with 
legal requirements. The pharmaceutical program complies with applicable state and federal 
regulations regarding prescribing, dispensing, administering and procuring pharmaceuticals. 

DEFINITIONS: 

Dispensing is the placing of one or more doses of a prescribed medication into containers that are 
correctly labeled to indicate the name of the patient, the contents of the container, and all other vital 
information. 

Administering medication is the act in which a single dose of an identified drug is given to a patient. 

Disposing is (a) the destruction of medication on its expiration date or when retention is no longer 
necessary or suitable (e.g., upon discharge of the patient from the facility) or (b) the provision of 
medication to the former juvenile upon discharge (in accordance with the continuity–of-care principle). 

A formulary is a written list of prescription and nonprescription medications that are ordinarily 
available to authorized prescribers, including consultants, working for the facility. 

Accounting is the act of recording, summarizing, analyzing, verifying, and reporting medication usage. 

DEA-controlled substances are the medications that come under the jurisdiction of the federal 
Controlled Substance Act. 

PROCEDURES: 

A. The facility pharmaceutical program complies with applicable state and federal regulations 
regarding prescribing, dispensing, administering and procuring pharmaceuticals. 

B. An approved formulary is maintained. 

C. Procedures are maintained for the timely procurement, dispensing, administration, distribution, 
accounting and disposal of pharmaceuticals. 

 

D. Records are maintained as necessary to ensure adequate control of and accountability for all 
medications 

E. The facility maintains maximum security storage of and accountability by use for, Drug Enforcement 
Agency (DEA) controlled substances. 

F. Accountability and inventory records for controlled substance medications are documented in the 
Controlled Substance accounting system. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-D-01 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-D-01 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-28, -4CC-29 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-18 
ACA: 2012 Standards Supplement – no revisions 

 

 

1. The facility has an adequate method notifying the responsible practitioner of the impending 
expiration of a drug order, so that the practitioner can determine whether the drug administration 
is to be continued or altered. 

2. Medications are kept under the control of appropriate staff members. 

3. Juveniles do not prepare, dispense, or administer medication except for self-medication programs 
approved by the facility administrator and responsible physician. (e.g. “keep on person” KOP 
program). 

4. Juveniles are permitted to carry medications necessary for the emergency management of a 
condition when ordered by a practitioner. 

5. Drug storage and medication areas are devoid of outdated, discontinued, or recalled medications, 
except in a designated area for disposal. 

6. Where there is no staff pharmacist, a consulting pharmacist is used for documented inspections and 
consultation on at least a quarterly basis. Off-site locations are included in the inspection schedules. 

7. Medications are stored under proper conditions of sanitation, temperature, light, moisture, 
ventilation, segregation and security. Antiseptics, other medications for external use, and 
disinfectants are stored separately from internal and injectable medications. Medications requiring 
special storage for stability (e.g., medications that need refrigeration) are so stored. 

8. An adequate and proper supply of antidotes and other emergency medications, and related 
information (including posting of the poison control telephone number in areas where overdoses or 
toxicological emergencies are likely) are readily available to the staff. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: MEDICATION ADMINISTRATION - NURSING RESPONSIBILITY Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory 
 

No: Y-D-01.00 

 

POLICY: 

Healthcare staff shall provide juveniles with adequate and clinically 
appropriate medications in a safe and timely manner. 

Psychotropic medications shall not be prescribed for disciplinary purposes. 

DEFINITIONS: 

Medication errors: any error in the prescribing, dispensing, or 
administration of a medication whether there are adverse consequences 
or not. This includes errors of commission (giving the wrong medication 

to a patient, giving the wrong dose of a medication to a patient, 

providing the wrong schedule for a medication, and using the wrong 

method of administration) and omission (not providing a prescribed 
medication). 

PROCEDURES: 

A. Prescription medication shall be prescribed only by licensed 
Health Care Providers. Prescribing practices at the facility are 
determined by the Site Medical Director. 

 
B. Medications shall be prescribed only when clinically indicated and 

never for disciplinary purposes. 

 
C. Psychotropic and parenteral medications shall be prescribed only 

by licensed physicians or midlevel practitioners and then only 
following a physical examination of the juvenile by the Health Care 

Provider. Parenteral medications are administered only by licensed 

health care personnel. Psychotropic medications are administered 
only by licensed or health trained personnel. 

 
D. All prescription orders shall have a designated start and stop date. 

 
E. All orders shall be noted and signed by a licensed nurse. 
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1. All orders shall be transcribed on the Medication 
Administration Record (MAR) and dispensed at the appropriate 

medication pass time(s). 

 
2. Frequent reviews of the MAR shall be performed to monitor for medication errors. 

 
3. Medication Error forms shall be completed and submitted to 

the H.S.A. or designee for the following occurrences: 

 
a. Wrong medication given to a patient 

 
b. Wrong does of medication are given to a patient 

 
c. Medication given on the wrong schedule 

 
d. Wrong method of administration 

 
e. Prescribed medication not given 

 
f. Wrong medication dispensed from the pharmacy 

 
F. Medications shall be administered only by licensed staff that have 

been trained and have demonstrated proficiency in the procedure. 

 
G. Medications administrated shall be recorded on the Medication Administration Record (MAR). 

 
H. Juveniles entering the facility on prescription medication shall 

continue to receive the medication in a timely manner as 

prescribed, or acceptable alternate medications shall be provided 
as clinically indicated through direct health care provider’s orders.  

On the day of admission, the juvenile’s active psychotropic 

medication prescriptions and available historical information 

relative to the juvenile’s history of treatment and diagnosis are 

reviewed with the psychiatric health care provider. Medication 
orders are given on the day of admission and medications are 

obtained as indicated. 

 
I. Medication that is brought to the facility on admission shall be 

utilized only under the following circumstances: 

 
1. Medication arrives in the original pharmacy packing with required labeling. 

 
2. Staff verifies the order with the community prescriber or pharmacist. 
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3. The site health care provider provides an order. 

 
J. Nursing staff shall obtain medication through the contract 

pharmacy as soon as possible and document the following: 
 

1. Medications received upon admission. 

 
2. Verification of the prescription through the pharmacy or prescribing health care provider. 

 
3. Use of the patients own prescription pending receipt of 

medication through the contract pharmacy. 

 
K. Prescribed emergency medication (i.e. rescuer inhaler) shall be 

available on the juvenile’s living unit to ensure unimpeded access 
to the medication when indicated. 

 

1. Prescription medications are administered or delivered to the 
patient only upon the order of a physician, dentist or other licensed 

prescriber. 

2. The Medical Director determines prescriptive practices in the facility. 

3. Medications are prescribed only when clinically indicated (e.g., 
psychotropic and behavior- modifying medications are not used for 
disciplinary purposes). 

4. Juveniles entering the facility on prescription medication continue to 
receive the medication in a timely fashion as prescribed, or acceptable 

alternate medications are provided as clinically indicated. 

5. The Medication Administration Record (MAR) is utilized to prepare 

and document the administration of medication, to include 

prescription medications and over the counter medication 
administered by healthcare staff. 

6. Protocol Medication given to the patient as KOP medication is 
documented in a progress notes or on the Nursing Encounter Tool. 

7. One-time doses of medication administered at the time of the visit 

can be documented in the progress note. An additional note should 
be placed beside the order on the Physician Order Sheet to indicate 
to the person transcribing the order that the medication was given. 

8. One-time doses of medication administered at the time of the visit 
can be documented in the progress note. An additional note should 
be placed beside the order on the Physician Order Sheet to indicate 
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to the person transcribing the order that the medication was given. 

9. Only licensed healthcare personnel may receive a telephone or verbal order from a practitioner. 
 

10. When receiving a telephone or verbal order, the licensed healthcare 
personnel documents the following on the Provider Order Form or 

designated area where practitioner orders are written: 

 
a. Date/time order received 
b. Treatment, medication name or intervention ordered by practitioner 
c. Frequency of order 
d. Duration of order 
e. Route, if indicated 
f. Dosage, if indicated 
g. Urgency, if indicated, i.e.: Stat, Routine, etc. 

h. Designates that order was received by telephone, use symbol “T/O” or verbally using “V/O” 
i.  First initial, last name and title of the practitioner who provided 

the order, followed by a slash (/) and first initial, last name and 

title of licensed healthcare personnel the receiving order 

j. Healthcare staff will note on the order sheet any order that has 
already been completed, such as “ankle brace – given” to make 

clear which orders have been carried out and which orders remain 

to be completed. 

11. Telephone or verbal orders are counter-signed by the ordering 
practitioner within 72 hours or next time practitioner is on site. 

12. Schedule II emergency orders may be phoned into a pharmacy 
provided that the prescription hard copy is sent to the pharmacy 
within 72 hours. The emergency prescription should not exceed the 

amount adequate to treat the patient during the emergency period.  
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Policy and Procedure 

 

 

VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Clinic Space, Equipment and Supplies Revised: 07-01-2019 

NCCHC: Important ACA: Mandatory No: Y-D-03.00 

 

POLICY: 

Sufficient and suitable supplies, equipment and space are available to provide medical, dental and 
mental health care. 

PROCEDURES: 

 

1. Examination and treatment rooms for medical, dental and mental health care are large enough to 
accommodate the necessary equipment, supplies, and fixtures, and permit privacy during clinical 
encounters. 

2. Pharmaceuticals, medical supplies, and mobile emergency equipment are available and checked 
regularly. 

3. There is adequate office space with administrative files, secure storage of health records, and writing 
desks. 

4. Mental health services are provided in an area with private interview space for individual assessment 
and group treatment, as well as desks, chairs, lockable file space, and relevant testing materials. 

5. When laboratory, radiological, or other ancillary services are provided on-site, the designated area 
is adequate to hold equipment and records. 

6. When patients are placed in a waiting area for more than a brief period, the waiting area has seats 
and access to drinking water and toilets. 

7. Each site will have a system in place to regularly check the health unit’s inventory of equipment and 
supplies, and to replenish stock as appropriate. Disposable sharps and reusable tools and 
instruments will be counted each shift. This will be completed by a nurse from the oncoming shift 
and a nurse from the off going shift. The sharps include but are not limited to the following: 

 

a. Needles 
b. Syringes 
c. Scalpels 
d. Non-disposable scissors 
e. Non-disposable forceps/clamps 
f. Suture needles 
g. Other non-disposable instruments and tools. 
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8. Any count discrepancy will be reported immediately to the HSA. If the discrepancy cannot be 
reconciled, the facility shift manager will be notified. 

 

9. Emergency and stock medications will be checked on a monthly basis for expiration dates. 
Medications near outdate will be re-ordered from the designated pharmacy. 

 

10. Dental tool counts will be conducted by dental staff on the days that clinic is held. 

11. At a minimum the healthcare unit has: 
 

a. Hand-washing facilities or appropriate alternate means of hand sanitization 
b. Examination tables 
c. A light capable of providing direct illumination 
d. Scales 
e. Thermometers 
f. Blood pressure monitoring equipment 
g. Stethoscope 
h. Ophthalmoscope 
i. Otoscope 
j. Transportation equipment (e.g., wheelchairs, stretcher) 
k. Trash containers for bio-hazardous materials and sharps 
l. Oxygen 
m. Automated external defibrillator 
n. Equipment and supplies for pelvic examinations if female juveniles are housed in the facility 

12. Basic equipment required for on-site dental examinations includes, at a minimum: 
a. Hand-washing facilities or appropriate alternate means of hand sanitization 
b. Dental examination chair 
c. Examination light 
d. Sterilizer 
e. Instruments 
f. Trash containers for bio-hazardous materials and sharps 
g. A dentist’s stool 

13. The presence of a dental operatory requires the addition of at least: 

a. An x-ray unit with developing capability 
b. Blood pressure monitoring equipment 
c. Oxygen 

1. First Aid Kits are available in designated locations approved by facility administrator. 
2. Contents of the First Aid Kits are approved by the Health Services Administrator and include 

Personal Protective Equipment. 
3. No medications are stored in the First Aid Kits. 
4. First Aid Kits are inspected on a monthly basis. 
5. Written procedures for the use of the kits by non-medical staff
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Diagnostic Services Revised: 07-01-2019 

NCCHC: Important ACA: Non-Mandatory No: Y-D-04.00 

 

POLICY: 

On-site diagnostic services are registered, accredited or otherwise meet state and federal law. 

DEFINITIONS: 

Diagnostic services include biomedical and imaging services and results that are used to make clinical 
judgments. These diagnostic services may be provided by reference laboratories, hospital radiology and 
laboratory departments, public health agencies, or correctional facilities. 

PROCEDURES: 

 

1. The responsible health authority maintains documentation that on-site diagnostic services (e.g., 
laboratory, radiology) are certified or licensed to provide that service. 

2. When the facility provides on-site diagnostic services, there is a procedure manual for each 
service, including guidelines for the calibration of testing devices to assure accuracy. 

3. Facilities with full time health staff have: 

a. Multiple-test dipstick urinalysis 
b. Finger-stick blood glucose testing 
c. Peak flow meters (handheld or other) 
d. Occult stool cards and developer 
e. Pregnancy testing (in facilities housing females). 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-E-02 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-E-02 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-01 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-21, 4C-22 
ACA: 2012 Standards Supplement – 3-JDF-4C-21 

 

Juvenile Health Services 
Policy and Procedure 

 

 

VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Hospital and Specialty Care Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory 
 

No: Y-D-05.00 

POLICY: 

Arrangements are made to provide hospitalization and specialty care to juveniles in need of these 
services in a safe manner and an official shall accompany the resident. 

In accordance with applicable law and regulations, the parents or legal guardian, as appropriate and 
applicable, shall be informed that the resident was taken outside the facility for medical attention as 
soon as is practicable.  

DEFINITIONS: 

Specialty care means specialist-provided health care (e.g., nephrology, surgery, dermatology, 
orthopedics). 

Written agreement means a contract, letter of agreement, or memorandum of understanding 
between the facility and the hospital, clinic, or specialist for the care and treatment of patients. 

PROCEDURES: 

1. The H.S.A. shall make arrangements to ensure there is appropriate access to hospital and specialist care 
when necessary. 

2. Nursing staff shall contact offsite service providers to ensure continuity of care and sharing  

3. The residents shall be transported safely and a staff member, law enforcement officer, as appropriate 
shall accompany the resident until appropriate security arrangements are made.  (This does not apply to 
the transfer of residents under the Psychiatric Inpatient Treatment of Minors Act). 

4. Off-site facilities or health professionals provide a summary of the treatment given and any 
follow-up instructions; this information accompanies the juvenile on return to the facility. 

5. For on-site specialty services used regularly for medical and mental health care, there are 
appropriate licenses and certifications. 

1. A written list of referral sources includes emergency and routine care. The list is reviewed and 
updated annually. 

2. If Telehealth is used for patient encounters the plan includes policies for: 

a. Patient consent 
b. Confidentiality/protected health information 
c. Documentation 
d. Integration of the report of the consultation into the primary health care record 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Information on Health Services Revised: 07-01-2019 

NCCHC: Essential ACA: Non-Mandatory No: Y-E-01.00 

 

POLICY: 

All juveniles shall be provided with information about the availability of, and access to health care 
services. This information shall be communicated orally and in writing upon their arrival at the facility 
and in a form and language they understand. 

DEFINITIONS: 

Written information may take the form of a facility handbook, a handout, or postings in juvenile 
housing areas. 

PROCEDURES: 

A. Bilingual signs shall be posted in the intake area that explains how to access emergency and routine 
health care. 

B. Written information about health services shall be provided to all juveniles within twenty- four (24) 
hours of their arrival and shall include the following topics: 

a. How to access emergency and routine medical, mental, and dental health services. 

b. The fee for service program (if applicable). 

i. Necessary health care is not denied due to lack of available funds 
ii. Copayment fees are waived when appointments or services, including follow up 

appointments, are initiated by health staff 
iii. Copayments are not assessed for treatment arising from sexual abuse 

c. The grievance process for health-related complaints. 

C. Arrangements shall be made for an interpreter or an assistive device whenever effective 
communication is compromised due to speech, hearing or language deficits. The facility shall provide 
a list of bilingual staff that may be called upon to assist in information exchange between juveniles 
and medical personnel and/or the facility shall have access to a language information line. 

D. Special procedures ensure that juveniles who have difficulty communicating (e.g., foreign speaking, 
developmentally disabled, illiterate, mentally ill, deaf) understand how to access health services. 

E. Information about health care services shall also be posted in the living units. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Receiving Screening Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory 
 
 

No: Y-E-02.00 

 

POLICY: 

To prevent newly arrived residents who pose a health or safety threat to themselves or others from 
being admitted to the general population, all residents shall immediately upon admission undergo a 
preliminary health screening consisting of a structured interview and observation by health care 
personnel or health trained personnel, as defined by statute as approved by the health authority. 

Receiving screening shall be performed on all juveniles to identify and meet any immediate and/or 
urgent or other health needs that require intervention prior to the health assessment, and to identify 
and isolate individuals who are potentially contagious. Immediate health care is provided to residents 
who need it.   

Residents admitted who pose a health or safety threat to themselves or others shall be separated from 
the detention centers general population, but provision shall be made for them to receive comparable 
services.  

Trained security personnel shall conduct a basic physical and mental health screening immediately 
(within one (1) hour) upon arrival at the facility. A comprehensive health screening shall be conducted 
by qualified health care staff as soon as possible. 

A curriculum for staff assigned to complete intake screenings includes training on the items on the health 
intake screening form. 

Juveniles shall remain under constant supervision until their initial basic screenings are completed. 

DEFINITIONS: 

Medical clearance is a clinical assessment of physical and mental status before an individual is admitted 
to the facility. The medical clearance may come from on-site health staff or may require sending the 
individual to the hospital emergency room. The medical clearance is to be documented in writing. 
Correctional officers quickly inspect individuals to determine who may be too ill to wait for routine 
screening or to be admitted. Those identified to get immediate medical clearance are pulled away from 
the group prior to admission. 

Mental health-trained correctional staff are generally correctional officers or deputies assigned to 
specific roles in identifying and interacting with individuals in need of mental health services. These staff 
include but are not limited to Officers who provide receiving screening in local jails Officers designated 
as mental health liaisons Officers who administer or deliver mental health medication Officers assigned 
to a mental health program. 
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Receiving screening is process of structured inquiry and observation intended to identify potential 
emergency situations among new arrivals and to ensure that patients with known illnesses and those on 
medications are identified for further assessment and continued treatment. 

 

PROCEDURES: 

A. Immediately upon arrival at the facility, correctional staff will complete a quick assessment of the 
individual's physical and mental status. Individuals who are unconscious, semiconscious, bleeding, 
mentally unstable, or otherwise in need of medical attention are immediately referred to health 
care staff. Health care staff will: 

1. Provide health care as indicated by the individual's condition. 

2. Refer the juvenile to mental health treatment staff for care and evaluation as indicated 

3. Arrange for appropriate housing, including isolation, to meet the individual's medical or mental 
health needs and/or 

4. Refer the juvenile to a community hospital for further care. 

5. Receive written medical clearance for admission to the facility upon a juvenile return from the 
hospital. 

B.  As soon as individuals are cleared through security, receiving screening is completed by a licensed 
nurse and recorded on the Admission Screening Physical Form. In the unlikely event that an 
admission arrives in absence of nursing coverage, health trained liaisons will perform health 
screening and notify nursing staff on call for disposition. 

C. The Admission Screening Physical forms are approved by the site Medical Director and include 
inquiry into the following: 

1. Current and past illnesses, health conditions, or special health requirements. (e.g. dietary needs) 

2. Past serious infectious disease 

3. Recent communicable illness symptoms (e.g. chronic cough, lethargy, weakness, weight loss, loss 
of appetite, fever, night sweats, ectoparasites). 

4. Past or current mental illness and complaints 

5. History of or current suicidal ideation or self-injurious behavior 

6. History of inpatient and outpatient psychiatric treatment 

7. Dental problems 

8. Allergies 

9. Use of alcohol, legal and illegal drug use including type, amount, time of last use and presence of 
any withdrawal symptoms 

10. History of alcohol or drug treatments 

11. Current or recent pregnancy 

12. Current immunization status 

13. All currently prescribed medication 
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14. Other health problems as designated by the Site Medical Director 

D. Screening shall include observation of: 

1. General appearance (sweating, tremors, anxiousness, disheveled) 

2. Behavior (e.g. disorderly, appropriate, insensible, depressed, aggressive, psychotic) 

3. State of consciousness (alert, responsive, lethargic) 

4. Ease of movement (e.g. body deformities, gait) 

5. Breathing (e.g. persistent cough, hyperventilation) 

6. Skin (lesions, jaundice, rashes, infestations, bruises, scars, tattoos, and needle marks or other 
indications of drug abuse) 

7. Evidence of abuse or trauma. 

E. Juveniles who are identified as potentially infectious shall be isolated as clinically indicated. 

F. Juveniles entering the facility on prescription medication shall continue to receive the medication 
in a timely manner as prescribed, or acceptable alternate medications are provided as clinically 
indicated through direct health care providers orders. It shall be the practice at the facility that on 
the day of admission, the juvenile’s active psychotropic medication prescriptions and available 
historical information relative to the juvenile’s history of treatment and diagnosis are reviewed with 
the psychiatric health care provider. Medication orders are given on the day of admission and 
medications are obtained as indicated. 

G. Disposition of the juveniles is noted on the approved form as: 

1. Referral to an appropriate health care service is made on an emergency basis 

2. Placement in the general population with referral to appropriate routine health care service. 

3.Placement in the general population 

4. Referral to appropriate health service for immediate medical isolation or housing. 

5. Newly admitted juveniles shall be housed and receive services separately for a period of seven (7) 
days before assignment to general population. This shall include out to court returns and other 
readmissions to the correctional facility. 

6. The screening form shall include the date, time, signature and title of the staff member completing 
the screening. 

7. The screening form shall be a part of the permanent health record. 

8. The following guidelines shall apply to newly admitted juveniles and pregnant females: 

a. Medication and vaccines shall not be given to newly admitted female juveniles prior to their 
having received an admission history and physical exam, admission lab, and pregnancy testing 
except upon direct orders from the Health Care Provider. 

b.  This applies to self-initiated over the counter medications, medications prescribed by nurses 
via clinical guidelines, vaccines/immunizations, and any prescription medical or psychotropic 
medication being taken prior to admission. 
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H.  Direct written or verbal orders must be received from the Health Care Provider if a juvenile is in 
need of medication of any type prior to completion of the admission examination. 

I. Self-initiated medication and or medication medications or vaccines outlined in the nursing 
clinical guidelines may not be utilized for pregnant females. Direct Health Care Provider orders must be 
obtained for any medication and or vaccines during pregnancy. 

J. The admission screening process shall include administration of: 

1. T.B. Skin test and/or TB questionnaire and/or chest x ray as appropriate. May proceed with PPD 
for all juveniles including pregnant females unless documented past positive for TB infection, TB 
disease, or documented allergy to PPD antigen (Refer to Nursing Clinical Guideline #2000 TB Active 
or Latent) 

K.  Update of the juveniles' immunization status shall occur within thirty (30) days of receiving 
screening. Immunization history shall be obtained from the parents, family physicians, schools, or 
through DHE web IZ as necessary to ensure that the juveniles are protected. 

L. If a woman reports current opiate use, she is immediately offered a pregnancy test to avoid opiate 
withdrawal risks to the fetus. 

M. A pregnancy test is offered to all females upon arrival and the juvenile is referred to health staff 
within 48 hours for testing. 

N. Sexually transmitted diseases (chlamydia, gonorrhea, HIV, and syphilis where there is a significant 
prevalence) testing is offered to all juveniles upon arrival or within 24 to 48 hours, consistent 
with national guidelines. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Transfer Screening Revised: 07-01-2019 
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POLICY: 

The facility shall ensure that basic physical and mental health screening is performed immediately (within 
one (1) hour) upon the juvenile’s arrival by health trained security personnel to identify at the time of 
arrival any acute health problems or mental health crisis. 

A transfer screening shall be performed by qualified health care personnel on all intra-system transfers 
upon arrival at the facility in order to ensure that juveniles continue to receive appropriate health 
services for health needs already identified and to avoid unnecessary repetitive tests and services. 

The facility shall ensure that health information is shared when juveniles are transferred to jurisdictions 
outside the juvenile correctional facility to ensure continuity of care. 

DEFINITIONS: 

Intra-system transfers are juveniles being transferred from one facility to another within the same 
correctional authority’s system. 

Comprehensive health summaries are documents containing relevant health information including, 
medical, dental, and mental health diagnoses, medications, significant chronic conditions, and pending 
health referrals. 

PROCEDURES: 

A. The facility transferring juveniles out to another juvenile detention facility shall facilitate continuity 
of care and smooth transition of health care as per the following guidelines: 

1. The facility classification and records department shall provide timely notification to health services 
of impending transfers. 

2. The health record shall be reviewed to identify any unmet health needs, and to communicate the 
overall health status and ongoing health needs of the juvenile. 

3. Pertinent health information shall be recorded on the Transfer Screening form  

4. Unfiled documents shall be placed in the health record. 
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5. Medication and mediation administration records shall be prepared for transfer to the receiving 
facility. 

6. Any special medical supplies as indicated shall be prepared for transport with the juvenile. 

7.  The Health Services Administrator (H.S.A.) and or designee from the transferring facility shall 
communicate with the H.S.A from the receiving facility any special needs of the juvenile. 

8. A face to face encounter with the juvenile shall occur prior to transfer with the goal of identifying any 
acute health issues or communicable illness. The juvenile shall be screened for ectoparasites. The 
juvenile’s temperature and screening clearance shall be recorded on the Transfer Screening form  

9. The Health Service Administrator or Director of Nursing shall consider a medical hold on the transfer 
of a juvenile who is febrile or exhibits any acute distress or signs and symptoms of a communicable 
illness until Health Care Provider evaluation and clearance is obtained. 

10. The Health Services Administrator, Site Medical Director, Superintendent or designee and the Clinical 
Program Administrator shall collaborate as needed when the appropriateness of a transfer is in 
question. 

11.  The Mental Health Coordinator shall be the resource person for determination of mental health 
issues that could prevent transfer. 

B. Nursing staff shall review each incoming juvenile’s record and transfer sheet as soon as possible and 
at least within twelve (12) hours of arrival. The record review shall focus on: 

1. Identification and scheduling of any missing initial assessments (medical, mental health, or dental). 

2.  Review of immunization status. Vaccine update shall occur within one (1) week of transfer screening. 
Immunization history shall be obtained from parents, family physicians, schools, or through the KDHE 
Web IZ as necessary to ensure that the juveniles are protected. 

3. Allergies 

4. Pending appointments or specialty caregiver 

5. Last PPD 

6. Treatment plans for current health problems and chronic disease treatment plans. Classification 
limitations 

7. Medication needs 

C. Medical records staff shall file any loose documents from the sending facility in the health record as 
indicated. 

D. The Receiving Screening form shall be completed and shall accompany all juveniles upon transfer. 

E. A face to face receiving screening shall occur upon arrival at the facility. Screening shall include the 
following: 

1. Observation of general appearance and behavior, physical deformities, and or any evidence of abuse 
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or trauma. 

2. Inquiry about any problems that the juvenile may have had during the transfer process. 

3. Evaluation of suicide risk 

4. Review of allergies 

5. Current treatment for medical, dental, or mental health problems 

6. Current medications 

7. Whether the juvenile has a current medical, dental, or mental health complaint. 

F. Upon completion of the face to face encounter, health care staff shall complete a mental health 
referral on the Mental Health Staff Referral form if any of the following are present. 

1. Signs of acute mental illnesses 

2. Psychological distress 

3. Danger of harm to self or others 

4. Takes psychotropic medications 

G. Disposition of the juvenile shall be noted on the Receiving Screening form as: 

1. Referral to appropriate health care personnel is made on an emergency basis 

2. Placement in the general population with later referral to appropriate health care personnel 

3. Placement in the general population. 

H. The screening form shall include the date, time, signature and title of the staff member completing 
the screening. 

I. The form shall be a part of the permanent health record. 

J. Each facility transferring juveniles out to court shall facilitate continuity of care and smooth 
transition of health care as per the following guidelines: 

1. The Facility classification and records department shall provide timely notification to health services 
of impending court transfers. 

2. The health record shall be reviewed to identify any unmet health needs, and to communicate the 
overall health status and ongoing health needs of the juvenile. 

3. A face to face encounter with the juvenile shall occur prior to transfers out of the facility with the 
goal of identifying and acute health, or communicable disease issues. Pertinent health information, 
ectoparasite screening clearance and temperature shall be recorded on the Court Transfer Screening 
form 

4. Medication shall be provided according to guidelines as outlined in medical Policy and Procedure D- 
01 (Pharmaceutical Operations). 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-E-03 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-E-03 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF- 4C-02, -4C-09 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-23 
ACA: 2012 Standards Supplement- no revisions 

 

5. Any special medical supplies shall be prepared for transport with the juvenile in a quantity sufficient 
to allow for procurement by the receiving jurisdiction. 

6. The juvenile shall be screened for ectoparasites. The juvenile’s temperature and screening clearance 
shall be recorded on the Court Transfer Screening form  

K.  Where the health record or health information transfer summary is not available to the screening 
staff, a face-to-face transfer screening encounter at minimum includes: 

• Identification of acute and chronic health conditions 

• Evaluation of suicidal risk 

• Review of any allergies 

• Observation of appearance and behavior 

• Problems the juvenile recounts that occurred during the transfer process 

L.  Documentation of the transfer screening is dated and timed immediately upon completion and 
includes the signature and title of the person completing the process. 

M. Arriving Transfers 

1. Intrasystem transfer juveniles receive a face to face health/mental health screening by health 
trained or qualified health care personnel, which commences on their arrival at the facility.  Findings 
are recorded on a screening form approved by the health authority. 

2. At a minimum, the screening includes the following: 

a. Inquiry into: 

• whether the juvenile is being treated for a medical, mental health or dental problems 

• whether the juvenile is currently on any medication 

• whether the juvenile has a current medical, mental health or dental complaint 

• whether the juvenile has a present suicide ideation 

• whether the juvenile has a history of suicidal behavior 

• whether the juvenile has a history of inpatient and/or outpatient psychiatric treatment 

• whether the juvenile has a history of treatment for substance abuse 

b. Observation of: 

• general appearance and behavior 

• physical deformities 

• evidence of abuse or trauma 

• current symptoms of psychosis, depression, anxiety and/or aggression 

c. Disposition of juveniles: 

• cleared for general population 

• cleared for general population with appropriate referral to health care and/or mental 
health service 
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POLICY: 

Juveniles at this facility shall receive initial and periodic health assessments in order to identify chronic 
health conditions, communicable disease, and or mental illness and to meet the juvenile’s health needs. 

The initial health assessment shall be completed no later than five (5) calendar days after admission to 
the facility by appropriately trained physician assistants, advance practice registered nurses, physician 
trained nurses, or physicians. 

The exam shall determine if the resident requires medical attention or poses a threat to the health of 
staff or other residents.  

A full medical examination is not required if there is documented evidence of a complete health 
examination within the previous 90 days, in such cases, a physicians or qualified health care practitioner 
shall review the resident’s health record and update as necessary. 

The H.S.A. shall ensure that financial responsibility for pre-existing conditions is not accepted by the 
detention center.  The H.S.A. shall notify the Superintendent of any pre-existing condition that falls under 
this category. 

Periodic health assessments shall be completed annually on all juveniles. 

DEFINITIONS: 

The health assessment is the process whereby an individual’s health status is evaluated, including 
questioning the patient about symptoms. The extent of the health assessment is defined by the 
responsible physician but should include at least the steps noted in this standard. 

A physical examination is an objective, hands-on evaluation of an individual. It involves the inspection, 
palpation, auscultation, and percussion of a patient’s body to determine the presence or absence of 
physical signs of disease. 

For the health assessment, a treating clinician is defined as a nurse practitioner, physician assistant, or 
physician. 

Clinically significant findings are any deviation from the normal that significantly impacts the health, 
safety, and welfare of the patient. 

PROCEDURES: 

The health assessment shall be documented on a form approved by the Site Medical Director and 
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shall become part of the permanent health record. 

A. An age appropriate initial health assessment shall include but is not limited to: 

1. Review of the intake screening results, previous medical examinations, testing and health 
problems 

2. Collection of additional data to complete the medical, dental and mental health histories. The 
health history includes information on the juveniles' participation in risky behavior, including 
sexual activity. 

3. Review of immunization history. The immunization nurse shall obtain the patient's 
immunization history. Schedules will be updated as indicated within thirty (30) days of the patient's 
admission. 

4. Recording of vital signs to include temperature, pulse, respirations, blood pressure, height, 
weight, and BMI 

5. A physical examination (including breast, rectal and testicular exams when indicated by the 
patient's gender, age and risk factors) 

6. Gynecological assessment of females as indicated by age, risk factors and HCP orders. 

7. Lab or diagnostic tests for sexually transmitted infections shall be ordered by the Health Care 
Provider as deemed clinically indicated when the patient has any positive STI. 

8. Initiation of therapy as appropriate 

9. The hands-on portion of the health assessment is performed by a physician, physician assistant, 
or advance practice registered nurse (Health Care Provider). The Site Medical Director shall 
document his or her review of physician assistant, advanced practice registered nurse or other 
practitioner health assessments when significant findings are present. 
10) Admission orders shall be documented on the Admission Guidelines Patient Note form as appropriate 

for male or female patients. Admission lab shall include: 

a. CBC 

b. Chem Profile 

c. VDRL 

d. Dipstick Urinalysis for Chemistry 

e. Dipstick Urinalysis for pregnancy on all females 

f. UA for Chlamydia and Gonorrhea 

g. HIV testing and counseling will be provided on request and as indicated based on risk factors 
and presence of another STD's. 

h. PPD 

I. If patient is on Lithium, Valproic Acid, Tegretol, Phenobarbital, or Dilantin, contact the Health 
Care Provider to review need for blood levels. 
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B. Pap smears shall be provided according to the following guidelines: 

1. All females who have a history of abnormal pap smears. 

2. Annually for all females age twenty-one (21) or older. 

3. When ordered by the HCP. 

C. At the time of the health assessment a member of the health care staff shall counsel/provide 
information to the patient on: 

1. Healthy lifestyles including counseling regarding sexual behavior, prevention of sexually 
transmitted infections and avoidance of tobacco, alcohol and another drug use. 

2. Dietary habits and physical activity. 

3. Self-breast and self-testicular examination. 

D. Readmissions: Health assessments are not required for juveniles readmitted to the facility when 
the last health assessment was performed within ninety (90) days and when the juvenile’s new 
receiving screening shows no change in health status. The juvenile shall be referred to the Health Care 
Provider to assess the need for any further health evaluation. 

E. Periodic Health Assessments: All juveniles shall receive a health assessment annually that includes: 

1. General consent to treat form signed by Superintendent 

2. Signed Refusal to submit to treatment form  

3. Height and weight, BMI) 

4. Temperature, pulse, respiration, blood pressure 

5. Visual acuity (both near and far) 

6. Lab work as determined by the Health Care Provider/ 

7. TB Skin Testing or TB symptom Questionnaire (annually). If positive refer to TB screening Latent 
or Active, Nursing Clinical Guideline 2000. 

8. Pap smear if positive history for abnormal pap and/or age 21 or older, and when so ordered by 
the HCP 

9. Immunization review and update as per KDHE guidelines. 

10. Hearing screenings shall be conducted by the school. Results of hearing screenings shall be 
forwarded to the medical department and reviewed by the Health Care Provider 

F. Initial and Periodic Health Assessments shall be documented on the Admission Screening Physical 
form or the Annual Physical Examination form  

G. Medical Classification shall be updated at each annual health assessment and more 
frequently when indicated. 

H. Juveniles receive an initial health assessment as soon as possible, but no later than 5 days of the 
juvenile’s arrival at the facility, excluding intra-system transfers. 
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1. If there is documented evidence of a health examination within the previous 90 days, a new 
examination is not required, except as determined by the medical director. 
2. The health appraisal, completed by a qualified health-care professional, shall include at least the 
following: 
a. Review of the earlier admission screenings. 

b. Review of results of the previous medical examinations, tests, and identification of problems. 
c. Recording of height, weights, and vital signs (pulse, blood pressure, respiration, and 

temperature). 
d. Collection of additional data to complete the medical, dental, mental health, and immunization 

histories. 
e. Consultation with a health care practitioner, as appropriate. 

I. The health examination, completed by a health-care professional, shall include at least the following: 
f. Review of the earlier admission screening results, appraisal data, previous medical 

examinations, testing, and health problems 
g. Physical examination, including review of mental and dental status. 
h. Request for any additional data to complete the medical, dental, mental health, and 

immunization histories. 
i. Orders for laboratory and/or diagnostic tests to detect communicable disease, including 

sexually transmitted diseases and tuberculosis. 
j. Other tests and examinations as appropriate. 
k. Initiation of therapy, when appropriate. 
l. Development and implementation of a treatment plan, including recommendations concerning 

housing and program participation. 
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POLICY: 

Juveniles shall receive a behavioral health screening by the nursing staff 
upon intake. Juveniles with positive screens will be referred and the 

nursing staff shall request the resident receive a behavioral health 

evaluation. 

All juveniles will receive an initial behavioral health screening upon entry 
to the juvenile facilities, within 1 hour of arrival.  

The results of the screening and evaluation will become part of the medical record. 

Juveniles found to be suffering from serious behavioral health problems 

or developmental disabilities are referred for behavioral health 

treatment as soon as possible to prevent deterioration in their level of 
functioning and to receive necessary treatment in a timely fashion. 

All juveniles will be provided a behavioral health classification according 
to diagnosis and level of functionality to assist in placement, treatment, 

and classification decisions. 

DEFINITIONS: 

Qualified behavioral health professionals include psychiatrists, 
psychologists, master’s level psychologists, psychiatric social workers, 
psychiatric nurses, and others who by virtue of their education, 

credentials, and experience are permitted by law to evaluate and care 
for the behavioral health needs of patients. 

Screening for intellectual functioning includes inquiry into any history 
of developmental and educational difficulties and, when indicated 

referral for comprehensive standardized psychological intelligence 
assessments as appropriate. 
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Violent behavior: expressive violence initiated as a result of an 
interpersonal altercation where the goal is to injure the other person or 

as instrumental violence where the goal of the violence is to obtain 
something from the person (usually the result of criminal intent). 

PROCEDURES: 

A. Intake Behavioral Health Screening: 

1. Upon admission, a behavioral health screening will be 

completed by a nurse, or behavioral health trained personnel. 

The behavioral health screening will be documented in the 

electronic medical record. 

2. The initial behavioral health screening includes observation 

of the juvenile’s behavior and an interview with inquiries 

into: 

a. History of psychiatric hospitalizations and outpatient 

behavioral health treatment 

b. History of suicidal ideation, suicidal behavior, and non-

suicidal self-injurious behavior 

c. History of violent behavior 

d. History of victimization, including physical and sexual abuse 

e. History of cerebral trauma or seizures 

f. History of sex offenses (including current offense) 

g. History of exposure to traumatic life events and losses 

h. Current prescribed psychotropic medication 

i. Current suicidal ideation, homicidal ideation, and non-

suicidal self-injurious ideation 

j. Current alcohol use and/or other substance use 

k. Orientation to time, place, person, situation 
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l. Emotional response to incarceration 

m. Observation of intellectual functioning 

n. Observation of evidence of abuse or trauma 

o. Observation of current symptoms of psychosis, 

depression, anxiety, and/or aggression 

3. Suicide screening instruments are age appropriate, normed, and validated. 

a. If the juvenile is identified by the suicide screening 

instrument as having a risk of suicidal behavior, a 

comprehensive suicide assessment is conducted by a 

qualified behavioral health professional immediately. 

PROCEDURES:  

a. Current status of: 

i. mental illnesses, mental health conditions or special mental health requirements 

ii. psychotropic medications including the name of the prescriber and pharmacy, if known 

iii. suicidal ideation or behavior 

iv. use of alcohol or substance abuse, including time and amount of last use 

v. alcohol or drug withdrawal symptoms 

b. Emotional response to incarceration. 

c. A screening for cognitive and intellectual functioning (e.g., mental 

retardation, developmental disability, learning disability). 

2. Patients with positive findings for mental health problems are 
referred for additional evaluation by a qualified mental health 

professional. 

3. The urgency of the mental health problem determines the response 
time for the mental health evaluation. 

4. Mental health referral is documented in the health care record. 

5. Suicidal and/or acutely psychotic patients are considered 
emergencies and are placed in a safe setting where they can be 
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monitored until the evaluation can be completed by a qualified 
mental health professional. 

6. Patients who require acute mental health services beyond those 
available at the facility are transferred to an appropriate treatment 

facility. 

7. Health care staff will make reasonable efforts to obtain information 
about previous mental health care history. 

8. A copy of the mental health screening is maintained in the medical record. 
 

Juveniles (both intersystem and intrasystem transfers) receive an 
initial mental health screening which includes but isn’t limited to the 

following: 

1. History of self-injurious and/or suicidal behavior. 

2. History of inpatient and outpatient psychiatric treatment. 

3. History of alcohol and another drug use. 

4. History of treatment for alcohol and another drug use. 

5. Current suicidal ideation. 

6. Current mental health complaint 

7. Current treatment for mental health problems. 

8. Current prescribed psychotropic medications. 

9. Observations of: 

a. General appearance and behavior. 

b. Evidence of abuse or trauma. 

c. Current symptoms of psychosis, depression, anxiety, and/or aggression. 

10. Disposition of Juvenile: 

a. Cleared for general population. 

b. Cleared for general population with appropriate referral to mental health services. 

c. Referral to appropriate mental health services for emergency intervention. 

 



REFERENCES 
NCCHC: Standards for Health Services in juvenile Detention and Confinement Facilities, 2015, Y-E-06 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, No standard 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-15 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-25, -4C-26 
ACA: 2012 Standards Supplement – no revisions 

 

Juvenile Health Services 
Policy and Procedure 

 

 

VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Dental-Oral Care Revised: 07-01-2019 

NCCHC: Essential ACA: Non-Mandatory No: Y-E-06.00 

 
POLICY: 

Each facility shall provide dental-oral health care sufficient to meet the serious dental needs of all 
juveniles. Such care shall be provided in a timely manner under the direction and supervision of a 
properly licensed dentist and shall include provisions for immediate access for urgent or painful 
conditions. There shall be a system of established priorities for care when, in the dentist’s judgment, the 
juvenile’s health would otherwise be adversely affected. 

The facility's intake process shall include oral screening by a qualified dentist or qualified health care 
professional trained by a dentist. 

Education shall include oral hygiene instruction as well as preventive and self-care education. 

DEFINITIONS: 

Oral care includes instruction in oral hygiene, examination, and treatment of dental problems. 
Instruction in oral hygiene minimally includes information on plaque control and proper brushing of 
teeth. 

Oral screening includes visual observation of the teeth and gums, and notation of any obvious or gross 
abnormalities requiring immediate referral to a dentist. 

Oral examination by a dentist includes taking or reviewing the patient’s oral history, an oral, head and 
neck examination, charting of teeth, and examination of the hard and soft tissue of the oral cavity with 
a mouth mirror, explorer, and adequate illumination. 

Oral treatment includes the full range of services that in the supervising dentist’s judgment are necessary 
for maintaining the juvenile’s health. 

Infection control practices are defined by the American Dental Association and the Centers for Disease 
Control and Prevention as including sterilizing instruments, disinfecting equipment, and properly 
disposing of hazardous waste. 

PROCEDURES: 

A. Dental-Oral screening by a dentist or qualified health care professional trained by a dentist is 
performed within 7 days of admission or sooner if specified by contract. 

B.  Instructions in oral hygiene and preventive oral education are given within 14 days of admission 
by dentist or dental trained staff member. 

C. A dental-oral examination is performed by a dentist within 60 days of admission. 
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D. Non-emergent dental treatment shall be accomplished through screenings, examinations, and health 
requests and prioritized by the treating dentist. Non-emergent dental treatment may include by is 
not limited to fillings, extractions, periodontal treatment, prosthetics, and crowns. Treatment shall 
be provided according to individual treatment plans and prioritized for care when in the dentist's 
judgement the juvenile’s health would otherwise be adversely affected. 

E. Radiographs are appropriately used in the development of the treatment plan. 
F. Consultation through referral to oral health care specialists including oral surgery is available as 

clinically indicated. These referrals shall be reviewed by the Care management Committee. 
Considerations shall include urgency of need versus length of sentence remaining, overall necessity 
and functional disability, risk versus benefit, and potential alternatives. 

G. Juveniles have access to preventative benefits of fluorides in a form determined by the dentist to be 
appropriate for the needs of the individual. 

H. Infection control procedures shall be followed in on site dental clinics as per the American Dental 
Association guidelines. 

I. Extractions are performed in a manner consistent with community standards of care and adhering 
to the American Dental Association’s clinical guidelines. 

J. The dental screening is completed upon admission by a qualified health care professional or health 
trained personnel. 

K. A defined charting system that identifies the oral health condition and specifies the priorities for 
treatment by category is completed 

L.  Nursing staff shall be trained by the dentist to perform initial oral screening. Documentation of the 
training shall be maintained. 

M. Emergency dental treatment shall be available to all juveniles. Emergency treatment shall include by 
not be limited to 
1. Pain 
2. Infection 
3. Suspected injuries. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Non-Emergency Health Care Requests for Service Revised: 07-01-2019 

NCCHC: Essential ACA: Non-Mandatory No: Y-E-07.00 

 
POLICY: 

Each facility shall conduct sick call on a regular, planned basis to meet the health care needs of all 
juveniles. The sick call process shall provide juveniles the opportunity to request health care on a daily 
basis. These requests shall be documented, reviewed and triaged for immediate needs. 

DEFINITIONS: 

Daily means 7 days per week including holidays. 

Request for health care refers to oral or written petitions for medical, dental, or mental health services. 
These requests are to be documented. 

Responding to health services requests is the medical, dental, and mental health evaluation and 
treatment of as ambulatory patient in a clinical setting by a qualified health care professional. 

Clinician’s clinic is a designated time and place for physicians, nurse practitioners, physician assistants, 
dentists, or mental health clinicians to respond to health services requests. 

Clinical setting refers to an examination or treatment rood appropriately supplied and equipped to 
address the patient’s health care needs 

Triage is the sorting and classifying of juveniles’ medical, dental, and mental health requests to 
determine priority of need and the proper place for health care to be rendered. 

PROCEDURES: 

A. Juveniles have access to health services request forms at all times. 
B. The health Services Request forms shall be completed for routine health care needs (medical, dental 

or mental health). The Health Services Request forms are not required for access to care in the case 
of urgent or emergent situations. Juveniles shall be assessed immediately in these circumstances. 

C. Oral or written requests for health care, dental care or mental health care services are picked up 
daily by a member of the healthcare team and triaged within 24 hours by a qualified health care 
professional. When a request describes a clinical symptom, a face-to-face encounter between the 
patient and qualified health professional occurs within 48 hours after receiving the health care 
request (72 hours on the weekend). The disposition of the request is noted on the health request 
form. 

D. In absence of qualified health professionals, a health trained liaison reviews and responds to the 
juveniles' health request. Qualified health care staff will be available for phone consultation twenty-
four (24) hours a day. Seven (7) days per week. 
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E. When sick call is not conducted by a Health Care Provider, a health care provider is available at least 
once each week to respond to complaints the juvenile has regarding the services they received. 

F. Health Care Liaisons use triage guidelines approved by the Site Medical Director and VitalCore Legal 
Counsel. 

G. Sick call is conducted in a clinical setting by nursing personnel using Health Care Provider approved 
nursing clinical guidelines. Requests are reviewed for immediacy of need.  Juveniles will be scheduled 
for immediate evaluation when indicated. Referrals to the next health care provider clinic will be 
made as clinically indicated. 

H. A sick call appointment is not required for all health requests. Example: (request for dental cleaning, 
eyeglasses adjustment, etc.) 

I. If a juvenile report to sick call for the same health issue more than twice without resolution or 
improvement in their condition, they shall be referred to a Health Care Provider. Nurses may refer 
juveniles to a Health Care Provider at any time they feel it is indicated. Likewise, if a midlevel provider 
treats a juvenile more than twice without resolution or improvement in their condition, the juvenile 
shall be referred to a Site Medical Director. The mid-level provider may refer the juvenile to the Site 
Medical Director at any time prior, if in their professional judgment it is indicated. 

J. A Health Care Provider shall be available at a minimum of once (1) each week to respond to juveniles' 
health care needs. 

K. All juveniles regardless of where they are house shall have regular access to sick call. 

L. Regular sick call shall be conducted a minimum of five (5) times per week and more often as 
needed to meet the health needs of the population and to meet guidelines as set forth in C above. 

M. Health care staff will take steps necessary to protect the confidentiality of juveniles' health 
conditions. 

N. Completed health care requests once they have been handled will be filed in the health care 
record. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Emergency Services Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory No: Y-E-08.00 

 
POLICY: 

A Health Care Provider, Psychiatrist, and Dentist shall be on-call twenty-four (24) hours a day, seven (7) 
days a week to provide emergency medical, mental health and dental services to the juveniles within the 
facility. 

Emergency admissions to hospitals shall be the responsibility of the Site Medical Director. The Clinical 
Program Administrator shall be notified of the emergency upon admission 

Correctional and health care personnel shall be trained in proper emergency transfer and security 
procedures that allow for immediate transfer. 

The Health Services Administrator, or designee in conjunction with the Superintendent or designee, will 
determine the number and location of AED's and first aid kits. A list of these locations will be maintained 
as well as procedures for their use. Monthly inspections of the equipment will occur. 

DEFINITIONS: 

Emergency medical, dental, and mental health care is care for an acute illness or an unexpected health 
need that cannot be deferred until the next scheduled sick call or clinic because it is likely to result in 
significant deterioration of health status if there is no intervention. 

First Aid is immediate care rendered to someone who suddenly becomes ill or injured. 

Automated external defibrillators (AEDs) are electronic devices that interpret cardiac rhythms and, if 
appropriate, deliver an electrical shock to the patient. 

PROCEDURES: 

A. All health care personnel shall be trained in cardiopulmonary resuscitation (CPR), the use of 
automatic external defibrillator (AED), and emergency medical response procedures. All Health 
Services personnel shall have current CPR certification at the Health Care Provider course level. 

B. Emergency health conditions shall be treated according to established written nursing clinical 
guidelines and or upon Health Care Provider's orders. 

C. The emergency response, assessment and clinical guideline flow sheet are documented in the 
juvenile’s health record with time, date and signature. 
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D. Clinic AEDs shall be checked daily and emergency equipment shall be checked every shift making 
sure the seal of the crash cart and or emergency bag is intact. If the seal is not intact or after a medical 
emergency: contents of the bag must be inventoried for completeness.  A weekly inventory check of 
the emergency supplies is mandatory. All checks shall be initialed on the appropriate form by the 
person checking the equipment as ready for the next emergency. 

E. It is the responsibility of the person checking the emergency supplies to replace any used or missing 
items, send in work orders for non-working equipment and to inform the has or designee of any 
problems or issues with items in the bag. 

F. First aid kits shall be available at various locations in the facility. The Site H.S.A. shall approve the 
contents, number, location and procedure for periodic inspection of the kit(s). 

G. A written plan includes arrangements for the following; which are carried out when necessary: 

a. Emergency transport of the patient from the facility. 
b. Use of an emergency medical vehicle. 
c. Use of one or more designated hospital emergency departments or other appropriate facilities. 
d. Emergency on-call physician, mental health, and dental services when the emergency health 

care facility is not nearby. 
e. Security procedures for the immediate transfer of patients for emergency medical care. 
f. Notifications to the person legally responsible for the facility. 

H. Emergency drugs, supplies, and medical equipment are regularly maintained. 

I. A system is in place to facilitate access to patient mental health information in the event of mental 
health emergencies by designated staff when no mental health staff is on site. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Segregated Juveniles Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory No: Y-E-09.00 

 
POLICY: 

Each facility shall ensure that juveniles placed in segregation maintain their medical and mental health 
while physically and socially isolated from the remainder of the population. Juveniles shall continue to 
have the opportunity to request care for medical, dental or mental health problems while in segregation. 

The health record shall be reviewed, and assessment shall be completed immediately upon notification 
of placement of a juvenile in segregation. All segregated juveniles shall initially be evaluated within 
twenty-four (24) hours of admission and at least every seen (7) days thereafter. 

DEFINITIONS: 

Segregated juveniles are those isolated from the general population and who receive services and 
activities apart from other juveniles. Facilities may refer to juveniles housed in such conditions as being 
in administrative segregation, protective custody, solitary confinement, or disciplinary segregation. For 
the purposes of this standard, the living and confinement conditions define the segregated status, not 
the reason a juvenile was placed in segregation. This standard does not apply to medical isolation as 
ordered by a physician or mental health “time-out” as directed in an individual treatment plan. 

Health checks required by the standard are face-to-face encounters with the segregated juvenile to 
ascertain medical and mental health status and provide an opportunity for requests for health care. 
When problems are noted, appropriate clinical interventions are initiated that may include 
discontinuation of segregation for health reasons. If health staff identify serious health concerns, the 
RHA should be notified. 

Extreme isolation refers to situations in which juveniles encounter staff or other juveniles fewer than 
three times per day. 

PROCEDURES: 

security staff shall immediately notify health services upon placing a juvenile in segregation. 

A. Upon notification, nursing staff shall review the record of a juvenile that has been placed in 
segregation to ascertain whether existing medical, dental, or mental health needs contra indicate 
placement or require accommodation. If such needs are identified, the nurse on duty shall contact 
the H.S.A or his/her designee who shall communicate needs for alternatives to segregation and or 
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accommodations to security and administration. These needs shall be communicated both verbally 
and in writing. 

B. Nursing staff shall immediately conduct a face to face interview with the juvenile. The interview shall 
occur in the clinical setting whenever possible and as clinically indicated in accordance with safety 
and security needs of the institution. The chart review for segregation clearance and the initial 
interview shall be completed and documented on the Segregation Clearance Flow Sheet #1901. 

C. When use of force or altercation has occurred, appropriate clinical guidelines will be followed and 
documented in addition to the segregation clearance. 

D. A Refusal of Treatment shall be completed when a juvenile refuse to cooperate in a manner that 
facilitates assessment for injury in use of force and altercation incidents. In such instances, attempts 
shall continue to be made periodically by nursing staff to complete the assessment. 

E. When health care staff is not on duty, the on-call nurse shall be notified when segregation admission 
occurs. 

F. Health care staff shall monitor all segregated juveniles by completing daily rounds and documenting 
on the Daily Segregation Rounds Log The log shall include the date and  time of contact, response of 
the juvenile, admission and release dates and signature and initials of the health staff member 
making the rounds. Staff shall be alerted to increased incidence of trauma, and depression during 
segregation. Any significant health needs, signs of trauma, or psychological distress shall be 
documented in the health record and assessed as per the appropriate clinical guideline as needed. 
Health care staff is on site daily to perform daily rounds. 

G. Health services staff may request juveniles be removed from their cells to perform necessary health 
encounters in an appropriate clinical setting that is conducive to triage, examination, and treatment. 

H. Any significant findings are documented on the juveniles' health record. 

I. Mental Health staff shall visit segregated juveniles daily. 

J. administrative or program staff monitors juveniles in segregation at least every fifteen 
(15) minutes. 

K. Segregated juveniles shall have the opportunity to submit grievances. These shall be collected in a 
locked box and triaged by nursing staff. If the grievance is not medical in nature it shall be 
documented and immediately reported to the Superintendent or his/her designee. 

L.  Mental Health staff shall be notified of all segregation admissions. A mental health assessment by 
a qualified mental health professional shall be completed if the juvenile is segregated over twenty-
four (24) hours. Alternatives to segregation may be considered and or continued segregation may be 
approved. 

M. Health services shall include segregation statistics to include 

1. Number of nursing segregation rounds conducted during the month. 

2. Number of segregation sick call encounters 

3. Health status of juveniles in segregation 
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The statistics shall be forwarded to the H.S.A and Superintendent and or shared during medical 
administrative meetings. 

N. Other statistics on segregation shall be provided by operational/security staff to the 
Superintendent and Health Services Administrator to include. 

1. Number of juveniles segregated during the month 

2. Total number of days spent in segregation 

O. A mental health professional shall participate in segregation review board. In absence of a qualified 
mental health professional, a staff member from the nursing discipline shall participate in 
segregation review board. 

P. In the rare instance that a segregated juvenile’s out-of-control behavior lasts more than 24 hours, 
qualified health care professionals should: 

1. Evaluate for a medical or psychiatric condition or contraindication to continued isolation that 
warrants further evaluation and treatment 

2. Generate a written plan for urgent mental health assessment by a qualified mental health 
professional and/or the use of alternatives to segregation (e.g., return to living units under supervision, 
use of medications, transfer to a mental health facility). 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Patient Escort Revised: 07-01-2019 

NCCHC: Important ACA: Non-Mandatory No: Y-E-10.00 

 

POLICY: 

Security staffing levels at each facility shall be sufficient to ensure that juveniles can be escorted when 
necessary to meet scheduled health care appointments both inside and outside the facility in a safe and 
timely manner. 

DEFINITIONS 

None 

PROCEDURES: 

A. Health care appointments shall be conducted in a clinical setting. Clinical encounters may be 
conducted on housing and segregation units provided that the encounter is conducted in a clinical 
setting with proper privacy and basic examination equipment and supplies. 

B. Transport of juveniles to off-site health care appointments shall occur in a safe and timely manner: 

1.  Health services staff shall closely coordinate off site appointment schedules with designated security 
personnel and off-site providers in consideration of the health needs of the juvenile, availability of 
appointments with the providers and facility operations. 

2. Confidentiality of health information shall be maintained during transport to off-site health care 
appointments. The health information shall be maintained in a sealed envelope labeled “Confidential 
Health Information” and shall be addressed to the consulting provider. 

3. Health Services staff shall inform operations of any health needs or accommodations required during 
transport. A supply of medication shall be made available during transport as indicated. 

4. Medically sensitive conditions and or specific precautions to be taken by transportation officers is 
addressed and documented in the health record prior to transport. 

5.  Health services personnel may be provided to accompany security during medical transport if 
indicated: 

a. When health services staffing levels are sufficient to safely cover on site facility needs. 
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b. When the transport occurs for a non-emergent situation. Otherwise transport shall occur by 
community emergency medical services. 

C. The Health services Administration shall monitor the causes of all scheduled, but unmet clinic 
appointments. A monthly report shall be maintained and the Health Services Administrator in 
cooperation with the Superintendent shall work towards a resolution for the deficiency. Reports of 
all unmet appointments shall be logged on the Health Services Report and discussed in medical 
administrative meetings. 

D. When a patient is escorted, health staff alerts transporting custody staff to accommodations needed 
during the transport process, including instructions for administration of necessary medications. 

E. Patient confidentiality is maintained during transport. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Nursing Clinical Guidelines Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory No: Y-E-11.00 
 

POLICY: 
 

Nursing Clinical Guidelines are appropriate to the level of competency and preparation of the nursing 
personnel who will carry them out and comply with the relevant state practice acts. Standing orders may 
be used only for preventive medicine practices and emergent needs. 

Nursing clinical guidelines shall be reviewed annually by the H.S.A., Clinical Program Administrator, Site 
Nurse Administrator and Site Medical Director. 

1. Nurse Practitioners and Physician's Assistants shall practice within the limits of applicable laws 
and regulations and treatment guidelines as approved by the H.S.A. and Site Medical Director 

DEFINITIONS: 

Nursing Clinical Guidelines are written instructions or guidelines that specify the steps to be taken in 
evaluating a patient’s health status and providing interventions. Such Guidelines may include first-aid 
procedures for the identification and care of ailments that ordinarily would be treated by an individual 
with over-the counter medication or through self-care. They also may address more serious symptoms 
such as chest pain, shortness of breath, or intoxication. They provide a sequence of steps to be taken to 
evaluate and stabilize the patient until a clinician is contacted, and orders are received for further care. 

Standing orders are written orders that specify the same course of treatment for each patient suspected 
of having a given condition and that specify the use and amount of prescription drugs. Standing orders 
may be used for preventive medicine and certain emergency situations. 

PROCEDURES: 

A. Nursing clinical guidelines shall include the use of prescription medication and for those covering 
preventative practices or emergency, life-threatening situations. A subsequent order from a licensed 
Health Care Provider shall be obtained in emergency circumstances. 

B. Use of standing orders shall be limited to preventative medicine practices and for highly emergent 
treatment as described in the aforementioned paragraph. 

C. Admission history and physical examination and admission lab including pregnancy testing for 
females, shall be completed prior to any juvenile receiving new medication. This includes all 
medications, immunizations (vaccines), psychotropic medication and self-initiated over the counter 
medication and or over the counter medication as outlined in the nursing clinical 
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guidelines. Direct written or verbal orders must be received from the Health Care Provider if a 
juvenile is in need of medication of any type prior to completion of the admission examination. 

D. Self-initiated medication; prescribed medication and/or vaccine outlined in the Nursing Clinical 
Guidelines are not applicable for pregnant females. Direct orders from the Health Care Provider must 
be obtained for medications and or vaccines during pregnancy. Staff may, however, proceed with 
PPD testing. 

E. A signed declaration page shall be placed in the front of the Nursing Clinical Guidelines manual 
indicating that they have been reviewed and approved by the Site Medical Director, Clinical Program 
Administrator, Site Nurse Administrator and/or Health Services Administrator and Site Medical 
Director. 

F. Nursing Clinical guidelines shall be individually dated and signed by the responsible parties above 
when changes are made. 

G. The facility training coordinator shall document nurses' training in the use of Nursing Clinical 
Guidelines. Documentation shall include the following: 

1. That all new nursing staff is trained in the use of clinical guidelines. 

2. All nursing staff demonstrates knowledge and skills. 

3. Evidence of annual review of skills 

4. Evidence of retraining when new guidelines are introduced or revised. 

H. Nursing guidelines do not include the use of prescription medications, except for those covering 
emergency, life-threatening situations (e.g., nitroglycerin, epinephrine). Emergency administration 
of these medications requires a subsequent practitioner’s order. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Continuity and Coordination of Care During Incarceration Revised: 07-01-2019 

NCCHC: Essential ACA: Non-Mandatory No: Y-E-12.00 

 
POLICY: 

Each facility shall ensure that juveniles receive appropriate treatment and diagnostic studies consistent 
with community standards from admission to discharge from the juvenile correctional facility. 

Diagnostic and treatment results shall be used by Health Care Providers to modify and update treatment 
plans as indicated. 

Juveniles who are sent to the emergency room (ER) or hospitalized shall be seen by the Health Care 
Provider upon the juveniles return to the facility. The Health Care Provider shall review discharge orders 
and instructions, and issue follow up orders as indicated. If the Health Care Provider is not on site when 
a juvenile return from the hospital, nursing staff contact him/her to review discharge orders and 
instructions and to obtain orders as needed. 

The Health Services Administrator, Site Medical Director, Director of Nursing, and Utilization 
Management Nurse and or designee shall coordinate patient care through Care Management Committee 
in order to improve the continuity and quality of care in the most efficient manner. 

DEFINITION: 

Physician clinical chart review is an evaluation by a physician of the timeliness and appropriateness of 
the clinical care provided to patients. The number and frequency of chart reviews are expected to 
increase if significant problems are identified. 

PROCEDURES: 

A. When diagnostic tests and specialty consultation are ordered: 

1. They are completed in a timely manner in accordance with time parameters established by the 
Health Care Providers. 

2. The ordering Health Care Provider's review of results is documented in the health record. 

3. The Health Care Provider reviews the findings with the patient in a timely manner. 
 
 

B. The status of specialty consults, consultant findings and recommendations, and diagnostic study 
results shall be monitored by a designated nursing staff member and reviewed in Care 
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Management Meeting. Each site shall utilize a tracking process for monitoring the status of offsite 
referrals that includes the following components. 

1. Monitoring the timeliness of pending appointments. 

2. Transport coordination 

3.  Completion of patient and officer instruction as necessary in preparation for procedures and 
services 

4. Preparation of consultation request forms and medial summaries for the outside consultant as 

Necessary. 

5. Receipt of consultant reports 

6. Site Health Care Provider review of consultant recommendations & order processing. 

C. All referral activity shall be documented in the progress note of the health record. 

D. The Health Services Administrator and or designee shall identify and monitor obstacles to timely 
transportation for appointments to ensure that juveniles receive specialty care in a timely manner. 

E. When a juvenile return from an emergency room (ER) visit, the Health Care Provider sees the patient, 
reviews the discharge orders, and issues follow-up orders as indicated. If the Health Care Provider is 
not on site, designated health staff contacts the Health Care Provider on-call to review ER findings 
and obtain orders as appropriate. 

F. When a juvenile return from hospitalization, the Health Care Provider shall see the patient, review 
the discharge orders, and issue follow-up orders as indicated. If the Health Care Provider is not on 
site, designated staff immediately reviews the hospital's discharge instructions and contact the 
Health Care Provider for orders as needed. 

G. Health Care Providers use diagnostic and treatment results to modify treatment plans as 
appropriate. 

H. If changes in treatment are indicated, the changes are implemented or clinical justification for an 
alternative course is noted. 

I. Individual treatment plans are used to guide treatment for episodes of illness. They should at a 
minimum include: 

1. The frequency of follow up for medical evaluation and adjustment of treatment modality. 

2. The type and frequency of diagnostic testing and therapeutic regimens. 

3. When appropriate, instructions about diet, exercise, adaptation to the correctional environment 
and medication. 

J. Health Care Provider clinical chart reviews are of sufficient number and frequency to ensure that 
clinically appropriate care is ordered and implemented by on-site health staff. 
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K. Clinician treatments are based on the best available evidence-based guidelines and are 
implemented in a timely manner. 

L. Deviations from standards of practice are clinically justified, documented and shared with the 
patient. 

M. Diagnostic tests are reviewed by the clinician in a timely manner. 

N. Treatment plans including test results, are shared and discussed with patients. 

O. When patients are referred for outside care, written or verbal information about the patient and 
the specific problem to be addressed must accompany them. 

P. Chart reviews are done to assure that appropriate care is ordered and implemented, and that care 
is coordinated by all health staff, including medical, dental, mental health, and nursing. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Discharge Planning Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory 
 

No: Y-E-13.00 

POLICY: 

The H.S.A. facility shall facilitate continuity of care and transition to the community setting or placement 
for juveniles nearing release through effective discharge planning for their serious health needs. 

There is a plan to cover requirements in Statute, Residents’ Health Care Record in Post-dispositional 
Detention Programs 

DIFINITION: 

Discharge planning refers to the process of providing sufficient medications for short-term continuity 
upon release and arranging for necessary follow-up health serveries before the juveniles’ release to the 
community. 

PROCEDURES: 

Each facility ensures patient's health needs are met during transition to a community provider. 
Discharge planning may include but not be limited to: 

A. List of community providers 

B. Discussions with the juvenile that emphasize the importance of appropriate follow up aftercare. 

C. Release medication in a quantity sufficient to last until the juvenile can be seen by a community 
health care provider.  

D. Arrangements or referrals to specialized clinics, community health providers, or to a community 
hospital for juveniles with critical medical or mental health needs. 

E. Health care staff shall coordinate plans with the juvenile’s social worker and/or parents/legal 
guardians as necessary. 

F. A Medical Release plan shall be completed for all juveniles released/discharged from the facility.  

G. Each resident’s health record shall include or document all efforts to obtain treatment summaries 
of ongoing psychiatric or other mental health treatment and reports, if applicable. 

H. In addition to the information required by statute the following information shall be readily 
accessible to staff who may have to respond to a medical or dental emergency. 

 Medical insurance company name and policy number of Medicaid number 
Written permission for emergency medical care, dental care, and obtaining immunizations or a 
procedure and contacts for obtaining consent.   



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-F-01 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-F-01, -F-02 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-27 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-34 
ACA: 2012 Standards Supplement – no revisions 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Healthy Lifestyle Promotion Revised: 07-01-2019 

NCCHC: Important ACA: Non-Mandatory No: Y-F-01.00 

 

POLICY: 

To promote healthy lifestyles, juveniles are provided with access to health promotion, wellness, and 
recovery information. 

Health literature shall be made available to juveniles and educational programs shall be 
provided as appropriate for the age of the juvenile audience. 

DEFINITIONS: 

Health Education is information on preventing illness and maintaining a healthy lifestyle. 

Mental health education involves instructions on reducing relapses, using medication effectively, 
medications side effects, coping with stress, coping with problems and symptoms, building social 
supports advocating for effective treatments, and other information to help individuals develop 
personalized strategies for managing mental illness and achieving goals. 

Self-care refers to care for a condition that can be treated by the juvenile and may include over-
the- counter medications, behavioral interventions and personal choices. 

Healthy lifestyle choices are behavioral strategies and personal choices that encourage health and 
minimize development of chronic disease. 

Registered dietitian nutritionist is a term adopted by the Commission on Dietetic Registration for 
optional use by registered dietitians and is equivalent to the “registered dietitian” designation still in 
use. 

PROCEDURES: 

A. Health education and instructions in self-care shall be documented in the patient's health record at 
the time of the clinical encounter. 

B. Examples of appropriate topics for patient education may include, but are not limited to: 

1. Counseling in preparation for release 

2. Tuberculosis and other communicable diseases 

3. Hepatitis A, B, and C 

4. HIV infection and AIDS 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-F-01 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-F-01, -F-02 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-27 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-34 
ACA: 2012 Standards Supplement – no revisions 

 

5. Immunizations 

6. Substance Abuse 

7. The effects of smoking 

8. Dental hygiene 

9. Domestic violence 

10. Family planning 

11. Parenting skills 

12. Medications 

13. Perinatal/prenatal care 

14. Nutrition 

15. Personal hygiene 

16. MRSA 

17. Physical fitness 

18. Self-breast exam and testicular exam for prevention of cancer 

19. Sexually transmitted diseases 

20. Chronic diseases and disabilities 

21. Alcohol and drug use and addiction 

22. Prevention of sexual and other forms of physical violence 

23. Stress management 

C. The Facility Health Authority shall establish a health curriculum and present the material in a group 
classroom setting. Juveniles shall sign an attendance roster. 

D. The health record documents that patients receive individual health education and instruction in 
self-care for their health condition. 

F. For general health education, compliance requires, at a minimum the availability of pamphlets on 
a variety of health topics in areas accessible to all juveniles (e.g., library, housing areas). 

G. Educational programs are age- and gender-specific. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Nutrition and Medical Diets Revised: 07-01-2019 

NCCHC: Important ACA: Mandatory No: Y-F-02.00 

 

POLICY: 

Nutrition and medical diets are provided that enhance juveniles’ health and are modified, when 
necessary, to meet specific requirements related to clinical conditions. 

DEFINITIONS: 

Medical diets are special diets ordered for temporary or permanent health conditions that restrict the 
types, preparation, and/or amounts of food. Examples include restricted calorie, low sodium, low fat, 
pureed, soft, liquid, pregnancy, and nutritional supplementation diets. The medical diets addressed in 
this standard do not include special diets ordered for religious or security reasons. 

A heart-healthy diet refers to foods that are low in saturated fat, cholesterol, and sodium and high in 
fiber as promoted by the American Heart Association. 

PROCEDURES: 
1. Regular and medical diets are nutritionally adequate and appropriate for age and gender groups. 

2. Orders for medical diets are provided in writing and include the type of diet, the duration for which 
it is to be provided, and special instructions, if any. 

3. A Therapeutic Diet Manual is available to the medical staff for reference. 

4. A registered dietitian, registered dietitian nutritionist, or licensed dietitian (as permitted by state 
scope of practice laws) reviews medical diets and menus for nutritional adequacy at least every 6 
months and whenever a substantial change in the menus is made. Review may take place in a 
documented site visit or by written consultation. Written documentation of menu reviews includes 
the date, signature, and title of the consulting dietitian. 

5. Workers who prepare regular and medical diets are trained and supervised in preparing the diets, 
including appropriate substitutions and portions. 

6. When juveniles refuse prescribed diets, follow-up nutritional counseling is provided. 
 

7. A dietician retained by the facility is responsible for the review of medical diets on an annual basis 
for nutritional adequacy and compliance with Recommended Dietary Allowance for appropriate age 
groups and whenever a substantial change in the menu is made. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-I-04 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-I-04 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF--4C-44 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF--4C-42 
ACA: 2012 Standards Supplement-No standard 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Hunger Strikes Revised: 07-01-2019 

NCCHC: Important ACA: No designation No: Y-F-02.01 

 

POLICY: 

HealthCare staff will monitor the medical condition of juveniles on a hunger strike. Complete refusal of 
both food and drink may result in serious medical complications within days. Refusal to accept food while 
continuing to accept liquid nourishment is less dangerous. If calorie-containing liquids are accepted, the 
circumstances should not be considered a hunger strike unless continuing weight loss is documented. 

PROCEDURES: 

1. When a juvenile is identified as being on a hunger strike, he/she should be referred to Health Services 
for a physical assessment, including weight and vital signs. The findings of the assessment should be 
documented in the juvenile’s health record. Baseline laboratory testing, diagnostic profile and urine 
dipstick will be performed at the discretion of the physician/physician extender. A serum pregnancy 
test will be completed on females who are on a hunger strike (as appropriate). 

2. The juvenile will be referred to mental health for a psychological evaluation. On-going mental health 
evaluations will be scheduled as indicated by the initial psychological evaluation. 

3. Following the initial evaluations, the juvenile is assessed at least every 24 hours while on a hunger 
strike. The evaluation includes an assessment for dehydration and malnutrition as well as weight and 
vital signs. A registered nurse may complete the assessment. The assessments are documented in 
the juvenile’s health record. Additional monitoring may be ordered at the discretion of the site 
Medical Director. 

4. Health staff will counsel the juvenile on the consequences of the hunger strike on a regular basis. 
The counseling is documented in the juvenile’s health record. 

5. Juveniles may refuse services; however, they are required to report to the health services unit to 
refuse directly to the health staff. This will give the health staff the opportunity to observe the 
juvenile. The refusal is documented. 

6. The juvenile is housed in an area that best allows caloric intake to be monitored and measured.  The 
juvenile may be housed in the infirmary if warranted by their health status. 

 

7. All food items will be removed from the juvenile’s housing location and commissary privileges 
should be suspended for the duration of the hunger strike. 

8. The juvenile will be given the opportunity to partake in each scheduled meal. The juvenile should 
be provided with an adequate supply of drinking water. 

9. The HSA, Medical Director and Superintendent are apprised of the juvenile’s health condition on a 
daily basis. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-I-04 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-I-04 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF--4C-44 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF--4C-42 
ACA: 2012 Standards Supplement-No standard 

 

10. If it is determined that the juvenile’s life or permanent health status may be affected without medical 
intervention the Medical Director is notified. Health staff should attempt reasonable efforts to 
convince the juvenile to voluntarily accept treatment. 

11. In cases where refusal for care or sustenance may imminently result in loss of life or limb: 

a. The site medical director, legal department, and Superintendent shall be notified. 
b. Medical will work in concert with correctional administration if it is determined that a court 

order is indicated to intervene on behalf of the patient. 
c. An external competency exam will be conducted if recommended by the psychiatrist or the 

court. 

12. Clinical staff shall be provided the appropriate tools and guidance to care for juveniles on hunger 
strikes by the attending clinicians in charge of the mental health care for the patient. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-F-03 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, No standard 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-5G-03, -5G-05 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-34 
ACA: 2012 Standards Supplement – no revisions 
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VitalCore General Health Policy Reviewed: 07-01-2019 
Title: Exercise Revised: 07-01-2019 

NCCHC: Important ACA: Non-Mandatory No: Y-F-03.00 
 

POLICY: 

Juveniles are offered the health benefits of exercise. 

DEFINITIONS: 

Exercise is increased aerobic activity that stimulates and improves physical and mental health through 
the use of large-muscle activities such as walking, jogging in place, basketball, and isometrics. 

PROCEDURES: 

 

1. Exercise takes place outside the juvenile’s room in an area large enough to accommodate the 
activity. 

2. Exercise is offered to all custody classes of juveniles except those in transient status. Juveniles who 
are in segregated housing or lockdown are provided with opportunities to exercise daily within their 
unit. 

3. The frequency of exercise is at least 1 hour daily, 7 days a week. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-F-04 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, No standard 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4B-01, 4B-02, -4B-03, -4B-08, -4B-10 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4B-10, -4B-11, -4B-12, -4B-13, -4B-14, -4B-34 
ACA: 2012 Standards Supplement – 3-JDF-4B-12 
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VitalCore General Health Policy Reviewed: 07-01-2019 
Title: Personal Hygiene Revised: 07-01-2019 

NCCHC: Important ACA: Non-Mandatory No: Y-F-04.00 
 

 

POLICY: 

The facility provides sufficient services and supplies so that juveniles’ personal hygiene needs are met.  

PROCEDURES: 

 

1. In areas where juveniles are detained for at least 48 hours, there is a tub or shower with hot and 
cold running water. 

2. All custody classes of juveniles have the opportunity to shower daily. 

3. Personal hygiene items include minimally: 

a. Soap. 

b. Comb. 

c. Soft round-bristle toothbrush. 

d. Toothpaste. 

e. Deodorant. 

f. Toilet paper. 

g. In facilities housing females, sanitary napkins and tampons. 

4. Haircuts and individual shaving instruments are available. 

5. Juveniles receive a change of outer clothing three times a week, a daily change of underwear and 
socks, and a weekly bed linen and towel change. 

6. Shower, bath and laundry facilities are in good working order. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-F-05 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-F-02 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-27 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-34 
ACA: 2012 Standards Supplement – no revisions 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Use of Tobacco Revised: 07-01-2019 

NCCHC: Important ACA: Non-Mandatory No: Y-F-05.00 

 

POLICY: 

The facility is smoke free for juveniles and staff, and juveniles may not use tobacco in any form. There 
are prevention and abatement activities regarding the use of tobacco products. 

 

PROCEDURES: 

 

1. For juveniles, smoking is prohibited, and tobacco may not be used in any form. 

2. For staff, smoking is prohibited inside areas. If the facility allows smoking outside, specific areas 
are designated. 

3. Information on the health hazards of tobacco is available to juveniles. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-G-01 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-G-03 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-17 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-31 
ACA: 2012 Standards Supplement – no revisions 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Chronic Disease Services Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory No: Y-G-01.00 

 

POLICY: 

Juveniles with chronic diseases are identified and enrolled in a chronic disease program to decrease the 
frequency and severity of the symptoms, prevent disease progression and complication, and improve 
function. 

DEFINITIONS: 

Chronic disease is an illness or condition that affects an individual’s well-being for an extended interval, 
usually at least 6 months, and generally is not curable but can be managed to provide optimum 
functioning within any limitations the condition imposes on the individual. 

The chronic disease program incorporates a treatment plan and regular clinic visits. The clinician 
monitors the patient’s progress during clinic visits and, when necessary, changes the treatment. The 
program also includes patient education for symptom management. 

Clinical practice guidelines are defined by the National Academy of Sciences’ Institute of Medicine as 
systematically developed, science-based statements designed to assist the clinician and patient with 
decisions about appropriate health care for specific clinical circumstances. Clinical practice guidelines 
are used to assist clinical decision making, assess and assure the quality of care, provide education about 
clinical disease, guide the allocation of health care resources, and reduce the risk of legal liability for 
negligent care. 

National clinical practice guidelines are those presented by national professional organizations and 
accepted by experts in the respective medical field. 

 

PROCEDURES: 
 

1. The responsible physician establishes and annually approves clinical practice guidelines consistent 
with national practice guidelines. These clinical pathways for the management of chronic diseases 
include, but aren’t limited to, the following 

a. Asthma. 
b. Attention-deficit/hyperactivity disorder (ADHD) 
c. Diabetes. 
d. HIV disease. 
e. Hypertension 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-G-01 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-G-03 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-17 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-31 
ACA: 2012 Standards Supplement – no revisions 

 

f. Seizure disorder. 
g. Sickle cell disease. 
h. Major mental illness 
i. Tuberculosis disease or infection. 

2. Documentation in the health record confirms that practitioners are following the clinical pathways 
by: 

a. Determining the frequency of follow up for medical evaluation based on disease control. 
b. Monitoring the patient’s condition (e.g., poor, fair, good) and status (e.g., stable, improving, 

deteriorating) and taking appropriate action to improve patient outcome. 
c. Indicating the type and frequency of diagnostic testing and therapeutic regimens (e.g., diet, 

exercise, medication). 
d. Writing appropriate instructions for diet, exercise, adaptation to the correctional environment 

and medication. 
e. Clinically justifying any deviation from the protocol 

3. The responsible physician implements a system to ensure continuity of medications for chronic 
diseases. 

4. Chronic illnesses are listed on the master problem list. 

5. The facility maintains a list of chronic care juveniles. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2011, Y-G-04 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2008, MH-G-01, -G-06 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4D-01, -4D-05 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-16, -4C-39 
ACA: 2012 Standards Supplement – no revisions 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Patients with Special Health Needs Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory No: Y-G-02.00 

 

POLICY: 

A proactive program exists that provides care for special needs patients who require medical 
supervision or multidisciplinary care. 

DEFINITIONS: 

Special needs patients include those with chronic diseases or conditions that require regular care. 
Examples of special needs patients and their conditions are provided below. 

A treatment plan is a series of written statements specifying a patient’s particular course of therapy and 
the roles of qualified health care professionals in carrying it out. 

Developmentally disabled individuals include those with limited intellectual ability who may need 
habilitation planning, assistance in accepting the limitations of their conditions, and special attention to 
their physical safety in the corrections environment. Examples of developmental disability include fetal 
alcohol spectrum disorder, autism, brain injury, and Down syndrome. 

Dialysis patients are those with end-stage renal disease requiring hemodialysis or peritoneal dialysis on 
a recurrent basis. 

Frail patients include those who suffer from conditions that impair their ability to function to the extent 
that they require assistance in activities of daily living (e.g., dressing, feeding, transferring, toileting). 

Physically disabled can refer to mobility impairments (e.g., amputation, paraplegia) or to other 
disabilities that limit a person’s daily functioning (e.g., visual, hearing, or speech impairments). 

Pregnant patients, expecting a baby refer to standards G-08.00-Contracepiton and G-09-Counseling and 
Care of the Pregnant juvenile. 

Serious communicable diseases include those transmitted sexually, through the respiratory system or by 
infected blood (e.g., HIV, tuberculosis, hepatitis). 

Patients with serious mental health needs include those with basic psychotic disorders or mood disorders 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2011, Y-G-04 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2008, MH-G-01, -G-06 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4D-01, -4D-05 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-16, -4C-39 
ACA: 2012 Standards Supplement – no revisions 

 

(e.g., manic-depressives), self-mutilators, the aggressive mentally ill, those with post- traumatic stress 
disorders, and suicidal juveniles. 

DEFINITIONS: (continued) 

A terminally ill juvenile is one whose physical condition has deteriorated to the point where the 
prognosis is less than a year to live. 

PROCEDURES: 

Individualized treatment plans are developed by a physician or other qualified clinician at the time the 
condition is identified and updated when warranted. 

1. Treatment plans include at a minimum: 

a. The frequency of follow-up for medical evaluation, and adjustment of treatment modality. 

b. The type and frequency of medication, diagnostic testing and therapeutic regimens. 

c. When appropriate, instructions about diet, exercise, personal hygiene, adaptation to the 
correctional environment, and medication. 

d. Mental health treatment plans include documentation of treatment goals and notation of 
progress (stable, improving, or deteriorating). 

2. Special needs are listed on the Master Problem List. 

3. A list of current special needs patients is maintained. 

4. The treatment plan is approved by the responsible health authority. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-G-05 

NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-G-04 
ACA: Standards for Juvenile Detention Facilities, 3rd Edition,1991, 3-JDF-4C-35 
ACA: Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-07 
ACA: 2012 Standards Supplement – 3-JDF-4C-35 
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VitalCore General Health Policy Reviewed: 07-01-2019 
Title: Suicide Prevention Program Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory No: Y-G-05.00 
 

POLICY: 
The facility will identify suicidal juveniles and intervene appropriately. The plan will include, at a 
minimum, the following components: 

 
A. Training 
B. Identification 
C. Referral/Responding to Suicidal Behavior/Ideation 
D. Evaluation 
E. Treatment 
F. Housing & Monitoring 
G. Communication 
H. Intervention 
I. Notification 
J. Review 
K. Debriefing 

 
Every effort will be made to prevent suicidal gestures and attempts in the facility through constant 
surveillance and vigilant monitoring on the part of all health personnel and facility personnel. 
All juveniles who are identified as having suicidal ideation will have a treatment plan 
addressing the clinically indicated follow-up plan. 

 
DEFINITIONS: 

Actively suicidal juvenile expresses acute thoughts of completing suicide associated with 
imminent risk. 

 
Potentially suicidal juvenile is not actively suicidal but expresses suicidal ideation or has a recent 
history of self-destructive behavior. 

 
Debriefing is a process whereby individuals are provided with an opportunity to express their thoughts 
and feelings about a critical incident, develop and understanding of critical stress symptoms, and 
develop ways of coping with those symptoms. 

 

Acutely suicidal (active) juveniles are those who engage in self-injurious behavior or threaten suicide 
with a specific plan or express a state of an immediate thought of completing suicide associated with 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-G-05 

NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-G-04 
ACA: Standards for Juvenile Detention Facilities, 3rd Edition,1991, 3-JDF-4C-35 
ACA: Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-07 
ACA: 2012 Standards Supplement – 3-JDF-4C-35 

 

imminent risk. These juveniles should be placed in constant observation. 

Non-acutely suicidal (potential or inactive) juveniles are those who express current suicidal ideation (e.g., 
expressing a wish to die without a specific threat or plan) and/or have a recent history of self- destructive 
behavior. In addition, other concerning behavior (through actions, current circumstances, or recent 
history) indicating the potential for self-injury should be placed on suicide precautions and observed at 
staggered intervals not to exceed every 15 minutes (e.g., 5, 10, 7 minutes). 

 
PROCEDURES: 

A. Training 
 

a. Health personnel and facility staff will be trained in all aspects of suicide prevention 
including the knowledge that a patient is particularly susceptible to becoming suicidal at 
any time during their incarceration, including upon admission, after adjudication, upon 
return from court, when behavior during incarceration results in new charges, following 
bad news about a family member or significant other, after suffering from some type of 
humiliation or rejection and when previous depression appears to be recurring. 

 
b. All correctional care staff working with juveniles are trained regarding recognition of 

verbal or behavioral signs of suicidal ideation during their initial orientation program and 
how to respond accordingly. Additional training will be provided annually. 

 
c. The following suicide prevention topics will be reviewed at orientation and during annual 

training: 
 

i. Understanding the demographic and cultural parameters of suicidal behavior, 
including incidence and precipitating factors 

 
ii. Responding to suicidal and depressed juveniles 

 
iii. Improving communication between correctional and health-care staff 

 
iv. Understanding referral procedures 

 
v. Understanding any special housing, juvenile observations, and suicide precaution 

level procedures and requirements 

vi. Follow up monitoring of juveniles placed on suicide precaution status, juveniles 
who have engaged in self-harming behavior, and juveniles who make an active 
attempt 

 
vii. Staff attitudes about suicide 

 
viii. High-risk suicidal periods 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-G-05 

NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-G-04 
ACA: Standards for Juvenile Detention Facilities, 3rd Edition,1991, 3-JDF-4C-35 
ACA: Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-07 
ACA: 2012 Standards Supplement – 3-JDF-4C-35 

 

 
 

ix. Identifying the warning signs and symptoms of suicidal behavior 
 

x. Warning signs/symptoms including, but limited to: 
 

1. poor self-image/feelings of inadequacy 

 
2. great concern regarding “what will happen to me” 

 
3. past history of suicidal attempt 

 
4. verbalization of a suicide plan 

 
5. extreme restlessness exhibited by behavior, such as continuous pacing 

 
6. loss of interest in personal hygiene and daily activities 

 
7. visitation refusals that previously were accepted 

 
8. depressed state indicated by crying, withdrawal, insomnia, lethargy, 

indifference to surroundings and other people 
 

9. sudden drastic change in eating or sleeping habits 
 

10. hallucinations, delusions, or other manifestations of loss of touch with 
reality 

 
11. sudden marked improvement in mood following period of obvious 

depression 
 

12. responding to suicidal and depressed juveniles 
 

13. identifying risk despite denial of risk 
 

B. Identification/Assessment: 

a. New juvenile admissions into the facility receive an admission screening by a licensed 
nurse which is documented in the electronic health record and assesses each 
patient’s potential for suicide. (See Medical Policy and Procedure, E-02 Receiving 
Screening) 

 
b. All juveniles are assessed within one (1) hour of admission to the facility. 

 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-G-05 

NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-G-04 
ACA: Standards for Juvenile Detention Facilities, 3rd Edition,1991, 3-JDF-4C-35 
ACA: Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-07 
ACA: 2012 Standards Supplement – 3-JDF-4C-35 

 

i. The behavioral health professional will review the completed risk assessment(s). 
 

ii. If the juvenile is initially assessed as having positive indicators for suicide, 
the receiving staff will notify a behavioral health staff member for an 
immediate suicide precaution screen. 

 
iii. Juveniles who are identified as being at risk for suicide shall not be left alone 

until evaluated by the behavioral health professional. 
 

C. Referral/Responding to Suicidal Behavior/Ideation 
 

a. If any staff member has reason to believe that a juvenile has demonstrated suicidal 
behavior, or is potentially at risk for suicide, the employee must: 

 
i. For medical emergencies, use emergency medical response procedures 

 
ii. Verbally engage the juvenile with de-escalation techniques 

 
iii. Provide constant/continuous observation, until the juvenile has been assessed a 

behavioral health professional and/or an appropriate level of observation is 
determined or additional security procedures for juvenile safety are 
implemented 

 
iv. Begin a Suicide Observation Log form to document juvenile status checks 

 
b. Immediately following recognition that a juvenile is potentially at risk for suicide, staff 

will notify the health services department and make arrangements to have the juvenile 
escorted to health services to be assessed. Health services staff may request the juvenile 
be restrained in order to maintain safety. After an initial assessment by trained medical 
staff, behavioral health will be notified to complete an immediate and comprehensive 
suicide risk assessment. 

 
c. Upon assessment, the level of suicide precautions, if indicated, will be determined by the 

behavioral health professional. 

d. If the facility is not equipped with housing and/or staff to maintain the patient’s safety 
while he/she is suicidal, arrangements will be made for treatment of the juvenile 
through the local emergency department and community behavioral health 
organizations. Notification will be made via telephone and in writing to the receiving 
facility of the potential for suicide risk and the treatment plan outline. 

 
e. After duty hours and weekends: 
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i. The on-call behavioral health professional will be contacted by onsite medical 
staff who has conducted an initial assessment of the juvenile and the behavioral 
health professional will determine if a suicide precautions placement is indicated. 
If indicated the on-call behavioral health professional will instruct onsite medical 
personnel as to the level of observation and allowable property. 

 
ii. The psychiatrist or a behavioral health professional will complete a face-to-face 

evaluation at the soonest possible time, but no later than the next business day 
with the initiation of suicide precautions status. This evaluation will determine 
subsequent actions needed to provide for juvenile support and monitoring 
during this critical period. A juvenile who has made a suicide attempt and placed 
on continuous warning, in therapeutic restraints, or requires forced medication 
will warrant an urgent evaluation and the on-call behavioral health profession 
will return to the site to complete a face-to-face evaluation as soon as possible, 
but not longer than one (1) hour. 

 
iii. If not previously notified the on-call behavioral health profession will notify the 

site Behavioral Health Coordinator and/or the Health Services Administrator if a 
juvenile has made a serious suicide attempt or requires therapeutic restraints 
or forced medication. 

 
iv. The on-call medical staff member as well as the administrative on-call staff 

member will be notified of the suicide precautions placement by designated 
facility staff. 

 
D. Evaluation 

 
a. An evaluation will be conducted by the behavioral health professional that will determine 

the individual’s level of suicide risk; level of supervision needed and need for transfer to 
an inpatient mental health facility or program. The evaluation will include but not be 
limited to: 

 
i. A mental status exam 

ii. Juveniles self-report of behavior resulting in referral 
 

iii. Review of information obtained from medical, security, programs, and other 
facility staff 

 
iv. Current suicidal risk: Ideation, plans, lethality of plan, recent stressors, goal of 

behavior 
 

v. History of suicidal behavior, ideation, causes of previous suicidal behavior, and 
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consequences of prior attempts/gestures 
 

vi. Juveniles report of his/her potential for suicidal behavior 
 

b. The behavioral health professional will consult with a psychiatry staff member and/or 
other staff clinically trained to assist in the evaluation as needed. 

 
c. All clinical visits, including mental status evaluations, will be documented in the 

electronic health record. 
 

d. The evaluation includes directions for follow-up assessments and treatments during and 
after the juvenile’s discharge from suicide precautions. 

 
E. Treatment 

a. After clinical evaluation, the behavioral health professional completing the assessment 
will document the results, including any changes in the juvenile’s observation level, on 
the appropriate behavioral health forms as well as in the juvenile’s electronic health 
chart. 

 
b. If it is determined that a juvenile should be placed on suicide precaution status, a 

behavioral health professional will re-assess the juvenile’s condition at a minimum on a 
daily basis to identify any change in condition indicating the need to modify supervision 
level or initiate a transfer. 

 
c. Interventions addressing the underlying reasons for the juvenile’s suicidal ideation will 

be considered. Such strategies will be addressed during follow-up treatment, after the 
heightened risk to suicide has diminished, to decrease the likelihood of relapse. 

 
d. After the juvenile is discharged from suicide precaution status, the frequency of periodic 

follow-up assessments shall be determined, with the first follow-up evaluation no later 
than the next business day. 

e. Each juvenile placed on suicide precaution status will have an Individualized Treatment 
Plan completed and documented in the juvenile’s electronic health record. The plan will 
include, but is not limited to, treatment goals and specific interventions designed to 
address and reduce suicidal ideation and threats, self-injurious behavior, and suicidal 
threats perceived to be based upon motivations for secondary gain or attention-seeking 
behavior. 

 
F. Housing & Monitoring 

 
a. An actively suicidal juvenile is not isolated unless continuous observation is 

maintained. 
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b. Medical/behavioral health staff will follow the facility’s plan for where juveniles on 

suicide precautions are to be housed. Recommendations by the behavioral health 
professional may be made regarding housing placement. 

 
c. All rooms housing actively, or potentially suicidal juveniles are as suicide- 

resistant as possible. 
 

d. Suicide Precautions are delineated into four different types: 
 

i. Continuous Warning (CW): This type consists of the juvenile being in constant, 
full site observation by a correctional officer. It is generally reserved for juveniles 
who are actively suicidal or imminently at risk for self-injurious behavior. 

 
1. The correctional officer documents all behaviors of the juvenile at least 

every four (4) minutes on the Suicide Precautions Observation Log  
 

2. Juveniles on this level are typically clothed in the suicide 
precaution gown. 

 
3. The Behavioral Health Professional completing the suicide precaution 

assessment, in consultation with the behavioral health treatment team, 
will indicate any allowable property on the Communication to Officers 
form. 

 
4. Refer to the facility orders regarding how to conduct appropriate welfare 

checks. 
 

ii. Suicide Warning (SWR) - Inactive: This watch consists of the juvenile being 
observed in full site by the correctional officer at staggered intervals, not to 

Exceed every seven (7) minutes, e.g. 3,5,7 minutes, in his/her cell. 
Juveniles initially placed on this level are not actively suicidal. 

 

1. The corrections officer shall document the juvenile’s behaviors with 
each full-site check on the Suicide Precautions Observation Log. 

 
2. The Behavioral Health Professional completing the suicide precaution 

assessment, in consultation with the behavioral health treatment team, 
will indicate any allowable property on the Communication to Officers 
form.  

 
3. Refer to the facility orders regarding how to conduct appropriate welfare 
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checks. 
 

iii. Suicide Watch (SWT) - Active: This watch consists of the juvenile being 
observed in full site by the correctional officer at staggered intervals, not to 
exceed every 10 minutes, e.g., 3,5,7,10 minutes. 

 
1. The corrections officer shall document the juvenile’s behaviors with 

each full-site check on the Suicide Precautions Observation Log. 
 

2. The Behavioral Health Professional completing the suicide precaution 
assessment, in consultation with the behavioral health treatment team, 
will indicate any allowable property on the Communication to Correctional 
Officers form, 

 
3. Refer to the facility orders regarding how to conduct appropriate welfare 

checks. 
 

iv. Suicide Observation (SO): This watch consists of the juvenile being observed 
in full site by the correctional officer at staggered intervals, not to exceed 
every fifteen (15) minutes. 

 
1. The corrections officer shall document the juvenile’s behaviors with 

each full-site check on the Suicide Precautions Observation Log. 
 

2. The Behavioral Health Professional completing the suicide precaution 
assessment, in consultation with the behavioral health treatment team, 
will document allowable property on the Communication to Correctional 
Officers form 

e. A juvenile’s suicide precaution status will be re-evaluated at least daily by a behavioral 
health professional and/or psychiatry staff member. Based on the clinical assessment, 
the behavioral health professional, in consultation with the behavioral health treatment 
team, will determine what, if any, modifications are made to the juvenile’s suicide 
precaution status. A behavioral health professional is the only person who can initiate, 
alter, or discontinue a juvenile’s suicide precaution status. 

 
f. When a juvenile is placed on suicide precaution, the behavioral health professional, in 

consultation with the behavioral health treatment team, shall make a determination 
regarding allowable property (e.g. type of clothing, bedding, bathing, and/or other items 
in conjunction with facility policies). As well as the manner in which food is delivered to 
the juvenile. Such information will be communicated to supervising officers via the 
Communication to Correctional Officers form 
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G. Communication 
 

a. Daily communication must be made between designated behavioral health staff and 
facility staff regarding the status of any juvenile who is on suicide precautions. 

 
b. Daily communication includes: 

 
i. The designated level of suicide precautions as documented in the juvenile’s 

electronic health record and on the Communication to Correctional Officers 
form  

ii. Privileges, property, and monitoring frequency for the juvenile as 
documented on the Communication to Correctional Officers form 

 
iii. Any additional pertinent information. 

 
c. Communication will occur to the transferring facility or community correctional staff 

member regarding juveniles who are at risk for suicide or potentially suicidal. 
 

H. Intervention 
 

a. If juveniles are found to be in the process of attempting suicide or self-injurious behaviors, 
correctional officers will take immediate measures to protect the safety of the juvenile. 

 

b. A suicide attempt is treated as a medical emergency and medical staff shall 
respond immediately. Every effort will be made to stabilize and/or resuscitate 
a juvenile who has attempted suicide while emergency medical support is 
summoned for immediate transport if necessary. 

 
c. Once any emergency medical treatment is completed, a behavioral health professional 

will immediately be contacted to complete a clinical evaluation. 
 

I. Notification 
 

a. Suicide prevention staff and individuals/entities below shall be notified in the event of a 
suicide attempt, serious self-injurious behavior, initiation of therapeutic restraints, 
forced medication, or continuous warning suicide precautions status: 

 
 

i. Medical department / Behavioral Health department 
 

ii. Shift Supervisor 
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iii. Medical department / Behavioral Health department staff on duty shall notify the 
Health Services Administrator 

 
iv. Behavioral Health staff will notify the Behavioral Health Coordinator 

 
v. The Medical department staff and Behavioral Health department staff will ensure 

the responsible Health Care Providers are informed of such incidents 
 

vi. The Shift Supervisor will notify the Superintendent or designee. The 
Superintendent shall notify family members as he/she deems appropriate. 

 
b. Should a completed suicide occur, the facility policies will be followed 

regarding notification of outside authorities and family members 
 

J. Reporting: 
 

a. The Health Services Administrator will ensure all reporting activities surrounding any 
suicide or serious suicide attempt are completed. 

 
b. Any suicide or serious suicide attempt will be reported to the Behavioral Health 

Coordinator and the Superintendent, including but not limited to: The Regional 
Psychiatric Director and the Regional Behavioral Health Director. 

 
c. All attempted suicide precaution placements, suicides, serious self-injurious behaviors, 

episodes of forced medication, and use of therapeutic restraints will be tracked via the 
monthly Health Services Report. 

K. Review: 
 

a. In the event of a serious suicide attempt, appropriate medical and behavioral health 
personnel will participate in a clinical review of the case. The Behavioral Health Director 
and/or Health Services Administrator will facilitate the review. The review will include 
events leading to the juvenile’s suicide attempt, determine the efficacy of response to 
treatment, and to evaluate future treatment considerations for the o, as well as facilitate 
future suicide prevention management. 

 
b. A serious incident review board will be convened during the course of the Care 

Management meeting for a review of the serious incident by administration, operations, 
medical, behavioral health, and any other department as directed by the Health Services 
Administrator. Video surveillance of the incident and the facility response will also be 
included as part of the incident review. The results of the review board will be provided 
to the Superintendent for any necessary action. 
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c. In the event of a completed suicide, an in-depth clinical mortality review will be 
conducted within thirty (30) days. The review shall be chaired by the Corporate Medical 
Director, attended by a Health Care Provider, documented, and shared with treating 
staff. The clinical mortality review shall evaluate the events leading up to the suicide, 
determine the efficacy of response to treatment, whether an earlier intervention was 
possible, and determine the need for changes in suicide prevention planning and policy. 

 
i. As part of the clinical mortality review, a psychological autopsy for a juvenile 

suicide shall be conducted. The psychological autopsy shall include a detailed 
review of all file information on the juvenile by a qualified behavioral health 
professional, a careful examination of the suicide site, and interviews with 
staff and family members familiar with the deceased. 

 
d. The Superintendent shall promptly notify the KBI, Commissioner, and Chief Legal Counsel 

of any completed suicides. 
 

L. Debriefing 
 

a. The Health Services Administrator will ensure that a debriefing with behavioral health 
professionals is made available to all personnel who have been affected by a suicide or 
suicide attempt. Chaplains will be consulted to help facilitate this process. The debriefing 
shall occur as soon as possible, however no later than forty-eight (48) hours after the 
event, excluding weekends and holidays. 

b. Additionally, the behavioral health staff, not directly involved in the incident, shall initiate 
and lead a unit meeting as soon as possible. The meeting will be attended by juveniles 
living in the unit order to assess those who may have witnessed or had been exposed to 
the event. 

 
1. Key components of the suicide program include: 

a. Training 
b. Identification 
c. Assessment & Referral 
d. Evaluation 
e. Treatment 
f. Housing 
g. Monitoring 
h. Communication 
i. Intervention 
j. Notification 
k. Reporting 
l. Review 
m. Critical Incident Debriefing 
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2. The use of other juveniles in any way (e.g., companion, suicide prevention aides) is not a substitute 
for staff supervision. 

3. Treatment plans addressing suicidal ideation and its reoccurrence are developed and patient follow-
up occurs as clinically indicated. 

4. When standard issue clothing presents a security or medical risk, the patient is supplied with a 
security garment that promotes patient safety and prevents humiliation and degradation. 

5. The responsible health authority approves the facility’s suicide prevention plan; training curriculum 
for staff, including development of intake screening for suicide potential and referral guidelines; and 
training for staff conducting the suicide screening at intake. 

a. Potentially suicidal juveniles are monitored on a regular basis with no more than 15 minutes 
between checks. 

b. Potentially suicidal juveniles in isolation are placed on constant observation. 
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Juvenile Health Services 
Policy and Procedure 

 

 

VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Patients with Alcohol and Other Drug Problems Revised: 07-01-2019 

NCCHC: Essential ACA: Non-Mandatory No: Y-G-06.00 

 

POLICY: 

Patients with Alcohol and Other Drug Problems are assessed and properly managed by a physician or, 
where permitted by law, other qualified health care professionals. 

PROCEDURES: 

 

1. Juveniles shall have written clinical guidelines for the management of AOD patients. Programming 
shall include onsite individual counseling, group therapy, or self-help groups for patients with AOD 
problems. 

2. The Nursing staff shall identify juveniles for substance abuse programming as necessary.  Patients 
identified with AOD are referred to institutional programs. 

3. Patients with AOD-associated disorders (e.g., liver disease, HIV) are identified and treated. 

4. Administrative staff are trained in recognizing intoxication problems in juveniles and discussing 
AOD problems with them. 

5. There is evidence of communication and coordination between medical, mental health, and 
substance abuse staff, regarding AOD care. 

6. There is on-site individual counseling, group therapy, or self-help groups. 

7. Didactic approaches to drug education are available. 

8. The substance abuse and chemical-dependency treatment program provides incentives for 
targeted treatment achievements to increase and maintain the juvenile’s motivation for treatment. 

9. Juveniles with alcohol and other drug abuse problems are identified through a standardized 
assessment process. This assessment process is documented and includes, at a minimum, the 
following: 

1. Drug and alcohol screening at initial intake to include use, abuse, and treatment history. 

2. Medical assessment for referral to a drug and alcohol crisis intervention program appropriate to 
the individual needs of the juvenile. 

3. Drug and alcohol assessment, when necessary, for program placement needs. 

4. Reassessment, if indicated clinically. 
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10. Juveniles are provided alcohol and drug-abuse education by a qualified individual. Juveniles have 
access to a chemical dependency treatment program. When a chemical dependency program exists, 
the clinical management of chemically dependents includes, at a minimum, the following: 

a. A standardized diagnostic needs assessment administered to determine the extent of 
use, abuse, dependency, and/or co-dependency. 

b. An individualized treatment plan developed and implemented by a multidisciplinary 
clinical team that includes medical, mental health, and substance abuse professionals. 

c. Involvement of the juvenile and, when possible, his/her family / guardian, in treatment, 
aftercare, and discharge planning. 
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Juvenile Health Services 
Policy and Procedure 

 

 

VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Intoxication and Withdrawal Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory No: Y-G-07.00 

 

POLICY: 

Nursing Clinical Guidelines based on national guidelines exist for managing juveniles under the influence 
of alcohol or other drugs and those undergoing withdrawal from alcohol, sedatives, or opioids. The 
VitalCore Nursing Clinical Guidelines are located in the clinic in the nursing station. 

DEFINITIONS: 

Detoxification is the process by which an individual is gradually withdrawn from a drug by the 
administration of decreasing doses of the drug on which the person is physiologically dependent, of one 
that is cross-tolerant to it, or of one that medical research has demonstrated to effective. 

Opiates are any preparation or derivative of opium, as well an opioid, a synthetic narcotic that 
resembles an opiate in action but is not derived from opium. 

PROCEDURES: 

1. Established Nursing Clinical Guidelines are followed for the assessment, monitoring, and 
management of individuals manifesting symptoms of intoxication or withdrawal. 

2. The guidelines for intoxication and detoxification are approved by the responsible physician, are 
current, and are consistent with nationally accepted treatment guidelines 

3. Individuals being monitored are housed in a safe location that allows for effective monitoring. 

4. Juveniles experiencing severe, or progressive intoxication (overdose) or severe alcohol/sedative 
withdrawal are transferred immediately to a licensed, acute care facility. 

5. Individuals showing signs of intoxication or withdrawal are monitored by qualified health care 
professionals using recognized standard assessments at appropriate intervals until symptoms have 
resolved. 

6. Detoxification is done only under physician supervision. 

7. If a pregnant juvenile is admitted with opioid dependence or treatment (including methadone and 
buprenorphine), a qualified clinician is contacted so that the opioid dependence can be assessed and 
appropriately treated. Pregnant females who are opiate dependent must not undergo opioid 
withdrawal or detoxification. 

8. A policy addresses the management of juveniles, including pregnant juveniles, on methadone or 
similar substances. Juveniles entering the facility on such substances have their therapy continued, 
or a plan for appropriate treatment of the methadone withdrawal syndrome is initiated. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Counseling and Care of the Pregnant and Postpartum Juvenile Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory No: Y-G-09.00 

 

POLICY: 

Pregnant patients receive timely and appropriate prenatal care, specialized obstetrical services, when 
indicated, and postpartum care. Pregnant juveniles are given comprehensive counseling and assistance 
in accordance with their expressed desires regarding their pregnancy. 

PROCEDURES: 

1. Counseling and assistance are provided in accordance with the pregnant juvenile’s expressed 
desires regarding her pregnancy, whether she elects to keep the child, use adoptive services, or 
have an abortion. 

2. Prenatal care includes: 
a. Medical examinations by a clinician qualified to provide prenatal care 
b. Appropriate prenatal laboratory and diagnostic tests (including offering HIV testing and 

treatment where indicated) in accordance with national guidelines for prenatal care 
c. Advice on appropriate levels of activity, safety precautions, appropriate diet and nutrition, 

and alcohol and drug avoidance 
d. Nutritional guidance and counseling 

3. Restraints are not used during active labor and delivery 
4. There is documentation of appropriate postpartum care. 
5. A list is kept of all pregnancies and their outcomes. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Aids to Impairment Revised: 07-01-2019 

NCCHC: Important ACA: Non-Mandatory No: Y-G-10.00 

 

 

POLICY: 

Medical and dental orthoses or prostheses and other aids to impairment are supplied in a timely 
manner when the health of the juvenile would otherwise be adversely affected, as determined by the 
responsible physician or dentist. 

DEFINITIONS: 

Orthoses are mechanical devices, such as braces, foot inserts, or hand splints, used to support or 
supplement weakened or abnormal joints or limbs. 

Prostheses are devices to replace missing body parts such as limbs, teeth, eyes, or heart valves. 

Aids to impairment include, but are not limited to, eyeglasses, hearing aids, canes, crutches, and 
wheelchairs. 

PROCEDURES: 

1. The H.S.A. shall provide evidence that prescribed aids to impairment are received is confirmed 
through health record documentation. 

2. Where use of specific aids to impairment is contraindicated for security concerns, alternatives are 
considered so the health needs of the patient are met. 
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Policy and Procedure 

 

 

VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Vision Care Revised: 07-01-2019 

NCCHC: Important ACA: Non-Mandatory No: Y-G-10.01 

 

POLICY: 

Eyeglasses will be provided to Juveniles if it is determined that the Juvenile cannot appropriately function 
in the facility environment due to problems with vision acuity. The Medical Director will approve 
eyeglasses as determined appropriate. 

PROCEDURES: 

1. Juveniles are screened for vision problems at the time of the health assessment. Juveniles who 
report difficulty with visual acuity will be offered a Snellen vision screening. Juveniles may request 
vision screening every two months or when changes are noticed by the juvenile or staff. 

2. Juveniles found to have visual acuity below 20/40 (both eyes together) and those who are 
unable to read printed material due to hyperopia will be referred to an optometrist for a more 
in-depth visual screening. 

3. The site’s current outpatient referral process is followed to obtain approval for the optometrist 
consult if completed off site. 

4. The Medical Director or designee will review the optometrist’s recommendations to determine 
if eyeglasses are medically necessary. 

5. The Juvenile will be provided with basic frames and lenses. Juveniles requesting designer frames 
will be required to obtain approval from the facility administration and will be required to pay 
for the glasses or as allowed by personal insurance. 

6. Replacement glasses due to loss, theft, damage, or vision change will be approved as soon as 
possible to prevent the juvenile from going without proper eyewear and vision correction. 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Care for the Terminally Ill Revised: 07-01-2019 

NCCHC: Important ACA: Non-Mandatory No: Y-G-11.00 

 

POLICY: 

A program to address the needs of terminally ill juveniles includes pain management and palliative 
care. When the responsible physician determines that care in a community setting is medically 
preferable, he or she recommends to the appropriate legal authority the juvenile’s transfer or early 
release. 

DEFINITIONS: 

A terminally ill juvenile is one whose physical condition has deteriorated to the point where the 
prognosis is less than 1 year to live. 

Early release refers to the release of a juvenile before the expiration of his or her sentence based on 
the juveniles’ terminal condition. In some states, this is known as medical parole or compassionate 
release. 

A hospice program delivers palliative care (medical care and support services aimed at providing 
comfort). Treatment is focused on symptom control and quality of life issues rather than attempting to 
cure conditions. 

PROCEDURES: 

 

1. Medical treatment and care are provided according to current community standards. Treatment 
includes, but is not limited to, appropriate and adequate pain management. 

2. In keeping with the requirements of the jurisdiction regarding end-of-life decisions for juvenile 
patients: 

a. Evidence exists through documentation in the health record, that the juvenile’s guardian has 
been given sufficient and relevant information to make informed decisions, including specialty 
and second-opinion consultations, and that the juvenile patient is involved in the process as 
appropriate for his/her age and maturity. 

3. When the facility is not equipped to provide needed services, the patient is transferred to another 
facility, hospital, or hospice that is able to meet his or her health needs. 

4. Qualified health care professionals initiate or facilitate the early release of terminally ill juveniles in 
a timely manner consistent with the laws of the jurisdiction. 

5. Mental Health services are available to the juvenile throughout the process. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-H-01 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-H-01 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-32 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-46 
ACA: 2012 Standards Supplement – no revisions 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Health Record Format and Contents Revised: 07-01-2019 

NCCHC: Essential ACA: Non-Mandatory 
 

No: Y-H-01.00 

 

POLICY: 

The method of recording entries in the health record and the format of the health record are approved 
by the responsible health authority. The health record is accessible to all qualified health services staff. 

Each resident’s health record shall include written documentation of the initial physical examination, 
an annual physical examination by or under the direction of a licensed physician including any 
recommendation for follow-up care, and documentation of the provision of follow–up medical care 
recommended by the physician or as indicated by the needs of the resident. 

The Procedure shall outline each physical examination. 

DEFINITIONS: 

Clinical record refers either to the mental health record when it is separate from the medical record, or 
the integrated mental health and medical record. Either is acceptable, although the integrated record is 
preferable. The term refers to both hard copy and electronic records. 

PROCEDURES: 

 

1. At a minimum, health record contains these elements: 

a. Identifying information (e.g., juvenile name, identification number, date of birth, sex). 
b. Problem list containing medical and mental health diagnoses and treatments, as well as known 

allergies. 
c. Receiving screening and health assessment form. 
d. Mental health screening form. 
e. Mental health evaluation forms. 
f. Psychological testing records. 
g. Progress notes of significant findings, diagnoses, treatments, and dispositions. 
h. Clinician orders for prescribed medication and medication administration records. 
i. Reports of laboratory, x-ray and diagnostic studies. 
j. Flow sheets 
k. Consent and refusal forms. 
l. Release of information forms. 
m. Results of specialty consultations and other off-site referrals and ER visits. 
n. Discharge summaries of hospitalizations and other inpatient stays. 
o. Special needs treatment plan, if applicable. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-H-01 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-H-01 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-32 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-46 
ACA: 2012 Standards Supplement – no revisions 

 

p. Immunization records, if applicable. 
q. Place, date, and time of clinical encounters. 
r. Signature and title of documenters. 

 

2. Each physical examination report shall include: 

a. Information necessary to determine the health and immunization needs of the resident, including:  

1. Immunizations administered at the time of exam 

2. Vision exam 

3. Hearing exam 

4. General physical condition including documentation of apparent freedom of 
communicable disease, including tuberculosis. 

5. Allergies, chronic conditions, and handicaps, if any 

6. Nutritional requirements, including special diets if any 

7. Restriction on physical activities, if any 

8. Recommendation for further treatment immunizations, and other examinations 
indicated 

9. Date of the physical examination 

10. Signature of a licensed physician the physician’s designee or an official of a local 
health department   

3. Each resident’s health record shall additionally include  

a. Notations of health and dental complaints and injuries and a summary of the 
resident’s symptoms and the treatment given 

b. A copy of the information required in statute and health care procedures. 
  

4. When electronic records are used, integration of health information occurs in electronic and paper 
forms. 

5. When mental health or dental are separate medical records, a process ensures that pertinent 
information is shared. At a minimum, a listing of current problems and medications is common to all 
mental health, medical, and dental records of a juvenile. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2011, Y-H-02 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2008, MH-H-02 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-31, 4D-08 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-47 
ACA: 2012 Standards Supplement – no revisions 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Confidentiality of Health Records and Health Information Revised: 07-01-2019 

NCCHC: Essential ACA: Non-Mandatory No: Y-H-02.00 

 

POLICY: 
Each facility shall keep active and inactive health records, paper and electronic, confidential and 
separate from the confinement records. Health records shall be secured at all times and accessible only 
to authorized health care personnel. Access to the health record shall be controlled by the Health 
Services Administrator or designee. 

Upon request, the Health Care Provider and/or his or her designee shall have access to information 
contained in the juvenile’s confinement record when the information would be essential to the health 
care and treatment of the o. 

The Health Services Administrator shares with the facility Superintendent need to know information 
regarding a juvenile’s medical management, security, and ability to participate in programs. 

Health care information, including diagnosis and treatment shall not be shared with the Superintendent 
or correctional staff unless there is a specific need to know to facilitate care for the juvenile. 

Health care and correctional staff receive training in maintain patient confidentiality. 

A. All medical records are kept separate from the confinement record and are stored securely in 
the medical area. 

 
B. A medical records access list shall be developed by the Health Services Administrator and 

posted in the medical records area. 

 
C. Access to electronic health records shall include safety features designed to maintain 

confidentiality. Safety features may include but are not limited to password protected log on 
information, permission for access from the Health Services Administrator, and training. Health 
care staff will log out of the electronic medical record when they leave the workstation to 
prevent others from accessing the electronic health record. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2011, Y-H-02 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2008, MH-H-02 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-31, 4D-08 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-47 
ACA: 2012 Standards Supplement – no revisions 

 

D. All inactive records are stored securely and kept for a minimum of seven (7) years beyond the 
time of adult emancipation. 

 
E. At no time are health records incorporated into the confinement record. 

 
F. The Medical Records Supervisor, at the discretion of the Health Services Administrator, is 

responsible for establishing and monitoring systems that assure the security of all health 
records. 

 
G. The Health Services Administrator may authorize release of medical information to designated 

facility staff on a “need to know” basis. 

 
H. In order to maintain health record confidentiality, unauthorized entry into the medical record, 

paper or electronic, is not permitted. Records that are transported by non-health care staff shall 
be sealed. 

 
I. When juveniles are transferred within the system, the medical record shall accompany them. A 

transfer summary is sent with juveniles who are being sent to a facility outside of the system or 
being released. These records are sealed and stamped confidential. 

 
J. All health records removed from the medical records files for purposes of review, must be 

returned to the medical record files at the end of the day. 

 
K. Non-health care staff that observe or overhear clinical encounters are instructed that 

confidentiality must be maintained. 

 
L. Confidentiality is included in the health services orientation training. In addition, staff shall be 

educated on issues such as not discussing patients’ health information in front of correctional 
staff or other juveniles, including those working in or near the health services area. 

 

DEFINITIONS: 

None 

PROCEDURES: 

1. Health records stored in the facility are maintained under secure conditions separate from 
correctional records. 

2. Access to health records and health information is controlled by the Responsible Health Authority 
(RHA). 

3. Evidence exists that health staff receive instruction in maintaining confidentiality. 

4. If records are transported by non-health staff, the records are sealed. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2011, Y-H-02 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2008, MH-H-02 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-31, 4D-08 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-47 
ACA: 2012 Standards Supplement – no revisions 

 

5. Non health staffs that observe or overhear a clinical encounter are instructed that they also are 
required to maintain confidentiality. 

1. The health authority shares with facility administration information regarding a juvenile’s 
medical management, security, and ability to participate in programs. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-H-04 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-H-04 
ACA: Performance Based Standards for Juvenile Correctional facilities, 4th Edition, 4-JCF-6F-01, -6F-02 
ACA: Juvenile Detention Facilities, 3rd Edition, 3-JDF-4C-47 
ACA: 2012 Standards Supplement – no revisions 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Access to Custody Information Revised: 07-01-2019 

NCCHC: Important ACA: Non-Mandatory No: Y-H-03.00 

 

 

POLICY: 

Qualified health care professionals have access to information in the juvenile’s custody record when 
the responsible health authority determines that such information may be relevant to the juvenile’s 
health and course of treatment. 

PROCEDURES: 

 

1. The custody record is available to the treating physician and the mental health staff when 
information contained in the custody record may influence treatment. 

2. The Health Services Administrator will request the custody record be made available for review 
on a need to know basis. 

3. Information contained in the custody record is afforded the same principles of confidentiality as 
personal health information. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-H-04 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-H-03 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-32, -4C-33 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-4C-48 
ACA: 2012 Standards Supplement – no revisions 

 

Juvenile Health Services 
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VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Management of Health Records Revised: 07-01-2019 

NCCHC: Important ACA: Non-Mandatory No: Y-H-04.00 

 

POLICY: 

The health record is maintained on site to facilitate continuity of care. 

All inactive records are stored securely and kept for a minimum of seven (7) years beyond the time of 
adult emancipation, unless otherwise required by state and federal law. 

At no time are health records to be incorporated into the confinement record. 

The Medical Records Supervisor at the discretion of the Health Services Administrator is responsible 
for establishing and monitoring systems that assure the security of all health records. 

 

The Health Services Administrator may authorize release of medical information to designated facility 
staff, health-care practitioners or medical facilities in the community only on a “need to know” basis, 
with written request or authorization of the juvenile’s parent, guardian or legal custodian. 

PROCEDURES: 
 

1. Evidence exists that the health records is available and used. 

2. When a juvenile is transferred to another correctional facility: 

a. A copy of the current health record or a comprehensive health summary accompanies the 
juvenile. 

b. For juveniles who need medical or mental health care immediately upon arrival, the record 
should be flagged in a manner that allows the receiving facility to recognize the need for 
immediate follow up 

c. The transfer and sharing of health records complies with state and federal law 

3. The jurisdiction’s legal requirements regarding records retention law are followed 

4. Health care records are reactivated in a timely manner if requested by the health care provider. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-I-01 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-I-01 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-46, -4C-47 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-3A-16 
ACA: 2012 Standards Supplement – 3-JDF-3A-16-1, -3A-16-2, -3A-33-1, 3A-43 
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VitalCore General Health Policy Reviewed: 07-01-2019 
Title: Restraint and Seclusion Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory No: Y-I-01.00 
 
 

POLICY: 
Clinically ordered restraints and seclusion are available for juveniles exhibiting behavior 
dangerous to self or others as a result of medical or behavioral health illness. 

 
Except for monitoring their health status, the health services staff does not participate in the security 
restraint of juveniles. Restraints are used for the shortest time possible. 

 
Juveniles will not be restrained in an unnatural position (for instance, hog-tied, facedown, or spread 
eagle). 

 
All staff that use restraints are trained in their proper application. Examples of typical restraint devices 
are; fleece-lined leather, rubber or canvas hand and leg restraints, 2-point and 4-point restraints and 
restraint chairs. 

 
When restraints are ordered, health staff reviews the health record for any contraindications or 
accommodations required. Restraints are not used in a manner that would jeopardize the health of the 
juvenile. If health services staff note improper use of restraints which could jeopardize the health of a 
juvenile, they communicate their concerns as soon as possible to correctional staff. 

 
DEFINITIONS: 
Clinically ordered therapeutic restraint is a therapeutic intervention initiated by medical or behavioral 
health professionals to use devices designed to safely limit a patient’s mobility. 

 
Clinically ordered seclusion is a therapeutic intervention initiated by medical or behavioral health staff 
to use rooms designed to safely limit a patient’s mobility used in conjunction with suicide precautions. 

 
PROCEDURES: 

 
A. Decision to use Therapeutic Restraints or Seclusion: 

 
a. Juveniles are therapeutically restrained or isolated in situations where serious violence 

or injurious acts to self or others have occurred or are determined to be imminent and 
are the result of a behavioral health disorder and less restrictive 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-I-01 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-I-01 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-46, -4C-47 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-3A-16 
ACA: 2012 Standards Supplement – 3-JDF-3A-16-1, -3A-16-2, -3A-33-1, 3A-43 

 

interventions or de-escalation techniques have proven to be either clinically 
inappropriate or ineffective. 

 
b. Before ordering the use of therapeutic restraints, behavioral health services staff will 

attempt to assist the juvenile in gaining control by the use of less restrictive 
techniques which may include, but not be limited to: 

 
i. Talking to the juvenile in a calm manner in an attempt to de- escalate the 

situation. 
 

ii. Placing the juvenile in an observation cell to remove from external stimuli, 
which may be escalating symptoms. This will involve suicide precautions 
placement (Continuous Warning status) and continuous observation by a 
correctional officer. 

 
iii. If the juvenile remains at imminent risk for harm to self or others, the juvenile 

will be considered for therapeutic restraints. 

 
c. The Psychiatric Health Care Provider (HCP) must be contacted to provide clinical orders 

prior to restraining the juvenile. If the Psychiatric HCP is not immediately available, the 
behavioral health professional may give initial instructions for the initiation of 
therapeutic restraints, for up to one (1) hour, while contact is made with the Psychiatric 
HCP. The psychiatric on-call list will be utilized in order to facilitate contact with 
alternate qualified providers if necessary. If after hours, the on-call behavioral health 
professional (BHP) must return to the site as soon as possible, not to exceed one 
(1) hour to evaluate the juvenile. 

 
B. Therapeutic Restraint Equipment: 

 
a. Only restraints that would be appropriate for use in the community will be used for 

therapeutic restraints. The least restrictive method for maintaining juvenile safety 
will be used. The most restrictive form of medical restraints to be used is four-point 
restraints that maintain the patient in a natural supine position. 

 
b. An inspection of the therapeutic restraints by the designated security staff, as directed 

by the Major, shall occur on a monthly basis. The purpose is to ensure that the 
institution has a set of therapeutic restraints which is complete, in good working order, 
and available for use in the area designated for therapeutic restraints. 

 
c. A memo from the Superintendent documenting the date and findings of this 

review will be addressed and sent to the Behavioral Health Coordinator annually. 
 

d. A copy will be retained by the Health Services Administrator for audit purposes. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-I-01 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-I-01 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-46, -4C-47 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-3A-16 
ACA: 2012 Standards Supplement – 3-JDF-3A-16-1, -3A-16-2, -3A-33-1, 3A-43 

 

C. Order for Therapeutic Restraints: 
 

a. The Psychiatric HCP’s order must include: 
 

i. The purpose and clinical justification for restraints 
 

ii. The type of restraints to be used 
 

iii. The length of time for use of restraints. 
 

b. Health trained correctional officers shall maintain constant observation with the 
juvenile when therapeutic restraints are ordered with four (4) minute logged checks. 
These checks are done to ensure that the patient’s respiratory status is satisfactory 
and that no injuries have occurred. Video observation will not suffice for constant 
observation. 

 
c. At least every 15 minutes, the juvenile will be assessed by a licensed health care 

professional and the following will be completed: 
 

i. Circulation, nerve damage, and sensation in extremities checked 
 

ii. Respiratory status and potential for airway obstruction 
 

iii. Mental status 
 

iv. Vital signs 
 

v. Removal of restraints, one extremity at a time, to exercise each limb for 
prevention of blood clots 

 
vi. Proper nutrition, hydration, and toileting 

 
d. In the absence of a Psychiatric HCP, in an emergency, therapeutic restraints may be 

ordered by a qualified behavioral health professional after personally examining the 
juvenile (or after receiving verbal report from operations or nursing staff for after-hours 
events) and determining that the juvenile acutely poses a threat of serious physical 
harm to self or others. Seclusion in a strip cell does not provide adequate safeguards. 

 
e. The juvenile shall be re-evaluated at least every hour by the behavioral health 

professional. Continued use of the restraints must be based on observation of the 
juvenile’s behavior and clinical condition. Checks will also include any signs of 
psychological trauma associated with restraint use. 

 

i. Qualified behavioral health professional (QBHP) must personally evaluate any 
juvenile placed in therapeutic restraints. If the event occurs after hours, the 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-I-01 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-I-01 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-46, -4C-47 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-3A-16 
ACA: 2012 Standards Supplement – 3-JDF-3A-16-1, -3A-16-2, -3A-33-1, 3A-43 

 

QBHP must return to the facility as soon as possible, not exceed one (1) hour to 
personally examine the status of the juvenile. The responsible Psychiatric HCP 
will be apprised of the juvenile’s status by the QBHP. 

 
f. When force is necessary to apply medical restraints, the Health Care Provider must be 

notified. Only the amount of force that is absolutely necessary shall be used in 
application of medical restraints. 

 
g. The Superintendent will be notified of each therapeutic restraint incident as soon as 

possible. 
 

D. Documentation: 
 

a. The qualified health professional will document in the juvenile’s health record: 
 

i. Events leading up to the use of the therapeutic restraints 
 

ii. Other methods of management and de-escalation techniques attempted 
 

iii. The type of therapeutic restraints and length of time the restraints have been 
utilized 

 

iv. An individualized treatment plan with a goal of discontinuing restraints as soon 
as possible with identified less-restrictive techniques to help alleviate behaviors 

 
b. The licensed health care professional will document assessments performed in the 

juvenile’s health record. Documentation showing offerings of nutrition, hydration, and 
toileting will also be completed.  

c.  
E. Ongoing Care of Juvenile in Restraints: 

 
a. When a juvenile is placed in therapeutic restraints, health trained correctional officers 

shall maintain constant observation and will document behaviors in the Suicide 
Precautions Observation Log every four (4) minutes. 

 
b. Medication Orders: 

 

i. Any medication ordered prior to the therapeutic restraint episode will be 
administered as previously ordered by the HCP and Psychiatric HCP.  The 
Psychiatric HCP may order additional medication during the therapeutic 
restraint episode and will be administered as ordered. 

 
ii. The juvenile may refuse psychotropic medications. If a juvenile refuses 

psychotropic medication, the qualified behavioral health professional will 
discuss the refusal with the Psychiatric HCP. 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-I-01 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015, MH-I-01 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-46, -4C-47 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-3A-16 
ACA: 2012 Standards Supplement – 3-JDF-3A-16-1, -3A-16-2, -3A-33-1, 3A-43 

 

 
iii. The Psychiatric HCP may provide an order for forced medication if deemed 

clinically appropriate. 
 

c. Ongoing verification by the Psychiatric HCP for continued restraints will occur at a 
minimum of every (1) hour. A QBHP will reevaluate the juvenile at least every hour. 

 
F. Removal of Therapeutic Restraints: 

 
a. The QBHP will evaluate the juvenile for possible removal of the therapeutic 

restraints and discuss results with the Psychiatric HCP. 
 

b. When it is determined by the Psychiatric HCP that there is no longer an acute risk of 
significant harm, the Psychiatric HCP will provide an order to the nursing staff for 
restraints removal. 

 
c. Health Trained correctional officers will execute the removal of the therapeutic 

restraints. 
 

d. Qualified behavioral health professional staff will initiate the appropriate suicide 
precautions status and provide follow-up evaluations and interventions as clinically 
indicated and documented within the treatment plan. 

 
G. The Health Services Administrator, the Superintendent, the site Psychiatric HCP, the Clinical 

Program Administrator and the Behavioral Health Coordinator will be apprised on a daily basis 
of the use of all therapeutic restraints. 

 
H. For each restraint incident, an after-incident review shall be conducted by the site, as directed 

by the Health Services Administrator or his/her designee and forwarded to the Clinical 
Program Administrator and Health Services Administrator. The outcome of the review shall be 
shared with clinical staff for improvement in processes. 

 
I. A serious incident review board will be convened during the course of the Care Management 

Meeting as determined by the Health Services Administrator. The board shall consist of 
administration, operations, medical, behavioral health, and any other department as appointed 
by the Health Services Administrator. Video surveillance of the incident and the facility 

response will also be included as part of the incident review. The results of the review board 
will be provided to the Superintendent for any necessary action. 

 
This policy takes effect immediately upon approval. This policy supersedes any existing policy as to 
medical decisions or actions 

 
 

1. Clinically ordered restraints and seclusion: 
 



REFERENCES 
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a. Use of therapeutic restraints and seclusion will comply with local state laws and regulations and 
are not used as punishment or in lieu of supervision as a convenience for staff. 

b. Therapeutic restraints and seclusion are used in the most humane manner possible with the 
goal of protecting the patient and others from harm or self-injurious behavior when less 
restrictive interventions have been ineffective or not feasible. 

c. The use of therapeutic restraints and seclusion is to occur in an appropriate treatment setting 
in which health care and/or mental health staff members are available. 

d. The treatment area is equipped with a designated room and restraint equipment appropriate 
to use in a treatment setting. Cuff or leg irons are not permitted. 

e. Health care staff are trained in appropriate use of therapeutic restraints including; indications, 
applications, positioning, monitoring, assessment, safety   precautions, and   documentation 
requirements before participating in this intervention. Annual retraining is recommended 
documentation requirements before participating in this intervention. Annual retraining is 
recommended. 

f. Justification and decision for utilization of therapeutic restraints and seclusion is documented by 
the health care staff in the medical record and includes, but is not limited to: 

i. Patient behavior prior to decision for restraints 
ii. Other less restrictive interventions attempted 

iii. Clinical justification for therapeutic restraint intervention 
iv. Notation of physician contact or attempt to contact 

g. The highest-ranking health care professional present (registered nurse minimum licensing) may 
order emergency therapeutic restraints. 

i. A psychiatrist   is   consulted   when   therapeutic   restraint   or   seclusion   is   indicated   for 
behavioral symptoms of mental illness 

ii. Mental health or health care staff may recommend restraints or seclusion in conjunction with 
the highest-ranking health care professional (registered nurse minimum licensing), but a 
physician order must be provided within one hour of the application of the restraints. “As 
needed” orders are prohibited. 

h. Physician orders for restraint or seclusion specify: 

i. Where the patient is to be placed 
ii. The type of clothing or covering the patient may wear 

iii. Medications, if appropriate 
iv. Duration of restraint or seclusion, initial order not to exceed four hours for adults and one 

hour for juveniles, and behavior-specific with a stated goal 

i. An initial face-to-face assessment by a psychiatrist, physician or mid-level provider occurs within 
1 hour of placement in restraint or seclusion. If one of these practitioners is not on site, a licensed 
mental health professional or registered nurse conducts the face-to face assessment and consults 
with a physician. If patient is released from restraints prior to the initial order time frame, a face-
to- face assessment is still conducted. 

j.   After the initial 1-hour time period, a continuation order for further restraint or seclusion is 
required and may be given for time duration of up to four hours for juveniles. A new written or 
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verbal order must be obtained every hour for up to four hours within a 24-hour period of time 
for juveniles for continued use of therapeutic restraints. 

k. Following the initial face-to-face assessment, the psychiatrist, physician, or mid-level provider 
conducts a face-to-face assessment a minimum of every 1 hour for the patient maintained in 
restraints or seclusion. 

i. If one of these practitioners is not available onsite, a licensed mental health professional or 
registered nurse may conduct the assessment and a consultation with the on-call physician 
is required 

ii. A physician must perform a face-to-face evaluation after 2 hours 

l. A patient maintained in restraints greater than a 2-hour period is seen by the medical provider 
to assess for any adverse effects / risk related to prolonged restraint. 

m. Patients are assessed by mental health staff hourly and documented in the medical record. 

n. Healthcare staff document notification of the site health care authority, medical director, and 
mental health director as follows: 

i. Upon placement in therapeutic restraints or seclusion 
ii. When restraint or seclusion use continues beyond 2 hours 

iii. Designated facility correctional administrators will be notified in accordance with site 
policy and procedure 

o. Correctional officers are responsible for the application of the restraints with observation by 
mental health and/or health care staff. Attempts to apply restraints will not occur without 
sufficient correctional staff to safely manage the patient. 

p. The healthcare staff provides the patient with an explanation of the reason for the use of 
therapeutic restraints or seclusion and of the criteria / behavior necessary for release. 

q. Once restrained, healthcare staff examine the patient for injuries that may have been sustained 
in the process and assess for proper application of the restraint so as not to impede circulation 
to the extremities. Assessments are documented in the medical record. 

r. Monitoring of the patient in restraints and seclusion: 

i. Observation by security staff for patients placed in restraint (not seclusion) should be 
continuous / constant if possible. If constant observation is not possible, security staff 
should observe at least every 15 minutes. The medical record should document if constant 
observation is not available. Observation of patient in seclusion by security staff should 
occur at least every 15 minutes. 

ii. Healthcare staff monitor and document the following information in the medical record: 

Every 15-minute checks for: 

• Circulation and nerve damage assessment 

• Monitoring of respirations 

• Altered mental status 

Every 30-minute checks for: 
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• Hygiene especially if incontinent or menstruating 

• Patient’s activity, mental status and any signs of self-injury 

Every 1 Hour: 

• Communication with the patient at least hourly, when the patient is awake to assess 
need for continued restraints or seclusion. 

Every 2 Hours: 

• Fluids offered, except during regular sleeping hours 
• Use of bathroom offered. If clinical condition contraindicates, staff maintains 

cleanliness of patient. 

• Range of motion of each extremity for patient in 4-point restraints or restraint chair, 
unless the patient is too agitated or assaultive to safely remove the restraints. One 
extremity is released at a time. 

• Vital signs 

• Restraints will not be ordered past 4 hours in any 24-hour period. 

Meals: 

• Meals are offered at regularly scheduled times. These may consist of finger foods 
only. Care is taken to prevent aspiration by keeping the patient’s head elevated. 

s. The onsite or on-call psychiatrist / mid-level provider is promptly notified in the event of a 
compromise to the patient’s mental or physical health status at any time during an episode of 
restraint or seclusion. 

t. The decision to discontinue restraint or seclusion use is determined by the psychiatrist, physician, 
or mid-level provider. 

i. When stated behavioral goals indicated in original restraint/seclusion order have been 
reached, the nurse notifies the psychiatrist, physician, or mid-level provider and obtains 
orders regarding further restraint use 

ii. Nursing staff document clinical observations, physician contact, and treatment orders in 
the medical record 

u. Restraints are removed by correctional officers. If requested, mental health/medical staff may 
assist with this process, however, such assistance will be limited to verbal, not physical, 
interventions. 

v. The Health Service Administrator maintains a log to document and track episodes of therapeutic 
restraint and seclusion. At a minimum, the log includes the following information: 

i. Patient name and identification number 
ii. Reason for seclusion or restraint 

iii. Date and time of initiation of restraint or seclusion 
iv. Date and time of discontinuation of restraint or seclusion 
v. Total duration of restraint or seclusion episode 

2. Custody ordered restraints and seclusion: 
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a. When restraints and seclusion are used by custody staff for security reasons, health care 
personnel are notified. 

b. Health care personnel review the medical record for contraindications or accommodations 
required, which, if present, are promptly communicated to appropriate custody staff. 

c. Healthcare personnel initiate health monitoring, which includes checks for circulation and nerve 
damage, airway obstruction, and psychological trauma, at regular intervals as long as the juvenile 
is restrained. 

d. If the restrained juvenile has a medical or mental health condition, the physician is notified 
promptly so that appropriate orders can be given. 

e. When healthcare personnel note that improper use of restraints is jeopardizing the health of a 
juvenile, they communicate their concerns as soon as possible to appropriate custody staff. 
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Juvenile Health Services 
Policy and Procedure 

 

VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Emergency Administration of Psychotropic Medication Revised: 07-01-2019 

NCCHC: Essential ACA: Mandatory No: Y-I-02.00 
 
 

 

POLICY: 

The right to refuse treatment is inherent in informed consent. However, exceptions may occur in 
psychiatric emergencies. 

Psychotropic medications are only administered upon written order of the responsible Health Care 
Provider. 

When the psychotropic medication is given against the juveniles will, a hearing in accordance with state 
statute will be held prior to administration whenever possible. The medical order must include the 
duration of the regimen and where and how the medication is to be administered. 

An individual treatment plan must be initiated that specifies goals for a less restrictive treatment 
alternative as soon as possible. 

Health services staff follow policies and procedures developed for the emergency administration of 
psychotropic medication “over objection” as governed by the laws applicable in the jurisdiction. 

DEFINITION: 

Forced medications are those given without the patient’s consent. 

Emergency psychotropic medications are those given without the patient’s consent and for specific, 
isolated circumstances to prevent immediate harm to self or others. 

PROCEDURES: 

A. The administration of emergency psychotropic medication over objection complies with laws and 
regulations applicable to the local and/or state jurisdiction. 

B. The patient has the right to refuse psychotropic medication except in an emergency situation that 
represents imminent danger to the patient or others. 

C. Treatment over objection with psychotropic medication is not used to control behavior or as a 
disciplinary measure. 

D. Emergency treatment over objection requires authorization either by a licensed psychiatrist or in 
consultation with a licensed psychiatrist. 

E. Emergency psychiatric treatment over objection is a short-term intervention to prevent serious 
physical injury or mortality where a juvenile is actively attempting to seriously injure self or others 
due to symptoms of a mental illness. The situation is considered a medical emergency requiring intervention 
in order to prevent serious physical injury or mortality. 
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F. The psychiatrist is responsible for deciding if emergency psychiatric treatment is clinically 
appropriate and medically necessary. 

G. The psychiatrist is responsible for determining if a request should be made for a court appointed mental 
health treatment guardian or subsequent action as governed by the laws applicable to the jurisdiction. 

H. Administration of emergency psychotropic medication over objection is limited to the following 
criteria. ALL criteria must be met and documented in the medical record: 

1. The patient exhibits symptoms of an acute or chronic mental illness 
2. The patient is in imminent danger to self or others 
3. Less restrictive or intrusive measures have been employed and have been judged to be clinically 

inadequate to stabilize the patient’s mental illness 

 
I. The order for the medication specifies: 

1. Name and dosage of the medication 
2. Frequency of dosage 
3. Route of administration 
4. Time frame for the order 

J. Documentation in the health record by the licensed practitioner who ordered the medication 
includes: 
1. A description of the patient’s mental illness and mental status examination immediately prior to 

the administration of emergency treatment 
2. A description of the imminent danger to self or others 
3. The rationale for administering emergency treatment 
4. Other less invasive treatment modalities attempted 
5. Treatment plan for less restrictive alternatives and/or transfer of the patient to an inpatient 

psychiatric facility 

K. A face-to-face assessment by the psychiatrist is required to extend an initial short-term order for 
emergency psychotropic medications. 

L. Health care staff will monitor the patient for adverse reactions and side effects. 

M. Follow-up documentation is made by nursing staff within the first hour of administration and again 
within 24 hours of administration. 

N. Non-emergent regular treatment over objection with psychotropic medications will not occur 
unless a currently active court order exists and is documented in the medical record, or the 

treatment is approved by a court appointed mental health treatment guardian and 
documented in the medical record. 

Forced psychotropic medications are employed only under the following conditions: 

A. The patient poses an imminent or immediate threat to self or others 

B All less restrictive or non-intrusive measures that have been employed have been judged by the 
treating Health Care Provider to be inadequate. 
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C. The Health Care Provider and Superintendent must be contacted prior to use of emergent 
psychotropic medications and the Health Care Provider must provide the order to administer emergent 
psychotropic medications to the patient. 

D. The responsible Health Care Provider clearly documents, in the health record the patient's 
condition, the threat posed, and the reason for the proposed forcing of medications, including other 
forms of treatment that have been attempted. 

E. Whenever possible, a documented consultation with another psychiatrist or physician is obtained 
prior to the forcing of medication and an Individual Treatment Plan) is developed that addresses the 
withdrawal of medications as soon as possible. 

F. All forced psychotropic medication orders shall be reported to the Mental Health Clinical Program 
Administrator for peer review. 
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Juvenile Health Services 
Policy and Procedure 

 

VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Informed Consent and Right to Refuse Treatment Revised: 07-01-2019 

NCCHC: Important ACA: Non-Mandatory 
 

No: Y-I-04.00 

 
POLICY: 

Health care services shall be provided in accordance with statute and policy.  The knowing and voluntary 
agreement, without undue inducement or any element of force, fraud, deceit, duress, or other form of 
constraint or coercion, of a person who is capable of exercising free choice (informed consent) to health 
care shall be obtained from the resident or parent or legal custodian, as required by law.   

The resident and parent or legal guardian, as appropriate and applicable, shall be advised by an 
appropriately trained medical professional of the material facts regarding the nature, consequences, and 
risks of the proposed treatment, examination or procedure and the alternatives to it.   

Residents may refuse in writing medical treatment and care.  Facilities shall have written procedure for: 

Explaining the implications of refusals, 

Documenting the reason for the refusal. 

When health care is rendered against the resident’s will, it shall be in accordance with applicable laws 
and regulations.   

All examinations and procedures that are governed by informed consent practices in the community are 
observed in the care of juveniles. The informed consent of next of kin, guardian, or legal custodian, 
applies as required by regulation. 

The Superintendents of the facility is considered the designee and as the juvenile’s personal 
representative for the purposes of consent. 

Exceptions to the requirement for informed consent include life-threatening conditions, emergency care 
to save life or limb, public health matters mandated by the local public Health Authority. 

When emergency care is provided without written informed consent, the clinician will exercise their best 
judgment. Thorough documentation will be completed in the medical record regarding all aspects of the 
patient's conditions and the reasons for medical intervention. 

All juveniles will retain their right to refuse medical treatment and will not be punished for exercising 
this right. 

Any juvenile may, at the time of being offered medical/mental health evaluation may accept treatment 
and/or refuse the services being offered. However, placement in close observation and special 
medical/mental health housing cannot be refused. 

Examinations, treatments, and procedures are governed by informed consent practices for juvenile care 
that are applicable in the jurisdiction. A juvenile may refuse specific health evaluations and treatments 



REFERENCES 
NCCHC: Standards for Health Services in Juvenile Detention and Confinement Facilities, 2015, Y-I-03 
NCCHC: Standards for Mental Health Services in Correctional Facilities 2015,MH-I-03 
ACA: Performance Based Standards for Juvenile Correctional Facilities, 4th Edition, 2009, 4-JCF-4C-50, -4C-693 
ACA: Juvenile Detention Facilities, 3rd Edition, 1991, 3-JDF-No standard 
ACA: 2012 Standards Supplement – no revisions 

 

in accordance with the laws in the jurisdiction. 

 (a) Physical Care and Treatment. 

When the health or condition of a juvenile requires it and the juvenile has been placed in the custody 
of the Superintendent or a person other than a parent or placed in or committed to a facility, the 
custodian or an agent designated by the custodian shall be the personal representative for the purpose 
of consenting to disclosure of otherwise protected health information and have authority to consent to 
hospital, medical, surgical, or dental treatment or procedures including the release and inspection of 
medical or dental records, subject to terms and conditions the court considers proper.  

 

PROCEDURES: 

A. A Parental Consent to Medical Care form will be included in the parental packet and sent to the 
parent(s) or legal guardian(s) of each newly admitted juvenile. 

B. In addition, the Superintendent will sign a Superintendents Consent to Medical Care for to be used 
if needed before the completed Parental Consent to Medical Care is returned from the parent(s) or 
legal guardian(s). When a juvenile return from Conditional Release or is transferred to another 
facility, a new form must be completed. 

C. The Health Care Provider or Dentist will fully inform the patient of the risks, benefits, and reasons for 
treatment or procedure in all cases of invasive procedures including dental extraction. The patient 
and or parent/guardian will be given every opportunity to ask questions and have answers provided 
to his/her satisfaction. 

D. After informing the juvenile, and when applicable, the parent/guardian, the Health Care Provider, 
Dentist, or observing nurse will complete the Explanation of Medical Services Treatment form and 
have the juvenile sign it.  A witness should be present in addition to the Health Care Provider, Dentist 
or nurse. 

E. The completed and signed form is placed in the juvenile’s medical record. 

F. The psychiatrist shall fully inform the juvenile of the risks, benefits, and reasons for psychotropic 
medication. The juvenile and parent/guardian will be given every opportunity to ask questions and 
have answers provided to his/her satisfaction. After informing the juvenile and when applicable, the 
parent/guardian, the psychiatrist or designee will complete the Mental Health Medication Consent 
form) and have the juvenile sign it. The signature shall be witnessed. 

G. The Health Care Provider, Psychiatrist or Dentist may obtain informed consent for any situation that 
is felt to warrant it. The following areas are examples that require informed consent prior to 
procedure being done: 

1. Dental extraction 

2. incision and drainage 

3. Suturing, removal of moles, warts, cysts 

4. initiation of psychotropic medication 

H. If the juvenile refuses treatment the Refusal to Submit to Treatment or Procedure form) will be 
signed by the juvenile and witnessed by a health care staff member. It will become part of the 
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medical/mental health record. 

I. The health care staffs, or health trained correctional officer in the absence of health care staff will 
document the nature of the condition for which health evaluation, treatment, or care is offered, as 
well as the nature of the services to be provided on the refusal form. The health care staff will 
document the possible risks related to refusing care or treatment offered on a Progress Note. 

J. If the juvenile refuses to sign the Refusal to Submit to Treatment or Procedure form, two 
(2) witnesses of his/her refusal to sign must be documented on the form. 

K. Juveniles will not be allowed to give a blanket refusal to treatment. Juveniles who have refused 
treatment or health care services shall be counseled concerning the consequences of the refusal 
pertaining to their health status. The juvenile will be informed that the right to subsequent treatment 
has not been waived by signing the Refusal to Submit to Treatment or Procedure form. 

L. If the refusal is of a serious nature, or if the juvenile continues to refuse treatment and his/her 
medical or mental health condition deteriorates to the point of becoming serious or life- threatening, 
the Health Care Provider shall develop a treatment plan to include parent/guardian involvement, 
mental health staff involvement, community services involvement and court services if necessary.  
The VitalCore chief Legal Counsel will be consulted, as necessary, according to risk management 
incident reporting procedures. 

M. Refusals to test for communicable disease shall be reported to the Clinical Program Administrator 
immediately to determine the need for isolation and/or further intervention. 

N. The Superintendent, Health Services Administrator, Health Care Provider, Mental Health Coordinator 
and Clinical Program Administrator will be made aware of all refusals for health care through the 
Health Services Report for routine non serious refusals, and through immediate contact by the Health 
Services Administrator for all potential serious and/or life- threatening refusals that may result in 
harm to the juvenile. 

O. Health services staff will make periodic attempts to counsel and re-educate juveniles when their 
refusal poses a substantial health risk. 

P. Juveniles refusing services that pose a substantial health risk will be followed through Care 
Management Committee until resolution. 

Q. The policy and procedures specify circumstances under which risks, and benefits of an intervention 
are explained to the patient. 

R. The informed consent of next of kin, guardian, or legal custodian applies when required by law. 

S. For invasive procedures or any treatment where there is risk and benefit to the patient, informed 
consent is documented on a written form containing the signatures of the patient, legal guardian if 
required, and health staff witness. 

T. Any health evaluation and treatment refusal are documented and must include the following: 

1. Description of the nature of the service being refused 
2. Evidence that the juvenile has been made aware of any adverse consequences to health that 

may occur as a result of the refusal 
3. The signature of the patient 
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4. The signature of the health staff witness 

U. There is evidence of involvement of the legal guardian in cases of refusal when required by the 
laws of the jurisdiction. 

V. In the event the patient does not sign the refusal form, it is to be noted on the form by the health 
care staff witness. 
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Juvenile Health Services 
Policy and Procedure 

 

 

VitalCore General Health Policy Reviewed: 07-01-2019 

Title: Medical and Other Research Revised: 07-01-2019 

NCCHC: Important ACA: Mandatory No: Y-I-05.00 

 
POLICY: 

Biomedical, behavioral, or other research using patients as subjects is consistent with established 
ethical, medical, legal, and regulatory standards for human research. 

The use of juveniles for medical, pharmaceutical, or cosmetic experiments is prohibited. Medical 

Research shall be in compliance with all Federal and State Laws and only for the purpose of life 

saving measures for treatment that is considered acceptable and approved for serious illnesses 

such as cancer drugs that the patient may be approved for through the oncology specialists, etc. 

PROCEDURES: 

A. Collection of aggregate data and archival research will be permitted with the written approval of the 
H.S.A. and Superintendent and only for the purposes of gathering information on services provided 
not on patient specific data 

B. Investigational treatment guidelines will be made available to juveniles with special medical 
conditions which qualify for the approved investigational treatment guidelines. 

C. Patients are not used as uninformed subjects for biomedical, chemical, or behavioral research. 

D. The use of juveniles for medical, pharmaceutical, or cosmetic experiments is prohibited. This does 
not preclude individual medical treatment of a juvenile based on his or her need for a specific medical 
procedure that is not generally available. 
E. Under no circumstances is a stimulant, tranquilizer, or psychotropic drug to be administered for 
purposes of program management and control, or for purposes of experimentation and research. 
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How to Take 

How to Take 

Asthma Action Plan 

Completed by:  

Long-term Control Medicines 

2. 

3. 

4. 

Quick Relief Medicine 

Special instructions when I feel 

I feel good. 
• No cough, wheeze, chest tightness, or

shortness of breath during the day or

night
• Can do usual activities.

I do not feel good. 
• Cough, wheeze, chest tightness,

shortness of breath, or
• Waking at night due to asthma

symptoms, or
• Can do some, but not all, usual

activities.

I feel awful. 
• Very short of breath, or
• Quick relief medicine has not helped,

or
• Cannot sleep because of trouble

breathing, or
• Cannot do usual activities because of

trouble breathing

Asthma Page 14 

Patient Name: 

Patient #: 

Date: 

not good,· and 

Other Instructions 

Other Instructions 

Take only if needed and in the 
yellow and red zones or 

before exercise. 

awful. 

PREVENT asthma symptoms everyday. 

□ Take my long-term control medicines

every day.

□ Before exercise, take _ puffs of

□ A void known triggers when possible

CAUTION. I should continue taking my 

long-term control asthma medicines every 

day AND: 

□ Take __ puffs of quick relief medicine.
If you still do not feel good within 20-30

minutes, you should take _ puffs. If

you do not feel better within one hour, go
to the Red Zone. If you do feel better,

□ Continue using quick relief medicine

every 4 hours as needed for 24 hours.
□ Increase

----------

□ Drop a sick call request.

MEDICAL ALERT! Get help! 

□ Take quick relief medicine. __ puffs

every __ minutes

□ Get help immediately if you are having
difficulty walking or talking due to
shortness of breath or lips or fingernails

are gray or blue.

□ Increase __________ _
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Benzodiazepine Withdrawal Name: 

(BZW) Assessment Form Page I #: 

Date 

Time 

Initials of Staff 

Assessing 

Perspiration 0 no sweating 

I palms moist 

2 palms/fore-

head moist 

·� 3 sweat beads 

,.. ,;;, 
,A 

on face 

4 drenching 
<, 

sweats 

.,, 

,.,Tremor 0 none 

I none 
' 2 mild visible 

tremor 

3 moderate-

arms out 

severe- arms 
4 at side 

Restlessness/ 0 none 

agitation I uneasy 
2 restless 

3 excitable-

purposeless 

activity 

4 pacing-unable 

to sit 

Level of 0 unimpaired 

Consciousness 1 alert-obeys 

commands 

2 confused-

responds to 

speech 

3 stuporous-

responds to 

pain 

4 semi-
comatose 

5 comatose 



• 

Benzodiazepine Withdrawal (BZW) Name 

Data Collection Fom1 Page 2 #:

Nausea or 0 none 

Vomiting I mild 

2 moderate 

3 severe 

4 very severe 

Baseline (Admission) 

Blood Pressure 

Pulse 

( 

Temperature 

. 

Respirations 

Pearls: 
• Monitor BZW Observation parameters based on setting guidelines

Page4 

• Baseline ( on admission) vital sign observation: those assessed prior to initiating tapering regimen
• Hyperthermia: any temperature exceeding 99.5 degrees For 37.5 degrees C
• Tachycardia: heart rate> 90 BPM or an increase of;:: 20 BPM from baseline heart rate on admission
• Blood pressure !ability: change in systolic or diastolic of 20mm Hg from baseline on admission
• Severe n/v, blood pressure-pulse !ability, hyperthermia, restlessness, tremor, perspiration, or agitation

will require provider oversight and may indicate need for dose/titration adjustment.
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CHEST PAIN: 
ACUTE



The pathways do 
not replace sound 
clinical judgment 

I CHEST PAIN, ACUTE I
*Calculate Cardiac Risk Factors

Cardiac Risk Factors: nor are they 
intended to strictly 
apply to all patients 

Patient Presents to Medical Department with Chest Pain • PMH of coronary intervention
(i.e., PCI, stent, CABG, etc.);

2 
Clinical Assessment 

2 or more cardiac risk factors? 
• Chest pain is substemal
• Chest pain radiates, squeezes, poorly localized or described as

uncomfortable pressure

• Family history premature of CHD
(first degree male relative < 55 or
female relative < 65);

• Age �45 Males, 55 Females;
• HTN �140/90mmHg or on

antihypertensive medication;

• Nausea, shortness of breath, diaphoresis, dizziness, syncope, or palpitations
(If patient has diabetes mellitus, is elderly, or female, observe for nausea or
mid-epigastric discomfort, as chest pain may be masked or sharp/stabbing in
nature.)

• Smoker within the last 2 years;
• Hyperlipidemia or on statin

medication
• History of Diabetes
• BMI>30

Consider other life threatening causes of chest pain like aortic dissection, 

aneurysm, pericarditis, pneumonia, pneumothorax, or pulmonary 

embolism. 

UA/NSTEMI 

EKG Q-T Changes 
• Significant Q-waves

Inverted T-wave
• Changes from previous

EKG's
or 

• NTG SL X 3 Ineffective
or 

• Positive Troponin

3.-------.... -------... 
While Obtaining EKG 

1. Nitroglycerin (NTG) SL up to 3 doses as
tolerated by blood pressure if necessary

2. Chew Aspirin 325 mg
3. Administer Oxygen ifO2 sat.<92%
4. Obtain initial troponin level
5. Consider serial EKGs (every 15-30 minutes
for 1 hour) if high suspicion of ACS.

ransfer to nearest Emergency Room 

8.-------------

Low-/lntermediate-risk ACS. 

If patient has CHD OR 2 or more cardiac 
risk factors* 
• Repeat EKG in 2 hours
• Maintain in observation for at least 6

hours
• Repeat troponin level in 3 hours & in 6-

12 hours if ECG changes or presentation
confers ACS suspicion.

If less than 2 cardiac risk factors 
& atypical presentation of chest pain that is 
not suspected to be cardiac in origin, 
• Ascertain & treat etiology

No 

Discharge from Medical Department. 
Follow up next morning with provider with 

instructions to return as needed for chest pain. 
Call 911 and follow unit protocol 

Start Normal Saline Intravenous Infusion 
Consider Morphine Sulfate Intravenous if pain is not 
relieved after 3 doses of sub lingual nitroglycerin. 

: PMH: Past Medical History; PC!= Percutaneous Coronary Intervention: CABG: 
1 Coronary Artery Bypass Graft; CHO: Coronary Heart Disease; HTN: 
: Hypertension; BM!: Body Mass Index; EKG: Electrocardiogram; SL=Sublingual; 
1 STEM!: ST-elevation myocardial infarction; UA: Unstable Angina; NSTEMI: 
1 Non-ST-elevation myocardial infarction; ACS: Acute Coronary Syndrome. 
I ---------------------------------------- I 

Nurses: DMGs are guidelines to assist providers in making treatment decisions and are not to be confused with or viewed as 
Nursing Standing Delegated Orders (SDOs). As such, treatment recommendations in DMGs cannot be implemented 
independently h}'. nursing staff without an order from a provider. 

Prepared By Vita/Core Heall/, Strategies 

719 SW Van Buren Street, Suite JOO 

Topeka. Kansas 66603 

Aooroved Julv 20 I 9 
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MELLITUS: TYPE 1













E. 

F. 

G. 

H. 

Physical Examination: Initial visit and CCC 
1. Vitals: blood pressure, height and weight
2. Thyroid palpitation

Diabetes Disease Management Guideline Page 6 

3. Skin examination (e.g., for acanthosis nigricans, insulin injection site reactions, fungal infections)
4. Comprehensive foot examination, including monofilament exam on feet
5. Cardiac exam, peripheral vascular exam to include pedal pulses

Lab Evaluation (see pathways for frequency) 
1. Complete Metabolic Panel (CMP)
2. Fasting lipid panel
3. Microalbumin, urine
4. Ale
5. Thyroid-stimulating hormone (TSH)

Verify annual dilated eye exam was conducted. 
Referrals 

1. 

2. 

Dental for comprehensive dental and periodontal examination 
Mental health, if indicated 

II. Plan/Treatment

A. Diet: Diet For Health is recommended. Patient should be counseled to increase carbohydrate intake from whole grains,
vegetables, legumes and dairy products with an emphasis on foods higher in fiber and lower in glycemic load. Refined
carbohydrates should be limited, and sugar sweetened beverages and sucrose-containing foods should be avoided.

B. Exercise: If there are no medical contraindications, at least 150 min/week of moderate-intensity aerobic physical activity
(50-70% of maximum heart rate), spread over at least 3 days/week with no more than 2 consecutive days without
exercise if not contraindicated, type 2 DM patients should be encouraged to perform resistance training at least twice per 
week

C. Weight loss: In overweight and obese patient, encourage moderate weight loss (5% of initial body weight)
D. Pharmacologic Therapy:"

1. See Treatment Algorithms and Tables 1-7.

2. Glycemic Goals include Ale <7%, AM fingersticks 90-130mg/dl and PM fingersticks <180mg/dl.
E. Control of Co-morbid disease states such as:

1. HTN - BP goal< 140/90; BP goal of <130/80 in patients with albuminuria. See Hypertension DMG.
2. Lipid management - Initiate statin therapy based on ASCVD risk. See Hyperlipidemia DMG

F. Vaccinations:

Ill. Classification 

1. Pneumococcal vaccine
2. Annual influenza

A. HSM-18 Restrictions: Should be an individualized assessment commiserate with the patient's severity of disease.
1. 

2. 

3. 

4. 

5. 

Unit of Assignment: If a patient is a brittle Type 1 Diabetic, for example, the patient should be assigned to a unit 
with 24 hours nursing coverage. Patients with severe diabetes and multi-system end organ disease would be 
more appropriately monitored at a 24 hour nursing unit or RMF. Diabetics that require BID insulin dosing 
should be housed at units with at least 12 hour nursing service. 
Housing Assignment: For most diabetics, who are stable, no restrictions. However, a severe diabetic should not 
be assigned to a single cell. Those diabetics who are prone to hypoglycemia or ketoacidosis should also be 
restricted to a lower bunk, ground floor and restricted from climbing. 
Work Assignment: For patients prone to hypoglycemia or severe hyperglycemic, consideration should be given 
to restriction from temperature and humidity extremes. Patients with documented peripheral vascular disease 
and/or neuropathy should not wear steel toed boots and should limit squatting. 
ITP: No restrictions unless severe diabetic, then as needed. 
Transportation: No restriction unless severe/brittle diabetic that would necessitate nursing/EMS 
care/monitoring during transport. 
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Medication Selection 

Patients should be evaluated for use offorrnulary agents when possible. Providers should consider history of response, contraindications, 
comorbidities, compliance, and potential for adverse effects and drug interactions when making treatment decisions. When medications 
are changed, patients should be monitored closely for worsening symptoms and adverse effects. 

Table 1: Fonnulary Antidepressants 

Initial Daily 
Therapeutic 

Drug Class Generic Name Brand Name Range Monitoring 
Dosage (Range) 

(ng/mL) 

Selective Serotonin Citalopram Celexa® 20 mg NIA . Emergence of suicidal ideation 
Reuptake Inhibitors (SSRis) 20mg, 40mg (20-40 mg) or behavior 

tablet . Citalopram: EKG at baseline 

Fluoxetine 
and as clinically indicated if 

Prozac® 20 mg risk factors for QTc 
20mg capsule (20-60 mg) prolongation are present• 

. IfQTc is> 450 msec for males 

Sertraline Zoloft® 50 mg 
or > 4 70 msec for females, do 
not initiate citalopram. If pt is 

50mg, 100mg (50-200 mg) 
on citalopram and QTc is> 500

tablet 
msec, consider alternative 
treatment. 

. Fluoxetine has also been 
associated with QTc 
prolognation. EKG monitoring 
is encouraged ifrisk factors for 
QTc prolongation are present.• 

Serotonin Norepinephrine Venlafaxine XR EffexorXR® 75 mg NIA . Emergence of suicidal ideation 
Reuptake Inhibitor (SNRI)b 75mg, 150mg (150-300 mg) or behavior 

capsules . Dose-related increases in 

Duloxetine Cymbalta® 30-60 mg
systolic blood pressure and 

30, 60 mg 60-120 mg
pulse 

capsules 

Other" Trazodone Desyrel® 100-150 mg NIA . Emergence of suicidal ideation 
50mg, 100mg (300 -600 mg) or behavior 
tablet . Priapism 

• Risk factors for QTc prolongation include age> 65 years old, use of other concomitant QTc prolonging medications, baseline hypokalemia or
hypomagnesemia, or pre-existing cardiovascular impairment
bvenlafaxine functions as an SNRI at doses 2: 150 mg/day. Titration to such doses may offer enhanced efficacy in the treatment of MDD when compared to
lower doses, at which this agent functions more like an SSRI.
c Generally not recommended as first I ine or second I ine therapy for treatment of depression.

BRIEF PSYCHIATRIC RATING SCALE (BPRS)- lnstructions for the Clinician 

The Brief Psychiatric Rating Scale (BPRS) is a widely used instrument for assessing psychopathology at baseline and longitudinally as an 
outcome measurement when treatment is introduced. The BPRS is a scale measuring positive symptoms, general psychopathology and 
affective symptoms. It has proven particularly valuable for documenting the efficacy of treatment in patients who have moderate to severe 
psychopathology. The BPRS has been well validated in the clinical literature and is reportedly the most studied psychometric instrument 
currently in use. 

The BPRS should be administered by a clinician who is knowledgeable concerning psychiatric disorders and is able to interpret the 
constructs used in the assessment. The individual's behavior over the previous 2-3 days should also be considered and can be reported by 
the patient's caregivers or teachers. It should be utilized at baseline and then at each visit as long as the patient is prescribed a psychotropic 
medication. 

The BPRS consists of a range of 23 symptom constructs covering a broad array of potential psychopathology. The assessment typically 
takes 10-20 minutes or less for the interview and scoring. 
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END STAGE LIVER 
DISEASE



Alert Symptoms 
⇒Abdominal Pain
⇒Mental Status Change
⇒Fever
⇒Olguria/Anuria
⇒Anasarca
⇒Rapid weight gain or loss
⇒Hematochezia
⇒Hematemesis / Melena

END STAGE LIVER DISEASE 

Initial Management of Cirrhosis 
• Complete baseline evaluation and offer preventive measures (box A)

.....---l • Enroll in ESLD CCC and follow up every 3- 6 months 
• Refer to ESLD clinic (box B), or GI clinic and/or appropriate specialty clinic for treatment

as indicated based on etiology.
\V 

,,, 2 Decompensated 

The· pathway does 
not'replace sound 

clini�I judgment nor 
is it inteiidea to

strictly, apply to an
patients' '• 

'� �~ ·� 

3 

Compensated • Ascites Evidenced b_v Jaundice

Lab abnormalities suggestive of cirrhosis: 
• Varices or variceal bleed • Encephalopathy
• SBP • HRS or HPS

low platelets but.::_ 70,000, elevated bilirubin but< 2.0, 
PT prolongation< 2 sec., low albumin but.::_ 3.0. 

• PLT < ?OK, Alb < 3.0, bili > 1.5, • HCC
PT prolongation > 2 sec • Childs-Pugh.::_ 7

J 
HCC Surveillance 

Ultrasound Q 6 months 

J 7 

Esophageal Varices 
& Portal HTN 

(see table 3) 

4 

Primary prophylaxis - see 
Variceal Surveillance (box 5) 
Secondary prophylaxis 
• First Line - propranolol

and EVL
• Second line - TIPS or

shunt

t 
1 5 t 

*Consider MRIS, hospice or transplant evaluation as indicated
(MELD� 22 or recurrent ascites, bleed, or encephalopathy requires
MRIS referral, MELD� 30 hospice referral)

6 

Laboratory & Clinic 
Surveillance 

Variceal Surveillance 

Initiate NSBB (propranolol) or 
carvedilol for primary prophylaxis (see 
table 3). Consider referral for EGD in 
high risk patients (history of 
hematochezia, hematemesis, melena, 
significant anemia, or prior bleed). 

ESLD CCC Q 6 months if compensated or every 3 months if I Idecompensated. 1-E(c-------1

1 
Ascites / 
Edema 

(see table 4) 

• Sodium restriction
• Diuretics
• Paracentesis
• TIPS or shunt for

refractory cases

8 

Complete physical exam, review for symptoms, medication 
review, CBC with diff & Pit, CMP, PT/INR, blood pressure, 
pulse, weight, temperature, mental status screening, MELD 
score. 

1 9 

SBP 
(see table 5) 

Secondary prophylaxis 
• Bactrim DS 1 tab daily
• Alternate - Ciprofloxacin

500mg daily
Treatment 
• Admit to hospital for

evaluation and IV
antibiotics

t 10 

Hepatorenal 
Syndrome 
(see table 6) 

• Treatment per
specialty clinic

1 11 

Hepatic 

Encephalopathy 
(see table 7) 

• Identify and treat
precipitating factors

• First line - lactulose
• Second line - lactulose

plus rifaximin or neomycin

'11 

t 
Hepatocellular 

Carcinoma 

12 

• Ultrasound Q6 months
• Treatment per specialty

clinic: surgical
resection, RFA, PEI,
TACE, chemotherapy,
symptomatic treatment

CCC -chronic care clinic. EVL -endoscopic variceal ligation, HCC -hepatocellular carcinoma, HPS -hepatopulmonary syndrome, HE -hepatic encephalopathy, HRS -hepatorenal syndrome, MELD -model for end-stage liver disease, NSBB 
- nonselective beta blocker, PEI -percutaneous ethanol injection, RFA-radiofrequency ablation, SBP - spontaneous bacterial peritonitis, TACE -transarterial chemoembolization, TIPS -transjugular intrahepatic portosystemic shunt. 

Prepared By VitalCore Health Strategies, 719 SW Van Buren Street, Suite 100, Topeka, Kansas 66603 -Approved July 2019 



Box A. Initial Management Box B. Specialty Referral Criteria 

Baseline Evaluation Routine/Expedite: 
• Complete H&P • Cirrhosis with ascites as only complaint

• Vitals including weight Expedited ESLD VCL or GI clinic referral:
• Labs: CBC with diff and pits, PT/INR, CMP, alpha- • History of bleed from varices OR 

fetoprotein, A 1c if diabetic • Difficult to control ascites OR
• Screening: HIV, anti-HBsAb, anti-HBc, HBsAg, anti- • Resistant encephalopathy OR

HAV • Resistant diuresis with increasing BUN/Creatinine OR
• Calculate MELD Score (CMC homepage-Tools- • An INR increase of 0.5 within 1-3 months

Calculators) • MELD Score �12
• Decompensated Cirrhosis

Preventive Health Measures Expedited ESLD VCL referral:
• Vaccinations - HBV, HAV, pneumococcal, annual

influenza
• MELD Score �20

Urgent GI Referral:
• Patient education on disease state, avoidance of

hepatotoxic and nephrotoxic medications,
treatment, and compliance

• Significant melena

911:
• Hematochezia/ hematemesis

TABLE 1: Child-Turcotte-Pugh (CTP) Calculator 

POINTS* 

1 2 3 

Encephalopathy None Grade 1-2 Grade 3-4 
(or precipitant-induced) (or chronic) 

Ascites None Mild / Moderate Severe 
(diuretic -responsive) (diuretic -refractory) 

Bilirubin (mg/dl) <2 2 -3 >3

Albumin (g/dl) > 3.5 2.8-3.5 < 2.8 

PT (sec prolonged) <4 4-6 >6
or INR < 1.7 1.7 - 2.3 > 2.3

*CTP score is obtained by adding the score for each parameter
CTP class: A = 5 - 6 points, B = 7 - 9 points, C = 10 -15 points

TABLE 2: West Haven Criteria for Semi-quantitative Grading of Mental Status (Hepatic Encephalopathy [HE]) 

Grade 0 No detectable symptoms 

*Minimal (or covert) Mildest form of the HE continuum. Subtle neurocognitive abnormalities primarily affect 
Encephalopathy attention, vigilance, response inhibition, and executive function which are not recognizable 
(MHE) on standard neurological or mental status examination, but are evident on psychometric 

testing. MHE may predict the development of overt HE and is associated with poor survival. 

Grade 1 Trivial lack of awareness 
Euphoria or anxiety 
Shortened attention span 
Impaired performance of addition 

Grade 2 Lethargy or apathy 
Minimal disorientation for time or place 
Subtle personality change 
Inappropriate behavior 
Impaired performance of subtraction 

Grade 3 Somnolence to semi-stupor, but responsive to verbal stimuli 
Confusion 
Gross disorientation 

Grade 4 Coma (unresponsive to verbal or noxious stimuli) 

* Not an official stage on the West Haven Scale.
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Table 1: Laboratory Monitoring Frequencies for Hormonal Therapy in Patients with Gender Dysphoria 

Baseline Every 3 Months for First Year Every 6-12 months after First Year 

of Treatment of Treatment 

Vitals X X X 

CMP* X X X 

CBC X X X 

BG/Alc11 X X X 

Lipid panel X X X 

Liver function tests X X X 

Prolactin1 X X 

LH X 

FSH X 

Estradiolt X X X 

Testosteronet X X X 

CMP=comprehensive metabolic panel, CBC=complete blood count, BG= blood glucose, LH=luteinizing hormone, FSH=follicle-
.stimulating hormone 
•obtain potassium level at 1 week after initiation of spironolactone, at least monthly for the first 3 months of therapy and
every 3 months thereafter for the first year of treatment
¥Ale is indicated at baseline, and then again as recommended in the CMC Diabetes DMG if the patient is diabetic 1Prolactin levels 
should be obtained at baseline and annually. Levels are also warranted when patients exhibit signs or symptoms of a prolactinoma 
(see Table 2)
tObtain levels every 3 months for the first year of treatment and continue monitoring every 3 months if hormone levels are not 
within the normal ohvsiologic range for MtF (Male-to-Female) or FtM <Female-to-Male)

Table 2: Monitoring of Hormonal Therapy in Patients with Gender Dysphoria 

Action 
.

SCr If there is a change in SCr by 30% from baseline or ifGFR is <IO, stop spironolactone pending reassessment at 

nextGDC. 

K+ Stop spironolactone ifK+ rises above 5.5 mmol/L pending reassessment at next scheduled GDC. 

Hematocrit Stop testosterone therapy if HCt reaches:::: 55% pending reassessment at next scheduled GDC. 

Lipid panel Refer to the CMC Hyperlipidemia DMG if age >40 yo, Low-density lipoprotein (LDL):::: 190 and ::::21yo, or if 

there is a history of clinical atherosclerotic cardiovascular disease. 

ALT, AST If LFTs are 3x the upper limit of normal stop hormone therapy pending reassessment at next scheduled GDC. 

BG For elevated fasting or random BG, refer to Diabetes DMG for management of patients with a diagnosis of 

diabetes. 

Ale For elevated A le, refer to Diabetes DMG for management of patients with a diagnosis of diabetes. 

Prolactin Signs and symptoms ofprolactinoma should be considered and consist of visual disturbances, excessive 

galactorrhea, and new onset headache. These signs or symptoms warrant reassessment of the prolactin level. 

Prolactin levels greater than 100 ng/mL may be suggestive ofprolactinoma. Stop hormone therapy and expedite 

referral to endocrinology. 

*For critical levels or symptomatic patients, treat as clinically indicated. If lab abnormalities persist, consider other causes. Monitor

for labs to return to baseline.





I. 

II. 

Terms 
A. 

B. 

C. 

D. 

E. 

GD Page4 

Gender Dysphoria (GD) - is defined as the clinically significant distress or impairment that is associated with 
the marked incongruence between one's experienced or expressed gender and one's assigned gender for a 
specific time (e.g., ofat least 6 months duration). The diagnosis can be made with a concurrent disorder of 
sex development. 
Intersex - a person whose sexual or reproductive anatomy or chromosomal pattern does not seem to fit 
typical definitions of male or female. Intersex medical conditions are sometimes referred to as sex 
development disorders. 
Transgender - a person whose gender identity (i.e. internal sense offeeling male or female) is different from 
the person's assigned sex at birth. 
Male-to-female (MtF) - transgender person who is born as a male (male sex by birth) but whose gender 
identity is a woman (or in-between man and woman). Also known as transgender woman or trans woman. 
Female-to-male (FtM) - transgender person who is born as a female (female sex by birth) but whose gender 
identity is a man (or in-between woman and man). Also known as transgender man or trans man. 

Initial Assessment 
A. Screening

1. At intake, a patient with a reported history of GD prior to incarceration will receive thorough medical 
and mental health evaluations.

2. The patient will be continued on the same documented hormone regimen, if any, upon arrival into the 
facility unless medically contraindicated. Hormone therapy will be requested with indefinite refills 
through the non-formulary process to ensure that continuity of care is maintained during the initial 
evaluation process.

3. If continuing hormones at intake, obtain documentation of patient education and written consent which 
are required prior to submission of the non-formulary request. For this documentation, refer to the 
Treatment of Offenders with Gender Dysphoria Policy. 

B. Past Medical history
1. Prior history of GD treatment or work-up
2. Assess for possible contraindications to therapy
3. Prior medical and mental health records from the free world providers who diagnosed and/or treated 

the offender should be requested
C. Physical Exam

1. Perform complete physical exam
D. Baseline Labs

1. CBC
2. Lipid profile
3. CMP
4. Prolactin
5. Testosterone
6. Estradiol
7. Ale
8. LH
9. FSH

E. Complete referral to GDC for GD evaluation and documentation of offender education and written consent

Ill. Treatment options 
A. Phannacologic therapy

1. A treatment plan MtF or FtM will be selected and managed by GDC. Unit providers should not

initiate hormone treatment regimens. except for continuation at intake (pending GDC evaluation).

Refer to Table 4 for hormone treatment options.
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GASTROESOPHAGEAL REFLUX DISEASE 

2 

Consider specialty 

referral. 

Yes 
symptoms pre 

sphagia, odyno 

unexplained we 

5 

or anemia)? 

No 

IMPLEMENT LIFESTYLE MODIFICATIONS AND ELIMINATE MODIFIABLE 

RISK FACTORS WHEN POSSIBLE 

I. 

2. 

3. 

4. 

5. 

6. 

7. 

Weight loss. 

No eating prior to bed. 

No reclining after eating. 

A void known irritants. 

Rule out drug induced problems, such as agents that reduce LES tone (e.g., 

theophylline, estrogens, opiates, calcium channel antagonists). 

Discontinue NSAID usage when possible. If not, consider lower dose and/or change 

toPRN. 

Smaller meal size especially the last meal of the day. 

OTHER FACTORS THAT MAY NOT APPLICABLE OR FEASIBLE  

I. Avoid alcohol.

2. Smoking cessation.
3. 

4. 

5. 

Elevation of the head of the bed (do not approve extra mattress). 

Small frequent meals (do not approve AM & HS snacks). 

Avoid late meals. 

4 

Continue lifestyle 

modifications 

Yes s resolved with Ii 

modifications? 

6 
No 

Go to Box #7, Page 2 
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ferritin, serium iron, and TIBC. Consider specialty referral if indicated. 
Screen for hepatocellular carcinoma and obtain AFP. If AFP is elevated, consider screening for 
liver mass (refer to Liver Mass Referral Guideline). 
Follow in chronic care clinic at least every 12 months (Page 4) 

Rule out other causes of liver disease (Table 5) & obtain Alpha-1 antitrypsin, ceruloplasmin, ANA, 
Continue to Monitor: 

Initial Management of Chronic Hepatitis C Patients (Page 3) 
Complete baseline evaluation and confirmation of chronic HCV diagnosis 
Screen for Hepatitis B pretreatment. If both viruses are present, treat Hep B virus first to avoid liver failure/death 
Offer preventive health measures 
Enroll in chronic care clinic and follow up at least every 12 months or as clinically indicated (Page 4) 

t 

• 

Chronic Hepatitis C Evaluation and Treatment Pathway 
1 

 
 
 
 

If patient has cirrhosis, refer to the End Stage Liver Disease guideline for management of ESLD in addition to following this pathway. 
 

2 
 
 
 
 
 
 

3 � 
Candidate for 

drug treatment 
evaluation? 

 
 

Yes 

4 
 

No 
 
 

 
5 • Refer to designated HCV provider and/or clinic for continued treatment evaluation. 

Alpha-fetoprotein (AFP) should be ordered at the time of referral. If AFP is elevated, consider 
screening for liver mass (refer to Liver Mass Referral Guideline). 

 
Treatment Evaluation 
{Completed by HCV Treatment Team per Utilization Management review process of facility.) 
• Factors to consider when determining if the patient is an eligible candidate for drug therapy 

No contraindications to therapy (page 6) 
Sufficient time left in the system to complete work-up , treatment, and follow up evaluation of SVR 
Life expectancy is not S12 months 
No evidence of ongoing participation in high risk behavior associated with the transmission of hepatitis C 

• Not pregnant 
Demonstrated willingness to complete therapy, compliant with pretreatment work-up, or has not refused treatment 

• Complete pre-treatment workup (Table 6) • If the patient is not a candidate or chooses not to receive drug therapy, document the reason(s) in the medical record 
 

·., ? 1 
Candidate for drug 

treatment? 

Yes 
9 HCV Provider and/or HCV Clinic will: 

No 
8

 

,,,.... 

 
Patient will be referred back to the facility Provider to: 
• Follow in chronic care clinic at least every 12 months (Page 4) 
• Periodically re-evaluate for treatment. 
• If patient has cirrhosis, consider for MRIS or hospice as indicated. 

• Distribute patient education information and obtain informed consent for treatment. 
• Ensure patient is housed or transferred to a Center of Excellence and place on medical hold prior to therapy is initiation. 
• Select drug (Table 11), document treatment plan, and response·to therapy in medical record. 

Follow monitoring schedule while on drug therapy. 
 

10 
Did patient successfully 

complete HCV treatment 
(SVR achieved)? 

NO 

 
Yes 

11 Patient will be referred back to facility Provider. 
For patients who do not have advanced fibrosis or abnormal LFTs, follow-up is the same as 
if never infected with HCV 
For patients with cirrhosis or abnormal LFTs, follow-up per ESLD disease management 
guideline 

   Patient will continue to follow up by the HCV Provider and /or HCV Clinic 

 
**The pathway does not replace sound clinical judgment nor is it intended to strictly apply to all patients. 
VitalCore will use these guidelines to prioritize patients with cirrhosis and/or APRIs >0.5 initially, with goal of 
treating all patients to include those with APRIs <0.5 *** 

Approved   July 2019 

• 

• 

Determine if patient should be referred to the designated provider and/or clinic for treatment evaluation. Document in medical record. 
Refer if all of the following is true. 

Willing and interested in undergoing treatment 
Cirrhosis (even if APR! scores 0.5) 
No contraindications to therapy (page 6) 
Sufficient time left in system to complete work-up, treatment, and follow up evaluation of SVR 
APRI score > 0.5 



Definitions 

HCV, page 2 

1. APRI (AST to Platelet Ratio Index) -A non-invasive method for the assessment of fibrosis in chronic liver disease. It is the ratio of the AST

level, expressed as a percentage of the upper limit of normal, divided by the platelet count in thousands per cubic millimeter. It is a good

predictor of liver fibrosis but cannot replace the liver biopsy in all cases . The APRI may be less predictive when there are co-morbid

conditions other than liver disease that may affect the platelet count or AST level.

Table 1: APRI Calculation 

[{AST -s- ULN) -s- Platelet Count] x 100 

• Use most recent lab results. ULN = upper limit of normal

for the AST level and platelet count is in 1,000/mm3 

• APRI � 0.7 associated with significant fibrosis (F2)

• APRI � 1 associated with severe fibrosis (F3)

• APRI � 2 associated with cirrhosis (F4)

2. Cirrhosis - Cirrhosis or advanced liver disease is a chronic disease of the liver in which liver tissue is replaced by connective tissue or scar

tissue, resulting in the loss of liver function.

Compensated cirrhosis - Compensated cirrhosis {CTP Class A) is characterized by laboratory evidence of liver dysfunction such as 

Low albumin but �3.0, 
Low platelet count but� 70,000, 

Elevated bilirubin but <2.0, and/or 

Prolonged prothrombin time but less than 2 seconds greater than control in the absence of clinical complications 

associated with cirrhosis. 

Decompensated cirrhosis - Decompensated cirrhosis {CTP Class B or C) is characterized by the presence of one or more of the 

clinical complications of chronic liver disease including ascites, encephalopathy, spontaneous bacterial peritonitis, variceal 

bleeding, jaundice, and/or impaired hepatic synthetic function (e.g., hyperbilirubinemia and hypoalbuminemia). Laboratory 

results consistent with decompensated cirrhosis are 

Albumin < 3.0, 

Platelet count< 70,000, 

Bilirubin > 2, 

Prothrombin time> 2 seconds longer than control 

Table 2: Child Turcotte-Pugh (CTP) Calculator 

Points 

1 2 

Encephalopathy None Grade 1-2 

3 

Grade 3-4 
(or precipitant-induced) (or chronic) 

Ascites None Mild/ Moderate Severe 
( diuretic-responsive) (di u retie-refractory) 

Bilirubin (mg/dl) <2 2-3

Albumin (g/dl) > 3.5 2.8- 3.5 

PT (second prolonged) <4 4-6

or INR < 1.7 1.7 - 2.3 

CTP score is obtained by adding the score for each parameter 

CTP class: A= 5 - 6 points 

B=7-9points 

C = 10-15 points 

3. FRT (Fibrous Routine Test) - A non-invasive method for the assessment

of fibrosis in chronic liver disease utilizing routine laboratory markers

(age, albumin, APRI and AFP)

>3

< 2.8 

>6
> 2.3

Table 3: FRT Calculation 

3.31 + (age x 0.09) + (APR! x 1.5) + (AFP x 0.4)- (Alb x 0.14) 

Use most recent lab results 

FRT > 4 predictive Metavir score F2 - F4 (portal fibrosis 
with rare bridges - cirrhosis) 
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4. Liver biopsy scoring schemas

Table 4: Comparison of Liver Biopsy Scoring Schemas 

Stage Batts-Ludwig Metavir Ishak 

No fibrosis Stage 0 F0 0 = no fibrosis 

Mild portal fibrous Stage 1 Fl 1 = Fibrous expansion some portal areas +/-septa 

2 = fibrous expansion most portal areas+/-

Moderate periportal fibrosis Stage 2 F2 3 = Fibrous expansion most portal areas with 

or portal-portal septa occasional portal-portal bridging 

Severe bridging fibrosis Stage 3 F3 4 = Fibrous expansion portal areas+ marked 

bridging 

5 = Marked bridging+ occasional nodules 

Cirrhosis Stage 4 F4 6 = cirrhosis, probable or definite 

5. Response to therapy

End of treatment response (ETR) - Undetectable HCV RNA level at the conclusion of a course of drug therapy 

Sustained virologic response (SVR) - Undetectable HCV RNA level 12 weeks after the conclusion of a course of drug therapy 

Relapse - Reappearance of serum HCV RNA after achieving an undetectable level at the conclusion of a course of drug therapy 

Null response - Failure to reduce HCV RNA by at least 2 logs after treatment. Considered a non-responder. 

HCV, page 3 

Partial response - At least a 2 log drop in HCV RNA, but inability to fully remove the virus from the blood after treatment. Considered 

a non-responder. 

Initial Management 

1. Baseline evaluation

Confirmation of diagnosis - A positive HCV antibody test should be followed by HCV RNA testing. 

If HCV RNA is detected, the diagnosis of HCV infection is confirmed. 

If HCV RNA is not detected, this likely represents either past infection that subsequently cleared or a false-positive antibody test. 

The estimated rate of spontaneous clearance after infection is 20 to 45 percent. These patients do not have chronic HCV and can 

be diagnosed with HCV Resolved. 

History including probable date of HCV infection, alcohol use, co-infection with HIV or hepatitis B, drug use, symptoms of liver 

disease, and previous treatment for HCV. 

Physical including signs of advanced liver disease, evidence of other causes of liver disease, and extra-hepatic manifestations of HCV

(e.g., leukocytoclastic vasculitis, cryoglobulinemia, porphyria cutanea tardia, membranoproliferative glomerulonephritis, and type 2

diabetes) 

Laboratories 
CBC with differential & platelets 
Prothrombin time, INR 
ALT, AST, alkaline phosphatase, bilirubin, albumin, BUN, creatinine 

HIV 
Anti-HBsAB, anti-HBc, HBsAg, anti-HAV 

2. Offer preventive health measures

Vaccinations if indicated 
Hepatitis B vaccine if hepatitis serum markers are negative 

Hepatitis A vaccine if the anti-HAV test is negative 

Patient education 
Natural history of disease 

Behaviors to avoid (e.g., alcohol) 

Avoiding transmission (e.g., sharing needles, tattooing, or grooming items such as razors & toothbrushes; unprotected sex)

Potential treatments 

Additional care if cirrhosis present 

Pneumococcal vaccine 

Annual influenza vaccination 
Refer to the End Stage Liver Disease (ESLD) guideline for complete recommendations on management 

3. Enroll in chronic care clinic and follow up at least every 12 months or as clinically indicated

4. Job assignments

Patients with chronic HCV should be restricted from plumber's helper or bar trap cleaner job assignments unless they have been

vaccinated against hepatitis A or have been documented as positive anti-HAV antibody. 

Other restrictions should be made on a case-by-case basis if clinically indicated. 
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Chronic Care Clinic Follow Up 

Unit provider needs to continue to follow the patient in CCC even after referral has been made to HCV Provider and/or Clinic. 

Evaluate for clinical signs and symptoms of liver disease. 

3. Laboratories

ALT, AST, bilirubin, albumin, CBC with differential & platelets, PT, INR 

APRI score - if not available in the labs, calculate and record in medical record. 

Other laboratories as clinically indicated 

4. If cirrhotic
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Calculate the MELD score. 

Refer to the ESLD guideline for recommendations on management and consider referral to ESLD clinic 

Patients with decompensated cirrhosis and MELD score� 22 or recurrent ascites, bleed or encephalopathy requires MRIS referral 

Patients with MELD� 30 should be referred to hospice 

Patients unable to care for themselves in general population should be considered for sheltered housing or assisted living 

5. Evaluate patient to determine if he/she is a candidate for drug treatment and document in the medical record.

If not a candidate initially 

Re-evaluate the patient at least annually and refer the patient for evaluation of drug treatment if clinically indicated. 

Rule out other causes of liver disease & obtain Alpha-1 antitrypsin, ceruloplasmin, ANA, ferritin, serium iron, and TIBC (See Table 

5). Consider specialty referral if indicated. 

Screen for hepatocellular carcinoma {HCC) and obtain AFP. If AFP is elevated, consider screening for liver mass (refer to Liver 

Mass Referral Guideline). 

Refer the patient to the designated HCV provider and/or clinic for treatment evaluation if £ll of the following are true: 

Patient is willing and interested in undergoing treatment 

No contraindications therapy 

Sufficient time left in system to complete work-up and treatment 

APRI score> 0.5* 

* May consider referring patients with an APRI score$ 0.5 if there is clinical or laboratory evidence of a failing liver, or the

patient has co-morbid conditions that might cause elevation of the platelet count or unusually low AST levels resulting in an

unreliable APRI Score.

* Refer patients with cirrhosis even if APRI score$ 0.5.

Alpha-fetoprotein (AFP) should be ordered at the time of referral. If AFP is elevated, consider screening for liver mass (refer to

Liver Mass Referral Guideline).

6. If there has been a change in the patient's health status and referral to HCV Provider and/or clinic has been made, contact the HCV team to

notify them of the change.

Table 5: Causes of Liver Disease 

Signs & Symptoms Lab Test Disease 

Shortness of breath, cough, wheezing, early COPD $ 45, frequent lung -.1, Alpha-1 antitrypsin Alpha-1 antitrypsin 

infections, necrotizing panniculitis (looks like raised red spots on the skin) deficiency 

Swelling arms & legs; jaundice; joint pain; bruising; difficulty speaking, -.l, Ceruloplasmin Wilson Disease 

walking, & swallowing; drooling; shaking; rash 

Joint pain, irregular heart rhythm, skin color changes {bronze, ashen-gray 1' Ferritin, serum iron, Iron overload 

green), hair loss, enlarged liver or spleen, fatigue TIBC 

Associated with other autoimmune diseases, jaundice, abdominal discomfort, 1' Antinuclear antibody Autoimmune hepatitis 

enlarged liver, pruritus, spider angiomas, joint pain {ANA) 
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Drug Treatment Evaluation 

1. Patients should be evaluated for drug therapy by a provider experienced in the treatment of chronic hepatitis C. This is completed by the

Virology HCV Facility Treatment Team  or per the Utilization Management review process.

2. If the patient is not a candidate for drug therapy, document the reason(s) in the medical record.

3. If the patient chooses to not receive drug therapy, document the reason(s) in the medical record.

4. If no contraindications to drug therapy are present and the patient is a potential candidate for drug therapy, complete pre-treatment

evaluation.

Table 6: Pre-treatment Workup 

Physical examination if not done in last 12 months 

If not done in preceding 12 weeks: ALT, AST, alkaline phosphatase, bilirubin, albumin, BUN, creatinine, CBC with differential, 

platelets, TSH, PT, INR, calculated GFR 

AlC if diabetic and not done in preceding 6 months 

HCV RNA and genotype 

Screen for HCC: Alpha-fetoprotein {AFP) and liver imaging 

Obtain liver ultrasound if FRT > 5, clinical evidence of cirrhosis, or as clinically indicated 

Pregnancy test if female 

Chest x-ray and EKG if clinically indicated 

Review previous HCV treatment history and clinical outcome 

Candidate for Drug Therapy 

1. There are factors to consider when determining if the patient is an eligible candidate for drug therapy.

No contraindications to therapy 

Sufficient time left in the system to complete work-up, treatment, and follow up evaluation of SVR 

Life expectancy is not:, 12 months 

No evidence of ongoing participation in high risk behavior associated with the transmission of hepatitis C 

Pregnancy 

Demonstrated willingness to complete therapy and compliance with pretreatment work-up or refusal of treatment 

2. If the patient is an eligible candidate for drug therapy and meets the criteria, he/she will be prioritized for treatment by the HCV provider

and/or clinic.

Initiation of Therapy 

1. Distribute patient education materials to patient
2. Obtain informed consent and document in the medical record

3. Patients must be placed on medical hold while on therapy.

4. Monitor the patient per monitoring schedule while on drug therapy
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f hi Contraindications to Drugs Used for the Treatment of Chronic Hepatitis C 

Note: Modifiable or treatable contraindications should be controlled or resolved and the patient reconsidered for treatment 

whenever possible. 

Table 7: Velpatisvir/Sofosbuvir (Epclusa®) 

Contraindications Relative Contraindications 

Previously demonstrated hypersensitivity to the drug Concomitant usage with 

Concomitant usage with . Acid reducing agents: 
. Anticonvulsant: Carbamazepine, Oxcarbazepine, . Antacids (e.g., aluminum and magnesium hydroxide)2 

Phenobarbital, Phenytoin . H2-antagonists (e.g., ranitidine)3 

. Antimycobacterials: Rifampin, Rifabutin, Rifapentine . Digoxin4 

. Omeprazole1 . HIV medications: regimens containing tenofovir5 

. St. John's wort . Rosuvastatin and atorvastatin6 

. Amiodarone 

. HIV medications: 
. Efavirenz 
. Ti pranavi r/ritonavi r 

1. Co-administration of omeprazole is not recommended. If it is considered medically necessary to coadminister, velpatasvir/sofosbuvir 
should be administered with food and taken 4 hours before omeprazole 20mg qd.

2. Separate antacid and velpatasvir/sofosbuvir by 4 hours.
3. H

2_receptor antagonists may be administered simultaneously with or 12 hours apart from velpatasvir/sofosbuvir at a dose that does not
exceed ranitidine 150mg twice daily. 

4. Therapeutic monitoring of digoxin is recommended when co-administered with velpatasvir/sofosbuvir.
5. Monitor for tenofovir-associated adverse reactions in patients receiving velpatasvir/sofosbuvir concomitantly with a regimen containing 

tenofovir. 
6. Co-administration of HMG-CoA reductase inhibitors with velpatasvir/sofosbuvir will increase the concentration of the HMG-CoA

reductase inhibitor. Rosuvastatin should be limited to 10mg daily when co-administered with velpatasvir/sofosbuvir. Side effects of
atorvastatin such as myopathy and rhabdomyolysis should be monitored when co-administered. 

Table 8: Glecaprevir/Pibrentasvir (Mavyret®) 

Contraindications Relative Contraindications 

Previously demonstrated hypersensitivity to the drug Concomitant usage with 

Concomitant usage with . Anticonvulsant: Carbamazepine1 

. Antimycobacteria\s: Rifampin . Cyclosporine2 

. HIV medications: Atazanavir . Digoxin3 

. Da bigatra n• 

. Ethinyl estradio\5 

. St. John's wort1 

. HIV medications: 
. Regimens containing darunavir, lopinavir, ritonavir 
. Efavirenz1 

Antihyperlipidemics 

Atorvastatin, lovastatin, simvastatin6 

. Rosuvastatin, pravastatin, fluvastatin, pitavastatin7 
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1. Carbamazepine, efavirenz, and St. John's wort may significantly decrease plasma concentrations of glecaprevir/pibrentasvir, leading to reduced 

therapeutic effect. 
2. Co-administration with cyclosporine is not recommended in patients receiving cyclosporine > 100 mg per day. 

3. Measure serum digoxin concentrations before initiating glecaprevir/pibrentasvir. Digoxin dose reduction of 50% may be required. 

4. Follow dabigatran prescribing information for dose modifications in combination with P-gp inhibitors in the setting of renal impairment.

5. Co-administration with ethinyl estradiol may increase the risk of ALT elevations.

6. Increased statin concentration may increase the risk of myopathy including rhabdomyolysis. Co-administration with these statins is not recommended. 

7. Rosuvastatin may be co-administered at a dose not to exceed 10mg, reduce pravastatin dose by 50%, use the lowest approved dose of fluvastatin and 

pitavastatin.
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I It 
Contraindications to Drugs Used for the Treatment of Chronic Hepatitis C - Continued 

Table 9: Sofosbuvir/Velpatasvir/Voxilaprevir {Vosevi®) 
Contraindications Relative Contraindications 

Previously demonstrated hypersensitivity to the drug Concomitant usage with 
Concomitant usage with . Amiodarone1 

. Antimycobacterials: Rifampin, rifabutin, rifapentine . Acid reducing agents2 : 
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. Antacids (e.g., aluminum and magnesium hydroxide)2

. 

. 

. 

. 

. 

. 

. H2-antagonists (e.g., ranitidine)3 

Anticonvulsant: Carbamazepine, oxcarbazepine, phenobarbital, 

phenytoin 

Cyclosporine 

Digoxin3 

Dabigatran4 

St. John's wort 

HIV medications: 
. Regimens containing atazanavir, lopinavir, 

tipranavir/ritonavir, efavirenz, or tenofovir DF 

Antihyperlipidemics 
. Pravastatin, rosuvastatin, pitavastatin5 

. Atorvastatin, fluvastatin, lovastatin, simvastatin6 

1. Severe bradycardia may occur with co-administration of amiodarone.
2. Drugs that increase gastric pH are expected to decrease concentrations of sofosbuvir/velpatasvir/voxilaprevir. Separate antacid administration by 4 hours.

H2-receptor antagonists may be administered simultaneously. Omeprazole 20mg can be administered with sofosbuvir/velpatasvir/voxilaprevir. Other PPls
have not been studied.

3. Therapeutic monitoring of digoxin is recommended when co-administered.
4. Clinical monitoring of dabigatran is recommended. Follow dabigatran prescribing information for dose modifications in the setting of renal impairment.
5. Increased statin concentration may increase the risk of myopathy including rhabdomyolysis. Co-administration with these statins is not recommended. 
6. Increased risk of myopathy including rhabdomyolosis. Use the lowest approved statin dose based on risk/benefit assessment.

Table 10: Ribavirin 
Absolute Contraindications Relative Contraindications 

• Pregnancy (during treatment and for 6 months afterward; also None 

applies to partners of males who are treated) 

• Hemoglobinopathies (e.g., sickle cell, thalassemia major)
• Hemolytic or other severe anemias
. Unstable or significant cardiac disease .
. Renal insufficiency with serum creatinine > 2.0

• Co-administration with didanosine
• Previously demonstrated hypersensitivity to the drug
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Drug Selection 

1. Selection of drug regimen is based on patient specific characteristics including genotype, prior HCV treatment history,
degree of cirrhosis, and co-morbidities.

2. The treatment regimens listed below are no longer recommended unless completing_ a course of treatment that has
been previously initiated.

Monotherapy with peginterferon 
Dual therapy with peginterferon plus ribavirin 
Triple therapy with peginterferon, ribavirin, plus boceprevir or telaprevir 
Triple therapy with peginterferon, ribavirin, plus sofosbuvir 

3. Antiretroviral regimen changes may be necessary prior to initiating HCV drug treatment due to drug-drug interactions.
Glecaprevir/pibrentasvir co-administration is contraindicated with atazanavir 
Glecaprevir/pibrentasvir co-administration is not recommended with darunavir, lopinavir, ritonavir and efavirenz. 
Sofosbuvir/velpatasvir/voxilaprevir co-administration is not recommended with atazanavir, efavirenz, lopinavir, or 
tipranavir /ritonavir 
Sofosbuvir/velpatasvir/voxilaprevir should be used cautiously with tenofovir OF and patients should be monitored 
for adverse effects associated with tenofovir OF 
Velpatasvir/sofosbuvir should be used cautiously with HIV regimens containing tenofovir. 
Velpatasvir/sofosbuvir should not be used with combinations containing efavirenz or tipranavir/ritonavir. 

4. Discontinuation of therapy
If viral load is detectable at week 4 of treatment, repeat the viral load after 2 additional weeks of treatment 
(treatment week 6). lf_it has increased by greater than 10-fold (>1 loglO IU/ml} on repeat testing at week 6, then 
discontinue treatment. 
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Table 11: Drug Selection 

HCV Genotype Treatment History Cirrhosis Status Preferred Regimen Alternative Options 

(if RBV ineligible) 

Gl, GT2, GT3, Na'fve No cirrhosis Epclusa n/a 

GT4, GTS,GT6 (Sofosbuvir/velpatasvir) for 

12 weeks 

Gl, GT2, GT3, Na'fve Compensated Epclusa n/a 

GT4, GTS, GT6 cirrhosis (Sofosbuvir/velpatasvir) for 

12 weeks 

GTl, GT2, GT3 Na'fve or PEG/RBV Decompensated Epclusa + Ribavirin Epclusa 

GT4, GTS,GT6 Experienced cirrhosis (Sofosbuvir/velpatasvir) + (Sofosbuvi r /vel patasvi r) 

GTl, GT2, GT3, PEG/ RBV 

GT4,GTS,GT6 Experienced 

GTl, GT2, GT4, PEG/ RBV 

GTS, GT6 Experienced 

GT3 PEG/ RBV 

Experienced 

GTl NS 3 + PEG/RBV 

Experienced 

Compensated cirrhosis = C TP Class A 

Decompensated cirrhosis= C TP Class B or C 

RBV = Ribavirin 

No cirrhosis 

Compensated 

cirrhosis 

Compensated 

cirrhosis 

No cirrhosis 

Compensated 

cirrhosis 

!RBV x 12 weeks for 24 weeks 

Epclusa n/a 

(Sofosbuvir/velpatasvir) for 

12 weeks 

Epclusa n/a 

(Sofosbuvir/velpatasvir) for 

12 weeks 

Epclusa + Ribavirin Vosevi 

(Sofosbuvir/velpatasvir) + sofosbuvi r /vel patasvi r / 

!RBV x 12 weeks voxilaprevir x 12 weeks 

Epclusa n/a 

(Sofosbuvir/velpatasvir) for 

12 weeks 

*Starting dose of RBV 600mg/day is recommended with dose increases to l000mg/day in patients <75kg and 1200mg/day

in patients 2'.75kg
!RBV weight based dosing is recommended: 1000mg/day in patients <75kg and 1200mg/day in patients 2'.75kg
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Dose Modification Guide 

Notes: 

• Information is adapted from manufacturer package inserts and is not expected to cover every clinical scenario. 

• Information does not preclude the exercise of clinical judgment 

Table 12: Hematological Dose Modification Guide 

Lab Value Action 
Hemoglobin 8.5 - 10 g/dl . Dose reduction: Ribavirin 600 mg/day 
patient no cardiac disease . Continue dose direct-acting antiviral 
Hemoglobin< 8.5 g/dl . Discontinue ribavirin until resolved1 

patient no cardiac disease . May need to discontinue direct-acting antiviral2 

Hgb � 2g/dL reduction in 4 weeks patient with . Dose reduction: Ribavirin 600 mg/day 
stable cardiac disease . Continue dose direct-acting antiviral 
Hemoglobin< 12 g/dL after 4 weeks at reduced . Discontinue ribavirin until resolved1 

dosage . May need to discontinue direct-acting antiviral2 

patient with stable cardiac disease 

1. Once ribavirin is discontinued due to a laboratory abnormality or clinical adverse reaction, an attempt may be made to restart at 600 

mg daily and further increase the dose to 800 mg daily. However, it is not recommended that ribavirin be increased to the original 

dose (1000 mg or 1200 mg). 

2. Direct-acting antiviral for hepatitis C (e.g., velpatisvir/sofosbuvir) may need to be discontinued. Consult experienced physician. 

Table 13: ALT Dose Modification Guide 

Lab Value Action 

10-fold increase in ALT at week 4 Promptly discontinue therapy 

Any increase in ALT of less than 10-fold at week 4 if Promptly discontinue therapy 

accompanied by any weakness, nausea, vomiting, or

jaundice, or accompanied by increased bilirubin,

alkaline phosphatase, or INR

Asymptomatic increases in ALT of less than 10-fold at Monitor ALT at week 6 and week 8. If levels remain 

week4 persistently elevated, consideration should be given to 

discontinuation of therapy. 

Table 14: Renal Impairment Dose Modification 
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Creatinine Ribavirin Velpatisvir /sofosbuvir Sofosbuvir /velpatasvir / G leca previ r /Pi brentasvi r 

clearance (Epclusa®) voxilaprevir (Mavyret® ) 

(Vosevi® ) 

30 to 50 Alternating doses, 1 tablet once daily 1 tablet once daily 3 tablets once daily 

ml/min 200 mg and 400 mg 

every other day 

< 30 ml/min 200 mg once daily No dosage No dosage No dosage adjustment 

recommendation* recommendation* requiredt 

Hemodialysis 200 mg once daily No dosage No dosage No dosage adjustment 

recommendation* recommendation* requiredt 

*up to 20-fold higher exposures of predominant sofosbuvir metabolite

tPreferred agent in CKD 4 and 5.
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Velpatasvir/sofosbuvir Drug Information HCV, page 11 

Table 15: Velpatasvir/sofosbuvir 

Brand Name Epclusa® 

Special Notes . Store only in original container 
. Treatment is not guided by on treatment HCV RNA response 

Formulation Fixed-dose combination tablet Velpatasvir l00mg/sofosbuvir 400mg 

Dose 1 tablet orally once daily with or without food 

Mechanism of Action . Direct-acting antiviral 
. Velpatasvir is an inhibitor of the HCV NSSA protein, which is required for viral 

replication 
. Sofosbuvir is an inhibitor of the HCV NSSB RNA-dependent RNA polymerase, which is 

required for viral replication 

Duration of Therapy 

Gl, G2, G3, G4, GS, G6: Treatment na·ive or treatment 12 Weeks (GT3, treatment experienced, compensated cirrhosis: add ribavirin) 
experienced with no cirrhosis or compensated cirrhosis 

Gl, G2, G3, G4, GS, G6: Treatment na"ive or treatment 12 Weeks with ribavirin 

experienced with decompensated cirrhosis 

Adverse effects* . Fatigue (most common) 
. Headache (most common) 
. Nausea 
. Asthenia 
. Insomnia 
. Transient, asymptomatic lipase elevations of greater than 3 times upper limit of normal 

Drug interactions* 
. Acid reducing agents: 

. Antacids (e.g., aluminum and magnesium hydroxide)1 

. H2-antagonists (e.g., ranitidine)2 

. Proton pump inhibitors (e.g., omeprazole)3 

. Antiarrhythmics: 
. Amiodarone4 

. Digoxins 

. HIV medications: 
. Efavirenz6 

. Regimens containing Tenofovir7 

. Tipra navi r /Ritonavi r8 

. Anticonvulsant: Carbamazepine, Oxcarbazepine, Phenobarbital, Phenytoin8 

. Antimycobacterials: Rifampin, Rifabutin, Rifapentine8 

. St. John's wort8 

. HMG-CoA Reductase Inhibitors: Atorvastatin and Rosuvastatin9 

1. Separate antacid and velpatasvir/sofosbuvir administration by 4 hours
2. Administer H2-receptor antagonist simultaneously with velpatasvir/sofosbuvir or 12 hours apart at a dose that does not exceed ranitidine 150mg bid 

3. Co-administration of any proton pump inhibitor is not recommended. If it is considered medically necessary to coadminister, velpatasvir/sofosbuvir should be

administered with food and taken 4 hours before omeprazole 20mg.
4. Coadministration of amiodarone wwith velpatasvir/sofosbuvir may result in serious bradycardia. Coadministration is not recommended;
5. Co-administration of velpatasvir/sofosbuvir with digoxin may increase the concentration of digoxin. Therapeutic concentration monitoring of digoxin is recommended 

6. Co-administration of velpatasvir/sofosbuvir with efavirenz is not recommended as efavirenz may decrease the concentration of velpatasvir.

7. Monitor for tenofovir-associated adverse reactions in patients receiving velpatasvir/sofosbuvir. 

8. Co-administration is not recommended.

9. Co-administration of velpatasvir/sofosbuvir with rosuvastatin or atorvastatin increases the concentration of the statin, which is associated with increased risk of 

myopathy. Monitor close for statin-associated adverse reactions, such as myopathy and rhabdomyolysis. 

*Note: refer to the manufacturer's product information for additional information and a complete list
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Gleca□revir/oibrentasvir Drue' Information 

Table 16: Glecaprevir/pibrentasvir 

Mavyret® 

. Store only in original container. Supplied in a 4-week (monthly) carton . 

. Treatment is not guided by on treatment HCV RNA response 

. Preferred in patients with CKD Stage 4 or S 

. Contraindicated in patients with decompensated cirrhosis 

Fixed-dose combination tablet glecaprevir l00mg/pibrentasvir 40mg 

3 tablets orally once daily with food 

Brand Name Special 

Notes 

Formulation 

Dose 

Mechanism of Action . Direct-acting antiviral 
. Glecaprevir is an inhibitor of the HCV NS3/4A protease, which is required for viral 

replication 
. Pibrentasvir is an inhibitor of the HCV NSSA protein, which is required for viral 

replication and viral assembly 

Duration of Therapy 

Gl, G2, G3, G4, GS, G6: Treatment naive without 8 weeks (12 weeks) 
cirrhosis (compensated cirrhosis) 

Gl, G2, G4, GS, G6: PRS+ treatment experienced 8 weeks (12 weeks) 
without cirrhosis (compensated cirrhosis) 

G3: PRS' treatment experienced with or without 16 weeks 
compensated cirrhosis 

Adverse effects* . Fatigue (most common) 
. Headache (most common) 
. Nausea (most common) 
. Elevated of total bilirubin 

Drug interactions* . Anticonvulsant: Carbamazepine1 

. Antimycobacterials: Rifampin2 

HIV medications 
Atazanavir2 

. Darunavir, lopinavir, ritonavir 
Efavirenz1 

. Cyclosporine3 

. Digoxin4 

. Da bigatra n5 

. Ethinyl estradiol6 

. St. John's wort1 

. Antihyperlipi.demics 
. Atorvastatin, lovastatin, simvastatin7 

. Rosuvastatin8
, pravastatin9

, fluvastatin, pitavastatin10 

'PRS=Prior treatment experience with regimens containing interferon, pegylated interferon, ribavirin, and/or sofosbuvir, but no prior treatment experience with an HCV 
NS3/4A Pl or NSSA inhibitor. 
*Note: refer to the manufacturer's product information for additional information and a complete list

1. Carbamazepine, efavirenz, and St. John's wort may significantly decrease plasma concentrations of glecaprevir/pibrentasvir, leading to reduced therapeutic effect.

2. Co-administration with atazanavir or rifampin is contraindicated.

3. Co-administration with cyclosporine is not recommended in patients receiving cyclosporine > 100 mg per day.

4. Measure serum digoxin concentrations before initiating glecaprevir/pibrentasvir. Digoxin dose reduction of 50% may be required.

5. Follow dabigatran prescribing information for dose modifications in combination with P-gp inhibitors in the setting of renal impairment.

6. Co-administration with ethinyl estradiol may increase the risk of ALT elevations.

7. Increased statin concentration may increase the risk of myopathy including rhabdomyolysis. · Co-administration with these statins is not recommended.

8. Rovastain may be co-administered at a dose not to exceed 10mg, reduce provastain dose by 50%, use lowest approved dose of fluvastin and pitavastin.
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Sofosbuvir/velpatasvir/voxilaprevir Drug Information 

Table 17: Sofosbuvir/velpatasvir/voxilaprevir 

Brand Name Vosevi® 

Special Notes . Store only in original container 
. Treatment is not guided by on treatment HCV RNA response 
. Not recommended in patients with moderate or severe hepatic impairment (Child-Pugh B or 

C) or severe renal disease (eGFR less than 30ml/min/1.73m2) 
. Indicated for patients who are DAA treatment experienced 

Formulation Fixed-dose combination tablet sofosbuvir 400mg/velpatasvir lO0mg/voxilaprevir 100mg 

Dose 1 tablet orally once daily with food 

Mechanism of Action . Direct-acting antiviral 
. Sofosbuvir is an inhibitor of the HCV NSSB RNA-dependent RNA polymerase, which is 

required for viral replication 
. Velpatasvir is an inhibitor of the HCV NSSA protein, which is required for viral replication 
. Voxilaprevir is an inhibitor of the HCV NS3/4A protease, which is required for viral replication 

Duration of Therapy 

Gl, G2, G3, G4, GS, G6 previously treated with a 12 weeks 

NSSA inhibitor 

12 weeks 

Gla, G3 previously treated with sofosbuvir without 

an NSSA inhibitor 

Adverse effects* . Fatigue (most common) 
. Headache (most common) 
. Nausea (most common) 
. Diarrhea (most common) 
. Elevated total bilirubin, lipase, and creatine kinase 

Drug interactions* . Antimycobacterials: Rifampin, rifabutin, rifapentine 
. Amiodarone1 

. Acid reducing agents2: 
. Antacids (e.g., aluminum and magnesium hydroxide)2 

. H2-antagonists (e.g., ranitidine)3 

. Anticonvulsant: Carbamazepine, Oxcarbazepine, Phenobarbital, Phenytoin 

. Cyclosporine 

. Digoxin3 

. Dabigatran4 

. St. John's wort 

. HIV medications: 
. Regimens containing atazanavir, lopinavir, tipranavir/ritonavir, efavirenz, or tenofovir 

. Antihyperlipidemics 
. Pravastatin, rosuvastatin, pitavastatin5 

. Atorvastatin, fluvastatin, lovastatin, simvastatin6 

•Note: refer to the manufacturer's product information for additional information and a complete list 

l. Severe bradycardia may occur with co-administration.

2. Drugs that increase gastric pH are expected to decrease concentrations of sofosbuvir/velpatasvir/voxilaprevir. Separate antacid administration by 4 hours. H2-

receptor antagonists may be administered simultaneously. Omeprazole 20mg can be administered with sofosbuvir/velpatasvir/voxilaprevir. Other PPls have not been 

studied. 
3. Therapeutic monitoring of digoxin is recommended when co-administered. 
4. Clinical monitoring of dabigatran is recommended. Follow dabigatran prescribing information for dose modifications in the setting of renal impairment. 

5. Increased statin concentration may increase the risk of myopathy including rhabdomyolysis. Co-administration with these statins is not recommended. 

6. Increased risk of myopathy including rhabdomyolosis. Use the lowest approved statin dose based on risk/benefit assessment.
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gIV DISEASEiM'A:NlGEMENlf 

Initial evaluation of HIV+ patients to be done at the intake facility by facility provider: 
I) Obtain medical history including sexual history, social history, medication history, & history of opportunistic infections.
2) Complete physical examination: vitals, weight, general exam, neurologic examination, and pelvic exam with PAP

and GC/chlamydia tests. Perfonn pelvic exam every 6 months for HIV+ female patients.
3) Obtain baseline laboratories: CBC with differential, Chemistry profile to include LFTs, serum creatinine,

fasting blood sugar and lipid profile, Hepatitis serology (HbsAg, Anti-HBs, anti-HBc total antibody,
anti-HCV and anti-HA V total antibody), Syphilis screen (RPR), Urinalysis, calculated estimate of glomerular filtration rate
(GFR) (available in Tools on the CMC Web), CD4+ lymphocyte analysis, HIV RNA viral load, Varicella-Zoster Immune
Status, Chest X-ray, PPD skin test.

4) Screen patients for risk of chronic kidney disease by obtaining urinalysis, calculating GFR, and assessing risk.
Risk factors include family history of renal disease, Arrican American, CD4 <200 cells/mm3, VL > 4000 copies/ml, certain
diseases (diabetes, HTN, hepatitis C co-infection), & concomitant use of nephrotoxic agents. If I+ proteinuria or
calculated GFR < 60 ml/min/1.73m2, consider further evaluation. lfnonnal & high risk based on risk factors, reassess and
recheck annually. If normal & patient does not have risk factors, reassess annually in chronic care clinic (CCC).

5) Update vaccines: influenza vaccine annually; pneumococcal vaccine with single revaccination 5 years after the first dose;
hepatitis A & B vaccine if not already immune; varicella vaccine ifCD4 > 200 and patient born after 1979 with no history
of disease, vaccination, or evidence of immunity.

6) Initiate prophylactic medication(s) for opportunistic infection(s) as indicated in box A page 3 & box B page 4.
7) Refer all HIV + patients regardless ofCD4 count to the designated physician for evaluation for antiretroviral treatment

(ART). If patient refuses, contact the designated physician for drug therapy and ITP recommendations.
a. Expedited referrals should be obtained for patients that are symptomatic or have a CD4 count< 200 cells/mm 3. For

patients on Selzentry® or Fuzeon® at intake, expedited referrals should be obtained within 2 weeks.

2 Follow-up for HIV+ Patients:
1) Evaluate in chronic care clinic at least every 6 months.
2) Refer patients with CD4 count< 100 cells/m m� to Ophthalmology for a retinal examination to rule out HIV

retinopathy & CMV retinitis.
3) Laboratories: CD4 count every 3 to 6 months if patient meets the following criteria: not on treatment, during the first

two years on ART, or if viremia develops while on ART. For patients with CD4 > 300 cells/mm3 and virally
suppressed on treatment > 2 years, CD4 count may be measured every 6 to 12 months. HIV viral.load is measured
every 3 to 6 months unless the patient is stable and virally suppressed on treatment > 2 years, then can be extended to
every 6 months. Obtain CBC with differential every 3 to 6 months and chemistries including LFTs, serum creatinine,
blood sugar, lipid profile at least annually.

4) Consider discontinuing prophylactic medication(s) for opportunistic infection(s) as indicated in box A & B, pages 3-4.

+ 
3 I. Antiretroviral therapy (ART) is recommended for all individuals with HIV, regardless of CD4 T lymphocyte cell

count, to reduce the morbidity and mortality associated with HIV infection.
2. Discuss pros & cons of drug therapy, adherence, resistance, administration, possible adverse effects & management.
3. If patient is committed, begin HAART. Consider follow up in 2 to 4 weeks to assess medication tolerance.
4. lfpatient is poor candidate for drug therapy and/or does not want to start therapy, return to clinic every 3 to 6

months for follow-up.

The pathways do not 
replace sound clinical 
judgment, nor arc they 
intended lo striclly apply 
to all J"ll icuts 

4 Go to box #5 on page 2 
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Continued from box #4 on page I 
WHEN POSSIBLE, IT IS PREFERRED THAT ALL HIV MEDICATIONS 
AND LABORATORIES BE ORDERED BY THE DESIGNATED PHYSICIAN. 

mv, 

,Pi!,ge2 

s adherence for each drug � son G 
and is the patient tolerant? Reiri[orce education. Return to clinic 1 month. 

8 No 

Verify that administration is correctly documented on 
the computer 

13 
No I) Counsel patient regarding the importance of

adherence and warn patient noncompliance may lead to
medication discontinuation.
2) Identify & treat adverse effects if present
3) Return to clinic in I month

Verify administration is correctly 
documented on the computer or 
Notify unit administration: 

10

Is adherence for each drug� 80%?

11 No 

12 

Go To Box 
# 15. 

I) Counsel patient regarding the
importance of adherence and
warn patient noncompliance may
lead to med discontinuation.
2) Identify & treat adverse effects.

When adherence < 80% for 2 consecutive months: 3) Return to clinic in I month.
I) Provide adherence counseling and education. After 3 consecutive

counseling attempts I month apart, can consider discontinuation.
2) Obtain expedited referral for evaluation by designated physician

to determine subsequent management.
3) Consideration may be given to discontinuing therapy in patients

that do not want to continue therapy, or are non-adherent to
medications and clinic appointments, due to the possibility of
developing resistance and to pause therapy to reflect on treatment
options.

4) Follow up in CCC at least every 3-6 months.

Continue current drug therapy: 
I) Return to CCC at least every 6 months and designated physician as

indicated.

17 

2) Laboratories: CD4 count every 3 to 6 months if not on treatment,
during the first two years on ART, or ifviremia develops while on ART.
For patients with CD4 > 300 cells/mm3 and virally suppressed on
treatment > 2 years, CD4 count may be measured every 6 to 12 months.
HIV viral load is measured every 3 to 4 months unless the patient is
stable and virally suppressed on treatment > 2 years, then may be
extended to every 6 months.

3) Reinforce education at each visit.
4) Goal of therapy is IO fold ( I log) decrease in viral load at 8 weeks,

non-detectable viral load at 4-6 months after starting drug therapy 
& increased CD4 count. 

5) Obtain expedited referral to designated physician to consider change
in drug therapy if:
• Goal viral load (non-detectable) not achieved within

4-6 months after starting drug therapy;
• Re-appearance of viremia after viral load is non-detectable

(confinned by at least 2 tests 4 weeks apart);
• Increase in viral load.?: 3 fold from nadir (confirmed by at least 2

tests 4 weeks apart);
• Declining CD4 count (at least 2 tests);
• Severe, unusual, or life-threatening adverse effect suspected; or
• Patient wants to discontinue therapy

Yes 

20 

15 
Yes �-....x..-� 

Obtain 
viral load. 

Has viral load 
decreased > IO fold 

(I log)? 

18 

No 

Repeat 
viral load in 

l month

Has viral load 
decreased > IO fold 

(I log)? 

No 

Continue current drug therapy so that 
reliable resistance testing may be 
obtained: 
I) Refer patient to designated physician

to evaluate patient for poor adherence,
intolerance, versus resistance & to
consider changing drug therapy.

2)Reinforce education at each visit.

7 
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V. Diagnosis
A. Laboratories should conduct initial testing for HIV with an FDA-approved antigen/antibody

combination immunoassay that detects HIV-I and HIV-2 antibodies and HIV-I p24 antigen
to screen for established infection with HIV-I or HIV-2 and for acute HIV- I infection.
No further testing is required for specimens that are nonreactive on the initial immunoassay.

B. Specimens with a reactive antigen/antibody combination immunoassay result (or repeatedly reactive,
if repeat testing is recommended by the manufacturer or required by regulatory authorities) should be tested
with an FDA-approved antibody immunoassay that differentiates HIV-I antibodies from HIV-2 antibodies.
Reactive results on the initial antigen/antibody combination immunoassay and the HIV-1/HIV-2
antibody differentiation immunoassay should be interpreted as positive for
HIV-I antibodies, HIV-2 antibodies, or HIV antibodies, undifferentiated.

C. Specimens that are reactive on the initial antigen/antibody combination immunoassay and nonreactive or
indetenninate on the HIV-1/HIV-2 antibody differentiation immunoassay should be tested with an
FDA-approved HIV- I nucleic acid test (NAT).

VI. Treatment
A Recommendations for ART therapy

I. ART is recommended for all individuals with HIV, regardless ofCD4 T lymphocyte cell count, to reduce the
morbidity and mortality associated with HIV infection

2. ART is also recommended for individuals with HIV to prevent HIV transmission
3. Primary Care providers should refer patients to designated physician for recommendations and initiation of

therapy.
4. The following ART drugs are no longer recommended for use because of suboptimal antiviral potency,

unacceptable toxicities, high pill burden, or pharmacologic concerns: delavirdine (DLV), didanosine (ddl),
indinavir (JDV), nelfinavir (NFV), and stavudine (d4T).

B.Table 7: Antiretroviral Regimens or Components That Should Not Be Offered At Any Time*

.. T -· ·-

i ' 
,, ., 

Antirctro\'irnl Regimens Not Recommendecl 

Monothcrnpy (Al) 

Dual-NRTI regimens (Al) 

Triplc-NRTI regimens (Al) 

. 

. 

. 

. 

. 

_, 
Ration'ilc 

'
,__ ·-,

--· i , 

NRTI monotherapy is inferior to dual-NRTI therapy 

PI monotherapy is inferior to combination ART 

INST! monotherapy has resulted in virologic rebound and 

INST! resistance 

Rapid development of resistance 

Inferior ARV activity when compared with combination 

of three or more ARV agents 

Triple-NRTI regimens. have suboptimal virological activity 

*adapted from Guidelines for the use of antiretroviral agents in HIV-I infected adults and adolescents
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VII. Monitoring Therapy

A. CD4 Count

HIV ' 
Pa e ·1s 

I. Indicator of immune system damage and risk for developing opportunistic infection, i.e., measure of
immunological response

2. Specifically, it is a measure of the peripheral pool ofCD4 cells which only accounts for approximately
2% of total lymphocyte population in the body

3. Together with viral load it is used to predict a patient's risk for disease progression
4. Used to detennine when to start or stop opportunistic infection prophylaxis
5. Measurements can vary due to technical & biological variations and have diurnal variation. As a result,

it is important to follow the trend in CD4 count versus single value.
6. CD4 count should be monitored at baseline and every 3 to 12 months based on patient status.
7. +/. 30% change is considered a significant change

B. Viral Load
I. Indicator of the magnitude of viral replication & response to drug therapy, i.e., virological response
2. Specifically, it is a measure of viral replication and is reported as number of viral copies/ml of blood
3. Used to monitor a patient's response to drug therapy
4. Decisions should be based on 2 measurements obtained 1-2 weeks. apart due to technical & biological

variations
5. Do not obtain within 4 weeks ofintercurrent illness or immunization
6. Monitor at baseline, 2-8 weeks after initiating or changing therapy, and every 3 to 6 months thereafter based

on status
7. > 0.5 log or 3-fold change in viral load is considered significant
8. Should see I log ( I 0-fold) decrease in viral load within 8 weeks (may take as long as 16 weeks if very high)

of initiating drug therapy and should be undetectable within 4-6 months
C. Resistance Testing

I. Should be perfonned by experienced provider (e.g., Infectious Diseases Specialist) since requires expert
interpretation

2. Absence of resistance should be interpreted cautiously in conjunction with previous drug use history
3. Should be perfonned at baseline, while on antiretroviral therapy or immediately (within 4 weeks) after

discontinuation of therapy
4. Should not be perfonned if viral load< 1,000 copies/mL because amplification of virus is unreliable

D. HLA-8*570 I screening - Should be considered prior to prescribing abacavir. Abacavir should not be
prescribed if positive and an abacavir allergy should be recorded in the patient's medical record.

E. Co-receptor tropism assay - Must be obtained prior to prescribing a CCR5 inhibitor.
F. Response to Therapy

I. Generally see virologic, immunologic, and then clinical progression when a patient is failing therapy. These
stages may be separated by monihs lo years and discordant responses are possible.

2. Virologic Failure
a. Incomplete virologic response: VL � 200 copies/mL after 24 weeks of therapy
b. Virologic rebound is the confinned detectable HIV RNA (to .2: 200 copies/mL) after virologic suppression.

This excludes isolated episodes ofviremia (i.e. single level 50-1000)
c. Low-level viremia: Confinned detectable HIV RNA <200 copiesfmL.

3. Immunologic Failure
a. Failure to increase CD4 count by 25-50 cells/mm) above baseline over 1 year
b. CD4 count decreases below baseline
c. Immunologic failure may not warrant drug therapy change if viral load is undetectable
d. In the setting of virologic suppression, there is no consensus on how to define or treat immunologic

failure
4. Clinical Progression

a. Occurrence or recurrence of HIV-related illness after 3 months excluding immune reconstitution which is
generally seen within first 3 months of starting therapy

b. Clinical progression may not warrant drug therapy change if viral load is undetectable
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The pathways do not 
replace SO\Jnd clinical 

. judgment nor arlthey 
· .intended to strictly ,. .,rbPIOID DISCONTINUATION 

9 

, apply to all patients.
. . ,:, . 

1 

• Counsel the patient on signs and symptoms of opioid withdrawal
• Evaluate patient's withdrawal symptoms with the Clinical Opiate Withdrawal Scale (COWS); refer to page 3. 

The COWS can be found in the VC Forms Templates.
• Do not discontinue methadone in a pregnant patient.
• Therapy should be discontinued postpartum. If patient is postpartum, refer to page 2 box #11 for

mana ement.

4 

Yes 
disease, i.e., CAD, Heart 

Failure, history of 
arrhythmias? 

No 

• Transfer patient to an
inpatient psychiatric
facility.

No 

the patient ha 
ying cardiac dis 
AD, Heart Failu 
ry of arrhythmi 

No 

Yes 

• Go to box #7

• Transfer patient to a 24 hour medical facility.
• Order baseline EKG and repeat as clinically indicated.
• Go to box# 7

6 

8 

atient having modera 
re withdrawal sympt 
re of >24 on the CO 

No 

• Monitor vital signs daily.
• Provide supportive care for pain, nausea,

vomiting and diarrhea as clinically
indicated.

Yes • Transfer patient to 24 hour medical facility, if patient is
not already transferred.

• Administer clonidine 0.1mg tid up to 0.3mg tid for 7
days; taper over additional 3 days. Maximum total
daily dose should not exceed lmg/day.

• Monitor vital signs before every administration of
clonidine. Clonidine should be held if systolic blood
pressure (SBP) <90mmHg, diastolic blood pressure
(DBP) <60mmHg, or pulse rate (PR)< 50 bpm.

• Provide supportive care for pain, nausea, vomiting and
diarrhea as clinically indicated.

Monitor patient for severe complications, i.e., signs of dehydration and acute mentallO 
status changes. If present, transfer to higher level of care. 

Prepared By Vita/Core Health Strategies 

719 SW Van Buren Street. Suite /00 

Topeka. Kansas 

Approved July 20/9 



Opioid Discontinuation, pg 2 

· ,,;· 0P1010 ·o.1scoNTINUATION POSTPARTUM ,,

11 • Do not discontinue methadone in a pregnant patient.

• Therapy should be tapered and discontinued postpartum.

• Patient should be transferred to a 24 hour medical facility for postpartum care.

• Patient should be discharged from the hospital on methadone as part of the postpartum 

discharge orders.

• Methadone is a non-formulary medication that requires Regional Medical Director approval. 

Taper should not take longer than 7-10 days. Clinical pharmacists may be consulted for tapering 

recommendations. See Table 1 for examples.

• Provide supportive care for pain, nausea, vomiting and diarrhea as clinically indicated.

12 

Monitor patient for severe complications, i.e., signs of dehydration and acute mental 

status changes. If present, transfer to higher level of care. 

Table 1 .  Examples of Methadone Tapering Schedule Postpartum 

If discharge methadone total daily dose is >40mg: If discharge methadone total daily dose is S40mg: 

• Decrease dose by 20mg/day until 40mg is reached. • Decrease dose by Smg/day until it is discontinued.
• Then, decrease dose by Smg/day until it is

discontinued.
,. 

Example: lO0mg/day Example: 40mg/day 

80mg Day 1 3Smg Day 1 

60mg Day2 30mg Day2 

40mg Day3 2Smg Day 3 

3Smg Day4 20mg Day4 

30mg Days lSmg Days 

20mg Day6 10mg Day6 

lSmg Day7 Smg Day7 

10mg Day8 Discontinue Day8 

Smg Day9 

Discontinue DaylO 
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Clinical Opiate Withdrawal Scale 

The Clinical Opiate Withdrawal Scale (COWS) is an 11-item scale. This tool can be used in both inpatient and 
outpatient settings to rate common signs and symptoms of opiate withdrawal. The summed score for the complete 
scale can be used to help determine the stage or severity of opiate withdrawal and assess the level of physical 
dependence on opioids. 

For each item, write in the number that best describes the patient's signs or symptoms. 

Score: 
• Mild= 5-12
• Moderate = 13-24
• Moderately severe = 25-36
• Severe� 37

Patient Name: ________________ _ 
Current Vitals {BP, RR, HR): ___________ _ 

Patient #: _________ _ 
Date: ___ _ Time: ______ _ 

Observer: _________________ _ 

Signs and Symptoms Score 

Resting Pulse Rate: (record beats per minute) 
Measured after patient is sitting or lying down for one minute 

0 = pulse rate 80 or below 
1 = pulse rate 81-100 
2 = pulse rate 101-120 
4 = pulse rate greater than 120 

Sweating: over past½ hour not accounted for by room temperature 
or patient activity 
0 = no report of chills or flushing 
1 = subjective report of chills or flushing 
2 = flushed or observable moistness on face 
3 = beads of sweat on brow or face 
4 = sweat streaming off face 

Restlessness: observation during assessment 
0 = able to sit still 
1 = reports difficulty sitting still, but is able to do so 
3 = frequent shifting or extraneous movement of legs/arms 
5 = unable to sit still for more than a few seconds 

Pupil size 

0 = pupils pinned or normal size for room light 
1 = pupils possibly larger than normal for room light 
2 = pupils moderately dilated 
5 = pupils so dilated that only the rim of the iris is visible 

Bone or joint aches: if patient was having pain previously, only the 
additional component attributed to opiate withdrawal is scored 
0 not present 
1 mild/diffuse discomfort 
2 patient reports severe diffuse aching of joints/muscles 
4 patient is rubbing joints or muscles and is unable to sit still because 
of discomfort 

Cont. next page 
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3 

2 

PAIN, BACK Page #2 

CHRONIC 

Consider: 

I) Nonmechanical source of pain;

2) Imaging studies;

3) Definitive Procedure.

Chronic pain persists. 

, 

Counsel Patient Regarding Nature of Disease 

(I) Weight Loss & Exercise

(2) Coping with Chronic Pain

(3) Self Exercise/Stretch Plan-Provide Exercise Handout

Medication: 

Ibuprofen 600 mg TIO PRN X 30 days 

Improved and adequate work up for 

nonmechanical etiology? 

6 

Yes 

Consider referral to further identify etiology. 

Continue chronic maintenance 

at lowest effective dose. 

Utilizing I card to last 90 day 

NSAID orders when appropriate. 

NSAIDs may cause an increased risk of serious cardiovascular thrombotic events, myocardial 

infarction, and stroke, which can be fatal. This risk may be increased in patients with cardiovascular 

disease or risk factors for cardiovascular disease. Ibuprofen is contraindicated for the treatment of 

peri-operative pain in the setting of coronary artery bypass graft (CABG) surgery. NSAIDs can also 

cause an increased risk of serious gastrointestinal adverse events especially in the elderly, including 

bleeding, ulceration, and perforation of the stomach or intestines, which can be fatal. 

Prepared By Vita/Core Health Strategies 
719 SW Van Buren Street, Suite 100 

Topeka, Kansas 66603 
Approved July 2019 
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Medication Selection 
Patients should be evaluated for use of formulary agents when possible. Practitioners should consider history of response, contraindications, co-morbidities, 
medication compliance, and potential for adverse effects and/or drug-drug interactions when making treatment decisions. When medications are changed, 
patients should be monitored closely for worsening symptoms and adverse effects. 

Table 1: PTSD Pharmacotherapy 

Initial Dose 
Drug Class Generic Name Brand Name (Dose Range) Monitoring 

mg/day 

Selective Serotonin Citalopram Celexa® 20 . Emergence of suicidal ideation or behavior 
Reuptake Inhibitors 20 mg, 40 mg tablet (20-40) . Citalopram: EKG at baseline and as clinically 
(SSRJs) 

Fluoxetine 20 
indicated if risk factors for QTc prolongati�n are 

Prozac® present• 
20 mg capsule (20-80) . IfQTc is> 450 msec for males or> 470 msec for 

Sertraline Zoloft® 50 
females, do not initiate citalopram. If pt is on 

50 mg, 100 mg tablet (50-200) 
citalopram and QTc is > 500 msec, consider 
alternative treatment. 

. Fluoxetine has also been associated with QTc 
prolognation. EKG monitoring is encouraged if 
risk factors for QTc prolongation are present.• 

Serotonin Venlafaxine XR EffexorXR® 75 . Emergence of suicidal ideation or behavior 
Norepinephrine 75 mg, 150 mg capsule (75-225) . Dose-related increases in systolic blood pressure 
Reuptake Inhibitors 

Duloxetine 30-60 
and pulse 

(SNRis)b Cymbalta® 
30 mg, 60 mg capsules (60-120) 

Other< Prazosin Minipres® 1 . Monitor supine, standing, and sitting BP; 
I mg capsule (1-15) orthostatic hypotension 

. When discontinuing, taper over I week or more 

• Risk factors for QTc prolongation include age> 65 years old, use of other concomitant QTc prolonging medications, baseline hypokalemia or 
hypomagnesemia, or pre-existing cardiovascular impairment. 
b venlafaxine functions as an SNRJ at doses ?. 150 mg/day. At lower doses, venlafaxine functions more like an SSRJ. 
< Not a formulary agent but may be requested via non-formulary approval process if nightmares are a predominant symptom. Titrate gradually to limit risk 
of orthostasis. 

BRIEF PSYCHIATRIC RA TING SCALE (BPRS) - Instructions for the Clinician 
The Brief Psychiatric Rating Scale (BPRS) is a widely used instrument for assessing psychopathology at baseline and longitudinaliy as an outcome 
measurement when treatment is introduced. The BPRS is a scale measuring positive symptoms, general psychopathology and affective symptoms. It has 
proven particularly valuable for documenting the efficacy of treatment in patients who have moderate to severe psychopathology. The BPRS has been well 
validated in the clinical literature and is reportedly the most studied psychometric instrument currently in use. 

The BPRS should be administered by a clinician who is knowledgeable concerning psychiatric disorders and is able to interpret the constructs used in the 
assessment. The individual's behavior over the previous 2-3 days should also be considered and can be reported by the patient's caregivers or teachers. It 
should be utilized at baseline and then at each visit as long as the patient is prescribed a psychotropic medication. 

The BPRS consists of a range of 23 symptom constructs covering a broad array of potential psychopathology. The assessment typically takes I 0-20 minutes 
or less for the interview and scoring. 

Instructions for Use and Scoring: 
Each item is rated on a seven-point scale (!=not present to ?=extremely severe). Zero (0) is entered if the item is not assessed. The scores of the 23 items 
should be summed and recorded. The total score should be compared to the total score from one evaluation to the next as a measure of response to treatment. 
In addition, a single subscale (symptom) or cluster of subscales (e.g., grandiosity, elevated mood, excitement, distractibility) can be followed over time. 
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Rule out medical causes for 
presentation. 

Yes 

The pathways do not replace 
sotmd clinical judgment nor 
are they intended to strictly 
apply to all patients. 

Re-evaluate diagnosis and treat underlying causes 

3 

• Administer haloperidol 2-5mg IM. May repeat q 60 minutes as needed (max 20mg/day) along with diphenhydramine 50mg
IM, may repeat in 20-30 minutes ifnecessary (max 200mg/day) OR

• Administer ziprasidone 20mg IM q 4 hours as needed (max 40mg/day).
NOTE: Due to very low risk for EPS, adjunctive anticholinergic medication is generally not needed with IM ziprasidone

5 
Yes 

....--------------------.... 6 
EPS present? Repeat diphenhydramine dose every 20-30 minutes (max 200mg/day) 

No 

Effective control of target symptoms (psychosis, 
agitation, and/or behavioral dyscontrol)? 

No 

• Repeat dose of agent, within limits listed in box #4 OR

• Switch to alternative agent listed in box #4 OR

Go to box #11 

• Consider IM lorazepam 0.5-2mg adjunct q 60 minutes as needed for persistent agitation (max 6mg/day)

Effective control of target symptoms (psychosis, 
agitation, and/or behavioral dyscontrol)? 

Yes 
• Schedule follow-up Mental Health Referral as

indicated

12 No 

• Patients returning from inpatient psych
facilities should be seen by a qualified mental
health professional within 48 hours Sunday
Thursday and 72 hours Friday-Saturday• Consider pharmacotherapy consult OR 

• Consider a second opinion OR

• Consider referral to inpatient facility for evaluation
• Switch to oral therapy when patient is able
• Refer to Chronic Psychosis DMG for

continued management

Monitoring Parameters: Check patient at least once in first 15 minutes, then every 30 minutes at least twice in the next hour if 
patient remains on the unit. 

• Mental Status: Alert and oriented, motor activity, speech, excess sedation
• Extrapyramidal Symptoms (EPS): Dystonia, parkinsonism, akathisia, tremor, dyskinesia
• Behavior: Psychosis (ie. hallucinations, delusions, disorganized speech/behavior), assaultive, agitated
• Neuroleptic Malignant Syndrome (NMS): Dehydration, vital signs, muscle rigidity, diaphoresis, alteration in consciousness,

autonomic dysfunction (orthostatic hypotension, drooling, urinary incontinence, unusually rapid breathing)
• Vital Signs: Blood pressure, pulse, temperature, respiration (as clinically indicated)

Management of Adverse Effects 
• Neuroleptic Malignant Syndrome

• Medical emergency; evaluate through medical department for possible referral to hospital ER
• Acute Dystonic Reaction

• Diphenhydramine 50mg IM (max 200 mg/day)
• Worsening Mental Status

• Immediately contact psychiatric provider for evaluation
• Reconsider possible medical etiology for presentation

Prepared By Vita/Core Health Strategies 
719 SW Van Buren Street, Suite JOO 

Topeka. Kansas 66603 
Approved July 2019 
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BRIEF PSYCHIATRIC RA TING SCALE (BPRS) - Instructions for the Clinician 

Background: 

The Brief Psychiatric Rating Scale (BPRS) is a widely used instrument for assessing psychopathology at baseline and 
longitudinally as an outcome measurement when treatment is introduced. The BPRS is a scale measuring positive 
symptoms, general psychopathology and affective symptoms. It has proven particularly valuable for documenting the 
efficacy of treatment in patients who have moderate to severe psychopathology. The BPRS has been well validated in 
the clinical literature and is reportedly the most studied psychometric instrument currently in use. 

The BPRS should be administered by a clinician who is knowledgeable concerning psychiatric disorders and is able to 
interpret the constructs used in the assessment. The individual's behavior over the previous 2-3 days should also be 
considered and can be reported by the patient's caregivers or teachers. It should be utilized at baseline and then at each 
visit as long as the patient is prescribed an antipsychotic. 

The BPRS consists of a range of 23 symptom constructs covering a broad array of potential psychopathology. The 
assessment typically takes 10-20 minutes or less for the interview and scoring. 

Instructions for Use and Scoring: 

Each item is rated on a seven-point scale (1 =not present to 7=extremely severe). Zero (0) is entered if the item is not 
assessed. The scores of the 23 items should be summed and recorded. The total score should be compared to the total 
score from one evaluation to the next as a measure ofresponse to treatment. In addition, a single subscale (symptom) 
or cluster of subscales ( e.g., grandiosity, elevated mood, excitement, distractibility) can be followed over time. 
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VitalCore Health Strategies understands and supports the multidisciplinary provision of healthcare with the goal 
of continuously improving performance that enhances individual/patient outcomes.  VitalCore Health Strategies 
provides a Quality Assurance Performance Improvement (QAPI) Program that supports the safe, effective, and 
appropriate provision of health care for the individual receiving services.  With oversight and input from 
VitalCore’s Corporate Director of Quality Improvement, each site’s Health Services Administrator ensures the 
facility is implementing QAPI. 

 

Structure of the Program 
Performance Improvement is a proactive and continuous study of processes with the intent to prevent or 
decrease the likelihood of problems. The site Health Services Administrator is the on-site party responsible for 
the development and oversight of the facility’s QAPI Program. He/she is the liaison between the VitalCore 
Corporate Director of Quality Improvement and facility staff and assembles a multidisciplinary QAPI committee 
that meets monthly to identify areas of opportunity and identify and analyze the root causes of persistent or 
systemic problems.   
 

The Corporate Director of Operations oversees and assists the Health Services Administrator to ensure the 
facility is implementing the QAPI program as intended. Once the site has identified areas for improvement, the 
VitalCore Corporate Office QAPI Committee, which includes but is not limited to the Director of Quality 
Improvement, the Corporate Medical Director, the Chief Operating Officer – Clinical Services and the President 
of Clinical Affairs-Behavioral Health, shall collaborate to provide corrective action plans and establish targeted 
expectations for improvement. Monthly re-evaluation and follow-up will continue until the facility achieves at 
least 90% compliance. Thresholds are determined by the VitalCore Corporate Office QAPI Committee  who 
establishes targets for each problem by using Community Standards of Care, Policies, Procedures and Nursing 
Clinical Guidelines that are compliant with the National Commission on Correctional Healthcare, American 
Correctional Association, Agency for Healthcare Research & Quality, and the Institute for Safe Medication 
Practices.   
 

The Corporate Director of Quality Improvement oversees the Corporate Quality Assurance Performance 
Improvement Calendar.  This calendar provides Corporate expectations for standardized monthly reviews of 
critical healthcare functions.  Data collected during these monthly company-wide reviews will inform and 
highlight areas of relative strength and opportunities for improvement.  Quality Improvement Screens 
developed for each of these areas of oversight will be used to evaluate site data.    
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Goals & Elements of the Program 
VitalCore Health Strategies’ QAPI is based on five (5) programmatic elements, with related goals as noted herein:   

1. Design and scope are ongoing and comprehensive to deal with the full range of services offered by the facility 
including, but not limited to: 
• Chronic care 
• Emergent Care 
• Preventative Care 
• Care Transitions / Sequential Intercepts 
• Accreditation & Compliance  
• Outcomes-based treatment and cost effectiveness 
• Setting goals for safety, quality and prevention for all clinical interventions while emphasizing outcome 

and evidence-based treatment and cost effectiveness 
• Goals Include, but are not limited to: 

o Provide a systematic method for multidisciplinary staff engagement within an environment of 
performance improvement, providing opportunities for feedback and learning 

o Implement quality assessment, evaluation, performance improvement planning, and monitoring of 
healthcare processes and outcomes  

o Identify and reduce errors 
o Improve overall staff and inmate safety 

 

2. Governance and Leadership are part of the critical foundation that stabilizes the QAPI program and should 
encompass: 
• Healthcare administration that provides leadership and support to the employees as they make the 

Quality Assurance process part of their routine and integrate into the culture of the site and the 
organization. 

• A Health Services Administrator that leads the employees through the process by coordinating 
employee training, confirming access to resources and equipment and ensuring competency 
development for excellent standardized care.  

• Leadership within the facilities that ensures expectations are being set and maintained for safety, quality, 
access, and prevention in a transparent and respectful environment. 

• Leadership that is responsible for accountability as VitalCore believes in creating an atmosphere of safety, 
not punishment wherein quality concerns are reported and addressed in a respectful, efficient and 
effective manner. 

 
3. Systems are in place to monitor care and services, drawing data from multiple sources including but not 

limited to: 
• Patient Outcome Measures  
• Audit results including but not limited to: 
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o Monthly self-auditing standards results 
o Grievances or reported concerns 
o Life safety results 
o Serious outcome or adverse/sentinel event clinical reviews 

• Health Record data 
• Internal facility monitoring tools including but not limited to: 

o Maintenance and Environmental Services monitoring tools 
o Patient satisfaction surveys 
o Staff satisfaction surveys 
o Infection control surveillance, tracking and trending tools 

 

4. Performance Improvement Projects (PIPs) are developed, tracked and trended patterns are identified to 
improve processes and outcomes 
• PIPs are developed in areas identified as needing attention 
• Information is gathered systematically, and improvements are implemented 
• Selected areas are important and meaningful for specific type and scope of services unique to each 

facility 
 

5. Systematic Analysis and Action (SAA) are essential 
• SAA utilizes a systematic approach to determine where in-depth analysis is needed to fully understand 

problem, causes and implications of change 
• Ensures a thorough, organized and structured approach 
• Includes policies and procedures that demonstrate proficiency in use of Root Cause Analysis 
• Promotes continual learning and continuous improvement 

 

Areas of Focus 
The Health Services Administrator or designee will track adverse patient events, analyze their causes and report 
findings to the Performance Improvement Committee. The Performance Improvement Committee or assigned 
workgroup will implement preventive actions and mechanisms that include feedback and education throughout 
the facility.  The Quality Assessment Rounds Form can be used to identify areas of concern such as: 

 •    Adverse patient events include, but are not limited to:  
o Medication errors 
o Adverse drug reactions 
o Major injuries 
o Sentinel events 
o Patient deaths (including Suicides) 

• Other QAPI Areas of Focus may include:    
o Inmate satisfaction 
o Medication management 
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o Information management 
o Information technology 
o Pharmacy services 
o Infection control management 
o Safety management 
o Environmental services 
o Accounting practices 
o Marketing practices 
o Rehab/Physical therapy 
o Discharge planning 
o Nursing services 
 Falls & Accidents 
 Pain management effectiveness 
 Pressure ulcers 
 Venous Thromboembolism 
 Consistent assignments 
 Use of chemical and therapeutic restraints  

o Human Resource Services 
 Staffing Levels 
 Staff turnover 
 Staff Satisfaction 

 Performance Indicators & Methodology 
VitalCore’s Performance Indicators include:  

• QAPl-1 - Quality Assessment Rounds Form  
• QAPl-2 - Performance Improvement Project Worksheet 
• QAPl-3 - FOCUS-PDCA Worksheet 
• QAPl-4 - Performance Improvement Plans (PIPs) Report Form 

The FOCUS-PDCA: “Find, Organize, Clarify, Understand, Select” (FOCUS) - “Plan, Do, Check, Act” (PDCA) system 
will be used as the accepted quality improvement methodology at all VitalCore Health Strategy sites.  This 
methodology provides a structured and standardized process of identifying and conducting quality improvement 
projects.  Each facility, with its unique issues, is expected to identify specific areas of health care that require 
oversight and improvement.    

Performance Improvement Plans (PIPs) will be used to establish the objectives and processes necessary to 
deliver results in accordance with the expected goals.  Performance measures are based on current evidence-
based and best-known practices developed to represent interdepartmental communication and interdisciplinary 
processes as necessary to provide a solid infrastructure. The following data sources may be used in the 
development of performance measures: 
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• Employee perceptions of potential safety risks to inmates and/or employees 
• Employee reports of errors or perception of errors 
• Auditing tools and oversight findings 
• Mental health policies and procedures  
• Outcomes of processes or services, including adverse events 
• Resource performance measures from facility-approved internal and external databases 
• Infection control surveillance and reporting 
• Review of Grievances 
• Satisfaction Surveys  
• Peer-Reviewed Research 
• Review of sentinel events 
• Performance measures related to the following processes, as appropriate for care and services provided, 

are reviewed monthly by the QAPI Committee: 
o Management of Hazardous Conditions 
o Medication Management 
o Any Identified Procedures that Places Patients at Risk 
o Restraint Use 
o Staffing Effectiveness. 
o Appropriateness and Effectiveness of Pain Management 
o Care or Services to High-Risk Populations 
o Benchmarks or Thresholds that Trigger Intensive Assessment and Evaluation are Established  

 

Summary 
Quality Assurance Performance Improvement is an integral component of the VitalCore Health Strategies’ 
healthcare delivery model.  It is built into the ethic of our sites and is utilized to measure the effectiveness of the 
care and services we provide.  QAPI is most effective when it is planned, systematic, and when all appropriate 
healthcare and other disciplines work collaboratively to implement.  At both the site and Corporate level, VitalCore 
Health Strategies is committed to a culture of quality and continuous improvement.   
 

Available for Review  
• Quality Improvement Calendar 
• Three Quality Improvement Screens:  

o Health Assessment 
o Receiving Screening & Transfers 
o Mental Health Crisis Intervention 
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Abnormal Labs 

Infection Control 

Chronic Care

Emergency Services

CPR, First Aid, Automatic Defibrillation Device (AED), Crisis 
Training, VCHS Orientation & Annual Training

Emergency Supplies & Equipment Inventory 

Sick Call

Medication Administration Record (MAR) 

Pharmaceutical Services 

(HCP) & Psych-(HCP) Orders & Documentation 

Lab Tracking & Diagnostic Services
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Receiving Screening & Transfers

Mental Health Crisis Intervention

Access to Care
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(QAPI) Quality Assurance Performance Improvement 
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2019-2020



11a X

11b X

11c X

11d X

12 X

12a X

12b X

12c X

12d X

13 X

14 X

15 X

16
X X X X X X X X X X X

16a
X X X X X X X X X X X

16b X X X X X X X X X X X

16c
X X X X X X X X X X X

16d
X X X X X X X X X X X

16e
X X X X X X X X X X X

16f X X X X X X X X X X X

17

OUTCOME = a clinical study such as diabetes control, seizure control, asthma control etc.

Accurate & Timely Charting to Include: Form Completion, 
Orders, Demographics, Dates, Times, Signatures, Etc. 

Scheduling/Attendance for f/u Appointments & Evaluations

Policies, Procedures, Nursing Clinical Guidelines, VCHS 
Forms Implementation 
Mortality Review & 24 Hour Death Notification: As Occurs & 
Monthly Report 

Time Frame Compliance Monthly Review

Quarterly Meeting with (HCP) Required 

Peer Review 

Chart Reviews: The HSA or DO will complete a monthly 
chart review by selecting 10 random patient charts. Chart 
reviews should include verifying 16-16f. 

Instructions for Process & Outcome Expectations

Each site will complete a minimum of (2) process and (2) outcome studies annually as determined by the QI committee. 
PROCESS = a site process such as sick call, ordering pharmaceuticals etc. 

Grievances & Appeals

Pregnancies & Obstetrics 

Cardiology, Ortho, CT/EKG/MRI 

Credentialing & Training 

Behavioral Health Assessments & Interventions

Tele-Med

Restrictive Housing: Medical & Mental Health

Ectoparasite Management 

Blood Borne Pathogens 

Immunization Status (Juvenile Only) 

Specialty Services & Follow-up 

TB, HEP A/B/C, HIV-AIDS, MRSA, Measles, Shingles, Etc. 
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LOCATION/DESCRIPTION YES NO COMMENTS/CORRECTIVE ACTION Employee 
Assigned Task 

Clean Linen/ Storage Room 
Floor, Walls & Shelving are Clean 
 

    

No Linen(s) on the Floor 
 

    

Vents & Grills are Free of Dust and 
Visible Soil 

    

Paper Products are Stored Above 
Liquids 

    

Nothing Stored Closer than 18” 
from the Ceiling 

    

Linens are Free of Holes & Stains 
 

    

Linens are Folded & Stored Neatly 
 

    

Conference Room 
(PHI) Concealed and Not Left Out 
 

    

Floor is Clear of Trash & Debris 
 

    

Table & Shelving is Free of Clutter 
 

    

Walls are Clean, Windows if 
Applicable 

    

Day Hall & Hallway Areas 
Floors & Baseboards are Clean & 
Dry 

    

Vents & Grills are Free of Dust & 
Soil 
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LOCATION/DESCRIPTION YES NO COMMENTS/CORRECTIVE ACTION Employee 
Assigned Task 

Day Hall & Hallway Areas Continued… 
Walls are Clean, Windows if 
Applicable 

    

Furniture Free of Visible Soil & 
Without Damage 

    

No Unattended Linens are Present 
 

    

Trash Cans are Free of Visible Soil 
 

    

Emergency Response Equipment 
Backboards/Stretchers & Cut-Down 
Tools are Appropriately Located 
Throughout the Facility, Available 
to Staff & in Working Order.  

    

Automated External Defibrillators 
(AED): Check Batteries/Charge, 
Replacement Pads are Available. 

    

All Other Emergency Response 
Equipment Has Been Checked 

    

Exam/Treatment Rooms 
Sink, Counter & Equipment are 
Free of Dust & Soil 

    

Paper on Exam Table is Clean 
 

    

Floors & Baseboards are Clean & 
Dry 

    

Vents & Grills are Free of Dust & 
Soil 

    

Walls are Clean, Windows if 
Applicable 
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LOCATION/DESCRIPTION YES NO COMMENTS/CORRECTIVE ACTION Employee 
Assigned Task 

Exam/Treatment Rooms Continued… 
Soap, Paper Towels, & Sanitizer 
Wipes are Available 

    

Sterile & Non-Sterile Supplies 
Stored Separately 

    

Glucometer is Clean 
 

    

Sharps Container is Closed & 
Contents Can’t be Reached 

    

Sharps Container is Not Overfilled 
 

    

Biohazard Container Present & 
Lined with Red Bag  

    

Emergency Bag is Checked 
 

    

Control Solutions are Labeled with 
Expiration Date 

    

Eye Wash is Not Expired 
 

    

No Outdated Items  
 

    

Facility Grounds 
Free of Trash 
 

    

Sidewalks are Clear of Debris, Ice 
and/or Snow 

    

Grass is at a Reasonable Height 
 

    

Flower Beds & Shrubbery in 
Reasonable Condition 
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LOCATION/DESCRIPTION YES NO COMMENTS/CORRECTIVE ACTION Employee 
Assigned Task 

Facility Grounds Continued… 
No Other Apparent Risks are 
Observed         

Group Rooms 
(PHI) Concealed and Not Left Out 
 

    

Floors & Baseboards are Clean & 
Dry 

    

Table & Shelving is Free of Clutter 
 

    

Walls are Clean, Windows if 
Applicable 

    

Hand Hygiene Facilities 
Hand Sanitizer is Easily Accessible 
 

    

Sanitizer Wipes are Available 
 

    

Gloves are Available Where 
Needed & Mandated.  

    

Lobby/Entry  
Floors, Walls & Windows are Clean 
 

    

Furniture is Clean 
 

    

Trashcan is Available & Clean 
 

    

Medication Rooms 
Soap & Paper Towels are Available  
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LOCATION/DESCRIPTION YES NO COMMENTS/CORRECTIVE ACTION Employee 
Assigned Task 

Medication Rooms Continued… 
Sanitizer/Wipes are Available 
 

    

Floors & Baseboards are Clean & 
Dry 

    

Table & Shelving is Free of Clutter 
 

    

Walls are Clean, Windows if 
Applicable 

    

Vents & Grills are Free of Dust & 
Soil 

    

Med Cart is Clean 
 

    

No Expired Medications 
 

    

Medications Separated by Route of 
Administration 

    

Open Vials Dated/Timed Per Policy 
 

    

No Outdated/Undated Items in 
Refrigerators 

    

Med Room & Refrigerator Temps 
Recorded & Action Taken if 
Necessary, with f/u Documentation 

    

Food Items & Medications Stored 
Separately 

    

This List is Checked Daily & 
Corrective Action Taken if Needed 
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LOCATION/DESCRIPTION YES NO COMMENTS/CORRECTIVE ACTION Employee 
Assigned Task 

Patient Galley  
Soap & Paper Towels are Available     
Sanitizer/Wipes are Available 
 

    

Floors & Baseboards are Clean & 
Dry 

    

Kitchen Cabinets & Drawers are 
Clean & Closed 

    

Walls are Clean, Windows if 
Applicable 

    

Vents & Grills are Free of Dust & 
Soil 

    

Sink & Countertop are Clean & 
Clutter Free 

    

Sterile Containers with Condiments 
Closed & Clean  

    

Trashcan is Available, Covered & 
Clean 

    

No Dirty Towels Left in the Kitchen 
Area 

    

Nothing Stored Closer than 18” 
from the Ceiling 

    

Appropriate Snacks with Expiration 
Dates 

    

Refrigerator/Freezer clean and 
orderly & Galley Snacks Neat & 
Ordered. 

    

Left Over Meal Trays Discarded 
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LOCATION/DESCRIPTION YES NO COMMENTS/CORRECTIVE ACTION Employee 
Assigned Task 

Patient Galley Continued… 
Ice & Water Dispenser Clean & Free 
of Lime Scale     

No Prohibited Items in Kitchen (i.e. 
Knives, Personal Food, etc.)      

Refrigerator Temps Recorded & 
Action Taken if Necessary, with f/u 
Documentation 

    

Patient Rooms 
Floors & Baseboards are Clean & 
Dry 

    

Walls are Clean, Windows if 
Applicable 

    

Vents & Grills are Free of Dust & 
Soil 

    

No Food, Drinks or Contraband in 
Rooms 

    

Rooms Free of Odors 
 

    

Beds/Mattresses Free of Soil & 
Clean 

    

No Extra Linens 
 

    

Restrooms 
Floors & Baseboards are Clean & 
Dry 

    

Sinks, Toilets, & Urinals are Clean 
 

    

Walls are Clean, Windows if 
Applicable 
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LOCATION/DESCRIPTION YES NO COMMENTS/CORRECTIVE ACTION Employee 
Assigned Task 

Restrooms Continued… 
Vents & Grills are Free of Dust & 
Soil 

    

Laundry Hamper & Lid is in the 
Patients Room & Free of Odor 

    

Gloves, Soap & Paper Towels are 
Available 

    

Seclusion Room 
Soap & Paper Towels are Available  
 

    

Sanitizer/Wipes are Available 
 

    

Floors & Baseboards are Clean & 
Dry 

    

Beds/Mattresses Free of Soil & 
Clean 

    

Vents & Grills are Free of Dust & 
Soil 

    

Security Staff 
Security is Visible on Grounds or on 
Unit 

    

Making Rounds or Communicating 
with Staff & Patients 

    

Soiled Utility Room  
Soiled Linen are in Closed Bags & 
Stored in Bin 

    

Clean & Soiled Clothes are 
Separated 

    

Sanitizer/Wipes are Available 
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LOCATION/DESCRIPTION YES NO COMMENTS/CORRECTIVE ACTION Employee 
Assigned Task 

Soiled Utility Room Continued… 
Nothing Stored Closer than 18” 
from the Ceiling 

    

Staff Hub/Interview Rooms 
(PHI) Concealed and Not Left Out 
 

    

Floors & Baseboards are Clean & 
Dry 

    

Table & Shelving is Free of Clutter 
 

    

Walls are Clean, Windows if 
Applicable 

    

Vents & Grills are Free of Dust & 
Soil 

    

Bulletin Board is Free of Clutter & 
Outdated Information 

    

Notes: 
 
 
 
 
 
 
 
 
 
 
 
 

 
Submitted to (Circle One): Director of Quality Improvement and/or Site Director of Operations       Date Submitted: ___________________      Time: _________ 
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(PIP) DATA 
 
Quality Assessment Name: 
 

 
 Start Date: 

 

 
Team Leader Name &  
Title: 
 

 
 Review Date: 

 

 
Describe the Process Being 
Measured or Improved 
 

 
 Completion Date: 

 

 
Why is it important? 
 

 
Dept./Service: 

 

Indicator: 
(S.M.A.R.T) GOALS 
Are Specific, Measurable, 
Achievable, Realistic & Timely 

 
 
 

 
How frequently will data be 
reported?  (Select one) 

☐ Monthly                                     ☐ Quarterly                                   ☐ Annually 

This Project is Rated?        
(Select one) ☐ High Risk                                    ☐ High Volume                             ☐ Problem Prone 

What is the Relevance of 
This Project?                         
(Select all that apply) 

☐ Health Outcomes                     ☐ Patient Safety                           ☐ Quality of Care 

Priority Level?                      
(Select one) ☐ Low                                             ☐ Medium                                    ☐ High 

Who Will Collect the Data? 
 
 
 

TEAM MEMBERS 
1. 
 
2. 
 

What Sources Will You Use 
to Collect the Data?  

3. 
 
4. 
 
5. 
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(FOCUS) = Find, Organize, Clarify, Understand, Select 
 

F 
 

FIND an Opportunity to Improve 

 

 

O 
 

ORGANIZE a Team 

  

  

 

C 
 

CLARIFY the Current Process  

 

 

U 
 

UNDERSTAND the Root Cause 

 

 

S 
 

SELECT a Desired Outcome/Goal Using the Format (S.M.A.R.T.) = Specific Measurable, Achievable, Realistic & Timely  
 
SPECIFIC desired outcome/goal: 
 

 

 
How will the results be MEASURED: 
 

 

 
Is this outcome/goal ACHIEVABLE: 
 

☐  Yes                              ☐  No                  

 
Why is this RELEVANT: 
 

☐  Health Outcomes     ☐  Patient Safety        ☐  Quality of Care                   

 
What is the TIMEFRAME in which 
this outcome/goal will be 
accomplished: 

 

 
See Page (2) for the PDCA Worksheet 
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(PDCA) = Plan, Do, Check, Act 

 

P 
 

PLAN the Improvement 
 
 
 
 
 

 

D 
 

DO Carry Out the Change to Improve the Process 
 
 
 
 
 

 

C 
 

CHECK the Results  
 
 
 
 
 

 

A 
 

ACT on What is Learned to Maintain the Gain and Continue to Improve the Process 
 
 
 
 
 

 

BENCHMARKS TO MEASURE THE PROGRESS 

BASELINE DATE: COMMENTS: 
 

1ST MEASUREMENT DATE: COMMENTS: 
 

2ND MEASUREMENT DATE: COMMENTS: 
 

FINAL MEASUREMENT DATE: COMMENTS: 
 

NOTES: 
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Team Leader Name & Title Date 

  

Project 

 

Indicator 

 

Threshold 

 

Reporting Period Time Frame:            Click here to enter a date. 
 
 
 
Summary/Analysis of Data Collected this Reporting Period  

 
 
 
 
 
 
 
 
 
 

Interventions Implemented this Reporting Period 
 
 
 
 
 
 
 
 

  Check Box if Data is Attached:  ☐  
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(MAC) MEETING INFORMAITON 
Meeting Date:  Time:  

 
 Last Mtg Date:  

 
 

Next Meeting Date:   Time:  Facility: 
 

 

Health Services 
Administrator: 

 Mental Health 
Coordinator:  

 

Superintendent or 
Designee: 

 Superintendent 
or Designee: 

 

 
MEETING AGENDA 

I. CALL TO ORDER 

II. PARTICIPANTS SIGN IN & ACKNOWLEDGEMENT OF GUESTS 

III. APPROVAL OF PREVIOUS MEETING MINUTES 

IV. OLD BUSINESS & FOLLOW-UP 

V. NEW BUSINESS 

VI. QUALITY IMPROVEMENT ACTIVITIES 

VII. QUALITY IMPROVEMENT REPORT 

VIII. ENVIRONMENTAL INSEPCTIONS/CONCERNS 

IX. HEALTH SERVICES REPORT (HSR) 

X. OFFENDER CORRESPONDANCE/GRIEVANCES 

XI. INFECTION CONTROL 

XII. MAN-DOWN AND DISASTER DRILLS 

XIII. DEPARTMENTAL REPORTS- (ADMINISTRATION, SECURITY, DENTAL, MENTAL HEALTH, ETC.) 

XIV. IN-SERVICE/ TRAINING REPORT 

XV. ADJOURN 
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ALL STAFF MEETING INFORMAITON 
Meeting Date:  Time:  

 
 Last Mtg Date:  

 
 

Next Meeting Date:   Time:  Facility: 
 

 

Health Services 
Administrator: 

 Mental Health 
Coordinator:  

 

Superintendent or 
Designee: 

 Superintendent 
or Designee: 

 

 
MEETING AGENDA 

I. CALL TO ORDER 

II. PARTICIPANTS SIGN IN & ACKNOWLEDGEMENT OF GUESTS 

III. APPROVAL OF PREVIOUS MEETING MINUTES 

IV. OLD BUSINESS & FOLLOW-UP 

V. NEW BUSINESS 

VI. MANDATORY TOPICS OF EDUCATION  

VII. MONTHLY TRAINING  

VIII. NEW HIRE ANNOUNCEMENTS  

IX. IN-SERVICE/POLICY & PROCEDURE/CLINICAL GUIDELINES/UPDATES 

X. DEPARTMENTAL REPORTS  

XI. QUALITY IMPROVEMENT REPORT  

XII. OPTIONAL TO INCLUDE OR CONDUCT SEPARATELY:  

1. CORPORATE POLICIES & PROCEDURES REVIEW  

2. NEW EMPLOYEE ORIENTATION MANUAL REVIEW  

3. SITE PROCEDURES ANNUAL REVIEW 

4. ALL STAFF POLICIES & PROCEDURES  

XIII. CORPORATE POL 

XIV. OPEN DISCUSSION 

XV. ADJOURN 
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MULTIDISCIPLINARY SERVICES TEAM MEETING INFORMAITON 
Meeting Date:  Time:  

 
 Last Mtg Date:  

 
 

Next Meeting Date:   Time:  Facility: 
 

 

Health Services 
Administrator: 

 Mental Health 
Coordinator:  

 

Superintendent or 
Designee: 

 Superintendent 
or Designee: 

 

 
MEETING AGENDA 

I. CALL TO ORDER 

II. PARTICIPANTS SIGN IN & ACKNOWLEDGEMENT OF GUESTS 

III. APPROVAL OF PREVIOUS MEETING MINUTES 

IV. OLD BUSINESS & FOLLOW-UP 

V. NEW BUSINESS 

VI. CURRENT MENTAL HEALTH DIAGNOSIS 

VII. CURRENT MEDICAL DIAGNOSIS 

VIII. CURRENT SYMPTOMS AND PRESENTING ISSUES 

IX. CURRENT CHALLENGES, BEHAVIORS, BARRIERS TO TREATMENT & RISK FACTORS 

X. STRENGTHS & PROTECTIVE FACTORS 

XI. CARE PLAN & COURSE OF TREATMENT 

XII. TREATMENT PLANS 

XIII. RECOMMENDATIONS 

XIV. COMMUNICAITON/NOTIFICAITON PLAN FOR ALL EMPLOYEES FOR EVERY SHIFT 

XV. OPEN DISCUSSION & NOTES 

XVI. MANDATORY FOLLOW-UP AND RE-EVALUATION PLAN 

XVII. ADJOURN 
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INFECTION CONTROL, SAFETY & DISASTER DRILL COMMITTEE MEETING INFORMAITON 
Meeting Date:  Time:  

 
 Last Mtg Date:  

 
 

Next Meeting Date:   Time:  Facility: 
 

 

Health Services 
Administrator: 

 Mental Health 
Coordinator:  

 

Superintendent or 
Designee: 

 Superintendent 
or Designee: 

 

 
MEETING AGENDA 

I. CALL TO ORDER 

II. PARTICIPANTS SIGN IN & ACKNOWLEDGEMENT OF GUESTS 

III. APPROVAL OF PREVIOUS MEETING MINUTES 

IV. OLD BUSINESS & FOLLOW-UP 

V. NEW BUSINESS 

VI. INJURIES 

VII. ACCIDENTS 

VIII. SLIPS & FALLS 

IX. FIRES OR BURNS 

X. ENVIRONMENTAL & SAFETY INSPECTION REPORTS 

XI. CORRECTIVE ACTION 

XII. IMMUNIZATION STATUS REPORT 

XIII. MEDICAL ISOLATION 

XIV. TB REVIEW & ACTIVE CASES 

XV. CONVERTORS 

XVI. INFECTION TRENDS 

XVII. NEEDLE STICK INJURIES 

XVIII. SAFETY & SANITATION 

XIX. DEPARTMENTAL REPORTS & CONCERNS 

XX. OPEN DISCUSSION 

XXI. ADJOURN 
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QAPI MEETING INFORMAITON 
Meeting Date:  Time:  

 
 Last Mtg Date:  

 
 

Next Meeting Date:   Time:  Facility: 
 

 

Health Services 
Administrator: 

 Mental Health 
Coordinator:  

 

Superintendent or 
Designee: 

 Superintendent 
or Designee: 

 

 

MEETING AGENDA 
I. CALL TO ORDER 

II. PARTICIPANTS SIGN IN & ACKNOWLEDGEMENT OF GUESTS 

III. APPROVAL OF PREVIOUS MEETING MINUTES 

IV. OLD BUSINESS & FOLLOW-UP 

V. NEW BUSINESS 

VI. GRIEVANCE REVIEW 

VII. SUMMARY OF GRIEVANCES 

VIII. INFECITON CONTROL 

IX. INFECTION CONTROL REPORT 

X. ENVIRONMENTAL & SAFETY 

XI. ENVIRONMENTAL & SAFETY INSPECTION 
XII. STATISTICAL REPORTS 

XIII. CLINICIAN CHART AUDITS 

XIV. PHARMACY, THERAPEUTICS ISSUES & PHARMACY INSPECTION 

XV. TRAINING & EDUCATION ISSUES 

XVI. QAPI PROJECT TEAM REPORTS 

XVII. COMPILATION REVIEW QUARTERLY/ANNUAL REPORTS 

XVIII. QUARTERLY MORTALITY REVIEW 

XIX. SENTINEL EVENTS 

XX. IDENTIFICATION OF TRENDS AND ROOT CAUSE ANALYSIS 

XXI. COMMITTEE EVALUATION 
XXII. REVIEW ASSIGNMENTS, NEXT MEETING, ADJOURN 
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P&T COMMITTEE MEETING INFORMAITON 
Meeting Date:  Time:  

 
 Last Mtg Date:  

 
 

Next Meeting Date:   Time:  Facility: 
 

 

Health Services 
Administrator: 

 Mental Health 
Coordinator:  

 

Superintendent or 
Designee: 

 Superintendent 
or Designee: 

 

 
MEETING AGENDA 

I. CALL TO ORDER 

II. PARTICIPANTS SIGN IN & ACKNOWLEDGEMENT OF GUESTS 

III. APPROVAL OF PREVIOUS MEETING MINUTES 

IV. OLD BUSINESS & FOLLOW-UP 

V. NEW BUSINESS 

VI. FORMULARY REVIEW 

VII. NON-FORMULARY REVIEW 

VIII. MEDICAITON ERRORS 

IX. PHARMACY DISTRIBUTION ISSUES 

X. PATIENT ADVERSE REACTION ISSUES 

XI. CONTROL SUBSTANCE ISSUES 

XII. OPEN DISCUSSION 

XIII. ADJOURN 
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TELE-MED OR VIRTUAL MEETING INFORMAITON 
Meeting Date:  Time:  

 
 Facility: 

 
 

Call-In Number:  Access 
Code: 

 Virtual or 
RingCentral 
Meeting Info:  

 

H.S.A:  
 

Psych HCP:   

HCP:  
 

QBHP:  

 
MEETING AGENDA 

I. CALL TO ORDER 

II. PARTICIPANTS SIGN IN & ACKNOWLEDGEMENT OF GUESTS 

III. PREPARATION FOR MEETING 

IV. STANDING AGENDA ITEMS/PATIENTS TO BE SEEN 

V. TELE-MED/VIRTUAL MEETING MINUTES 

VI. ADJOURN  

 
 
 
 
 
  



Form #170 
Revised: 1-2-2020

Daily Care Management Meeting 
Care Management Team Title Phone Email 

Lorelei Ammons, PsyD, CCHP Chief Operating Officer – Clinical Services (785) 633-7808  lammons@VitalCoreHS.com 

Shammie Felps, MAOL, BSN RN Director of Utilization Mangment (785) 633-2392 sfelps@VitalCoreHS.com 

Deborah Schult, PhD President of Clinical Affairs – Behavioral Health (443) 535-5946 dschult@VitalCoreHS.com 

Felicia Nichols, LCPC National Director of Quality Improvement (785) 230-1245 fnichols@VitalCoreHS.com 

• There should be a report given to the Care Management Team within every 24 hour time period.

• If a clinical staff member currently onsite is unable to be on the call, the HSA should provide a daily report.

• Please have the charts of the patients you are following with you for reference during the UM call.

• Please provide any additional information you feel should be discussed even if it is not listed on this form.

The information will be covered in the following format:  
Inmates First Name, Last Name, Booking Number if available, If not then please provide the Inmates DOB. 

☐ Review of previous Cases
- Date the protocol ended or Inmate release date.
- Last CIWA or COW Score and update on Inmates condition.

☐ Placements: Since the last call has any Inmate left the facility to be medically cleared or hospitalized.
- Date, Time, Reason, and Name of the Physician consulted.
- Name of the facility.
- How the Inmate was transported (EMS, Air Transport, Etc.)
- Is the Inmate Released from DOC, on Medical Furlough, or still under your facilities care?
- Did the inmate return to your facility and re-evaluated upon arrival?
- Did they receive a Dx and/or follow-up recommendations?

☐ Suicide Watch, Observation, Suicide Attempt, Self-Harm
- Name of physician consulted and means (by phone, tele-psych/med, or face-to face)
- Inmate Presentation & describe why they were placed on safety protocol: Sx, Dx, Aggression, and Concerns.
- Is this per Hx?  Please specify if the protocol is due to previous (MH) Mental Health Hx, previous Inpatient

hospitalizations, or past suicidal or self-harming behaviors).

☐Withdrawal Protocols
- Type of protocol (Opiate, ETOH)
- Substance (Heroin, Benzos, Meth, Etc.)
- CIWA and COW Scores: At Admission , then each Date & Score
- Physicians consulted
- Any medical/ physical complications or Risks such as seizures.
- Date the protocol ended

☐ Sick Call, Health Concerns, Wound Care
- Any significant health concerns such as high/low BP, Cardiac, Injuries, Overall Health Concerns, and Etc.
- Diabetic or other conditions/changes that need to be managed due to health risks.
- Wound Care: Indicate severity, details of the wound, where it’s located on the Inmates body, known cause,

and action (Antibiotics, packing, dressing, I&D, Etc.)
- Physician consulted

☐ Facility Incidents, Fights, Falls, or Infectious Disease
- Details/Location of the incident
- Was pepper-spray, weapons or Force used
- List Inmates/Persons involved & Injuries
- Infectious Disease/ Insects or Environmental Concerns

mailto:lammons@VitalCoreHS.com
mailto:sfelps@VitalCoreHS.com
mailto:dschult@VitalCoreHS.com
mailto:fnichols@VitalCoreHS.com
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CALL TO ORDER 
Monthly (MAC) Meeting Information:  
Date: Time:  Location:  Last Mtg. Date:  
Meeting Called by:   
Facilitator:   
Scribe/Transcriber:   

ACKNOWLEDGMENT OF GUESTS (Medical Staff, Dental, Mental Health, Correctional Staff as Appropriate) 
# of Attendees: _______   Type Attendees Names/Titles and Attach the Signature Sign-In Sheet                                       
(H.S.A):  
 

Other:  

Mental Health Coordinator:  
 

Other:  

Superintendent or Designee: 
 

Other:  

Other:  
 

Other:  

APPROVAL OF PREVIOUS MEETING MINUTES 
☐  Approved by: ______________________________________________________    ☐  Full Committee Approval     
☐  Approval Denied/Reason:   
 
OLD BUSINESS 
 
 
 

Follow-Up: 

NEW BUSINESS (Describe and Identify who is Assigned to the Task or Responsible for the Follow-up) 
 
 
 
 
QUALITY IMPROVEMENT ACTIVITIES 
 
 
 
 
QUALITY IMPROVEMENT REPORT 
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ENVIRONMENTAL INSPECTIONS/CONCERNS 
 
 
 
 
 

HEALTH SERVICES REPORT 
 
 
 
 
 

OFFENDER CORRESPONDENCE/GRIEVANCES  
 
 
 
 
 

INFECTION CONTROL 
 
 
 
 
 

DEPARTMENTAL REPORTS (Administration, Security, Dental, Mental Health, Etc.) 
 
 
 
 
 

IN-SERVICE/TRANING REPORT 
 
 
 
 
 

 
 
 
 
 
 
 

MAC Meetings will be held at least monthly. The MAC Meeting Minutes shall be maintained and 
distributed to the attendees. The Meeting Minutes & Sign-In Sheet will be E-Faxed for HIPAA 
Compliance to the “Clinical Program Administrator” which is the facilities Health Care Practitioner 
(HCP) and the “Compliance Administrator” which is the Director of Quality Improvement.  



  Revised: 8-8-19 
  

 
 

QAPI-6A Medical Administrative Committee (MAC) Meeting Minutes 
 

“This document is created and maintained in accordance with applicable laws, at the direction of VitalCore Legal Counsel.  It is a PRIVILEGED AND CONFIDENTIAL LEGAL DOCUMENT protected by the peer 
review and attorney-client privileges and may be disclosed only to those individuals and entities designated by formal written VitalCore policy and procedure, or otherwise as expressly authorized by VitalCore 
Legal Counsel.”  

[QAPI-6A MAC Meeting Minutes] Page 3 of 3 
 
 
 

 
 
 

ALL ATTENDEES MUST COMPLETE THIS FORM FOR THE H.S.A TO SUBMIT   
By signing this form, I attest my attendance and participation in the meeting. If I was absent, then I am confirming I 
have reviewed the meeting minutes, all the supporting documents if applicable and agree to adhere and implement 
any changes and I understand the content and expectations. If I have any questions or concerns, I will discuss with 
the H.S.A prior to signing this employee verification form.     
Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

 
Date E-Faxed to the (HCP): ___________________   Date E-Faxed to the Director of QI: ____________________ 

MAC Meeting Employee Sign-In Sheet 
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CALL TO ORDER 
Monthly All Staff Meeting Information:  
Date: Time:  Location:  Last Mtg. Date:  
Meeting Called by:   
Facilitator:   
Scribe/Transcriber:   

ACKNOWLEDGMENT OF GUESTS (Medical Staff, Dental, Mental Health, Correctional Staff as Appropriate) 
# of Attendees: _______   Type Attendees Names/Titles and Attach the Signature Sign-In Sheet                                       
(H.S.A):  
 

Other:  

Mental Health Coordinator:  
 

Other:  

Superintendent or Designee: 
 

Other:  

Other:  
 

Other:  

APPROVAL OF PREVIOUS MEETING MINUTES 
☐  Approved by: ______________________________________________________    ☐  Full Committee Approval     
☐  Approval Denied/Reason:   
 
OLD BUSINESS 
 
 
 

Follow-Up: 

NEW BUSINESS (Describe and Identify who is Assigned to the Task or Responsible for the Follow-up) 
 
 
 
 
MANDATORY TOPICS OF EDUCATION  
 
 
 
 
MONTHLY TRAINING  
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NEW HIRE ANNOUNCEMENTS 
 
 
 
 
 

IN-SERVICE/POLICY & PROCEDURE/CLINICAL GUIDELINES/UPDATES 
 
 
 
 
 

DEPARTMENTAL REPORTS 
 
 
 
 
 
 
 
 

QUALITY IMPROVEMENT REPORT 
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OPTIONAL TO INCLUDE IN ALL STAFF MEETING OR CONDUCT SEPARATELY 

CORPORATE POLICIES & PROCEDURES REVIEW 
 
 
 
 
 
 

NEW EMPLOYEE ORIENTATION MANUAL REVIEW 
 
 
 
 
 
 

SITE PROCEDURES ANNUAL REVIEW 
 
 
 
 
 

ALL STAFF POLICIES & PROCEDURES 
 
 
 
 
 
 

OPEN DISCUSSION: 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

All Staff Meetings will be held at least monthly. The All Staff Meeting Minutes shall be maintained and 
distributed to the attendees. For Employees unable to attend, the documents will be distributed and signed 
by all staff that they have read the meeting minutes. The Meeting Minutes & Sign-In Sheet will be E-Faxed for 
HIPAA Compliance to the “Clinical Program Administrator” which is the facilities Health Care Practitioner (HCP) 
and the “Compliance Administrator” which is the Director of Quality Improvement.  
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ALL ATTENDEES MUST COMPLETE THIS FORM FOR THE H.S.A TO SUBMIT   
By signing this form, I attest my attendance and participation in the meeting. If I was absent, then I am confirming I 
have reviewed the meeting minutes, all the supporting documents if applicable and agree to adhere and implement 
any changes and I understand the content and expectations. If I have any questions or concerns, I will discuss with 
the H.S.A prior to signing this employee verification form.     
Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

 
Date E-Faxed to the (HCP): ___________________   Date E-Faxed to the Director of QI: ____________________ 

All Staff Meeting Employee Sign-In Sheet 
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CALL TO ORDER 
MDST Meeting Information  
Today’s Date: Time:   Date MDST Initiated: Date MDST Scheduled: 
Facility:  Scriber/Transcriber:  
DEMOGRAPHICS 
Patient Name: DOB:  ☐ M   ☐ F Booking #: 
Housing Unit #: Protocol: ☐ Level 1: (1:1 or Q5) ☐ Level 2: (Q15) ☐ OPI Protocol ☐ ETOH 
# of Med Compliance Refusals: # of (Tele-Psych/Tele-Med) Refusals: 
# of (QBHP) Session Refusals: # of Treatment or Procedure Refusals: 
ACKNOWLEDGMENT OF GUESTS (Medical Staff, Dental, Mental Health, Correctional Staff as Appropriate) 
# of Attendees: _______   Type Attendees Names/Titles and Attach the Signature Sign-In Sheet                                       
(H.S.A):  
 

Psychiatric- Health Care Practitioner (HCP)  
 

Mental Health Coordinator:  
 

Qualified Behavioral Health Professional (QBHP):  

Superintendent or Designee: 
 

Correctional Staff/Administrator:   

Health Care Practitioner (HCP):  
 

Director of Operations:   

Registered Nurse:  Other:  
 

CURRENT MH DIAGNOSIS CURRENT MEDICAL DIAGNOSIS 
  
  
  
  
  
  
☐ SI  ☐ HI  ☐ Self-Harm  ☐ Psychosis  ☐ Behavioral ☐ Wound Care  ☐ Seizures  ☐ Hunger Strike/Failure to thrive 
☐ Other:  ☐ Other: 

CURRENT SYMPTOMS AND PRESENTING ISSUES 
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CURRENT CHALLENGES, BEHAVIORS, BARRIERS TO TREATMENT & RISK FACTORS 
 
 
 
 
 
 
 
 
 
STRENGTH & PROTECTIVE FACTORS: (If the Patient is unable to identify any; please offer them assistance) 
 
 
 
 
 
CARE PLAN & COURSE OF TREATMENT 
 
 
 
 
 

TREATMENT PLANS MUST BE IMPLEMENTED WITHIN 24 HOURS OF MDST 
Name of RN that will write the RN Tx Plan: ☐ RN Tx Plan Completed 
Name of QBHP that will write the MH Tx Plan:  ☐ MH Tx Plan 
 ☐ 
 ☐ 
RECOMMENDATIONS  
  
 
 
 
 
 
 

COMMUNICAITON/NOTIFICATION PLAN FOR ALL EMPLOYEES FOR EVERY SHIFT:  
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OPEN DISCUSSION & NOTES: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 MANDATORY FOLLOW-UP AND RE-EVALUATION PLAN: 
1. The (QBHP) will follow-up every 48 hours to ensure implementation of Plan and write a progress 

note to place in the Patients chart indicating effectiveness and updates following MDST meeting.  
2. If Patient becomes stabilized and the MDST Plan is discontinued: a progress note indicating clinical 

justification to discontinue (DC), the date, time, Physician and Psychiatric order must be in the 
Patients chart prior to discontinuing this plan.  

3. Follow-up with the Patient is required 24 hours after discontinuation and Patient is to be placed on 
the schedule for follow-up to meet with the (HCP), Psychiatric-(HCP) and QBHP for the next session 
but no later than 7 days following the discontinuation of the MDST Care Plan.  

4. If the Patient becomes regressive, the MDST Care Plan can be reinstated and all MDST participants 
will need to be notified. If the MDST Plan is reinstated, all Employees on every shift must be 
notified and complete the sign-in page they have been informed. Additionally, the reinstatement 
and acknowledgement from all employees must be reflected in the Patients chart. A copy of the 
MDST Meeting Minutes & the Sign-In sheet must be E-Faxed for HIPAA Compliance to the “Clinical 
Program Administrator” which is the facilities Health Care Practitioner (HCP) and the “Compliance 
Administrator” which is the Director of Quality Improvement.   
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ALL ATTENDEES MUST COMPLETE THIS FORM FOR THE H.S.A TO SUBMIT   
By signing this form, I attest my attendance and participation in the meeting. If I was absent, then I am confirming I 
have reviewed the meeting minutes, all the supporting documents if applicable and agree to adhere and implement 
any changes and I understand the content and expectations. If I have any questions or concerns, I will discuss with 
the H.S.A prior to signing this employee verification form.     
Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

 
Date E-Faxed to the (HCP): ___________________   Date E-Faxed to the Director of QI: ____________________ 

MDST Meeting Employee Sign-In Sheet 
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CALL TO ORDER 
Monthly Infection Control, Safety & Disaster Drill Committee Meeting Information:  
Date: Time:  Location:  Last Mtg. Date:  
Meeting Called by:   
Facilitator:   
Scribe/Transcriber:   

ACKNOWLEDGMENT OF GUESTS (Medical Staff, Dental, Mental Health, Correctional Staff as Appropriate) 
# of Attendees: _______   Type Attendees Names/Titles and Attach the Signature Sign-In Sheet                                       
(H.S.A):  
 

Other:  

Mental Health Coordinator:  
 

Other:  

Superintendent or Designee: 
 

Other:  

Other:  
 

Other:  

APPROVAL OF PREVIOUS MEETING MINUTES 
☐  Approved by: ______________________________________________________    ☐  Full Committee Approval     
☐  Approval Denied/Reason:   
 
OLD BUSINESS 
 
 
 

Follow-Up: 

NEW BUSINESS (Describe and Identify who is Assigned to the Task or Responsible for the Follow-up) 
 
 
 
 
INJURIES  ACCIDENTS 
 
 
 
 

 
 

SLIPS & FALLS FIRES OR BURNS 
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ENVIRONMENTAL & SAFETY INSPECTION REPORTS 
 
 
 
 

CORRECTIVE ACTION 
 
 
 
 

IMMUNIZATION STATUS REPORT MEDICATION ISOLATION 
 
 

 

TB REVIEW ACTIVE CASES 
 
 

 

CONVERTORS INFECTION TRENDS 
 
 

 

NEEDLE STICK INJURIES SAFETY & SANITATION 
 
 

 

DEPERTMENTAL REPORTS & CONCERN 
 
 
 

OPEN DISCUSSION: 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

Infection Control & Safety Committee Meetings will be held at least monthly and may be conducted 
in conjunction with All Staff Meeting according to H.S.A preference. Infection Control & Safety 
Committee Meeting Minutes shall be maintained and distributed to the attendees. The Meeting 
Minutes & Sign-In Sheet will be E-Faxed for HIPAA Compliance to the “Clinical Program 
Administrator” which is the facilities Health Care Practitioner (HCP) and the “Compliance 
Administrator” which is the Director of Quality Improvement.  
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ALL ATTENDEES MUST COMPLETE THIS FORM FOR THE H.S.A TO SUBMIT   
By signing this form, I attest my attendance and participation in the meeting. If I was absent, then I am confirming I 
have reviewed the meeting minutes, all the supporting documents if applicable and agree to adhere and implement 
any changes and I understand the content and expectations. If I have any questions or concerns, I will discuss with 
the H.S.A prior to signing this employee verification form.     
Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

 
Date E-Faxed to the (HCP): ___________________   Date E-Faxed to the Director of QI: ____________________ 

Infection Control & Safety Committee Meeting Sign-In Sheet 
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CALL TO ORDER 
Monthly (QAPI) Meeting Information:  
Date: Time:  Location:  Last Mtg. Date:  
Meeting Called by:   
Facilitator:   
Scribe/Transcriber:   

ACKNOWLEDGMENT OF GUESTS (Medical Staff, Dental, Mental Health, Correctional Staff as Appropriate) 
# of Attendees: _______   Type Attendees Names/Titles and Attach the Signature Sign-In Sheet                                       
(H.S.A):  
 

Other:  

Mental Health Coordinator:  
 

Other:  

Superintendent or Designee: 
 

Other:  

Other:  
 

Other:  

APPROVAL OF PREVIOUS MEETING MINUTES 
☐  Approved by: ______________________________________________________    ☐  Full Committee Approval     
☐  Approval Denied/Reason:   
 
OLD BUSINESS 
 
 
 

Follow-Up: 

NEW BUSINESS (Describe and Identify who is Assigned to the Task or Responsible for the Follow-up) 
 
 
 
 
GRIEVANCE REVIEW (NUMBER & NATURE) 
Reported By:   
Discussion:  
 
 
SUMMARY OF GRIEVANCES 
 

Type of Grievance 
Site  

Type of Grievance 
Site  

Type of Grievance 
Site 

# # # 
Dissatisfied w/ Quality 
of Care 

 Request off site 
spec. care 

 Dispute co-payment issues  
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Dissatisfied w/ Quality 
of non-medical request 

 Conduct of 
Healthcare Staff 

 Other:  

Delay in Healthcare 
Provided 

 Threat of Litigation  

Problem w/Medication  Refusal of 
Examination 

 TOTAL: # 

Request results of 
diagnostic studies/lab 

 Request to be Seen  Founded:  

Special requests (diet, 
shoes, mattress, etc.) 

 Dissatisfied w/ BH  Unfounded:  

BH Concerns Dissatisfied w/ 
Dental 

 Pending:   

Notes: 
 
 
Conclusions:  
 
 

Action Items: Person Responsible: Deadline: 
   
   
   
INFECTION CONTROL 
Reported By:   
Discussion:  

INFECTION CONTROL REPORT 
Description # Month/Year 

RPR Positive   
Meningitis newly Diagnosed   
MRSA NCG’s Initiated    
MRSA Positive by Culture   
Scabies Suspected   
Scabies Confirmed by Skin Scraping   
Pubic Lice   
Positive STD   
Active TB   
Inmate Reported Hepatitis Cases   
Patients Currently on LTBI Tx   
New HIV   
Current number AIDS patients   
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Other Infectious Diseases i.e. (ILI)   
Confirmed newly diagnosed 
Communicable Diseases 

  

Conclusions: 

Action Items: Person Responsible: Deadline: 
(HCP) will monitor and manage the 
patients progress on current therapy 
with the assistance of other providers.  

(HCP) Day/Mo/Yr 

   
ENVIRONMENTAL & SAFETY  
Reported By:   
Discussion:  

Conclusions:  

Action Items: Person Responsible: Deadline: 
   
   
   
 
ENVIRONMENTAL/SAFETY INSPECTION 
Date of Inspection: 
Findings:  
 

Action Items: Person Responsible: Deadline: 
   
   
   
 
STATISTICAL REPORTS (See agenda for reports and logs to be reviewed) 
Reported By:   
Discussion:  

Conclusions:  

Action Items: Person Responsible: Deadline: 
   
   
CLINICIAN CHART AUDITS 
Reported By:   
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Discussion:  

Conclusions: 

Action Items: Person Responsible: Deadline: 
   
   
   
PHARMACY & THERAPEUTICS ISSUES 
Reported By:   
Discussion: 

Conclusions: 

Action Items: Person Responsible: Deadline: 
   
   
   
PHARMACY INSPECTION 
Date of Inspection:  
Findings:  
 
 
 

Action Items: Person Responsible: Deadline: 
   
   
   
TRAINING & EDUCATION ISSUES (Review monthly “Man Down” drill, Nurse CEU numbers, New Employee 
Orientation, and Annual Mass Casualty Drill) 
Reported By:   
Discussion: 

Conclusions: 

Action Items: Person Responsible: Deadline: 
   
   
   
QAPI PROJECT TEAM REPORTS (See agenda for all items to be reviewed)  
Reported By:   
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Discussion:  
 
 

SCREEN COMPLETED FINDINGS 
1. Health Assessment   
2. Receiving Screening & Transfers  
3. Mental Health Crisis 

Intervention 
 

4. Access to Care   
5. Chronic Care  
6. Emergency Services  
6a.   CPR, First Aid, Automatic 

Defibrillation Device (AED), 
Crisis Training, VCHS Orientation 
& Annual Training 

 

6b.   Emergency Supplies & 
Equipment Inventory 

 

7. Sick Call  
8. Medication Administration 

Record (MAR)   
 

8a.   Pharmaceutical Services  
9. (HCP) & Psych-(HCP) Orders & 

Documentation    
 

10. Lab Tracking & Diagnostic 
Services 

 

10a. Abnormal Labs    
11.   Infectious Control  
11a. Ectoparasite Management  
11b. TB, HEP A/B/C, HIV-AIDS, MRSA, 

Measles, Shingles, Etc. 
 

11c. Blood Borne Pathogens    
11d. Immunization Status (Juvenile 

Only) 
 

12.   Specialty Services & Follow-up  
12a. Pregnancies & Obstetrics  
12b. Cardiology, Ortho, CT/EKG/MRI  
12c. Behavioral Health Assessments 

& Interventions 
 

12d. Tele-Med  
13.   Restrictive Housing: Medical & 

Mental Health  
 

14.   Credentialing & Training  



  Revised: 8-8-19 
  

 
 

QAPI-6E Quality Assurance Performance Improvement (QAPI) Meeting Minutes 
 

“This document is created and maintained in accordance with applicable laws, at the direction of VitalCore Legal Counsel.  It is a PRIVILEGED AND CONFIDENTIAL LEGAL DOCUMENT protected by the peer 
review and attorney-client privileges and may be disclosed only to those individuals and entities designated by formal written VitalCore policy and procedure, or otherwise as expressly authorized by VitalCore 
Legal Counsel.”  

[QAPI-6E QAPI Meeting Minutes] Page 6 of 8 
 
 
 

15.   Peer Review    
16.   Chart Reviews  
16a. Accurate & Timely Charting to 

Include: Form Completion, 
Orders, Demographics, Dates, 
Times, Signatures, Etc. 

 

16b. Scheduling/Attendance for f/u 
Appointments & Evaluations 

 

16c.  Policies, Procedures, Nursing 
Clinical Guidelines, VCHS Forms 
Implementation 

 

16d. Mortality Review & 24-Hour 
Death Notification 

 

16e. Grievances & Appeals  
17.   Quarterly Meeting with (HCP) 

Required 
 

Conclusions:  

Action Items: Person Responsible: Deadline: 
   
   
   
COMPILATION REVIEW QUARTERLY/ANNUAL REPORTS 
Reported By:   
Discussion: 

Conclusions:  
 

Action Items: Person Responsible: Deadline: 
   
   
   
QUARTERLY MORTALITY REVIEW 
Reported By:   
Discussion:  
 
 
 
Conclusions: 
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SENTINEL EVENTS 
Discussion:  
 
 
Conclusions: 
 
 
 
IDENTIFICATION OF TRENDS AND ROOT CAUSE ANALYSIS 
 
 
 
COMMITTEE EVLAUATION 
 
 
REVIEW ASSIGNMENTS, NEXT MEETING, ADJOURN 
Reported By:   
Discussion: 

Conclusions:  

Action Items: Person Responsible: Deadline: 
   
   
   
Notes:  
 
 
 
 
 
 
 

 
 
 
 
 
 
 

QAPI Meetings will be held at least monthly. The QAPI Meeting Minutes shall be maintained and 
distributed to the attendees. The Meeting Minutes & Sign-In Sheet will be E-Faxed for HIPAA 
Compliance to the “Clinical Program Administrator” which is the facilities Health Care Practitioner 
(HCP) and the “Compliance Administrator” which is the Director of Quality Improvement.  
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ALL ATTENDEES MUST COMPLETE THIS FORM FOR THE H.S.A TO SUBMIT   
By signing this form, I attest my attendance and participation in the meeting. If I was absent, then I am confirming I 
have reviewed the meeting minutes, all the supporting documents if applicable and agree to adhere and implement 
any changes and I understand the content and expectations. If I have any questions or concerns, I will discuss with 
the H.S.A prior to signing this employee verification form.     
Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

 
Date E-Faxed to the (HCP): ___________________   Date E-Faxed to the Director of QI: ____________________ 

QAPI Meeting Employee Sign-In Sheet 
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CALL TO ORDER 
Monthly P&T Committee Meeting Information:  
Date: Time:  Location:  Last Mtg. Date:  
Meeting Called by:   
Facilitator:   
Scribe/Transcriber:   

ACKNOWLEDGMENT OF GUESTS (Medical Staff, Dental, Mental Health, Correctional Staff as Appropriate) 
# of Attendees: _______   Type Attendees Names/Titles and Attach the Signature Sign-In Sheet                                       
(H.S.A):  
 

Other:  

Mental Health Coordinator:  
 

Other:  

Superintendent or Designee: 
 

Other:  

Other:  
 

Other:  

APPROVAL OF PREVIOUS MEETING MINUTES 
☐  Approved by: ______________________________________________________    ☐  Full Committee Approval     
☐  Approval Denied/Reason:   
 
OLD BUSINESS 
 
 
 

Follow-Up: 

NEW BUSINESS (Describe and Identify who is Assigned to the Task or Responsible for the Follow-up) 
 
 
 
 
FORMULARY REVIEW  
 
 
 
 
NON-FORMULARY REVIEW  
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MEDICATION ERRORS 
 
 
 
 
 
 

PHARMACY DISTRIBUTION ISSUES 
 
 
 
 
 

PATIENT ADVERSE REACTION ISSUES 
 
 
 
 
 
 
 

CONTROL SUBSTANCE ISSUES 
 
 
 
 
 
 

OPEN DISCUSSION: 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

Pharmacy and Therapeutics Committee shall meet monthly and in accordance with Policy and Procedure Y-
D-01.00 Pharmaceutical Operations. The Meeting Minutes shall be maintained and distributed to the 
attendees. For Employees unable to attend, the documents will be distributed and signed by all staff that 
they have read the meeting minutes. The Meeting Minutes & Sign-In Sheet will be E-Faxed for HIPAA 
Compliance to the “Clinical Program Administrator” which is the facilities Health Care Practitioner (HCP) and 
the “Compliance Administrator” which is the Director of Quality Improvement.  
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ALL ATTENDEES MUST COMPLETE THIS FORM FOR THE H.S.A TO SUBMIT   
By signing this form, I attest my attendance and participation in the meeting. If I was absent, then I am confirming I 
have reviewed the meeting minutes, all the supporting documents if applicable and agree to adhere and implement 
any changes and I understand the content and expectations. If I have any questions or concerns, I will discuss with 
the H.S.A prior to signing this employee verification form.     
Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

 
Date E-Faxed to the (HCP): ___________________   Date E-Faxed to the Director of QI: ____________________ 

Pharmacy & Therapeutics Committee Meeting Employee Sign-In Sheet 
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CALL TO ORDER 
Tele-Med or Virtual Meeting Information:  
Date: Time:  Location:  
Meeting Called by:   
Facilitator:  
Objective:  
Scribe/Transcriber:   
Call-In Number: Access Code:  
Virtual or RingCentral Meeting Information:   

ACKNOWLEDGMENT OF GUESTS (Medical Staff, Dental, Mental Health, Correctional Staff as Appropriate) 
# of Attendees: _______   Type Attendees Names/Titles and Attach the Signature Sign-In Sheet                                       
(H.S.A):  
 

Other:  

(HCP):  
 

Other:  

(Psych-HCP): 
 

Other:  

(QBHP):  
 

Other:  

PREPARATION FOR MEETING (Please Bring or Please Read) 
☐                                                                                                 ☐   
☐                                                                                                 ☐   
☐                                                                                                 ☐   
☐                                                                                                 ☐   
STANDING AGENDA ITEMS AND/OR PATIENTS TO BE SEEN 
1. 
 

9. 

2. 
 

10. 

3. 
 

11. 

4. 
 

12. 

5. 
 

13. 

6. 
 

14. 

7. 
 

15. 

8. 
 

16. 
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TELE-MED OR VIRTUAL MEETING MINUTES 
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ALL ATTENDEES MUST COMPLETE THIS FORM FOR THE H.S.A TO SUBMIT   
By signing this form, I attest my attendance and participation in the meeting. If I was absent, then I am confirming I 
have reviewed the meeting minutes, all the supporting documents if applicable and agree to adhere and implement 
any changes and I understand the content and expectations. If I have any questions or concerns, I will discuss with 
the H.S.A prior to signing this employee verification form.     
Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

Name: 
 

Title: Date: ☐ Attended 
☐ Reviewed Docs 

 

Date E-Faxed to the (HCP): ___________________   Date E-Faxed to the Director of QI: ____________________ 

Tele-Med or Virtual Meeting Employee Sign-In Sheet  
(Optional, Per H.SA. Discretion) 

 



0000 CST/ 
0000 EST

Local 
Hospital Physician Staff- 

Case 
Initialtion 

Date
Offender Name, 

Number/DOB Case End Date Dx
Physician 
Conferred

Rcvd from or Tx to 
ER/Hospital for Eval or 

Clearance Consult/Follow Up Case Notes

QAPI-6H Care Management (CM) Meeting Minutes
Facility Name: Phone Meeting

[QAPI-6H CM Meeting Minutes] Page 1 of 1
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Confidential Legal Work Product 
DATE OF THIS REVIEW:  Click here to enter a date.  _____________ Facility: ____________________________ 
DECENDENT INFORMATION 
Inmate Name:   
 

DOB: Age: Sex: 

Race/Ethnicity: 
 

ID#: Date of Intake: 

Past Diagnoses/Problem List:  
 
 
 
 
Medications:  
 
 
 
 
 
DEATH INFORMATION 
Date of Death:  Time of Death:  Location of Death:  

 
Cause of Death:  ☐  Natural (Acute)   ☐  Natural (Chronic Illness, Acute Progression)   ☐  Natural (Chronic Illness, 
Normal Progression)   ☐  Natural (Terminal)   ☐  Accidental (Non-Overdose)   ☐  Accidental (Overdose)   ☐  Suicide 
☐  Homicide ☐  Unknown   ☐  Other (Describe):  
 
 
ATTACH THE FOLLOWING REPORTS: DEATH CERTIFICATE, AUTOPSY, TOXICOLOGY REPORT 

Death Certificate:  ☐  Yes   ☐  No   ☐  Pending    

Cause of Death Indicated:  
 
 
 

Autopsy:                  ☐  Yes   ☐  No   ☐  Pending    

Findings:  
 
 
 

Toxicology Report:  ☐  Yes   ☐  No   ☐  Pending    

Findings:  
 
 
 



Form  #133 

MEDICAL RISK MANAGEMENT 
INCIDENT REPORT 

DO NOT FILE IN THE PATIENT’S MEDICAL RECORD  Contact VITALCORE CORPORATE OFFICE: 
785-246-6840    and/or  FAX:  785-408-5617

DATE OF INCIDENT:    ___ ___/___ ___/___ ___ ___ ___  TIME OF INCIDENT:   ____________AM/PM   

PATIENT NAME: ________________________________________ #: _____________DOB:____________________ 

FACILITY____________________________________________________             ____MALE    ____FEMALE 

INCIDENT TYPE:  CHECK APPLICABLE CATEGORY 

 Death
 Suicide Attempt
 Medication Error
 Significant injury, unexpected serious medical illness, or patient harm
 Treatment refusal with potential to result in injury
 Delay in diagnoses or treatment
 Failure to carry out Health Care Provider’s orders
 Failure to follow policy, procedure, or clinical guidelines 
 Contact from court or attorney
 Threatened litigation (verbal or written)
 Record requests associated with threatened Litigation

 Other/Explain

DESCRIBE INCIDENT AND OR TYPE OF INJURY:  

INJURY SEVERITY: 

 ________  N/A  _______No Injury  _______Serious    _______Minor 

Examined by Health Care Provider ?       Y          N     

Name:_______________________________________________________     

Date: ___  ___/ ___  ___/ ___  ___  ___  ___

          Month  Day            Year 

Time_______________AM/PM 

Health Care Provider notified of incident?        Y       N 

Date: ___  ___/ ___  ___/ ___  ___  ___  ___

Month Day            Year

Time_______________AM/PM 

Treated by Facility Health Service Staff? _____Yes   _____No 

Transported to Community Facility for Outpatient Care?    _____Yes   _____ No Name of facility__________________________ 

Transported to Community Facility for Inpatient Care? _____ Yes  _____No Name of facility __________________________ 

Person reporting incident: _________________________________________Title_____________________________Date_________________ 

H.S.A Signature: _______________________________________________________________Date__________________________________________ 
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MORTALITY REVIEW 
Narrative of Death (Brief Synopsis): 
 
 
 
 
Death Involved Emergency Response: ☐  Yes   ☐  No    Emergency Response Description (if applicable):  
 
 
 
 
Were Emergency Responses Provided Prior to BLS?:  ☐  Yes   ☐  No   Describe (if applicable): 
 
 
 
BLS Provided: ☐  Yes   ☐  No    AED Used: ☐  Yes   ☐  No    Community EMS: ☐  Yes   ☐  No    
Timeline of Emergency Interventions (Attachment as Applicable): 
 
 
Identify Any Problems with Emergency Response:  
☐  Communication   ☐  Equipment   ☐  Transportation   ☐  Medical Interventions   ☐  Emergency Responder 
Competencies   ☐  Delay in Care ☐  Other (Describe): 
 
    
Provision of Healthcare During Incarceration DIRECTLY RELATED to the Inmate Death (Describe Any “Yes” Answers) 

Were there any concerns with the adequacy of intake screening?   ☐  Yes   ☐  No   ☐  N/A    
 
Were there any concerns with access to care?   ☐  Yes   ☐  No   ☐  N/A    
 
Were there any concerns with diagnostic assessments?   ☐  Yes   ☐  No   ☐  N/A    
 
Were medical and mental health treatment plans appropriate for known illnesses?   ☐  Yes   ☐  No   ☐  N/A   
  
Were there any concerns with care from an outside medical provider, including hospital care?  ☐  Yes   ☐  No   ☐  N/A   
  
Was documentation in the medical record adequate?   ☐  Yes   ☐  No   ☐  N/A    
 
Were any risk management issues or deviations from policy identified?   ☐  Yes   ☐  No   ☐  N/A    
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OPPORTUNITIES FOR IMPROVING ORGANIZATIONAL PERFORMANCE (IOP) AND PATIENT CARE 
Were any opportunities for improving organization performance or patient care Identified?  ☐  Yes   ☐  No   ☐  N/A  
If so, list IOP action steps with due dates for completion, (e.g. policy revisions, clinical practice guideline updates, 
training of healthcare staff/correctional officers or other deliverables: 
 
 
 
 
DEATH WAS:  ☐  Avoidable    ☐  Unavoidable 

CONCLUSIONS 
 
 
 
 

 
 
 
 
 
 

RECOMMENDATIONS   
 
 
 
 
 
 
 
 

 
Employee Signature & Title: ________________________________________________________________________     
 
Mortality Review Submitted by: _____________________________________   Date Submitted: ___________   Time: ______ 
 
Mortality Review Submitted to: _____________________________________   Date Submitted: ___________   Time: ______ 
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FACILITY:  DEPT./SERVICE:  
(H.S.A):  
(D.O.):  

POTENTIALLY PREVENTABLE EVENTS 
MEDICATIONS CARE INFECTION DOCUMENTATION OTHER: 

•  
•  
•  
•  
•  

 
 

•  
•  
•  
•  
•  

 

•  
•  
•  
•  
•  

 

•  
•  
•  
•  
•  

 

•  
•  
•  
•  
•  

 

HIGH RISK, HIGH VOLUME, PROBLEM PRONE 

 DEFINITION EXAMPLE 

HIGH RISK 

 
 
 
 
 

•  
•  
•  
•  

 
HIGH VOLUME 
 

 
 
 
 
 

•  
•  
•  
• 

 
PROBLEM PRONE 
 

 
 
 
 
 

•  
•  
•  
• 
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PRIORITIZING IMPROVEMENT 
 
FREQUENCY at which “Problem” arises in the facility. 

 

 
LEVEL to which the “Problem” poses a risk to the wellbeing of the patients. 

 

 
COST incurred by the facility each time the “Problem” occurs. 

 

 
EXTENT to which addressing the “Problem” would affect the Inmates quality of care. 

 
 

LIKELIHOOD an initiative on this “Problem” would address the need expressed by Inmates/employees to provide support.  

 
 

ABILITY of the facility to implement a Performance Improvement Plan on the “Problem” with current resources. 

 

 
LEVEL to which an initiative on the “Problem” would support the organizational goals and priorities to achieve continuity. 

 

 
 
 
 
 
 
 
 

PREVALENCE 

RISK 

COST 

RELEVANCE 

RESPONSIVENESS 

FEASIBILITY 

CONTINUITY 

The (5) Programmatic Elements:        Scope • Leadership & Team Roles • Data Collection • Identify Trends & Patterns • Safety & Action 
1. Design and scope are ongoing and comprehensive to deal with the full range of services offered by the facility. 
2. Governance and Leadership are part of the critical foundation that stabilizes the QAPI program. 
3. Systems are in place to monitor care and services, drawing data from multiple sources. 
4. Performance Improvement Projects (PIPs) are developed, tracked and trended patterns are identified to improve processes and outcomes. 
5. Systematic Analysis and Action (SAA) are essential. 
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PERFORMANCE IMPROVEMENT PLAN 

PROBLEM 1: 
 
 
 

TODAYS DATE:   
 

START DATE:  COMPLETE DATE:  REVIEW DATE:  

FREQUENCY OF REVIEW: ☐ Monthly    ☐ Quarterly    ☐ Annually    PRIORITY LEVEL: ☐ Low     ☐ Medium   ☐ High 
 

(S.M.A.R.T) GOAL:                                                                         
GOALS Are Specific, 

Measurable, Achievable, 
Realistic & Timely 

 

 
 
 
 
 

 
 

APPROACHES: 
 

 
 
 
 
 
 
 

 
 

COMPLETION: 
 

 
 
 
 
 
 

 
 

PROGRESS: 
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PROBLEM 
#_______ 

 
 
 

TODAYS DATE:   
 

START DATE:  COMPLETE DATE:  REVIEW DATE:  

FREQUENCY OF REVIEW: ☐ Monthly    ☐ Quarterly    ☐ Annually    PRIORITY LEVEL: ☐ Low     ☐ Medium   ☐ High 
 

(S.M.A.R.T) GOAL:                                                                         
GOALS Are Specific, 

Measurable, Achievable, 
Realistic & Timely 

 

 
 
 
 
 

 
 

APPROACHES: 
 

 
 
 
 
 
 
 
 

 
 

COMPLETION: 
 

 
 
 
 
 
 

 
 

PROGRESS: 
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PROBLEM 
#_______ 

 
 
 

TODAYS DATE:   
 

START DATE:  COMPLETE DATE:  REVIEW DATE:  

FREQUENCY OF REVIEW: ☐ Monthly    ☐ Quarterly    ☐ Annually    PRIORITY LEVEL: ☐ Low     ☐ Medium   ☐ High 
 

(S.M.A.R.T) GOAL:                                                                         
GOALS Are Specific, 

Measurable, Achievable, 
Realistic & Timely 

 

 
 
 
 
 

 
 

APPROACHES: 
 

 
 
 
 
 
 
 
 

 
 

COMPLETION: 
 

 
 
 
 
 
 

 
 

PROGRESS: 
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EXAMPLE NOT FOR SUBMISSION 

PROBLEM 1: 
 
Increase in Inmate Falls >75th Percentile on the (QAPI) Screen and Performance Improvement Plans Report Date: 10/1/16 
 

TODAYS DATE:   
10/1/16 

START DATE:  
10/2/16 

COMPLETE DATE:  
11/2/16 

REVIEW DATE: 12/2/16 
Ongoing… 

FREQUENCY OF REVIEW: ☒ Monthly    ☒ Quarterly    ☒ Annually    PRIORITY LEVEL: ☐ Low     ☐ Medium   ☒ High 
(S.M.A.R.T) GOAL:                                                                         

GOALS Are Specific, Measurable, 
Achievable, Realistic & Timely 

Reduce the amount of Inmate Falls each month by 25%. Over the next Quarter but no later than the end of March 2016; the amount of 
Inmate Falls will be < 50th Percentile on the (QAPI) and Performance Improvement Plans Report.  This facility will continue to reduce the 
Inmate Fall rate at least 3% each month until the Quarter Reports are < 50% Percentile consistently. 

 
 
 
 
 
 
 
 

APPROACHES: 
 

1. The H.S.A will coordinate a formal all in-service/training for clinic employees and security staff on safety, fall prevention, fall 
management, proper transfer techniques, terminal restlessness, fall protocol, assessment, and documentation requirements for both 
witnessed and unwitnessed falls including proper neuro checks and referrals. 

2. The Leadership team will investigate Falls to identify potential risks, hazards, trends and patterns. 
3. The employees will provide concise information and thorough information regarding the details of the falls and circumstances pre and 

post incident.  
4. Staff assignments will be reviewed and revised as needed balance workload and encourage better productivity. 
5. The H.S.A will implement a “Fall Tracking Log” pre-approved by VitalCore’s Corporate Committee and the Medical Director.  
6. The H.S.A will communicate or delegate the tracking of fall statistics monthly to keep all employees and Inmates informed of the 

progress and to encourage continued improvement; the results will be discussed in monthly meetings.  
7. Through the (QAPI) process a Root Cause Analysis will be conducted and Trends will be identified. Reports will be generated, and 

Corrective Action Plans will be implemented. Monthly, Quarterly, and Annual Reviews will be completed as necessary and required.  
8. Proper Interventions will be implemented to address any risk, identified area of improvement to include staff education.  
9. New hire onboarding and training will be provided for continual competency and monitoring of staff credentials and professionalism.  
10. All current employees will continue to be re-trained as needed and continuing education will be mandatory.  

 
COMPLETION: 

 

This (PIP) is ongoing as follow-up is needed to ensure the approaches are implemented and the goals are met. Follow-though and progress 
will be documented and reviewed at monthly meetings and as necessary.  Start, Completion and Review dates will always need to reflect 
the Policy, Procedures, Clinical Nursing Guidelines and/or (QAPI) Corrective Action Plan.  

 
PROGRESS: 

 

Comparative Data:  
2016 Total Falls = 124:    1st Shift = 44        2nd Shift = 65          3rd Shift = 15 
2017 YTD Total = 81:       1st Shift = 24        2nd Shift = 37          3rd Shift = 14    
Total fall rate: 5.5 
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Overview: Root Cause Analysis (RCA) is a systematic, in-depth analysis utilized to fully understand specific problems, the 
causes, and any implications or a change; by implementing a structured facilitated team process to identify root causes of 
an event that resulted in an undesired outcome. RCA can be utilized It as an early step in a Performance Improvement 
Project (PIP), helping to identify what needs to be changed to improve performance. By carefully examining problems and 
identifying breakdowns in the processes and systems that contributed to the event; the team can evaluate the impact on 
patient care and services utilizing RCA to comprehensively look across all systems involved to prevent future vents and 
promote ongoing improvement. RCA is a crucial part of Quality Assurance Performance Improvement (QAPI) and can aid 
in significantly reducing serious incidents, assaults, and aggression from the patients with mental illnesses within the 
facilities.  
 

Directions: Use this guide to walk through a Root Cause Analysis (RCA) to investigate events in your facility (e.g., adverse 
event, incident, near miss, complaint). Facilities accredited by the Joint Commission or in states with regulations governing 
completion of RCAs should refer to those requirements to be sure all necessary steps are followed.  

 
 

 
 

STEPS EXPLANATION 

1. Identify the event to be 
investigated and gather 
preliminary information 

Events and issues can come from many sources (e.g., adverse patient event, 
incident report, risk management referral, inmate or family complaint, health 
department citation/regulatory board, etc.). The facility should have a process for 
selecting events that will undergo an RCA. A Performance Improvement Project 
(PIP) for the selected event involving RCA will be completed.  

 
 

2. Charter and select a 
team facilitator and 
members 

Leadership should provide a project charter to launch the team. The facilitator is 
appointed by leadership. Team members are people with personal knowledge of 
the processes and systems involved in the 
event to be investigated. Root Cause Analysis will be completed by the Health 
Services Administrator or designee and assigned workgroup. Root Cause Analysis 
workgroup members will be assigned by the Performance Improvement Committee 
based on analysis need. 

 
3. Describe what happened 

Collect and organize the facts surrounding the event to understand 
what happened. 

4. Identify the contributing 
factors 

The situations, circumstances or conditions that caused the event and/or increase 
the likelihood of a future event are identified. 

5. Identify the root causes Perform an RCA for a thorough analysis of contributing factors leads to identification 
of the underlying process and system issues (root causes) of the event. 

Performing Root Cause Analysis (RCA) 
With Performance Improvement Projects (PIPs) 

STEPS 2-6 must be completed as soon as possible but for Joint Commission and/or accreditation… 
STEPS 2-6 must be completed within 45 days of occurrence of the event. 
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6. Design and implement 
changes to eliminate the 
root causes 

The team determines how best to change processes and systems to 
reduce the likelihood of another similar event. Performance Improvement Plans 
and/or Corrective Actions plans are utilized to outline changes. Plans must be 
approved and signed by the site Medical Director, and VitalCore’s Corporate Director 
of Quality Improvement/ VitalCore Corporate Office QAPI Committee which may 
include legal counsel.  

 
7. Measure the 

effectiveness of the 
changes 

Like all improvement projects, the success of improvement actions is 
evaluated and appropriate follow-up will be implemented as necessary and per 
specified timelines per policies, guidelines and the QAPI process. 

 

STEP 1: Select the event to be investigated and gather preliminary information 
Events that may be investigated using the RCA process can be identified from many sources (e.g., adverse patient 
event, incident report, risk management referral, staff, inmate, or family feedback, health department citation/ 
regulatory board, etc.). High priority should be given to events that resulted in significant inmate harm or death 
and other events the facility is required by regulation to investigate. Also consider doing an RCA for “near miss” 
or “close call” events that could have resulted in harm to the Patient, but did not, either by chance or timely 
intervention. The latter types of events represent high risk situations that could, in the future, cause an inmate 
to be harmed. 
 

Once an event is selected for a Performance Improvement Project (PIP) involving RCA, someone involved in the 
facility QAPI program can begin gathering preliminary information, including the incident report and any 
documentation from the preliminary investigation, for later discussion by the team. This may include interviews 
with those involved including collection of pertinent documentation or photographs, review of relevant policies 
and procedures, quarantine of defective equipment, etc. Information may be gathered by the inmate but if a 
family member is to be contacted, a Release of Information (ROI) must be obtained or written permission from 
VitalCore Corporate office, the site Medical Director, and the Correctional Administrator will be acquired prior 
to any outside contact. This preliminary information is also useful for deciding which individuals should be 
invited to serve as members of the team as described in Step 2. 
 

 Helpful Tips: 
o Involve facility leaders in the prioritization and decision to proceed with an RCA. There will be greater 

cooperation in completing RCAs when the process is viewed as leadership driven.  
o Be sure to start with a problem and not the solution. It is tempting to assume we know what will fix the 

problem before we’ve thoroughly examined it. Assumptions are often wrong and may hinder complete 
analysis of the underlying causes. 

o Don’t define the problem as a need for something. The problem statement should objectively state what 
went wrong, not why, or how. An example of an effective problem statement is, “Inmate X continued to 
receive a medication one week after the order was given for discontinuation.” A good problem statement 
will facilitate a more thorough examination of the problem. 
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o If the event represents a liability concern or questionable practices by an employee, the leadership team 
can initiate a risk management review or an employee performance review to start simultaneous with, but 
separate, from the RCA process; at which point chart reviews may be necessary to ensure this is an isolated 
or singular event.  The RCA process should focus on systems rather than individual performance. 
 

STEP 2: Charter and select a team facilitator and members 
Next, leadership designates a facilitator for the PIP team, and works with the facilitator to create a charter that 
will help guide the team in managing the scope of the project and making changes that are ultimately linked to 
the root causes identified in the RCA process. Together, leadership and the facilitator select staff to participate 
on the PIP team. Team members are people with personal knowledge of the processes and systems involved, 
have personal knowledge of what happened, or given an opportunity to contribute to the investigation through 
interviews and data collection. The number of team members depends on the scope of the investigation. 
 

Root Cause Analysis will be completed by the Health Services Administrator or designee and assigned 
workgroup. Root Cause Analysis workgroup members will be assigned by the Performance Improvement 
Committee based on analysis need. As managers and supervisors gain experience in doing RCAs, more people 
in the facility can be trained to serve as team facilitators. The facilitator is responsible for assembling and 
managing the team, guiding the analysis, documenting findings and reporting to the appropriate persons. 
 

 Helpful Tips: 
o Team members should be selected for their ability to discuss and review what happened during the 

event in an objective and unbiased manner. In some situations, staff members personally involved in 
the event are the best people to serve as team members. In other situations, staff members not 
personally involved in the event are the best people to serve as team members with the people 
personally involved asked to share their experience during interviews. This may be appropriate if the 
people directly involved in the event are dealing with emotions and are not able to be objective. 
However, if this is the case, it is a good idea to provide those staff persons directly involved with 
counseling and support so that they can participate in the RCA process. Participating in the RCA process 
and hearing other’s objective viewpoints can help them to deal with the situation in a positive manner. 
Keep the number of management or supervisory level individuals on the team to a minimum. Staff 
members may be inhibited from speaking up or being completely candid during discussions about what 
happened if their direct supervisor is in the room. If this is not possible, the facilitator should explain the 
need for members to be free to discuss the process honestly, as it occurred in the facility. 

o Make it clear to everyone involved that the RCA process is confidential. This reassurance helps people 
feel safer discussing the process and system breakdowns that may have caused an inadvertent mistake. 
 

STEP 3: Describe what happened 
At the first meeting of the team, a timeline of the event under review is created. The preliminary information 



  Revised: 8-8-19 
  

 
 

QAPI-9 Root Cause Analysis (RCA) 
 

“This document is created and maintained in accordance with applicable laws, at the direction of VitalCore Legal Counsel.  It is a PRIVILEGED AND CONFIDENTIAL LEGAL DOCUMENT protected by the peer 
review and attorney-client privileges and may be disclosed only to those individuals and entities designated by formal written VitalCore policy and procedure, or otherwise as expressly authorized by VitalCore 
Legal Counsel.”  

[QAPI-9 Root Cause Analysis] Page 4 of 13 

 
 
 

gathered in step 1 is shared with the team and other details about the event are elicited from team members. 
If the people personally involved in the event are not part of the team, their comments about what happened 
are shared with team members. All the information is used to create a timeline with accurate sequential steps 
identified that lead up to the event.  
 

Below is a timeline for a situation involving a tall 300-pound patient that suffered a serious injury during his 
transfer from a wheelchair back to his bed. The inmate was placed in a Hoyer lift and elevated into the air above 
his wheelchair. As the CNAs turned the lift toward the bed it began to sink because the lift arm couldn't handle 
the patient’s weight. To complete the transfer before the patient was below the level of the bed, the CNAs 
swung the lift quickly toward the bed. The lift tilted dangerously to the side and the legs started to move 
together, narrowing the base of support. The resident dropped to the ground and the lift fell on top of him. 

EVENT 
 

 
TIMELINE: 

 
 

Use a flipchart or sticky notes to draw a preliminary timeline. Before proceeding to Step 4 of the RCA, be sure 
that everyone agrees that the timeline represents what actually happened. Now is the time for the team to add 
missing steps or clarify “factual” inconsistencies about the event. 

 

 Helpful Tips: 
o The timeline of the event should describe just the facts – not what caused the facts to happen. For 

instance, the CNAs may have mistakenly used a Hoyer lift that was not strong enough to move a tall 
Patient weighing 300-pounds. This factor may have contributed to the event, but it is not documented 
in the timeline. Only the facts of what happened should be included in the timeline, the causal factors 
are added in a later step. 

o Once the preliminary timeline has been created, the facilitator finalizes the timeline by asking the team: 
 Does the timeline adequately tell the "story" of the incident? If not, the scope of the timeline may 

need to be extended further back in time or expanded to include what happened after the event. 
 Does each step in the timeline derive directly from the step it precedes? If each step is not derived 

logically from the one preceding it, it usually indicates that one or more steps in the sequence have 
been left out. Add missing steps to the timeline. 

 Is each step in the timeline pertinent to the incident under investigation? The answer may be 
"yes", "no," or "not sure." Include only the "yes" and "not sure" steps in the final event line. 

o In rare situations the team cannot identify a sequence of steps leading up to the event. For instance, 
when a Patient develops an intravenous (IV) catheter−related infection it may not be possible to 
pinpoint the exact steps preceding the infection event. The infection appears to have occurred despite 
staff members apparently doing all the right things (e.g., following good hygiene when inserting 

 
Lift starts to 

collapse and tips 
to one side 

 
CNAs swing 

patient toward 
bed 

 
Patient is raised 
from wheelchair 

using the Hoyer lift 

 
CNAs get Hoyer 
lift and position it 
by patient’s bed 

 
Patient drops to 

ground and lift falls 
on Patient 
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catheters and caring for catheterized Patients). In these situations, a timeline is not created – however 
don’t jump to this conclusion too quickly. It is harder to find all the root causes of an undesirable event 
if the team does not have a timeline to guide their decisions. Therefore, an attempt at making a timeline 
should be initiated regardless.  

o Resist the temptation to skip right to step 5 of the RCA process, which is “Identify the root causes.” 
Team members may insist the root causes of the event are already understood and it is not necessary 
to go through steps 2 through 4. Jumping to conclusions about root causes increases the likelihood the 
team will end up with “quick-fix” solutions that do not address the underlying systems gaps, or 
contributing factors, and fail to prevent similar events in the future. Keep all the documentation and 
notes to demonstrate the steps were completed. The data collected and the working processes of each 
step will be submitted to ensure this process is completed correctly and thoroughly.  
 

STEP 4: Identify the contributing factors 
The knowledge gained and information collected during step 3 is used by the team to dig deeper into what 
happened to discover why it happened. Step 4 involves the team looking at each step of timeline and asking, 
“What was going on at this point in time that increased the likelihood the event would occur?” These are the 
contributing factors – situations, circumstances or conditions that caused or collectively increased the likelihood 
of an incident. Keep in mind, by itself a contributing factor may not have caused the incident, but when they 
occur at the same time, the probability an incident will occur increases. 
 

As mentioned in Step 2, it is important to get the perspective of people personally involved in the event when 
identifying the contributing factors at each step. These may be the only individuals aware of the actual 
circumstances affecting what happened. For instance, the CNA who chose the wrong type of lift might have felt 
pressured by her supervisor to find a lift as quickly as possible so the Patient would not be kept waiting. Team 
members not personally involved in the event might be unaware this contributing factor existed. Below are 
examples of contributing factors that might be identified for each step of the timeline for the event involving a 
Patient injury during transfer from wheelchair to bed.                                                                              EVENT 
 

 
TIMELINE: 

 
 

CONTRIBUTING 
FACTORS: 

 
 

 Helpful Tips: 

Facility's one 
heavy duty lift was 
being used in 
another location 

CNAs unaware the 
lift they are using 
is not rated for 
use with very 
heavy Patients 

CNAs not trained 
to respond to lift 
malfunctions 

Lift not strong 
enough to hold 
Patient 

 
Lift starts to 
collapse and 

tips to one side 

 
CNAs swing 

Patient toward 
bed 

 
Patient is raised 
from wheelchair 
using the Hoyer 

lift 

 
CNAs get Hoyer 
lift and position it 
by Patient’s bed 

Sharp movement 
of Patient by 
CNAs 

Patient was 
moved rapidly 
toward bed 
because lift arm 
started to slip 

No sign on lift 
indicating weight 
limit 

CNAs had to hurry 
to find a lift so 
Patient would not 
be kept waiting 

 
Patient drops to 
ground and lift 
falls on Patient 
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Why is that? 2. Why is that? 3. Why is that? 

4. Why is that? 5. Why is that? 

1. 

o Whenever possible, use a timeline as the basis for identifying contributing factors. Consider what 
was happening at each step in the timeline to ensure the team does not overlook some 
important factors. 

o Brainstorming can be an effective tool to identify contributing factors by asking, “What might have 
happened that would increase the likelihood the event would occur?” Consider what recommended 
practices might not have been followed, e.g. sterile dressing changes not done for IV-catheter sites. 
Consider what procedure “work-arounds” might have occurred. Consider how staffing at the time of 
the event might have impacted the eventual outcome. 

o When identifying contributing factors be careful to avoid “hindsight bias.” Knowing the eventual 
outcome of a timeline can influence how team members view activities leading up to the event. 
Remember to consider only those factors that were present and known to those involved at the time 
– not what was only realized after-the-fact. 
 

STEP 5: Identify the root causes 
All incidents have a direct cause. This is the occurrence or condition that directly produced the incident. In the 
Patient incident described in Step 3, the tilting and collapsing Hoyer lift is the direct cause of the accident. 
However, the direct cause is not the root cause. 
 

Root causes are underlying faulty process or system issues that lead to the harmful event. Often there are 
several root causes for an event. Contributing factors are not root causes. The team needs to examine the 
contributing factors to find the root causes. This can be done by digging deeper – asking repeated “why” 
questions of the contributing factors. This is called the “five why’s” technique, which is illustrated below. 
 

  
 
 
 

 
 

 
 

This questioning process is continued until all the root causes are found. It is common to find the same root cause for two 
or more contributing factors. 
 

 Helpful Tips: 
o The team must determine if they’ve truly identified a root cause, versus a contributing factor which 

requires the team to do more digging. Ask the questions below about each potential root cause 
identified by the team. If the answers are NO, then the team has identified root causes and they can 
stop the questioning process. If the answer to any question is YES, then the team may not have 

CNAs didn’t have the 
equipment to car for 

the Patient 

Needed equipment 
is sometimes hard to 

find 

Needed enough specialized 
equipment to care for 

Patients with unique needs 

The anticipated number of Patients with 
unique needs and their equipment 

requirements are unknown 

The strategic planning and budgeting process does not include 
projections of the equipment needs of the Patients with 

unique physical and psychological needs  
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Standards for compliance Lack of knowledge, 
information 

Location, physical 
layout, visibility 

Building Safety 

Documenting 
Issues 

Lack of ability, 
supervision, scheduling 

Communication 
Scheduling 

identified true root causes and needs to ask more “why” questions to get to the root causes. Keep 
asking these until you get to root causes. 

 
 
 
o The team should not make judgments about whether an individual did the right thing. This judgment 

is to be made by the manager responsible for evaluating the employee’s performance. The facilitator 
may need to remind team members that the RCA process is not where these judgments are to be 
made.  

o The team facilitator should watch out for discussion “manipulation” during this stage. Some team 
members may try to divert attention from root causes originating in their department, or because of 
concerns regarding the potential responsible employee, or direct the discussion away from root causes 
because the result may require additional resources or necessitate significant changes to how work is 
now being done. A successful RCA process requires frank and open discussions of the causes of the event 
so all future Patient care and services and be safe and effective.  

o A Fishbone Diagram can also be used to determine root causes by brainstorming and in sorting ideas 
into useful categories. This is a visual way to look at cause and effect in a structured approach.  
 

Directions: Agree on the problem statement (also referred to as the effect). Be as clear and specific as you can 
about the problem. Beware of defining the problem in terms of a solution. Agree on the major categories of 
causes of the problem (written as branches from the main arrow). Define Categories such as: equipment or 
supply factors, environmental factors, rules/policy/procedure factors, and people/staff factors. Brainstorm all 
the possible causes of the problem asking, “Why does this happen?” even if it appears in several categories.  As 
each idea is given, the facilitator writes the causal factor as a branch from the appropriate category (places it on 
the fishbone diagram).  Write sub-causes branching off the cause branches.  
 

 
 
 
 
 
  
 
 
 

 

Equipment/Supplies 
 

Environmental 
 

 Would the event have occurred if this cause had not been present? 
 Will the problem recur if this cause is corrected or eliminated? 

 

PROBLEM 
STATEMENT 

 

Staff/People 
 

Rules/Policies/Procedures 
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In this step the team evaluates each root cause to determine how best to reduce or prevent it from triggering 
another undesired event. The key is to choose actions that address each root cause. These actions will generally 
require creating a new process or making a change to a current process. The steps to accomplish this are the 
same as those used in any type of PIP. Note that at this point, you may want to reevaluate the composition of 
your team to make sure you have included people who are part of the process needing to be changed. It is a 
good idea throughout a project to make sure you have the right people on the team and to adjust membership 
as needed. 
 

At least one corrective action should be developed to reduce or eliminate each root cause. All Corrective Action 
Plans must be approved and signed by the site Medical Director, and VitalCore’s Corporate Director of Quality 
Improvement/ VitalCore Corporate Office QAPI Committee which may include legal counsel. Some action plans 
will be short-term solutions to fix a contributing factor, e.g. purchase an additional Hoyer lift rated for use by 
Patients weighing over 250-pounds. But short-term solutions rarely fix root causes. For instance, in the example 
event the team also needs to recommend that a formal evaluation of future specialized equipment needs for 
Patients be regularly incorporated into the facility strategic planning and budgeting process. Additionally, a 
process should be implemented at the time of admission or if an existing Patient has a need for new equipment 
or services that are not readily available in the facility. The site Medical Director should be notified and the 
Health Services Administer will work with the Director of Operations and VitalCore Corporate Office to make 
necessary arrangements to include the Patient transfer if necessary.  
 

 Helpful Tips: 
o The team leader should encourage team members to come up with as many intermediate and strong 

actions as possible. It is helpful to involve supervisory and management staff in the action planning 
discussions. Designing intermediate and strong actions often requires an understanding of various 
resident care systems and the facility’s resource allocation priorities. Staff members on the team may 
not possess this knowledge. 

o Because the feasibility and costs associated with corrective actions must also be considered it is helpful 
to include facility management in the corrective action discussions, if they are not already members of 
the team. 

o If a particular action cannot be accomplished due to current constraints (e.g. lack of resources), the 
team should look for other ways of changing the process to prevent a similar event from occurring in 
the future. Doing nothing should not be an option. It may be possible to initiate coordinate for a 
facility transfer and management should be involved in the discussion and decision-making process 
prior to any transfer unless it’s an emergency at which point the appropriate policy and procedures 
must be followed.  

o If there is an issue identified in a current Policy, Procedure and/or Nursing Clinical Guideline notify 
the site supervision team and the VitalCore Corporate team.  

STEP 6: Design and implement changes to eliminate the root causes 
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STEP 7: Measure the effectiveness of the changes 
The RCA should reduce the risk of future harmful events by minimizing or eliminating the root causes.  VitalCore 
Health Strategies has proven success after implementing the QAPI program within the system we found these 
efforts played a significant role in eliminating future events of violence and aggression. Our QAPI and risk 
reduction efforts led to a 93% reduction in assaults and aggression from the patients with mental illness within 
the hospitals/clinics.  
 

The Corporate Director of Operations oversees and assists the Health Services Administrator to ensure the 
facility is implementing the QAPI program as intended. Once the site has identified areas for improvement, the 
VitalCore Corporate Office QAPI Committee, which includes but is not limited to the Director of Quality 
Improvement, the Corporate Medical Director, the Chief Operating Officer – Clinical Services and the President 
of Clinical Affairs-Behavioral Health, shall collaborate to provide corrective action plans and establish targeted 
expectations for improvement. Monthly re-evaluation and follow-up will continue until the facility achieves at 
least 90% compliance. Thresholds are determined by the VitalCore Corporate Office QAPI Committee who 
establishes targets for each problem by using Community Standards of Care, Policies, Procedures and Nursing 
Clinical Guidelines that are compliant with the National Commission on Correctional Healthcare, American 
Correctional Association, Agency for Healthcare Research & Quality, and the Institute for Safe Medication 
Practices.   
 

Another opportunity for evaluation and oversight is provided by the Corporate Director of Quality Improvement 
oversees the Corporate Quality Assurance Performance Improvement Calendar. This calendar provides 
Corporate expectations for standardized monthly reviews of critical healthcare functions.  Data collected during 
these monthly company-wide reviews will inform and highlight areas of relative strength and opportunities for 
improvement. Quality Improvement Screens developed for each of these areas of oversight will be used to 
evaluate site data.   
 

Concurrent with implementation of action plans, mechanisms are established to gather data that will be used 
to measure the effectiveness of the corrective action.  What you measure should provide answers to these four 
questions: 
 

1. Were the recommended Corrective Actions completed and by the identified deadline? (e.g., Did the 
warning signs get put on the Hoyer lifts within the 7-day deadline? Did a formal equipment evaluation step 
get added to the annual budgeting process? Did the staff receive the proper training on the use of the 
equipment within 48 hours of the Corrective Action Plan? Has training on Hoyer lift been added to the 
training onboarding packet to be completed prior to working directly with Patients for all new employees?) 

2. Are people complying with the recommended changes (e.g., How often is the wrong type of Hoyer lift used 
for Patients weighing over a predetermined weight? Is staff provided an opportunity to participate in an 
equipment needs assessment during the budgeting process?) 

3. Have the changes made a difference? (Has another Patient been harmed by equipment unsuited for their 
physical condition?) 

4.   Have “near miss” or “close call” events that could have resulted in harm to the Patient been resolved? 
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Evaluating the success of the PIP usually occurs after the team has been disbanded and will become the 
responsibility of the person designated to monitor the corrective action(s). Corporate Director of Quality 
Improvement and the Corporate QAPI Committee is responsible for overseeing all QAPI activities, which 
includes reviewing data on the effectiveness of all improvement projects. Ideally, all the following criteria should 
be met to conclude a PIP has been successful: 
 

 Measures of success were monitored over time. 
 The goal was attained (process changes were made and sustained, no recurrent events). 
 You are confident that the change is permanent. 

 Re-evaluation and future changes will be implemented as necessary for continued safety, stability and 
effectiveness.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Attachment: See Page 11  
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Root Causes and Contributing Factors:  
Conduct your systematic analyses to determine your contributing factors and root causes. Begin by completing the 7-step 
process. Remember…STEPS 2-6 must be completed as soon as possible but for Joint Commission and/or accreditation 
completion is required within 45 days of occurrence of the event. Use techniques such as the five whys, flowcharting, and 
the fishbone diagram to assist in identifying the root causes. Additional tools are available that guide the use of each of 
these techniques. It is helpful to keep any of these analyses with your PIP documentation for future reference. Describe 
each root cause as identified by the team. 
 

Performance Improvement Projects (PIPs):  
Refer to the “QAPI-2 Performance Improvement Project Worksheet.” This document will be included into the RCA packet 
to identify details such as the Quality Assessment Name, Team Leader & Team Members. The information also includes 
the process being measured, importance of the issue and the indicator where the team will identify S.M.A.R.T. goals. The 
start date, review date, completion date, and the frequency of data is to be reported will be tracked. The project is rated 
to determine if it is a high risk, high volume, or problem prone. The relevance of the project is important to differentiate 
between health outcomes, patient safety, or quality of care and if the priority is low, medium or high. The leader will asign 
who will collect the data, the roles of the team members and who to report the final submission so the proper QAPI 
process is completed accurately and timely.  
 

Corrective Action Plans:  
For each root cause identified, enter the corrective action plans intended to prevent the root cause from causing another 
harmful event. There can be more than one action plan for each root cause. Some action plans may be short-term 
interventions which can be accomplished quickly, and some action plans require more long-term implementation steps. 
For each action plan designate the individual or group responsible for completing the action and the time frame for 
completion. Prior to implementing any Corrective Action plan a supervisor needs to be part of the process and be sure to 
consult and receive approval from:  
o The Health Services Administrator (H.S.A.) 
o The Site Director of Operations (D.O.) and/or the Corporate Director of Operations  
o VitalCore Corporate Office Quality Assurance Performance Improvement (QAPI) Committee: which includes but is 

not limited to:  
 Director of Quality Improvement 
 Corporate Medical Director 
 Chief Operations Officer of Clinical Affairs 
 President of Clinical Affairs-Behavioral Health 

 

If a Corporate level Corrective Action Plan needs to be implemented for the facility, the VitalCore Corporate 
Committee will develop the plan and then assist with training so the H.S.A receives assistance with the 
implementation of the plan as needed.  

QUICK REFERENCE GUIDE & SUMMARY  
for RCAs, PIPs, Corrective Action Plans & Monitoring  
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(RCA) DATA 

 

Root Cause:  
 

 
 
 
 
 
 
 
 
 
 

 

 
 
 
Corrective Action: 
 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
Responsible 
Individual/Group:  
 

 
 
 
 
 
 
 
 
 
 

Start Date:   TEAM MEMBERS 

Review Date:  1. 
 

Completion Date:  2. 
 

Notes: 
 
 

3. 
 
4. 
 
5. 
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Measures of Success/Effectiveness 

 

Corrective Action: 
 

 
 
 
 
 
 
 
 
 
 

 

Measures of Success: 
Evaluate if this action is 
successful by considering the 
findings and measures of 
how often recommended 
processes are not followed 
and the incidence of 
similar adverse events. 

 
 
 
 
 
 
 
 
 
 

 
 
 
Reporting Schedule and 
Individual or Group 
Responsible for Reviewing 
Results  

 
 
 
 
 
 
 
 
 

Start Date:   TEAM MEMBERS SIGNATURES 

Review Date:  1. 
 

Completion Date:  2. 
 

Notes: 
 
 

3. 
 
4. 
 
5. 
 

 



Facility: Enter the facility name here

ALL QAPI SCREENS ARE DUE BY THE 5th OF EACH MONTH
Instructions: 

Revision Date: 12/2/2019                                     
Date Submitted: Enter actual Date  Employee & Title: Name of the individual who completed the form

1.  Digital files are preferred. Prior to making any changes; create a folder labeled QAPI Screens.                                                                                                                                                                                                                                                                                                                                                           
2.  Please don't change the template, select "Save As" and name the document with the following format:                                                                                                                                                                                                                                                                                                                           
a.  Facility Name-Document Name-Numerical Month- Year                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                           
b.  (e.g.) Hidalgo-QAPI- Health Assessment-11-2019 (Please note for standardization, the term "History & Physical (H&P)" is not utilized as we want to be consistent within our Policies and                      
Facilities.)                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  
c.  The date on the file path refers to the month the content is reflecting and the due date is the 5th of the following month.  However, your submission date is the actual date the document was 
sent to the Director of Quality Improvement.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    
3.  If a paper version is submitted, don't attach this screen with any other documents such as Meeting Minutes as everything is digitally stored in the corporate system by file type.                                                                                                                                                                                                                                                                                                                                                                     
4.  There are tabs at the bottom of the document labeled "Adult" and a "Juvenile please select the correct tab per the type of facility/population and provide content for each that you oversee.                                                                                                                        
5. To be in compliance with HIPAA, send documents through a secured source such as eFax or Citrix Secure File Sharing. If you need access or training on secure file sharing please contact the                  
Director of Quality Improvement                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                     
6.  All fields must be filled out and the "Final % Report" tab must be completed so the percentages are calculated for the Screen to be considered finished.                                                                                                                                                                                                                                                                                                        
7.  Select 10 Random charts that are current since VitalCore has started.                                                                                                                                                                                                                                                                                                                                                                                                                                                           
a.  If the content doesn't apply to your facility please enter "N/A". However, if the question refers to something your facility should be doing or is going to be expected to do in the future the                    
correct way to respond would be "No"; as "N/A" would only be recorded when it wouldn't be possible such as Female assessments for a Male facility.                                                                                                                                                                                                                                                                                                
b.  To assist you in knowing when to put "N/A" vs. "NO", each screen question is in "Black" text whereas the instructions are in "Red."                                                                                                                                                                                                                        
c.   It is recommended that you take 1 chart and answer all the questions in the screen and write the justifications/comments below to the No & N/A answers immediately. Then move on to the 
next chart. It will make it easier and you won't have to go back and search for the content later.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                           
8.   All content must be collected. If you have challenges obtaining the information please provide justification when prompted at the bottom of the page.                                                                                                                                                                                                                                          
9.   Note: the content is required for many reasons to include accreditation so it is not optional even if it is challenging to obtain. Corporate may assist you with this if needed.                                                                                                                                                                                                                                                                                                                                                                             
10. If the form isn't complete with all fields addressed, it may be considered incomplete and not in compliance with the submission deadline.                                                                                                             

Formulas/Totals:  
"Percentage" = the formula is the # of "Yes" answers / divided by # of Charts Reviewed. For questions that have Yes, No, and N/A answer, do not include the "N/A" answers to the total number of charts on the "Final 
% Report" tab below.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                
For Example: Although you will review 10 charts; if you have 2 Yes answers, 6 No answers, and 2 N/A answers; instead of 2 divided by 10 the formula would be 2/8 = 25%                                                                                                                                                                                                                                                                                                                                                         

HEALTH ASSESSMENTS
Review 10 Current Charts & Enter the Patient EHR/EMR or ID Number                                                                                             

The pt. #'s will automatically rotate, please don't change the formatting. 

Key Code:  Y = Yes/present   N = No/absent    N/A = Not applicable

Screen Criteria Detail

JAIL-(QAPI) Quality Assurance Performance Improvement Screen 
Health Assessments
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(Please answer Yes if all parts of this question are true, No if not; as N/A is not an option for this question. If the US 
Marshal and/or ICE requirements are different in your county or per your Facility please indicate below and include 
who/what set the standard.)                                                                                                                                                          
TThe Health Assessment for this Patient was completed on time as outlined in the VitalCore policy. The 
Initial Health Assessment (Form #117) was completed on or before the 10th day of admission. US Marshal 
Inmates on or before the 7th day. ICE Inmates on or before the 3rd day of admission. [Hidalgo County, 
NM Only: Health Assessments for US Marshal Inmates are completed not before the 10th day and not 
after the 14th day of admission.]
(Please answer Yes if all parts of this question are true, No if not; answer N/A if this Patient has been incarcerated less 
than 1 year. Do not include the N/A answers when calculating the formula to capture the correct percentage on the 
final % report tab.)                                                                                                                                                       Clinical 
documentation in the Patient chart indicates this Patient has been incarcerated at least 1 year/annually 
and he/she has a current Periodic Health Assessment (Form #117.1) completed per policy to include 
Diagnostic Evaluations. 
(Please only answer N/A if there were no significant findings; then do not include the N/A answers when calculating the 
formula to capture the correct percentage on the final % report tab.)                                                                    Clinical 
documentation in the Patient's chart indicates the Health Care Practitioner (HCP) and/or Psych- (HCP) was 
notified of significant findings identified during the Health Assessment. 

(Please answer Yes if all parts of this question are true, No if not; as N/A is not an option for this question)      Clinical 
documentation on the Health Assessment (Form #117) in the Patient's chart indicates 1. Vital signs were 
taken 2. Medication information was recorded 3. The entire "Medical" section of (Form #117) was 
completed and if a Periodic Assessment was completed on this patient the same would pertain to (Form 
#117.1).

(If your Facility does not currently perform Gynecological Assessments please indicate the reasons below. Answer No if 
the section was not completed on one or both of the Assessments. Please only answer N/A if this is a Male Patient; but 
then do not include the N/A answers when calculating the formula to capture the correct percentage on the final % 
report tab.)                                                                                                                                                           If the 
Patient is Female, the "Female Only" section of the Health Assessment and/or Periodic (Form #117 & 
Form #117.1) was completed.
(Please answer Yes if this question is true, No if not; as N/A is not an option for this question)                                                                      
The "Physical Examination" section of the Health Assessments (Forms #117 and/or #117.1) is designed to 
identify any Chronic Conditions and Significant findings. The clinical documentation in the Patient chart 
indicates the "Physical Examination" section was completed.
(If your Facility does not test for TB, STD's, and administer baseline labs at admission please indicate the reason below. 
Please answer Yes if all parts of this question are true, No if not; as N/A is not an option for this question)      Clinical 
documentation on the Health Assessments (Forms #117 and/or #117.1) in the Patient's chart indicates if 
the Patient has TB, Hepatitis, HIV/AIDS, STD, other Infectious Diseases.



8

9

10

(This question contains the steps in the process when a condition is identified so if all parts of this question are not true 
the answer has to be No for the entire question but then please indicate below which part(s) were not completed as 
this can assist you if an process/outcome study is necessary. Therefore, please answer Yes if all parts of this question 
are true, No if not; answer N/A if there were no chronic conditions, significant findings or other need for 
Treatment/Interventions; then do not include the N/A answers when calculating the formula to capture the correct 
percentage on the final % report tab.)                                                                                                                                                                          
The clinical documentation in the Patient's chart indicates 1. A Chronic Condition, Significant Finding, or 
other reason a patient needed to receive treatment or an intervention was identified at the time of the 
Health Assessment. 2. This Patient did in fact receive the appropriate treatment/intervention per 
VitalCore's Policies, Procedures, and Nursing Clinical Guidelines. 3. Per policy, a follow-up evaluation 
and/or follow-up appointment was scheduled. 4. The Inmate was added to the (HCP), Psych (HCP), QBHP 
or Outsourced MH Services Schedule. 5. The appointment was documented in the Patient's Chart. 6. The 
appointment was added to the correct tracking Log(s); for example, (Form #119) Appointments & 
Evaluation Log or EMR/HMR appointment schedule. 
(Please answer Yes if all parts of this question are true, No if not; answer N/A if there were no (HCP) or Psych-(HCP) 
orders; but then do not include the N/A answers when calculating the formula to capture the correct percentage on the 
final % report tab.)                                                                                                                                                               
Clinical documentation in the Patient's chart indicates Health Care Practitioner (HCP) and/or Psych-(HCP) 
orders have been received and all verbal orders have been documented. 

(Please answer Yes if all parts of this question are true, No if not; as N/A is not an option for this question. Additionally, 
the answer to this question can NOT be "Yes" if you entered "No" for this Patient on any of the other questions.)                                                                                                                                                                          
Documentation in this Patient's chart is accurate and timely per policy to include: Completion of Health 
Assessments (Form #117), Periodic Health Assessments for those present over 1 year and annually (Form 
#117.1), and related forms and procedures based on the findings. In addition, "Accurate Charting" also 
means VitalCore related forms are being utilized, the clinical documentation is complete and includes: 
demographics, dates, times, signatures, all orders, clinical notes, log entries, scheduling etc.

All "NO's and N/A's" require explanation. Please enter comments, questions and justifications below as it pertains the question above. 

Question 1:

Question 2:

Question 3:

Question 4:

Question 5:

Question 6:

Question 7:

Question 8:

Question 9:

Question 10:
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#DIV/0! 1 #DIV/0!

#DIV/0! 2 #DIV/0!

Revision Date: 12/2/2019                                                                        
Date Submitted: Enter actual Date  Employee & Title: Name of the individual who completed the form

Less than 90% does not meet the standard and will have to be REPEATED THE FOLLOWING MONTH AND UNTIL 90% is achieved. 

"Percentage" = the formula is the # of "Yes" answers / divided by # of Charts Reviewed. For questions that have Yes, No, and N/A answer, do not include the "N/A" answers to the total number of charts on the 
"Final % Report" tab below. For Example: Although you will review 10 charts; if you have 2 Yes answers, 6 No answers, and 2 N/A answers; instead of 2 divided by 10 the formula would be 2/8 = 25%                                                                                                                                                                                                                                                                                                
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(Please answer Yes if all parts of this question are true, No if not; as N/A is not an option for this question. If the US Marshal and/or ICE 
requirements are different in your county or per your facility please indicate below and include who/what set standard.)                                                                                                                        
The Health Assessment for this Patient was completed on time as outlined in the VitalCore policy. The Initial Health Assessment 
(Form #117) was completed on or before the 10th day of admission. US Marshal Inmates on or before the 7th day. ICE Inmates on 
or before the 3rd day of admission. [Hidalgo County, NM Only: Health Assessments for US Marshal Inmates are completed not 
before the 10th day and not after the 14th day of admission.]
(Please answer Yes if all parts of this question are true, No if not; answer N/A if this Patient has been incarcerated less than 1 year. Do not include 
the N/A answers when calculating the formula to capture the correct percentage on the final % report tab.)                                                                                                                                                       
Clinical documentation in the Patient chart indicates this Patient has been incarcerated at least 1 year/annually and he/she has a 
current Periodic Health Assessment (Form #117.1) completed per policy to include Diagnostic Evaluations. 

JAIL-(QAPI) Quality Assurance Performance Improvement 
Health Assessment Final Report
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(Please only answer N/A if there were no significant findings; then do not include the N/A answers when calculating the formula to capture the 
correct percentage on the final % report tab.)                                                                                                                                                       
Clinical documentation in the Patient's chart indicates the Health Care Practitioner (HCP) and/or Psych- (HCP) was notified of 
significant findings identified during the Health Assessment. 

(Please answer Yes if all parts of this question are true, No if not; as N/A is not an option for this question. Additionally, the answer to this 
question can NOT be "Yes" if you entered "No" for this Patient on any of the other questions.)                                                                                                                                                                          
Documentation in this Patient's chart is accurate and timely per policy to include: Completion of Health Assessments (Form 
#117), Periodic Health Assessments for those present over 1 year and annually (Form #117.1), and related forms and procedures 
based on the findings. In addition, "Accurate Charting" also means VitalCore related forms are being utilized, the clinical 
documentation is complete and includes: demographics, dates, times, signatures, all orders, clinical notes, log entries, scheduling 
etc.

Comments

(Please answer Yes if all parts of this question are true, No if not; as N/A is not an option for this question)                                                     
Clinical documentation on the Health Assessment (Form #117) in the Patient's chart indicates 1. Vital signs were taken 2. 
Medication information was recorded 3. The entire "Medical" section of (Form #117) was completed and if a Periodic Assessment 
was completed on this patient the same would pertain to (Form #117.1).

(If your Facility does not currently perform Gynecological Assessments please indicate the reasons below. Answer No if the section was not 
completed on one or both of the Assessments. Please only answer N/A if this is a Male Patient; but then do not include the N/A answers when 
calculating the formula to capture the correct percentage on the final % report tab.)                                                                                                                                                           
If the Patient is Female, the "Female Only" section of the Health Assessment and/or Periodic (Form #117 & Form #117.1) was 
completed.

(Please answer Yes if this question is true, No if not; as N/A is not an option for this question)                                                                      The 
"Physical Examination" section of the Health Assessments (Forms #117 and/or #117.1) is designed to identify any Chronic 
Conditions and Significant findings. The clinical documentation in the Patient chart indicates the "Physical Examination" section 
was completed.

(If your Facility does not test for TB, STD's, and administer baseline labs at admission please indicate the reason below. Please answer Yes if all 
parts of this question are true, No if not; as N/A is not an option for this question)                                                                                    Clinical 
documentation on the Health Assessments (Forms #117 and/or #117.1) in the Patient's chart indicates if the Patient has TB, 
Hepatitis, HIV/AIDS, STD, other Infectious Diseases.
(This question contains the steps in the process when a condition is identified so if all parts of this question are not true the answer has to be No 
for the entire question but then please indicate below which part(s) were not completed as this can assist you if an process/outcome study is 
necessary. Therefore, please answer Yes if all parts of this question are true, No if not; answer N/A if there were no chronic conditions, significant 
findings or other need for Treatment/Interventions; then do not include the N/A answers when calculating the formula to capture the correct 
percentage on the final % report tab.)                                                                                                                                                                          
The clinical documentation in the Patient's chart indicates 1. A Chronic Condition, Significant Finding, or other reason a patient 
needed to receive treatment or an intervention was identified at the time of the Health Assessment. 2. This Patient did in fact 
receive the appropriate treatment/intervention per VitalCore's Policies, Procedures, and Nursing Clinical Guidelines. 3. Per 
policy, a follow-up evaluation and/or follow-up appointment was scheduled. 4. The Inmate was added to the (HCP), Psych (HCP), 
QBHP or Outsourced MH Services Schedule. 5. The appointment was documented in the Patient's Chart. 6. The appointment was 
added to the correct tracking Log(s); for example, (Form #119) Appointments & Evaluation Log or EMR/HMR appointment 
schedule. 
(Please answer Yes if all parts of this question are true, No if not; answer N/A if there were no (HCP) or Psych-(HCP) orders; but then do not 
include the N/A answers when calculating the formula to capture the correct percentage on the final % report tab.)                                                                                                                                                               
Clinical documentation in the Patient's chart indicates Health Care Practitioner (HCP) and/or Psych-(HCP) orders have been 
received and all verbal orders have been documented. 



Facility: Enter the facility name here

ALL QAPI SCREENS ARE DUE BY THE 5th OF EACH MONTH
Instructions: 

Revision Date: 12/2/2019                                     
Date Submitted: Enter actual Date  Employee & Title: Name of the individual who completed the form

1.    Digital files are preferred. Prior to making any changes; create a folder labeled QAPI Screens.                                                                                                                                                                                                                                                                                                                                                                                         
2.    Please don't change the template, select "Save As" and name the document with the following format:                                                                                                                                                                                                                                                                                                                                                             
a.    Facility Name-Document Name-Numerical Month- Year  For example: Hidalgo-QAPI- MH Crisis Intervention-11-2019                                                                                                                                                                                                                                                                                                                                                                                                                                       
b.    The date refers to the month the content is reflecting and the submission date is the 5th of the following month.                                                                                                                                                                                                                                                                                                                             
3.    If a paper version is submitted, don't attach this screen with any other documents such as Meeting Minutes as everything is digitally stored in the corporate system by file type.                                                                                                                                                                                                                                                                                                                                                                                       
4.    There are tabs at the bottom of the document labeled "Adult" and a "Juvenile please select the correct tab and provide content for each facility.                                                                                                                                                                                                                           
5.    To be in compliance with HIPAA, send documents through a secured source such as eFax or Citrix Secure File Sharing. If you need access or training on secure file sharing please contact the  Director of                  
Quality Improvement.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                        
6.   All fields must be filled out and the "Final % Report" tab must be completed so the percentages are calculated for the Screen to be considered finished.                                                                                                                                                                                                                                                                                                                     
7.   Please select 10 Random charts from the Patients on a Supervision level for safety that are current since VitalCore has started; if more charts are needed then add random charts from those you know are         
followed for Mental Health.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                        
a.  If the content doesn't apply to your facility please enter "N/A". However, if the question refers to something your facility should be doing or is going to be expected to do in the future the correct way to             
respond would be "No"; as "N/A" would only be recorded when it wouldn't be possible.                                                                                                                                                                                                                                                                                                                                                                                                                                          
b.  To assist you in knowing when to put "N/A" vs. "NO", each screen question is in "Black" text whereas the instructions are in "Red."                                                                                                                                                                                                                                                                     
c.   It is recommended that you take 1 chart and answer all the questions in the screen and write the justifications/comments below to the No & N/A answers immediately. Then move on to the next chart. It                       
will make it easier and you won't have to go back and search for the content later.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                               
8.   All content must be collected. If you have challenges obtaining the information please provide justification when prompted at the bottom of the page.                                                                                                                                                                                                                                       
9.   Note: the content is required for many reasons to include accreditation so it is not optional even if it is challenging to obtain. Corporate may assist you with this if needed.                                                                                                                                                                                                                                                                                                                                                                                              
10.  If the form isn't complete with all fields addressed, it may be considered incomplete and not in compliance with the submission deadline. However, if your facility does not provide mental health services                
but you have access to their chart or the content asked on this screen please enter the information below.                                                                                                                                                                                                                                                                                                                                                                      
a. Even if your facility does not provide the mental health services, there still may be Crisis Intervention procedures implemented before/during the referral process, outside mental health coverage hours, while in 
transition, during transport or when the individual returns to the facility which should be indicated below.                                                                                                                                                                                                                                                                                                                                                     
b. If mental health services are not provided, you do not have access to the information in their chart, and/or there are not crisis interventions for this facility; then submit the form and please provide                    
justification when prompted at the bottom of the page.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                              
Formulas/Totals:  
"Percentage" = the formula is the # of "Yes" answers / divided by # of Charts Reviewed. For questions that have Yes, No, and N/A answer, do not include the "N/A" answers to the total number of charts on the "Final % 
Report" tab below. For Example: Although you will review 10 charts; if you have 2 Yes answers, 6 No answers, and 2 N/A answers; instead of 2 divided by 10 the formula would be 2/8 = 25%                                                                                                                                                                                                                                                                                                                                

Mental Health Crisis Intervention
Review 10 Current Charts & Enter the Patient EHR/EMR or ID Number                                                                                             

The pt. #'s will automatically rotate, please don't change the formatting. 

Key Code:  Y = Yes/present   N = No/absent    NA = Not applicable

Screen Criteria Detail

JAIL- (QAPI) Quality Assurance Performance Improvement Screen 
Mental Health Crisis Intervention
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(Please answer Yes if all parts of this question are true, No if not, and N/A if there is no self-harm, SI or HI reported an 
doesn't apply; but then do not include the N/A answer when calculating the formula to capture the correct percentage 
on the final % report tab.)                                                                                                                                                                          
The clinical documentation in the Patient's chart indicated the Qualified Behavioral Health Professional 
(QBHP), Health Care Practitioner (HCP), and Psych-(HCP) on duty or on call; was notified in a timely manner 
per policy about the patient's self-harm, report of Suicidal Ideation (SI) or report of Homicidal Ideation (HI).

(Please answer Yes if all parts of this question are true, No if not; answer N/A only if the Patient did not have any 
Positives on the screen; but then do not include the N/A answer when calculation the formula to capture the correct 
percentage on the final % report tab.)                                                                                                                                           
The clinical documentation indicates this Patient had at least 1 "Positive" on Form #105 "Medical and 
Behavioral Health Admission Screening" and the (QBHP) evaluated the patient using Form #140 
"Behavioral Health Intake Assessment" within 24 hours.

(Please answer Yes if all parts of this question are true, No if not; as N/A is not an option for this question. If only 1-2 of 
these forms were used please document which ones or if your Facility is not utilizing these forms at all please explain 
below.)                                                                                                                                                                                                   
The clinical documentation indicates Form #171 "Crisis Intervention," Form #141 "Columbia Suicide 
Severity Rating Scale (CSSRS)", and Form #155 "Brief Mood survey" were utilized on this Patient to assess 
risk. 
(Please answer Yes if all parts of this question are true. If you have both Supervision Levels but the Patient did not step 
down the answer would be No. Please answer N/A if the Patient was not on Supervision Level 1 or if your Facility does 
not have Supervision Level 1 and Supervision Level 2 as described; then please indicate below what the current situation 
is at your Facility.  Do not include the N/A answers when calculating the formula to capture the correct percentage on 
the final report % tab.)                                                                                                                                                                                     
The Patient on Active Suicide Watch "Supervision Level 1" (which is 1:1 continuous observation, 
alternatively Q5 min checks) stepped down to Wellness Observation "Supervision Level 2" (which is Q15 
staggered checks) before stepping down to "General Population (GP)." 
(Please answer Yes if all parts of this question is true, No if not; N/A if the Patient was not on Supervision Level 1 or  if 
your Facility does not have Supervision Level 1 and Supervision Level 2 as described; then please indicate below what 
the current situation is at your Facility.  Do not include the N/A answers when calculating the formula to capture the 
correct percentage on the final % report tab.)                                                                                                                                                                                  
The clinical documentation in the Patient's chart indicates prior to the Patient stepping down from 
Supervision Level 1 to Supervision Level 2, the (QBHP) and/or Psych-(HCP) met with the Patient (in person, 
through Tele-Med or phone interview) and documented the reason/justification for lowering the 
Supervision Level.
(Please answer Yes if all parts this question is true, No if not; N/A if the Patient was not on Supervision Level 1 or if your 
Facility does not have Supervision Level 1 and Supervision Level 2 as described; then please indicate below what the 
current situation is at your Facility.  Do not include the N/A answers when calculating the formula to capture the correct 
percentage on the final % report tab.)                                                                                                                                                                                  
The clinical documentation in the Patient's chart indicates prior to the Patient stepping down from 
Supervision Level 2 to General Population, the (QBHP) and or Psych-(HCP) met with the patient (in person, 
through Tele-Med or phone interview) and documented the reason/justification for removing the Patient 
from a safety observation. 
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(Please answer Yes if all parts of this question is true, No if not; N/A if the Patient was not on a Supervision Level or  if 
your Facility does not have Supervision Level 1 and Supervision Level 2 as described; then please indicate below what 
the current situation is at your Facility.  Do not include the N/A answers when calculating the formula to capture the 
correct percentage on the final % report tab.)                                                                                                                           
The clinical documentation in the patient chart indicates staffing between the (QBHP) and the (HCP), or 
Psych-(HCP) has occurred prior to stepping down from Supervision Level 1 to Supervision Level 2 and/or 
from Supervision Level 2 to General Population. Additionally, the chart includes the reason/justification for 
lowering the Supervision Level or removing the Patient from a safety observation. 

(Please answer Yes if all parts of this question are true, No if not; only answer N/A if the Patient was not on a Supervisor 
Level; but then do not include the N/A answers when calculating the formula to capture the correct percentage on the 
final report tab.)                                                                                                                                                                          
The clinical documentation in the Patient's chart indicates a Health Care Practitioner (HCP), or Psych-(HCP) 
ordered the step-down and/or there is a clinical note indicating a verbal phone order approving the step 
down was received between each step down level.  

[Form #127 "Suicide Watch/Wellness Observation" is utilized as a written status form for every Patient on a Supervision 
Level or when there is a change in Supervision Level and for every Patient who has received "Form #140 Behavioral 
Health Intake Assessment" as the (QBHP) recommendations and disposition will be indicated.  Additionally, Form #127 is 
also used to inform the Correction staff of the Patient's status and any "Identified or Potential Risks" as it is to be given 
to the Correction Administrator for every Patient on a Supervision Level.] (Therefore, please answer Yes if all parts of 
this question are true, No if not; answer N/A only if this Patient has not been on a Supervision Level; but then do not 
include the N/A answers when calculating the formula to capture the correct percentage on the final % report tab.)                                                                                                                                           
The Patient's chart has a completed copy of Form #127 "Suicide Watch/Wellness Observation" for every 
Supervision Level placement and for every change in Supervision Level and Form #127 was also given to 
the Correction Administrator.

(Please answer Yes if all parts of this question are true, No if not; as N/A is not an option for this question. Additionally, 
the answer to this question can NOT be "Yes" if you entered "No" for this Patient on any of the other questions.)                                                                                                                                                                          
There is accurate and timely charting per policies for all forms and clinical documentation in this Patient's 
chart to include: completed forms, clinical notes, all written and verbal orders, demographics, dates, times, 
signatures, log entries, scheduling etc. 

All "NO's and N/A's" require explanation. Please enter comments, questions and justifications below as it pertains to the Question above. 

Question 1:

Question 2:

Question 3:

Question 4:

Question 5:

Question 6:



Question 7:

Question 8:

Question 9:

Question 10:



Facility: Enter the facility name here

Formulas/Totals:  

#DIV/0! 1 #DIV/0!

#DIV/0! 2 #DIV/0!

#DIV/0! 3 #DIV/0!

(Please answer Yes if all parts of this question are true, No if not, and N/A if there is no self-harm, SI or HI reported an doesn't apply; but then do 
not include the N/A answer when calculating the formula to capture the correct percentage on the final report tab.)                                                                                                                                                                          
The clinical documentation in the Patient's chart indicated the Qualified Behavioral Health Professional (QBHP), Health Care 
Practitioner (HCP), and Psych-(HCP) on duty or on call; was notified in a timely manner per policy about the patient's self-harm, 
report of Suicidal Ideation (SI) or report of Homicidal Ideation (HI).

(Please answer Yes if all parts of this question are true, No if not; answer N/A only if the Patient did not have any Positives on the screen; but then 
do not include the N/A answer when calculation the formula to capture the correct percentage on the final % report tab.)                                                                                                                                           
The clinical documentation indicates this Patient had at least 1 "Positive" on Form #105 "Medical and Behavioral Health Admission 
Screening" and the (QBHP) evaluated the patient using Form #140 "Behavioral Health Intake Assessment" within 24 hours.

(Please answer Yes if all parts of this question are true, No if not; as N/A is not an option for this question. If only 1-2 of these forms were used 
please document which ones or if your Facility is not utilizing these forms at all please explain below.)                                                                                                                                                                                                   
The clinical documentation indicates Form #171 "Crisis Intervention," Form #141 "Columbia Suicide Severity Rating Scale (CSSRS)", 
and Form #155 "Brief Mood survey" were utilized on this Patient to assess risk. 
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Revision Date: 12/2/2019                                                                          
Date Submitted: Enter actual Date  Employee & Title: Name of the individual who completed the form

Less than 90% does not meet the standard and will have to be REPEATED THE FOLLOWING MONTH AND UNTIL 90% is achieved. 

"Percentage" = "Percentage" = the formula is the # of "Yes" answers / divided by # of Charts Reviewed. For questions that have Yes, No, and N/A answer, do not include the "N/A" answers to the total number of charts on the "Final % 
Report" tab below. For Example: Although you will review 10 charts; if you have 2 Yes answers, 6 No answers, and 2 N/A answers; instead of 2 divided by 10 the formula would be 2/8 = 25%                                                                                                                                                                                                                                                                                                                                                                   
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#DIV/0! 4 #DIV/0!

#DIV/0! 5 #DIV/0!

#DIV/0! 6 #DIV/0!

#DIV/0! 7 #DIV/0!

#DIV/0! 8 #DIV/0!

#DIV/0! 9 #DIV/0!

#DIV/0! 10 #DIV/0!

(Please answer Yes if all parts of this question are true, No if not; as N/A is not an option for this question. Additionally, the answer to this question 
can NOT be "Yes" if you entered "No" for this Patient on any of the other questions.)                                                                                                                                                                          
There is accurate and timely charting per policies for all forms and clinical documentation in this Patient's chart to include: 
completed forms, clinical notes, all written and verbal orders, demographics, dates, times, signatures, log entries, scheduling etc. 

Comments

(Please answer Yes if all parts of this question are true. If you have both Supervision Levels but the Patient did not step down the answer would be 
No. Please answer N/A if the Patient was not on Supervision Level 1 or if your Facility does not have Supervision Level 1 and Supervision Level 2 as 
described; then please indicate below what the current situation is at your Facility.  Do not include the N/A answers when calculating the formula to 
capture the correct percentage on the final % report tab.)                                                                                                                                                                                     
The Patient on Active Suicide Watch "Supervision Level 1" (which is 1:1 continuous observation, alternatively Q5 min checks) 
stepped down to Wellness Observation "Supervision Level 2" (which is Q15 staggered checks) before stepping down to "General 
Population (GP)." 
(Please answer Yes if all parts of this question is true, No if not; N/A if the Patient was not on Supervision Level 1 or  if your Facility does not have 
Supervision Level 1 and Supervision Level 2 as described; then please indicate below what the current situation is at your Facility.  Do not include 
the N/A answers when calculating the formula to capture the correct percentage on the final % report tab.)                                                                                                                                                                                    
The clinical documentation in the Patient's chart indicates prior to the Patient stepping down from Supervision Level 1 to 
Supervision Level 2, the (QBHP) and/or Psych-(HCP) met with the Patient (in person, through Tele-Med or phone interview) and 
documented the reason/justification for lowering the Supervision Level.

(Please answer Yes if all parts this question is true, No if not; N/A if the Patient was not on Supervision Level 1 or  if your Facility does not have 
Supervision Level 1 and Supervision Level 2 as described; then please indicate below what the current situation is at your Facility.  Do not include 
the N/A answers when calculating the formula to capture the correct percentage on the final % report tab.)                                                                                                                                                                                  
The clinical documentation in the Patient's chart indicates prior to the Patient stepping down from Supervision Level 2 to General 
Population, the (QBHP) and or Psych-(HCP) met with the patient (in person, through Tele-Med or phone interview) and 
documented the reason/justification for removing the Patient from a safety observation. 

(Please answer Yes if all parts of this question is true, No if not; N/A if the Patient was not on a Supervision Level or  if your Facility does not have 
Supervision Level 1 and Supervision Level 2 as described; then please indicate below what the current situation is at your Facility.  Do not include 
the N/A answers when calculating the formula to capture the correct percentage on the final % report tab.)                                                                                                                          
The clinical documentation in the patient chart indicates staffing between the (QBHP) and the (HCP), or Psych-(HCP) has occurred 
prior to stepping down from Supervision Level 1 to Supervision Level 2 and/or from Supervision Level 2 to General Population. 
Additionally, the chart includes the reason/justification for lowering the Supervision Level or removing the Patient from a safety 
observation. 
(Please answer Yes if all parts of this question are true, No if not; only answer N/A if the Patient was not on a Supervisor Level; but then do not 
include the N/A answers when calculating the formula to capture the correct percentage on the final report tab.)                                                                                                                                                                          
The clinical documentation in the Patient's chart indicates a Health Care Practitioner (HCP), or Psych-(HCP) ordered the step-down 
and/or there is a clinical note indicating a verbal phone order approving the step down was received between each step down 
level.  

[Form #127 "Suicide Watch/Wellness Observation" is utilized as a written status form for every Patient on a Supervision Level or when there is a 
change in Supervision Level and for every Patient who has received "Form #140 Behavioral Health Intake Assessment" as the (QBHP) 
recommendations and disposition will be indicated.  Additionally, Form #127 is also used to inform the Correction staff of the Patient's status and 
any "Identified or Potential Risks" as it is to be given to the Correction Administrator for every Patient on a Supervision Level.] (Therefore, please 
answer Yes if all parts of this question are true, No if not; answer N/A only if this Patient has not been on a Supervision Level; but then do not 
include the N/A answers when calculating the formula to capture the correct percentage on the final % report tab.)                                                                                                                                                                                                                    
The Patient's chart has a completed copy of Form #127 "Suicide Watch/Wellness Observation" for every Supervision Level 
placement and for every change in Supervision Level and Form #127 was also given to the Correction Administrator.



Facility: Enter the facility name here

Formulas/Totals:  

1

Revision Date: 12/3/2019                                        
Date Submitted: Enter actual Date  Employee & Title: Name of the individual who completed the form

ALL QAPI SCREENS ARE DUE BY THE 5th OF EACH MONTH
Instructions: 
1.  Digital files are preferred. Prior to making any changes; create a folder labeled QAPI Screens.                                                                                                                                                                                                                                                                                                                                                                          
2.  Please don't change the template, select "Save As" and name the document with the following format:                                                                                                                                                                                                                                                                                                                                       
a.  Facility Name-Document Name-Numerical Month- Year                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                
b.  (e.g.) Hidalgo-QAPI- Receiving Screening & Transfers-11-2019                                                                                                                                                                                                                                                                                                                                                                                                                                                                                             
c.  The date on the file path refers to the month the content is reflecting and the due date is the 5th of the following month.  However, your submission date is the actual date the document was 
sent to the Director of Quality Improvement.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                        
3.  If a paper version is submitted, don't attach this screen with any other documents such as Meeting Minutes as everything is digitally stored in the corporate system by file type.                                                                                                                                                                                                                                                                                                                                                                           
4.  There are tabs at the bottom of the document labeled "Adult" and a "Juvenile please select the correct tab per the type of facility/population and provide content for each that you oversee.                                                                                                                                      
5. To be in compliance with HIPAA, send documents through a secured source such as eFax or Citrix Secure File Sharing. If you need access or training on secure file sharing please contact the                  
Director of Quality Improvement.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                   
6.  All fields must be filled out and the "Final % Report" tab must be completed so the percentages are calculated for the Screen to be considered finished.                                                                                                                                                                                                                                                                                                            
7.  Select 10 Random charts that are current since VitalCore has started.                                                                                                                                                                                                                                                                                                                                                                                                                                                                         
a.  Every facility is expected to use VitalCore's forms. If your facility has not transitioned to the forms indicated in this screen yet justification is necessary in the comments section below. If the                  
content doesn't apply to your facility please enter "N/A". However, if the question refers to something your facility should be doing or is going to be expected to do in the future the correct way            
to respond would be "No"; as "N/A" would only be recorded when it wouldn't be possible such as Female assessments for a Male facility.                                                                                                                                                                                                                                                                                                                             
b.  To assist you in knowing when to put "N/A" vs. "NO" each screen question is in "Black" text whereas the instructions are in "Red."                                                                                                                                                                                                                             
c.   It is recommended that you take 1 chart and answer all the questions in the screen and write the justifications/comments below to the No & N/A answers immediately. Then move on to the            
next chart. It will make it easier and you won't have to go back and search for the content later.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                       
8.   All content must be collected. If you have challenges obtaining the information please provide justification when prompted at the bottom of the page.                                                                                                                                                           
9.   Note: the content is required for many reasons to include accreditation so it is not optional even if it is challenging to obtain. Corporate may assist you with this if needed.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                    

"Percentage" = the formula is the # of "Yes" answers / divided by # of Charts Reviewed. For questions that have Yes, No, and N/A answer, do not include the "N/A" answers to the total number of charts on the "Final % 
Report" tab below. For Example: Although you will review 10 charts; if you have 2 Yes answers, 6 No answers, and 2 N/A answers; instead of 2 divided by 10 the formula would be 2/8 = 25%                                                                                                                                                                                                                                                                                                         

Receiving Screening & Transfers
Review 10 Current Charts & Enter the Patient EHR/EMR or ID Number                                                                                             

The pt. #'s will automatically rotate, please don't change the formatting. 

Key Code:  Y = Yes/present   N = No/absent    NA = Not applicable

Screen Criteria Detail
(Please answer Yes if all parts of this question are true, No if not, as N/A is not an option for the question. If Form #104 is 
not being utilized in your Facility please indicate why in the comments section below.)                                                                                                                                                                   
The clinical documentation in the Patient's chart indicates the admission screening (Form #104) Pre-
Booking Screening was completed prior to admission into the facility. If Form #104 is not being utilized at 
your facility because the Corrections staff is currently doing the Pre-Booking screening; then the Patient's 
chart has a copy of their screening form and the Patient was medically cleared prior to admission into the 
facility. 

JAIL- (QAPI) Quality Assurance Performance Improvement Screen 
Receiving Screening & Transfers
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(Please answer Yes if all parts of this question are true, No if not, as N/A is not an option for the question. If Form #105 is 
not being utilized in your Facility please indicate why in the comments section below. Additionally, if TB Tests, STD 
Screens, Gynecological Assessments, and Baseline Labs are not being administered at the time of admission please 
indicate why in the comments section below.)                                                                                                                                                                       
The clinical documentation in the Patient's chart indicates 1. The admission screening (Form #105) 
Medical/Behavioral Health Admission Screening was completed as soon as possible, with a target time of 2 
hours but did not exceed 4 hours from the time of admission.  2. At the time of admission, the necessary 
tests were completed such as TB, STD, Gynecological Assessments, Baseline Labs Etc. 

(Please answer Yes if all parts of this question are true, No if not; answer N/A only if there were no significant findings; 
but then do not include the N/A answers when calculating the formula to capture the correct percentage on the final 
report % tab.)                                                                                                                                                                                                        
The clinical documentation in the Patient's chart indicates the Health Care Practitioner (HCP) and/or Psych-
(HCP) was notified in a timely manner per form instructions on (Forms #104 and #105), Polices, Procedures, 
and  Nursing Clinical Guidelines of significant findings, emergent or urgent medical, dental and mental 
health care needs were identified triggering a safety intervention.  If Forms #104 and/or #105 are not 
currently being utilized and you indicated the reason below per Questions 1 and 2 of this screen, please 
indicate if the Health Care Practitioner (HCP) and/or Psych-(HCP) was notified in a timely manner per 
VitalCore's Policies, Procedures, and Clinical Nursing Guidelines after being notified of a significant finding 
during the admission process.                             

(This question contains the steps in the process when a condition is identified so if all parts of this question are not true 
the answer has to be No for the entire question but then please indicate below which part(s) were not completed as this 
can assist you if an process/outcome study is necessary. Therefore, please answer Yes if all parts of this question are 
true, No if not; answer N/A only if there were no chronic conditions, significant findings or other need for 
Treatment/Interventions; then do not include the N/A answers when calculating the formula to capture the correct 
percentage on the final % report tab.)                                                                                                                                                                          
The clinical documentation in the Patient's chart indicates 1. A Chronic Condition, Significant Finding, or 
other reason a patient needed to receive treatment or an intervention was identified at the time of 
Admission. 2. This Patient did in fact receive the appropriate treatment/intervention per VitalCore's 
Policies, Procedures, and Nursing Clinical Guidelines. 3. Per policy, a follow-up evaluation and/or follow-up 
appointment was scheduled. 4. The Inmate was added to the (HCP), Psych (HCP), QBHP or Outsourced MH 
Services Schedule. 5. The appointment was documented in the Patient's Chart. 6. The appointment was 
added to the correct tracking Log(s); for example, (Form #119) Appointments & Evaluation Log or 
EMR/HMR appointment schedule.                                                       

(Please answer Yes if all parts this question are true, No if not but please indicate below in the comments section which 
part was false; N/A is not an option for this Question.)                                                                                                                                                             
The clinical documentation in the Patient's chart indicates (Form #105) Medical/Behavioral Health 
Admission Screening under the "Prison Rape Elimination Act (PREA)" Section had one or more "Yes" 
response(s) so the Corrections Administrator was notified to initate the (PREA) process through 
Classifications. 
(Please answer Yes if all parts of this question are true, No if not, as N/A is not an option for the question. Please 
indicate in the comments section below if your Facility doesn't have patient education content distributed at admission 
regarding: Assessing Health Care, Med Times, Grievance Procedures, or utilizing Consent Forms.)                                                                                                                                                                     
The clinical documentation in the Patient's chart indicates (Form #105) Medical/Behavioral Health 
Admission Screening under the "Orientation & Procedures Explanation" Section of the screen was 
discussed with the patient to include explanations regarding: Accessing Health Care, Medication Times, 
Grievance Procedure, and (Form #106) "Authorization and Consent to Treatment-General Admission" was 
Signed/Witnessed.
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(Please answer Yes if all parts of this question are true and No if a patient has experienced one of the options listed but 
the corelating consent form was not obtained.  N/A only if the consent doesn't apply to the Facility, not the Patient. For 
example, the Facility doesn't have Tele-med services. Write the justification below and then do not include the N/A 
answers when calculating the formula to capture the correct percentage on the final % report tab.)  
The Patient's chart contains (Form #106) "Authorization and Consent to Treatment – General Admission." If 
the Patient is seen for mental health treatment then Form #148 "BH Treatment Participation Consent." If 
the Patient participates in Tele-Med then (Form #158) "Tele-Med Consent." If the Patient is taking Psych 
Meds then (Form #161) "Consent for Psychotropic Medications." If the Patient receives treatment or a 
procedure then (Form #162) "Informed Medical Consent – Invasive Treatment or Procedures"

(Please answer Yes if all parts of this question are true, No if not; N/A is not an option for the question as there will be 
decisions made upon entry regarding placement.)                                                                                                                                           
Based on findings during the Pre-Booking Process and/or the Screening Process, the Patient's chart 
indicates the appropriate "Placement" and "Protocols" were initiated to include: Medical Observation, 
Active Suicide Watch Supervision Level 1, Wellness Observation Supervision Level 2, Withdrawal Protocols, 
(PREA), Etc.  

[Based on findings during the Pre-Booking Process and/or the Screening Process, or while incarcerated; the Patient was 
transferred off site for medical/mental health treatment and/or to another Facility] In which case; (Please answer Yes if 
all parts of this question are true, No if not; answer N/A only if a Transfer did not occur for this Patient; but then do not 
include the N/A answers when calculating the formula to capture the correct percentage on the final report % tab.)                                                                                                                                                             
During any transfer, the process was timely and per Policies, Procedures, and Nursing Clinical Guidelines. In 
addition, the (QBH), (HCP) and/or Psych-(HCP) was notified. 

(Please answer Yes if all parts of this question are true, No if not; as N/A is not an option for this question. Additionally, 
the answer to this question can NOT be "Yes" if you entered "No" for this Patient on any of the other questions.)                                                                                                                                                                          
There is accurate and timely charting per policies for all forms and clinical documentation in this Patient's 
chart to include: completed forms, clinical notes, all written and verbal orders, demographics, dates, times, 
signatures, log entries, scheduling etc. 

All "NO's and N/A's" require explanation. Please enter comments, questions and justifications below as it pertains to the Question above. 

Question 1:

Question 2:

Question 3:

Question 4:

Question 5:

Question 6:

Question 7:



Question 8:

Question 9:

Question 10:



Facility: Enter the facility name here

Formulas/Totals:  

#DIV/0! 1 #DIV/0!

Revision Date: 12/3/2019                                                                                
Date Submitted: Enter actual Date  Employee & Title: Name of the individual who completed the form

Less than 90% does not meet the standard and will have to be REPEATED THE FOLLOWING MONTH AND UNTIL 90% is achieved. 

"Percentage" = the formula is the # of "Yes" answers / divided by # of Charts Reviewed. For questions that have Yes, No, and N/A answer, do not include the "N/A" answers to the total number of charts on the 
"Final % Report" tab below. For Example: Although you will review 10 charts; if you have 2 Yes answers, 6 No answers, and 2 N/A answers; instead of 2 divided by 10 the formula would be 2/8 = 25%                                                                                                                                                                                                                                                                                                                       
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(Please answer Yes if all parts of this question are true, No if not, as N/A is not an option for the question. If Form #104 is not being utilized in your 
Facility please indicate why in the comments section below.)                                                                                                                                                                   
The clinical documentation in the Patient's chart indicates the admission screening (Form #104) Pre-Booking Screening was 
completed prior to admission into the facility. If Form #104 is not being utilized at your facility because the Corrections staff is 
currently doing the Pre-Booking screening; then the Patient's chart has a copy of their screening form and the Patient was 
medically cleared prior to admission into the facility. 

JAIL- (QAPI) Quality Assurance Performance Improvement 
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#DIV/0! 2 #DIV/0!

#DIV/0! 3 #DIV/0!

#DIV/0! 4 #DIV/0!

#DIV/0! 5 #DIV/0!

#DIV/0! 6 #DIV/0!

#DIV/0! 7 #DIV/0!

(Please answer Yes if all parts of this question are true, No if not, as N/A is not an option for the question. If Form #105 is not being utilized in your 
Facility please indicate why in the comments section below. Additionally, if TB Tests, STD Screens, Gynecological Assessments, and Baseline Labs 
are not being administered at the time of admission please indicate why in the comments section below.)                                                                                                                                                                    
The clinical documentation in the Patient's chart indicates 1. The admission screening (Form #105) Medical/Behavioral Health 
Admission Screening was completed as soon as possible, with a target time of 2 hours but did not exceed 4 hours from the time of 
admission.  2. At the time of admission, the necessary tests were completed such as TB, STD, Gynecological Assessments, Baseline 
Labs Etc. 

(Please answer Yes if all parts of this question are true, No if not; answer N/A only if there were no significant findings; but then do not include the 
N/A answers when calculating the formula to capture the correct percentage on the final report % tab.)                                                                                                                                                                                                      
The clinical documentation in the Patient's chart indicates the Health Care Practitioner (HCP) and/or Psych-(HCP) was notified in a 
timely manner per form instructions on (Forms #104 and #105), Polices, Procedures, and  Nursing Clinical Guidelines of significant 
findings, emergent or urgent medical, dental and mental health care needs were identified triggering a safety intervention.  If 
Forms #104 and/or #105 are not currently being utilized and you indicated the reason below per Questions 1 and 2 of this screen, 
please indicate if the Health Care Practitioner (HCP) and/or Psych-(HCP) was notified in a timely manner per VitalCore's Policies, 
Procedures, and Clinical Nursing Guidelines after being notified of a significant finding during the admission process.       

(This question contains the steps in the process when a condition is identified so if all parts of this question are not true the answer has to be No 
for the entire question but then please indicate below which part(s) were not completed as this can assist you if an process/outcome study is 
necessary. Therefore, please answer Yes if all parts of this question are true, No if not; answer N/A only if there were no chronic conditions, 
significant findings or other need for Treatment/Interventions; then do not include the N/A answers when calculating the formula to capture the 
correct percentage on the final % report tab.)                                                                                                                                                                          The 
clinical documentation in the Patient's chart indicates 1. A Chronic Condition, Significant Finding, or other reason a patient needed 
to receive treatment or an intervention was identified at the time of Admission. 2. This Patient did in fact receive the appropriate 
treatment/intervention per VitalCore's Policies, Procedures, and Nursing Clinical Guidelines. 3. Per policy, a follow-up evaluation 
and/or follow-up appointment was scheduled. 4. The Inmate was added to the (HCP), Psych (HCP), QBHP or Outsourced MH 
Services Schedule. 5. The appointment was documented in the Patient's Chart. 6. The appointment was added to the correct 
tracking Log(s); for example, (Form #119) Appointments & Evaluation Log or EMR/HMR appointment schedule.      

(Please answer Yes if all parts this question are true, No if not but please indicate below in the comments section which part was false; N/A is not 
an option for this Question.)                                                                                                                                                                       The clinical 
documentation in the Patient's chart indicates Form #105 Medical/Behavioral Health Admission Screening under the "Prison Rape 
Elimination Act (PREA)" Section had one or more "Yes" response(s) so the Corrections Administrator was notified to initate the 
(PREA) process through Classifications. 

(Please answer Yes if all parts of this question are true, No if not, as N/A is not an option for the question. Please indicate in the comments section 
below if your Facility doesn't have patient education content distributed at admission regarding: Assessing Health Care, Med Times, Grievance 
Procedures, or utilizing Consent Forms.)                                                                                                                                                                     The clinical 
documentation in the Patient's chart indicates (Form #105) Medical/Behavioral Health Admission Screening under the 
"Orientation & Procedures Explanation" Section of the screen was discussed with the patient to include explanations regarding: 
Accessing Health Care, Medication Times, Grievance Procedure, and (Form #106) "Authorization and Consent to Treatment-
General Admission" was Signed/Witnessed.

(Please answer Yes if all parts of this question are true and No if a patient has experienced one of the options listed but the corelating consent form 
was not obtained.  N/A only if the consent doesn't apply to the Facility, not the Patient. For example, the Facility doesn't have Tele-med services. 
Write the justification below and then do not include the N/A answers when calculating the formula to capture the correct percentage on the final 
% report tab.)  
The Patient's chart contains (Form #106) "Authorization and Consent to Treatment – General Admission." If the Patient is seen for 
mental health treatment then Form #148 "BH Treatment Participation Consent." If the Patient participates in Tele-Med then (Form 
#158) "Tele-Med Consent." If the Patient is taking Psych Meds then (Form #161) "Consent for Psychotropic Medications." If the 
Patient receives treatment or a procedure then (Form #162) "Informed Medical Consent – Invasive Treatment or Procedures"
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(Please answer Yes if all parts of this question are true, No if not; as N/A is not an option for this question. Additionally, the answer to this question 
can NOT be "Yes" if you entered "No" for this Patient on any of the other questions.)                                                                                                                                                                          
There is accurate and timely charting per policies for all forms and clinical documentation in this Patient's chart to include: 
completed forms, clinical notes, all written and verbal orders, demographics, dates, times, signatures, log entries, scheduling etc. 

Comments

(Please answer Yes if all parts of this question are true, No if not; N/A is not an option for the question as there will be decisions made upon entry 
regarding placement.)                                                                                                                                                                               Based on findings during 
the Pre-Booking Process and/or the Screening Process, the Patient's chart indicates the appropriate "Placement" and "Protocols" 
were initiated to include: Medical Observation, Active Suicide Watch Supervision Level 1, Wellness Observation Supervision Level 
2, Withdrawal Protocols, (PREA), Etc. 

[Based on findings during the Pre-Booking Process and/or the Screening Process, or while incarcerated; the Patient was transferred off site for 
medical/mental health treatment and/or to another Facility] In which case; (Please answer Yes if all parts of this question are true, No if not; 
answer N/A only if a Transfer did not occur for this Patient; but then do not include the N/A answers when calculating the formula to capture the 
correct percentage on the final report % tab.)                                                                                                                                                             
During any transfer, the process was timely and per Policies, Procedures, and Nursing Clinical Guidelines. In addition, the (QBH), 
(HCP) and/or Psych-(HCP) was notified. 
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Inmates Booked In: Every Inmate booked in should have a 
Medical & Behavioral Health Admission Screening Form #105

Inmates Released from facility during month

FACILITY INFORMATION 
Average Daily Population
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"Cumulative" = Sum of all the Months                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                        
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1.    Digital files are preferred. Prior to making any changes; create a folder labeled HSR.                                                                                                                                                                                                                                                                                                                              
2.    Please don't change the template, select "Save As" and name the document with the following format:                                                                                                                                                                                                                                                                          
a.    Facility Name-Document Name-Numerical Month- Year                                                                                                                                                                                                                                                                                                                                                                                                                          
b.    (e.g.) Hidalgo-HSR-10-2019                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  
c.    The date refers to the month the content is reflecting and the submission date is the 5th of the following month.                                                                                                                                                                                                                                         
3.    If a paper version is submitted, don't attach this report with any other documents such as Meeting Minutes as everything is digitally stored in the corporate system by file type.                                                                                                                                                                                                                                                                                                                                     
4.    There are tabs at the bottom of the document labeled "Adult" and a "Juvenile please select the correct tab and provide content for each facility.                                                                                                                                                                               
5.    To be in compliance with HIPAA, send documents through a secured source such as eFax or Citrix Secure File Sharing.                                                                                                                                                                                                                                             
6.    All fields must be filled out for the HSR to be completed and no fields or additional content can be added.                                                                                                                                                                                                                                                                                                                                                 
7.    If the content doesn't apply to your facility please indicate a "0" as it is a numerical form; N/A is not correct.                                                                                                                                                                                                                                                     
8.    All data must be collected. If you have challenges obtaining the information please provide justification when prompted at the bottom of the page.                                                                                                          
9.    Note the content is required for many reasons to include accreditation so it is not optional even if it is challenging to obtain. Corporate may assist you with this if needed.                                                                                                                                                                                                                                                                                                                                                     
10.  If the form isn't complete with all fields addressed, it may be considered incomplete and not in compliance with the submission deadline.                                                                              
Formulas/Totals:  

Form #153                 Revision 
Date: 12-29-2019

Facility: Enter the facility name here  Employee & Title: Name of the individual who completed the form Date Submitted: Actual Date 

ALL HEALTH SERVICES REPORTS ARE DUE BY THE 5th OF EACH MONTH
Instructions: 

J(HSR) HEALTH SERVICES REPORT

FISCAL YEAR
2019-2020
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Medical Refusals: (Medical and Mental Health Refusals are 
reported separately)

MEDICAL: CHRONIC CARE 
Inmates With Chronic Care Diagnosis

Inmates with Asthma

Periodic Health Assessment: Form #117.1 Individuals 
incarcerated over one (1) year from the time of admission. 

Inmates Health Care Requests received

Inmates Seen for Sick Call 

Medical Health Care Practitioner (HCP) Onsite Appointments: 
Clinic Appointments, Evaluations, or any f/u (HCP) Visit

Inmates Seen by (HCP) Through Tele-Med

Non-HCP Follow-up Care

Inpatient Hospitalization offsite

Placement in Isolating Cell 

Inmates on Medical Observation

MEDICAL ACCESS TO CARE
Health Screening Intakes: Form #105 Medical & Behavioral 
Health Admission Screening completed as soon as possible, 
target is within 2-hrs following admit but no later than 4-hrs.

Initial Health Assessments: Form #117 completed on or 
before the 10th day of admission. US Marshal Inmates on or 
before the 7th day. ICE Inmates on or before the 3rd day of 
admission. For Juveniles, must be  completed on or before 
the 7th day of admission to the JCF. (Please indicate below in 
the comments section if your County/facility has a different 
requirement for US Marshal Inmates or ICE Inmates; include 
who/what set the standard for your facility and what the timeframe 
is for completion.)

Inmates Over 50 Years of Age

Inmates under age 18

MEDICAL PLACEMENT INFORMATION
Infirmary Admissions (If Applicable)
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Number of Inmates who reported (SI) or (HI) Suicidal/ 
Homicidal Ideations 

Dentist Visits Offsite

Oral Surgeries

PSYCH/MENTAL HEALTH
Inmate Mental Health request forms received this month 

Number of Inmates seen for follow up due to MH Request 
forms
Mental Health Assessments by (QBHP): Form #140 to be 
completed by a QBHP as soon as possible, but no later than 
24 hours following administration of the screen (Form #105) 
excluding weekends.

Home Psych Medications Supplied by the  Inmates

OTC Medications ordered by physician

DENTAL
Dental Requests for Services

Dental Tech Visits Onsite

Dentist Visits Onsite 

Inmates seen in Chronic Care Clinic by PA/NP/RN

MEDICATIONS
Inmates on Medications 

Number of Medical Prescriptions ordered in Month

Psych Medications Ordered in Month

Home Medications Supplied by the Inmates

Inmates with Diabetes

Inmates with Seizures

Inmates with Special Needs/Disabilities

Inmates with Dialysis

Inmates with Cancer

Inmates seen in Chronic Care Clinic by Physician

Inmates with CV/Hypertension

Inmates with COPD
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Inmates with Suboxone Misuse

Inmates with Misuse of Other Substances

X-RAYS
Inmates who Received Imaging Services

Onsite X-Rays (put a zero if not applicable)

Offsite X-Rays

Highest COWS Score was (>36)

Inmates with Alcohol (ETHO) Use

Inmates with Opiate Use

Inmates with Benzos Use

Inmates with Heroin Use

Inmates with Meth Use

Highest CIWA-AR Score was Between (0-8) 

Highest CIWA-AR Score was Between (9-15)

Highest CIWA-AR Score was (>15)

Highest COWS Score was Between(5-12)

Highest COWS Score was Between (13-24)

Highest COWS Score was Between (25-36)

Inmates Seen by the (QBHP) for Tele-Med

Inmates Seen by the (QBHP) for Individual

Inmates Seen by (QBHP) for Group therapy

Mental Health Refusals (Mental Health and Medical Refusals 
are reported separately)

DETOX
Number of Inmates on Withdrawal Protocols

Self-Injury Cases Reported and/or Requiring Medical Tx 

Suicide Watches (Supervision Level 1): Continuous 1:1 or 
alternatively 5 minute checks. 

Wellness Observations (Supervision Level 2): Q15 staggered 
checks. 

Inmates seen by Site Psych-(HCP) Onsite

Inmates Seen by the Site Psych-(HCP)  for Tele-Med
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Total Hepatitis B

Total Hepatitis C

Meningitis- Newly Diagnosed

MRSA- Newly Diagnosed during the month 

Total MRSA cases on site this month

STD tests given during month

HIV Tests Given

HIV Positive Test- New Diagnosis

Total Number of HIV Inmates during the month

Positive Hepatitis C Tests- New Diagnosis

Inmate Reported Hepatitis Cases

Total Hepatitis A

Wound Care Treatments

Other Specialty Care/Services

INFECTIOUS DISEASE: 
Confirmed Newly Diagnosed Communicable Diseases

TB Skin Tests Completed

Positive TB Skin Tests

OB/GYN Visits

Orthopedic/Physical Therapy

EKG

Minor Procedures

Optometry

Labs/Blood Draws

Onsite Ultrasounds (put a zero if not applicable)

Offsite Ultrasounds

SPECIALTY SERVICES: ONSITE  PROVIDED BY VITALCORE HEALTHCARE STAFF/ONSITE SPECIALIST FROM COMMUNIY

Total Number of Inmates who Received Specialty Services 
during the month

Number of Pregnant Inmates Admitted during the month

Number of Pregnancy Deliveries during the month
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Medication Errors

Staff Needle sticks

Other Major Events this month such as: Severe 
Weather/Disaster/Faculty Disturbance 

PLEASE INDICATE REASONS FOR ANY MISSING CONTENT, CHALLENGES OR COMMENTS BELOW

Deaths

Grievances

Use of Force: Pepper Spray, Hands on Contact, Restraint 
Chair Etc.

Falls/Accidents/Injuries

Staff Workman's Comp Claims

Staff Assaults 

Medical Inpatient Hospitalization Admissions

Medical Outpatient Surgery One-Day

Mental Health Transfers: Including Transfers to Receive 
Evaluations, Higher Level of Care and Facility Transfers

INCIDENTS
Codes, First Aid, Automated External Defibrillator (AED)

Serious Suicide Attempts

STD tests positive during month

Ectoparasites diagnosed and treated during month

Other Infectious Diseases such as Influenza Like Illness (ILI)

OFFSITE VISITS
Emergency Department 

Outpatient Clinic
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VitalCore Health Strategies believes in a collaborative team approach. With each new contract, we gain 

a facility or multiple sites which all have existing employees and circumstances. We want to recognize the 
aspects that are effective, functioning well, and identify areas where change may be necessary. VitalCore has a 
reputation for offering quality services and providing top of craft healthcare. In addition to our Mission, Vision, 
and Values; we implement evidence-based practice and standardization that meets many National Standards of 
excellence instead of focusing on a single organization’s standards and guidelines. However, we recognize that 
may require some changes in practice, so we have created a realistic and structured approach. Each facility and 
set of circumstances can be unique; therefore, we have created an Operational Risk Assessment to ensure we 
gain insight and collaborate to create a plan for entry and stabilization based on risks identified by current 
Employees having been in the existing environment and familiar with current practices. The Operational Risk 
Assessment also provides VitalCore’s Corporate Administration who completed the walk-though and initiation 
phase of the contact the opportunity to highlight areas they identify to be imminent risk or a possible 
vulnerability. This allows VitalCore to address any acute concerns and provide stabilization based on 
individualized circumstances instead of treating each facility the same; which can reduce risks during the 
contract transition.  

 
 Each facility receives an Onboarding document titled “OB.1 Start-up Phases & Achievement Plan 
Worksheet.” We assist each facility in the Onboarding process by helping structure the first 12 months following 
the beginning of the VitalCore contract. In order to ensure standardized and strategic plans for a collaborative 
approach and transition from the previous contracts into the full implementation to achieve VitalCore Health 
Strategies Mission, Vision, and Values within 12-months; we have defined 4 “Phases” of a Facility start-up. Phase 
1 begins from the start of the new contract through the first 90 days and includes questions regarding the 
previous year review and current circumstances. In addition, each phase includes a checklist of goals in the 
following categories: Corporate, Workforce, Facility, and Operations. At the end of each Phase there will be a 3-
month evaluation meeting to establish an “Achievement Plan” for the next phase of start-up and to celebrate 
clinical achievements. The participants will include the Director of Operations, Health Services Administrator, 
Director of Nursing if applicable at your facility, Director of Quality Improvement and if available; the Chief 
Operating Officer – Clinical Services and/or the President of Clinical Affairs – Behavioral Health may also be in 
attendance. The Facilities transition to Phase 2 on or before the 90-day period until 6-months when Phase 3 
begins for 6-9months of start-up.  Phase 4 should be completed by the 1-year mark from the start of the contract 
and includes an end of year review and a collaborative Achievement Plan for the next year in addition to 
acknowledgement t of accomplishments.  
 

VitalCore Health Strategies Forms, Policies, Procedures and Nursing Clinical Guidelines are crucial for 
providing standardized safe and top of craft services as they outline ethical and evidenced based practices that 
are interwoven into the structure of the services we provide. We know without the structure in place the Quality 
of Services, Patients, and Employees may be at risk. We have contracted with the facilities outlining the specifics 
regarding the services we provide. Therefore, we believe in saying what we do and doing what we say. Some of 
the most renowned professionals across the U.S are part of VitalCore’s development and daily practice; 
VitalCore Health Strategies Corporate Administrators are part of the team of individuals who have assisted and 
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set the bar for Healthcare, National Guidelines and the Standards that we are implementing. I hope each staff 
member can feel proud to be part of this system and can look forward to being part of our initiative to redefine  
Healthcare and make a difference in this field.   
 

To assist the clinical staff, achieve stability from the start of the VitalCore contract we have outlined “(7) 
Stabilizers” that provide stabilization within the facility and safety for Patients and Employees.  Each Stabilizer 
should be initiated during Phase 1 and as soon as possible as it pertains to every Facility. See Form “OB.6- 7 
Stabilizers” for an extended description. 
 
VitalCore Health Strategies (7) Stabilizers:   

1. Emergency Response:  
a. Consent Forms. 
b. VitalCore Policies, Procedures, and Nursing Clinical Guidelines. 
c. Form # 104 Pre-Booking Health Screen. 
d. Form #105 Medial & Behavioral Health Admission Screen. 
e. Detoxification Protocols.  

2. Health Assessments:  
a. Form #117 Initial Health Assessment. 
b. Form #117.1 Periodic Health Assessment. 

3. Crisis Intervention & Behavioral Health Intake: 
a. Crisis Intervention Policies & Procedures. 
b. If Mental Health Services is outsourced, collaborate from the start of the contract with access 

and copies of forms and assessments.  
c. Form # 171 Crisis Intervention. 
d. Form #140 Behavioral Health Intake Assessment. 
e. Form #127 Suicide Watch/Wellness Observation. 
f. Risk Assessments:  

i. Form #141 Columbia Suicide Severity Rating Scale (C-SSRS). 
ii. Form #155 Brief Mood Survey. 

4. Access to non-urgent care “Sick Call.” 
5. Chronic Care. 
6. Medications Administered Per Policy. 
7. Restrictive Housing Rounds.  
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Please check off the items when they are completed and submit the form after each 30 day evaluation to fnichols@vitalcorehs.com 
 

PHASE 1: (90 Days after Start-Up) 3-Months 
Previous Year Review & Current Circumstances: 
___ Review of Sentinel Events in the past year 
___ Review of Inmates Deaths in the past year 
___ Review of Emergency Department Referrals in the past year 
___ Review of Pending Litigation in the past year and all active cases 
___ Complete Operational Risk Assessment and identify Risk Management Issues to determine if any areas require 

acute mitigation 
___ Identify any Environmental Risks or Concerns 
___ Identity any current challenges with Staff, Corrections, County and the Facility 
___ Evaluate current HIPAA compliance and identify any violations, risks, or vulnerabilities 
___ Identify any current Safety Risks for Staff and Patients 
___ Evaluate current clinical documentation and processes 
Corporate: 
___ VitalCore mission and values (orientation) 
___ VitalCore top of craft philosophy (orientation) 
___ VitalCore organizational structure and resources (briefing) 
___ VitalCore communication: meetings, emails, etc.  (inform and set expectations) 
___ VitalCore Policy & Procedures, Nursing Clinical Guidelines (NCG), Forms and Clinical Reports (introduction) 
Workforce: 
___ Establish a Staffing Plan across all shifts that meet the contract requirements and budget while ensuring there is 

an appropriate complement and balance of staff.  
___ Conduct workforce assessment of the current healthcare team to include credentials, competencies, 

capabilities, vulnerabilities, scope of duties, training and support needs.  
___ Introduction to VitalCore HR Department(s), process for Recruitment/Hiring/Turnover, Develop 

Recruitment/Retention Plan 
___ Hire New Employees, Credentialing & Certification Verification, Initiate Liability and Malpractice Insurance 
___ For all new hires: conduct facility tours, introduction of current facility systems, facility training as required by 

the county and/or the corrections administrator.  
___ Establish and stabilize employee benefits for existing and new hires 
___ VitalCore Orientation & Checklist 
___ Create emails, corporate access and logins as necessary, Citrix Secure file sharing and/or E-Faxing, RingCentral 

and implement Tele-health and Tele-conferencing capability if necessary. 
___ Mandatory to be HIPAA compliant 
___ Register inventory and initiate the VitalCore HIPAA Asset Inventory Tool  
Facility: 
___ Conduct facility rounds to identify acute sanitation/safety concerns that warrant immediate attention. Sanitize 

and Organize the environment as necessary.  
___ Ensure supplies and equipment are working properly and are on site.  
___ Discuss Electronic Medical Record (EMR) or Electronic Health Record (HER) and/or Paperwork  
___ Corrections operations as pertains to admission screenings, intake, and procedures for treating patients in the 

infirmary/clinic to include schedules and transport.  

mailto:fnichols@vitalcorehs.com
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PHASE 1:  CONTINUED… 
Operations: 
 
___ 

Based on VitalCore Policies and Procedures,  Nursing Clinical Guidelines, Clinical Practice Guidelines, and 
National Accreditation Standards; the Director of Operations will work with the Health Services Administrator to 
conduct an “Operational Risk Assessment” to identify acute concerns that need to be addressed/stabilized 
within the next 3 months: 

1. Emergency response capabilities:  training, certification, equipment, supplies, community support, etc. 
2. Intake screening and health appraisals, e.g. timeliness, quality – review: suicide risk assessment, 

detoxification protocols, infectious disease screening, and continuity of medications for serious 
medically or mentally ill patients. 

3. Behavioral Healthcare: assess key risk management issues, such as, policies and procedures for 
managing acutely psychotic patients in danger to themselves or others. 

4. Access to non-urgent care (sick call). 
5. Chronic Care: assess if there is a system in place for seriously medically or mentally ill to have a 

treatment plan by a clinician, follow-up, and timely administration of medications 
6. Infection Prevention and Control: identify acute concerns, e.g. lack of hand hygiene supplies or personal 

protective equipment, TB protocols/isolation etc.  
7. Restrictive Housing: assess adequacy of policies and procedures related to access to health care in a 

timely manner. 
 
___ 

Introduce expectations of VitalCore’s 7 areas for stabilization:  
       To assist the clinical staff, achieve stability from the start of the VitalCore contract we have outlined “(7) 
Stabilizers” that provide stabilization within the facility and safety for Patients and Employees.  Each Stabilizer 
should be initiated during Phase 1 and as soon as possible as it pertains to every Facility. See Form “OB.6- 7 
Stabilizers” for an extended description. 
       VitalCore Health Strategies (7) Stabilizers:  

1. Emergency Response:  
- Consent Forms. 
- VitalCore Policies, Procedures, and Nursing Clinical Guidelines. 
- Form # 104 Pre-Booking Health Screen. 
- Form #105 Medial & Behavioral Health Admission Screen. 
- Detoxification Protocols.  

2. Health Assessments:  
- Form #117 Initial Health Assessment. 
- Form #117.1 Periodic Health Assessment. 

3. Crisis Intervention & Behavioral Health Intake: 
- Crisis Intervention Policies & Procedures. 
- If Mental Health Services is outsourced, collaborate from the start of the contract with access and 

copies of forms and assessments.  
- Form # 171 Crisis Intervention. 
- Form #140 Behavioral Health Intake Assessment. 
- Form #127 Suicide Watch/Wellness Observation. 
- Risk Assessments:  

• Form #141 Columbia Suicide Severity Rating Scale (C-SSRS). 
• Form #155 Brief Mood Survey. 
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PHASE 1:  CONTINUED… 
 4. Access to non-urgent care “Sick Call.” 

- All Medical or Mental Health Sick Call requests are seen regardless of reason or frequency. 
- Follow-up as needed and per policy. 
- Logs and tracking.  

5. Chronic Care. 
- All Chronic Care cases are seen regardless of severity. 
- Follow-up as needed and per policy.  
- Logs and tracking. 

6. Medications Administered Per Policy. 
- Consent. 
- Should be administered during waking hours unless other specified due to dosage instructions.  
- Follow-up. 
- Ordering. 
- Med Pass. 
- Intake, Discharge and Transfer Medications. 
- Logs and tracking.  

7. Restrictive Housing Rounds.  
- Rounds should be made during waking hours.  
- Visual checks  
- Make appropriate referral for evaluation, sick call, and/or mental health as needed.  

Logs and tracking. 
___ HIPAA Compliant 
___ Thorough and accurate clinical documentation 
___ Introduction to Clinical Reports & Required Meetings 
___ Assign the Corporate QAPI Committee & Other Committees at each site Per Policies.  
___ Emergency Response Plans (ERP): The HSA will collaborate with the Corrections Administrator to obtain a copy 

of all ERP for the facility for both Adult and Juvenile; each location is required to have a notebook with all ERPs 
within 60 days of the contract start date. Then compare the ERP provided by the Administrator to the VitalCore 
Policy: “J-A-07.00 Emergency Response Plan” and add/update per polity to have a complete and accurate 
working copy that is to remain in the clinic and be accessible to all employees. If the Administrator does not 
have ERPs then notify VitalCore Director of Quality Improvement immediately so we can utilize the 60-day 
window to create the binder.  

Achievement Plan: See the last page for the Achievement Plan Worksheet 
3-Month evaluation meeting to establish an “Achievement Plan” for the next phase of start-up and to celebrate 
clinical achievements. The participants will include the Director of Operations, Health Services Administrator, Director 
of Nursing if applicable at your facility, Director of Quality Improvement and if available; the Chief Operating Officer – 
Clinical Services and/or the President of Clinical Affairs – Behavioral Health may also be in attendance.  
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PHASE 2: (90-280 Days after Start-Up) 3 to 6- Months 
Previous Year Review & Current Circumstances: 
___ Unfished business or challenges from the past year or in Phase 1 of the start-up 
___ Barriers to change and/or transition 
___ Remaining risk or concerns 
___ Identify and recognition of accomplishments 
Corporate: 
___ Introduction of QAPI (orientation) 
___ Risk Management, Process & Clinical Outcome Studies (Orientation) 
___ VitalCore brand recognition and top of craft meeting 
Workforce: 
___ Ordering/Receiving Scrubs 
___ Establish a process of train, educate, evaluation, re-train, re-evaluate 
Facility: 
___ Conduct facility rounds to identify acute sanitation/safety concerns that warrant immediate attention. Sanitize 

and Organize the environment as necessary.  
___ Ensure supplies and equipment are working properly and are on site.  
Operations: 
___ Review and evaluation of accurate clinical processes, implementation and competencies 
___ Perform an Assessment/Review of clinical skill sets and competencies 
___ Submissions are now required for accurate Clinical Reports & Required Meetings 
___ VitalCore Forms are required, and Chart Checks begin for QAPI to verify use of forms 
___ Health Services Administrator begin Chart Checks via QAPI Requirements; the Director of operations begins 10 

Chart Checks per month at each facility for quality oversite and verification of content and quality services 
___ Establish Clinical Flow 
___ Full Implementation of VitalCore’s 7 areas for stabilization:  

1. Emergency Response 
2. Health Assessments 
3. Crisis Intervention & Behavioral Health Intake 
4. Access to Non-Urgent Care “Sick Call” 
5. Chronic Care 
6. Medications administered per policy 
7. Restrictive Housing Rounds. 

Achievement Plan: See the last page for the Achievement Plan Worksheet 
6-Month evaluation meeting to establish an “Achievement Plan” for the next phase of start-up and to celebrate 
clinical achievements. The participants will include the Director of Operations, Health Services Administrator, Director 
of Nursing if applicable at your facility, Director of Quality Improvement and if available; the Chief Operating Officer – 
Clinical Services and/or the President of Clinical Affairs – Behavioral Health may also be in attendance. 
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PHASE 3: (180-270 Days after Start-Up) 6 to 9- Months 
Previous Year Review & Current Circumstances: 
___ Unfished business or challenges from the past year or in Phase 2 of the start-up 
___ Barriers to change and/or transition 
___ Remaining risk or concerns 
___ Identify and recognition of accomplishments 
Corporate: 
___ Provide Trainings as needed 
___ QAPI submissions are correct and timely, risk management, process & clinical outcome studies 
Workforce: 
 __ Transition from use of forms to full understanding of clinical outcomes 
Facility: 
___ Conduct facility rounds to identify acute sanitation/safety concerns that warrant immediate attention. Sanitize 

and Organize the environment as necessary.  
___ Ensure supplies and equipment are working properly and are on site.  
___ Discuss Electronic Medical Record (EMR) or Electronic Health Record (HER) and/or Paperwork 
Operations: 
___ Accountability for quality and timely work product and appropriate outcomes 
___ Clinical Rhythms in place that bring care and services to top of craft quality 
___ Thorough and accurate Clinical Reports & Required Meetings 
Achievement Plan: See the last page for the Achievement Plan Worksheet 
9-Month evaluation meeting to establish an “Achievement Plan” for the next phase of start-up and to celebrate 
clinical achievements. The participants will include the Director of Operations, Health Services Administrator, Director 
of Nursing if applicable at your facility, Director of Quality Improvement and if available; the Chief Operating Officer – 
Clinical Services and/or the President of Clinical Affairs – Behavioral Health may also be in attendance. 

 
 
 
 

PHASE 4: (270-360 Days after Start-Up) 9 to 12-Months 
Previous Year Review & Current Circumstances: 
___ Unfished business or challenges from the past year or in Phase 3 of the start-up 
___ Barriers to change and/or transition 
___ Remaining risk or concerns 
___ Identify and recognition of accomplishments 
Corporate: 
___ Provide Trainings as needed 
___ QAPI submissions are correct and timely, risk management, process & clinical outcome studies 
___ 10-Month evaluation and understanding of critical function of reports 
___ Start Next QAPI Calendar Year with a program outline and implication of QAPI 
Workforce: 
 __ Director of Operations (DO) will set goals, identify and review accomplishments and provide incentives for staff 
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PHASE 4:  CONTINUED… 
Facility: 
___ Conduct facility rounds to identify acute sanitation/safety concerns that warrant immediate attention. Sanitize 

and Organize the environment as necessary.  
___ Ensure supplies and equipment are working properly and are on site.  
Operations: 
___ Clinical Flow should be achieved 
___ Thorough and accurate Clinical Reports, Required Meetings & QAPI Compliance with timely submissions 
___ 11-Month review of submitting reports correctly and understanding how the outcomes are having a clinical 

impact on the facility, staff and patients. 
___ Demonstrate competency in conducting Outcome Studies & Root Cause Analysis  
Achievement Plan: See the last page for the Achievement Plan Worksheet 
12-Month evaluation meeting to establish an “Achievement Plan” for the 30 days and into the next fiscal year and to 
celebrate clinical achievements. The participants will include the Director of Operations, Health Services 
Administrator, Director of Nursing if applicable at your facility, Director of Quality Improvement and if available; the 
Chief Operating Officer – Clinical Services and/or the President of Clinical Affairs – Behavioral Health may also be in 
attendance. 
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__________________________________________________________________________________________________ 
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__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
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__________________________________________________________________________________________________ 
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Facility: _________________________________   VitalCore Contract Start Date: __________    Today’s Date: ________ 
 
HSA: _____________________________________________   DO:____________________________________________ 
 

Current Phase or Start-Up:  ____ Phase 1   ____ Phase 2   ____ Phase 3   ____ Phase 4    
Are you on target with purposed timeline: ____ Yes   ____ No    
 
List Current Challenges: ______________________________________________________________________________ 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
 
List Current Accomplishments: ________________________________________________________________________ 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
 

Goals for the Next 30 Days:  
1  

 
2  

 
3  

 
Follow-Up Within the Next 30 Days:   
1  

 
2  

 
3  

 
 

We recommend setting a positive tone and that you meet with the staff individually or as a group to identify 
accomplishments, positives strengths. To initiate to this, please list an accomplishment, something positive that 
has occurred since VitalCore has started or a personal strength you have:  
 
 
 

 

Comments: ________________________________________________________________________________________ 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
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ACHIEVEMENT PLAN WORKSHEET 

Facility: _________________________________   VitalCore C
 

ontract Start Date: __________    Today’s Date: ________ 

HSA: _____________________________________________   DO:____________________________________________ 

Current Phase or Start-Up:  ____Phase 1   ____Phase 2   ___ Phase 3   ____Phase 4  
Are you on target with purposed time-line: ____Yes   ____No    

List Current Challenges: ______________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 

List Current Accomplishments: ________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 

Goals for the Next 30 Days: 
1 

2 

3 

Follow-Up Within the Next 30 Days:  
1 

2 

3 

We recommend setting a positive tone and that you meet with the staff individually or as a group to identify 
accomplishments, positives strengths. To initiate to this, please list an accomplishment, something positive that 
has occurred since VitalCore has started or a personal strength you have:  

Comments: ________________________________________________________________________________________ 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
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Purpose: 
 VitalCore Health Strategies believes in a collaborative team approach. With each new contract, we gain a facility or 

multiple sites which all have existing employees and circumstances. We want to recognize the aspects that are effective, 
functioning well, and identify areas where change may be necessary. VitalCore has a reputation for offering quality services 
and providing top of craft healthcare. In addition to our Mission, Vision, and Values; we implement evidence-based practice 
and standardization that meets many National Standards of excellence instead of focusing on a single organization’s 
standards and guidelines. However, we recognize that may require some changes in practice, so we have created a realistic 
and structured approach. Each facility and set of circumstances can be unique; therefore, we have created this Operational 
Risk Assessment to ensure we gain insight and collaborate to create a plan for entry and stabilization based on risks identified 
by current Employees having been in the existing environment and familiar with current practices. The Operational Risk 
Assessment also provides VitalCore’s Corporate Administration who completed the walk-though and initiation phase of the 
contact the opportunity to highlight areas they identify to be imminent risk or a possible vulnerability. This allows VitalCore 
to address any acute concerns and provide stabilization based on individualized circumstances instead of treating each facility 
the same; which can reduce risks during the contract transition. Therefore, this is your opportunity to highlight areas you feel 
may need to a priority or issues that may cause imminent risk or be a vulnerability. Once we have completed the risk 
assessment and addressed any acute concerns to be addressed or stabilized; we will create a plan for immediate action and 
an Achievement Plan for the next 3 months. 
Instructions: 
Please have the participants identify areas they believe there may be imminent risk, vulnerabilities, or current challenges 
within the facility and clinic. In addition, please indicate areas where a process is not currently in place or effective; and 
anything else not listed below but you feel we need to be aware of prior to developing an achievement plan. The HSA will 
distribute the Assessment, list the participants in the field below and submit this first page to the Director of Quality 
Improvement. Each employee will individually submit the Operational Risk Assessment directly to Felicia Nichols, LCPC; the 
Director of Quality Improvement fnichols@vitalcorehs.com 
Participants: 
The Operational Risk Assessment is to be completed by: 
1. VitalCore Health Strategies Clinical Employee who attended the initial site start-up and facility walkthrough.
2. Site Director of Operations (DO)
3. Health Services Administrator (HSA)
4. All Clinic Staff regardless of position; we would like every employee to complete the assessment

The HSA will provide a list of Participants whom completed the Operational Risk Assessment Below: 
VitalCore Health Strategies Clinical Employee: ______________________________ Title: ________________ 
H.S.A: ________________________________   Director of Operations: _______________________________ 
Employee Name: _______________________________________ Title: ______________________________ 
Employee Name: _______________________________________ Title: ______________________________ 
Employee Name: _______________________________________ Title: ______________________________ 
Employee Name: _______________________________________ Title: ______________________________ 
Employee Name: _______________________________________ Title: ______________________________ 
Employee Name: _______________________________________ Title: ______________________________ 
Employee Name: _______________________________________ Title: ______________________________ 
Employee Name: _______________________________________ Title: ______________________________ 
Employee Name: _______________________________________ Title: ______________________________ 
Employee Name: _______________________________________ Title: ______________________________ 
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Operational Risk Assessment 
(Please identify any acute risks in the following categories) 

Emergency response capabilities:  
____ Equipment    ____ Supplies    ____ Certification    ____ Training    ____ Support    ____ Transportation 
Other: __________________________________________________________________________________ 
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 

Intake Screening and Health Appraisals for every Patient: 
___ Completion    ____ Quality    ____ Timeliness    ____ Chart Reviews    ____ Infectious Disease Screening  
Other: __________________________________________________________________________________ 
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 

Risk Assessments, Protocols, Medications: 
___ Clinic completes Suicide Risk Assessments for every patient   ____ Timeliness    ____ Detoxification 
Protocols    ____ Failure to Thrive    ____ Medical Safety Protocol 1:1 continuous   ____ Safety Protocols   
___ Continuity of Medications for serious medically or mentally ill patients    ____ Treatment Plans 
Other: __________________________________________________________________________________ 
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 

Behavioral Healthcare: 
___ BH Safety Protocol 1:1 continuous    ___ BH Safety Protocol Q15 minute checks     ___ BH Follow-Up   
___ Crisis Intervention   ___ Referrals/Transfers    ___ Parasuicidal (self-harming) behaviors   ___ Timeliness  
___ Policies & Procedures for managing acutely psychotic patients in danger of themselves and others 
____ Key risk management issues for BH patients in the clinic or facility   ____ Clinic has BH Support Onsite 
____ Treatment Plans  
Other: __________________________________________________________________________________ 
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 

Access to Non-Urgent Care: 
____ Sick Call    ____ Rounds    ____ Med Pass   ____ Follow-Up   ____ 24-hour staffing    ____ Medical & BH 
Refusals    ____ Outpatient Appointments    ____ Transportation   ____ Timeliness    ____ Seen Regardless of 
# of requests   ____ Physician/Psych Coverage for Medical and BH Clinic 
Other: __________________________________________________________________________________ 
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________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 
 

Chronic Care:   
____ Timeliness of Assessment    ____ Timely Administration of Medications    ____ Frequency of Care     
____ Supplies    ____ System in place for seriously medically or mentally ill patients  
____ Treatment Plans by RN    ____ Tx Plans by a Clinician    ____ Follow-Up        
Other: __________________________________________________________________________________ 
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 
 

Infection Prevention:   
____ Timeliness    ____ Identification of Acute Concerns    ____ Supplies (e.g. Hygiene, Personal Protective 
Equipment etc.)    ____ Protocols    ____ TB Isolation    ____ Environmental Concerns & Safety 
Other: __________________________________________________________________________________ 
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 
 

Restrictive Housing: 
____ Terminology “Restrictive Housing” instead of “Segregation”    ____ Timeliness    ____ Cleanliness    
___ Access to Healthcare    ____ Safety    ____ Adequacy of Current Policies & Procedures prior to VitalCore     
Other: __________________________________________________________________________________ 
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 
 

Previous Year Review & Current Circumstances: 
Please provide details if you have any information regarding the following. If Protected Health Information (PHI) is 
included, please send this document in a Secure and Protected source in order to be HIPAA compliant. Please list any 
details regarding policies, procedures or anything else that may have contributed to the event/situation.  
# of Sentinel Events in the past year & details if risk may still be present:  
 
 
 
 
# of Inmates Deaths in the past year & details if risk may still be present: 
 
 
 
Concerns regarding Emergency Department Referrals in the past year: 
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Any Pending Litigation in the past year and all active cases: 
 
 
 
 
Identify Risk Management Issues: 
 
 
 
 
Identify any Environmental Risks or Concerns: 
 
 
 
 
Identity any current challenges with Staff, Corrections, County and the Facility: 
 
 
 
 
 
Evaluate current HIPAA compliance and identify any violations, risks, or vulnerabilities: 
 
 
 
 
 
Identify any current Safety Risks for Staff and Patients: 
 
 
 
 
 
Concerns or challenges with clinical documentation and processes: 
 
 
 
 
Is the clinic currently HIPAA Compliant:  _____Yes     _____NO (Please list details):  
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What types of Clinical Reports & Required Meetings are currently occurring:  
 
 
 
 
Additional Comments:  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

_________________________________________         _______________________________     __________      _______ 
 Employee Signature     Title     Date  Time  
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To assist the clinical staff, achieve stability from the start of the VitalCore contract we have outlined “(7) 
Stabilizers” that provide stabilization within the facility and safety for Patients and Employees.  Each Stabilizer should be 
initiated during Phase 1 and as soon as possible as it pertains to every Facility.  
 
VitalCore Health Strategies (7) Stabilizers:   

1. Emergency Response:  
a. Consent Forms: 

i. Form #106. Authorization and Consent to Treatment-General Admission 
ii. Form #161. Consent for Psychotropic Medications. Every facility prior to administering Psych 

meds must obtain consent; if your facility outsources for mental health services, you must obtain 
a consent form from the treatment provider and or obtain a VitalCore consent form to add to the 
Patient’s chart.  

iii. Form #148. BH Treatment Participation Consent. Every facility prior to any mental health 
treatment after the initial Behavioral Health Assessment must obtain consent; if your facility 
outsources for mental health services, you must obtain a consent form from the treatment 
provider and/or obtain a VitalCore consent form to add to the Patient’s chart.  

iv. Form #162. Informed Medical Consent-Invasive Treatment or Procedures. For any onsite or offsite 
treatment/procedure you must obtain Consent.  

v. Form #158. Telehealth Consent. If your facility has Telehealth services, consent must be obtained 
prior to the session.  

b. VitalCore Policies, Procedures, and Nursing Clinical Guidelines:  
i. A copy must always remain in the clinic and be easily accessible.  

ii. Each Employee is expected to read and be familiarized with the documents but refer to them as 
part of daily practice.  

c. Form # 104 Pre-Booking Health Screen and Form #104.S Pre-Booking Health Screen-Spanish Version.  
i. To be completed prior to admission into the facility. 

ii. If Corrections Officers, make determinations at your facility regarding admissions; then Form #104 
must be completed after reviewing any form provided by Corrections during the booking process.  

iii. Form #104 has the TB Screening which needs to occur at the time of admission. Per 
instructions/policies; 3 positive screening questions triggers immediate isolation and the Health 
Care Practitioner must be notified as a TB skin test administered. It is alright if the Patient is 
Discharged prior to reading the result. If a Patient has a Positive result, notify the HCP who will 
order a chest x-ray per policy or indicate justification in the Patient’s chart of their alternative 
orders. If you are not screening for TB and following policy at the time of admission you are not 
in compliance as waiting exposes other inmates and employees.  

iv. Form #104 could also trigger HIV testing upon admission per policy “HIV testing and counseling 
will be provided on request and as indicated based on risk factors and presence of another STD’s.” 
Refer to Nursing Clinical Guidelines (NCG) 710 Health Assessments.  

d. Form #105 Medial & Behavioral Health Admission Screen and Form #105.S Medical & Behavioral health 
Admission Screen Spanish Version.  

i. To be completed as soon as possible with a target time of 2 hours following admit but no later 
than 4-hours.   
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ii. This form must be completed by every facility even if your location outsources for mental health 
services. This form should be provided to the liaison at the time of referral.  

e. Detoxification Protocols.  
i. Includes Medical Clearance if necessary 

ii. Forms and Logs pertaining to Protocols and Scoring 
iii. Implementation of all Protocols for Detoxification/Withdrawal per Policies, Procedures, and 

Nursing Clinical Guidelines.  
2. Health Assessments:  

a. Form #117 Initial Health Assessment. 
i. Form #117 Initial Health Assessments are to be completed on or before 10 days of admission. US 

Marshal Inmates and Juveniles on or before 7 days of admission and ICE Inmates on or before 3 
days of admission. If your County/Facility has a different requirement, please inform:  

1. Felicia Nichols, LCPC: Director of Quality Improvement 
2. Lorelei Ammons, PsyD, CCH, COO: Chief Operating Officer of Clinical Services 
3. Deborah Schult, Ph.D.: President of Clinical Affairs- Behavioral Health    
4. Shammie Felps, MAOL, BSN RN: Director of Utilization Management  
5. Site Director of Operations 

b. Form #117.1 Periodic Health Assessment. 
i. Form #117.1 Periodic Health assessments are to be completed for Individuals incarcerated over 

one (1) year from the time of admission and annually per policy to include Diagnostic Evaluations. 
3. Crisis Intervention & Behavioral Health Intake: 

a. Read and refer to Crisis Intervention Policies & Procedures regardless if Mental Health is outsourced. 
b. If Mental Health Services is outsourced, collaborate from the start of the contract and receive access and 

copies of forms and assessments.  
c. Form # 171 Crisis Intervention 
d. Form #140 Behavioral Health Intake Assessment 

i. To be completed by a Qualified Behavioral Health Professional (QBHP) immediately if there is an 
emergency but must not exceed 24 hours of a referral.  

ii. Copies must be placed in the Patient Chart and sent to the Psych-HCP for review.  
iii. The Patient must be seen by the QBHP or Psych-HCP during the next clinic or telehealth session 

per policy.  
e. Form #127 Suicide Watch/Wellness Observation.  

i. Form #127 is utilized as a status form to be placed in the cart of every Patient on a supervision 
level.  

ii. Anytime a change in supervision level occurs. 
iii. Given to the Correction Administrator so they are informed of risk and circumstances.  

f. Risk Assessments:  
i. Form #141 Columbia Suicide Severity Rating Scale (C-SSRS) 

1. Form #141 C-SSRS will ordinarily be administered only by QBHPs to include: QBHP/MH 
Coordinators; Psychiatrists, Mental Health NP, or Physicians. 

2. In rare circumstances where one of these professionals is not available, the facility may 
request, in advance, to the QBHP/MH Coordinator and/or Psychiatrist, to have another 
healthcare professional trained in its use administer the C-SSRS.   

3. The C-SSRS will be administered to EVERY offender at the following points of service:   
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a. When initially placed on any Precaution (e.g., Level 1 – Suicide Watch; or Level 2 
– Wellness Observation).  

b. During any change in Supervision Level; stepping up or down: (e.g. administer any 
time there is a step-up in Supervision Level or Precautionary Placement; and 
when stepping down from Supervision Level 1 to Level 2 Wellness. Step down 
from Supervision Level 2 Wellness to General Population (GP) or other step-down 
from any Precaution status. 

c. When a Patient is refusing to engage in at least one of the following scheduled 
daily activities:  evaluation by brief mood survey, medical treatment, live clinic, 
tele-psych, or meet with a provider, psychiatrist or QBHP. 

ii. Form #155 Brief Mood Survey: 
1. Once the Patient is placed on any Precaution status, he/she will be assessed using Form 

#155 Brief Mood Survey & Daily Risk Assessment daily (7 days a week) by any healthcare 
staff.    

2. It is the responsibility of the site HSA to ensure the Brief Mood Survey is completed daily.   
4. Access to non-urgent care “Sick Call.” 

a. All Medical or Mental Health Sick Call requests are seen regardless of reason or frequency. 
b. Follow-up as needed and per policy. 
c. Logs and tracking.  

5. Chronic Care. 
a. All Chronic Care cases are seen regardless of severity. 
b. Follow-up as needed and per policy.  
c. Logs and tracking. 

6. Medications Administered Per Policy. 
a. Consent. 
b. Should be administered during waking hours unless other specified due to dosage instructions.  
c. Follow-up. 
d. Ordering. 
e. Med Pass. 
f. Intake, Discharge and Transfer Medications. 
g. Logs and tracking.  

7. Restrictive Housing Rounds.  
a. Rounds should be made during waking hours.  
b. Visual checks  
c. Make appropriate referral for evaluation, sick call, and/or mental health as needed.  
d. Logs and tracking.  

 
 
 



Form #98   
Revised: 11-8-2019 

License Verification and Tracking

“This document is created and maintained in accordance with applicable laws, at the direction of VitalCore Legal Counsel.  It is a PRIVILEGED AND CONFIDENTIAL LEGAL DOCUMENT protected by the peer review and attorney-
client privileges and may be disclosed only to those individuals and entities designated by formal written VitalCore policy and procedure, or otherwise as expressly authorized by VitalCore Legal Counsel.”

The purpose of this form is for the administration such as HSA and/or Director of Operations to complete after the Employee’s Licensure and Certifications 
has been verified and when renewal or recertification is necessary.  When a License or Certification has been renewed, please make another entry to reflect updated 
content. This log should be maintained and reviewed every 30 days to ensure all Licensures and Certifications are active and without Disciplinary Action.   

___________________________________________________       _____________________________________     _____________________________________ 
Facility            Director of Operations       Health Services Administrator  

Legal Name & Name 
on License if Different Type License/Certificate 

Number Status Issue 
Date 

Expiration 
Date 

Date Verified by 
HSA or DO 

Compact Status/State/ 
Reciprocity 

Disciplinary 
Action 

Admin 
Initials 

Please keep a copy for your records in a file labeled “Credentialing” on site and send a copy to fnichols@vitalcorehs.com 

mailto:fnichols@vitalcorehs.com


    Form #98.1 
  Revised: 10-28-2019 

Training Signature Page

“This document is created and maintained in accordance with applicable laws, at the direction of VitalCore Legal Counsel.  It is a PRIVILEGED AND CONFIDENTIAL LEGAL 
DOCUMENT protected by the peer review and attorney-client privileges and may be disclosed only to those individuals and entities designated by formal written 
VitalCore policy and procedure, or otherwise as expressly authorized by VitalCore Legal Counsel.”

_________________________________________________________________ _______________________________________________ 
Employee Name Tittle  

_________________________________________      _______________________________________   ______________    _________________ 
Facility                                                                                    Trainer/Facilitator                                                      Training Date        Length (min./hrs.) 

The purpose of this form is to obtain verification the training has occurred, and the employee understands the process 
and their responsibility following the training regarding implementation and initiation of additional training if needed. 

Provide the Form # and/or Name of the Training Provided Here: __________________________________________________________ 

_______________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________ 

I attest that I have read and familiarize myself and/or received training as indicated above. My signature 
acknowledges my agreement to change my practice and/or to immediately implement any changes per the trainings 
received. If the content is new, I understand I can request a review or additional training at any time as VitalCore is 
supportive and provides a team approach in all we do. The Health Services Administrator (HSA) will implement a “train, 
educate, evaluate and re-train” approach. Which means, after the initial training has occurred, the HSA will provide any 
additional education and guidance necessary and re-evaluate the employee to ensure accurate implementation and 
competency has been achieved; which may lead to re-training as necessary. However, I realize I am individually 
responsible for contacting the HSA and/or the site Director of Operations if I have any questions, concerns or difficulties 
fulfilling my duties. 

Contact & Support: 

________________________________________  _____________________________   ________________________ 
Health Services Administrator          HSA Phone         HSA Email 

________________________________________   _____________________________   ________________________ 
Director of Operations        DO Phone          DO Email 

________________________________________   _____________________________   ________________________ 
Trainer/Facilitator (if different, list title)       Trainer Phone        Trainer Email 

________________________________________   _____________________________   ________________________ 
Director of Quality Improvement          Director of QI Phone       Director of QI Email 

Please sign and date, provide a copy to the employee to keep for their individual record, place a copy in the 
employee HR file on site and return to fnichols@vitalcorehs.com 

___________________________________________________________ _________________     _____________ 
  Employee Signature Date     Time 

mailto:fnichols@vitalcorehs.com
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  Revised: 10-28-2019 

Multiple Trainings Signature Page

“This document is created and maintained in accordance with applicable laws, at the direction of VitalCore Legal Counsel.  It is a PRIVILEGED AND CONFIDENTIAL LEGAL 
DOCUMENT protected by the peer review and attorney-client privileges and may be disclosed only to those individuals and entities designated by formal written VitalCore 
policy and procedure, or otherwise as expressly authorized by VitalCore Legal Counsel.”

_____________________________________________________________________________________ ______________________________________________________________ 
Employee Name Tittle 

___________________________________________      ______________________________________    ______________    ________________ 
Trainer/FacilitatorFacility                                                                                                                                          Training Date   Length (min./hrs.) 

The purpose of this form is to obtain verification that multiple trainings has occurred, and the employee 
understands the process and their responsibility following the trainings regarding implementation and initiation of 
additional training if needed. Although the employee has been trained in multiple areas, only one signature page is 
required if the trainings occurred on the same day.  

Provide the Form Numbers and/or Name of the Trainings Provided below: 

___________________________________________________________ __________________________________________________________ 

___________________________________________________________  __________________________________________________________ 

___________________________________________________________  __________________________________________________________ 

___________________________________________________________  __________________________________________________________ 

___________________________________________________________  __________________________________________________________ 

___________________________________________________________  __________________________________________________________ 

___________________________________________________________  __________________________________________________________ 

___________________________________________________________  __________________________________________________________ 

___________________________________________________________  __________________________________________________________ 

___________________________________________________________  __________________________________________________________ 

___________________________________________________________  __________________________________________________________ 

___________________________________________________________  __________________________________________________________ 

I attest that I have read and familiarize myself and/or received trainings as indicated above. My signature acknowledges 
my agreement to change my practice and/or to immediately implement any changes per the trainings received. If the content is 
new, I understand I can request a review or additional training at any time as VitalCore is supportive and provides a team approach 
in all we do. The Health Services Administrator (HSA) will implement a “train, educate, evaluate and re-train” approach. Which 
means, after the initial training has occurred, the HSA will provide any additional education and guidance necessary and re-evaluate 
the employee to ensure accurate implementation and competency has been achieved; which may lead to re-training as necessary. 
However, I realize I am individually responsible for contacting the HSA and/or the site Director of Operations if I have any questions, 
concerns or difficulties fulfilling my duties. 

Please provide a copy to the employee to keep for their individual record, place a copy in the employee HR file on site 
and send a copy to fnichols@vitalcorehs.com 

____________________________________________________________________________ ______________________     ________________ 
   Employee Signature    Date    Time 



    Form #98.3 
  Revised: 10-28-2019 

Administration Training Log

“This document is created and maintained in accordance with applicable laws, at the direction of VitalCore Legal Counsel.  It is a PRIVILEGED AND CONFIDENTIAL LEGAL 
DOCUMENT protected by the peer review and attorney-client privileges and may be disclosed only to those individuals and entities designated by formal written VitalCore 
policy and procedure, or otherwise as expressly authorized by VitalCore Legal Counsel.”

The purpose of this form is for the administration such as HSA to track which employees have received trainings to 
ensure each employee at the facility is receiving the same training as it is provided or offered an alternative time to receive 
the education.  

Provide the Form Number(s) and/or Name of the Training(s) Provided here: 

Employee Name Shift Date 
Trained 

Employee 
Initials 

HSA 
Initials 

☐ M ☐  T ☐  W ☐  TR ☐  F ☐
Sa ☐  Sun   Time: ________
☐ M ☐  T ☐  W ☐  TR ☐  F ☐
Sa ☐  Sun   Time: ________
☐ M ☐  T ☐  W ☐  TR ☐  F ☐
Sa ☐  Sun   Time: ________
☐ M ☐  T ☐  W ☐  TR ☐  F ☐
Sa ☐  Sun   Time: ________
☐ M ☐  T ☐  W ☐  TR ☐  F ☐
Sa ☐  Sun   Time: ________
☐ M ☐  T ☐  W ☐  TR ☐  F ☐
Sa ☐  Sun   Time: ________
☐ M ☐  T ☐  W ☐  TR ☐  F ☐
Sa ☐  Sun   Time: ________
☐ M ☐  T ☐  W ☐  TR ☐  F ☐
Sa ☐  Sun   Time: ________
☐ M ☐  T ☐  W ☐  TR ☐  F ☐
Sa ☐  Sun   Time: ________
☐ M ☐  T ☐  W ☐  TR ☐  F ☐
Sa ☐  Sun   Time: ________
☐ M ☐  T ☐  W ☐  TR ☐  F ☐
Sa ☐  Sun   Time: ________
☐ M ☐  T ☐  W ☐  TR ☐  F ☐
Sa ☐  Sun   Time: ________
☐ M ☐  T ☐  W ☐  TR ☐  F ☐
Sa ☐  Sun   Time: ________
☐ M ☐  T ☐  W ☐  TR ☐  F ☐
Sa ☐  Sun   Time: ________
☐ M ☐  T ☐  W ☐  TR ☐  F ☐
Sa ☐  Sun   Time: ________
☐ M ☐  T ☐  W ☐  TR ☐  F ☐
Sa ☐  Sun   Time: ________

Please keep a copy for your records in a master training file on site and send a copy to fnichols@vitalcorehs.com 

mailto:fnichols@vitalcorehs.com
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SITE LEVEL OF CARE 

CLASSIFICATION SYSTEM 

 
Care 
Level 

Nursing 
Staffing 

Health Care 
Practitioner 

Staffing 

In Infirmary Beds Nursing Skills Equipment & 
Support Services 

Facility 

Or Location 

Level 1 Less than 24 
hr. coverage 
RN or LPN 

Less than 40 
hrs./week 

None Basic Skills   

Level II 24 hr. 
coverage RN 
or LPN 

Less than 40 
hrs./week 

None Basic Skills   

Level Ill 24 hr. RN 
coverage 

Less than or 
equal40 hrs./week 
site specific 

Yes Basic Skills & Limited 
Technical Skills for 
all 
Services 

Limited access to 
tertiary care 
center 

 

Level IV 24 hr. RN 
coverage 

40 + hrs./week Yes Basic Skills & 
Increased 
Technical Skills 
for all Services 

Ready access to 
tertiary care 
center 

 

 
 

1. Equipment needs are based upon the mission of the institution and the population that the 

institution is servicing. 

2. Basic radiology and laboratory services are required for all infirmaries with results available 

within 24 to 48 hours. 

3. Stat lab support and close primary acute care facilities are essential. 
 

4. Telemetry beds are not available for cardiac monitoring. 

 
5. LEVEL I SITE: Does NOT have infirmary beds. 

 
6. LEVEL II SITE: Has 24-hour nursing care available. Does NOT have infirmary beds. 

 
7. LEVEL Ill INFIRMARY: Pulmonary treatments, limited I.V. antibiotic therapy, diagnostic services 

preps and limited hydration. For conditions such as, community acquired pneumonia, bronchitis, 

mild asthma, flu syndrome, sprains and strains, pre and post-op care. Additional therapies with 

permission of Site Medical Director. 
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8. LEVEL IV INFIRMARY: Pulmonary treatments, I.V. antibiotic therapy, hydration, bronchitis, asthma, 

flu syndrome, sprains and strains, pre and post-op care, diagnostic service preps. Level IV services 

examples to include, but not limited to, post cardiac catheterizations, severe pancreatitis, and 

severe COPD, severe respiratory disease requiring Level 1 hospital care. Additional therapies as 

assigned by the Site Medical Director. Dialysis available on-site at a specified location within the 

facility . Preterm and post-natal monitoring locations will be determined by the HSA. Chemotherapy 

available on-site at HAS direction. With all site able to provide diabetic management, negative air 

flow rooms and crisis level management. Specialty outside support agencies available. 

9. Daily Infirmary Log: (see attached form) will be completed by the nightshift nurse at Midnight 
and faxed to the Site Manager, Site Medical Director, Site Administrative Secretary, Site Director of 

Nursing, Site Infirmary Supervisor, and Site Medical Director. 

 

10. Patient Acuity for Staffing: Each DON or designee will base infirmary level staffing on the patients' 

level of care, severity of illness and number of patients. There will be no more than 10 infirmary 

patients assigned to one RN and/or one LPN regardless of their acuity level. Assignments will be 

made daily by the DON or designee. 
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INFIRMARY MANUAL GUIDELINES 
 

 

A. INFIRMARY CARE ADMISSION 

 
HEALTH CARE PRACTITIONER duties include: 

1. Shall order infirmary admission. 

2. Admission orders shall include the following (on EHR): 

a. Admission to infirmary 

b. Diagnosis 

c. Medications orders 

d. Diet 

e. Activity 

f. Frequency of vital signs, weight 

g. Frequency of nursing assessments if more often than once per shift 

h. l&O, treatments, lab/special studies, etc. 

3. Complete the Admission History and Physical information within twenty-four (24) 

hours of admission. 

4. Make on-site daily rounds and document in EHR. 

a. Telemedicine rounds may be used in lieu of on-site rounds for patients 

not requiring a physical assessment by the HCP. 

b. Telemedicine rounds may not exceed three (3) days in succession. 

5. Referral to Behavioral Health Services as indicated. 

6. Canteen is not allowed in the Infirmary. Limited canteen access may be considered but 

only if ordered by the Site Medical Director with specifying limitation. 

7. Behavioral Health and Dental Admissions are admitted by the Medical HCP as above. 

8. Property: Due to limited space in the infirmaries only a limited number of personal 

hygiene items will be allowed during infirmary stay. The number of and specific items 

must be approved by the HSA and Site Medical Director prior to obtaining final 

approval from the Site Medical Director. 

a.  Any property exceptions to the above must first be approved by both the HSA and   
Site Medical Director and forwarded to the Site Medical Director for final approval. 

 

NURSING duties include: 

1. Admitting Nurse will complete the following EHR Infirmary documentation, 

including noting of HCP orders, initial assessment and begin any applicable flow 

sheets. 

2. Infirmary Nurse or designee will transcribe the HCP orders within the following 
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time-frames: 

a. Stat orders will be noted and carried out immediately. 

b. Routine orders will be noted within 8 hours. 

3. Nursing will document on the nursing assessment template each shift unless 

ordered more frequently by HCP. 

a. Documentation of nursing assessment will be on infirmary nursing 

assessment template. 

4. In addition to nursing assessments, nursing rounds will be documented every 
shift, by exception, per HCP orders 

5. Check chart to determine that all chronic care orders are to be continued. 

6. Infirmary nurse or designee will notify support services/departments 

concerning patient's admission and related orders in a formal manner such as 

emails: 

a. Security 

b. Classification/Unit Team 

c. Facility Records (if applicable) 

d. Food Service (if applicable) 

e. Behavioral Health (if applicable) 

f. Chaplain (if applicable or requested) 

g. Chronic Care Nurse (if applicable) 

h. Infection Control Nurse (if applicable) 

i. Care Management Nurse (if applicable) 

j. Dental 

k. Charge or Supervisory Nurse 

7. Infirmary nurse or designee will: 

a. Orient patient to the rules and regulations of the infirmary. 

b. Orient patient to the HCP orders. 

c. Initiate new MAR. 

d. Initiate Individual Record within 4 hours of admission and completion 

by 8 hours. 

1) The Individual Record is part of the permanent record. 

a. Nursing Care Plan will be initiated within 3 days of 
admission. 

2)  The Nursing Care Plan will be kept with the individual Record 

Nursing Care Plan and Record is then placed in the hard chart. 

 

3) Charting on the Nursing Care Plan will be done under the 

nursing infirmary progress note. 

 

a. Add admission to daily Infirmary Daily Log report. (see 
attachment) 

b. Ensure patient has hygiene items available. 
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c. All inmates admitted to the infirmary on bed rest or total 

care will be offered a bed bath with assistance daily. 

d. If an inmate refuses daily baths, she/he will receive a 

shower or bath at least twice a week. 

8. Chronic Care and/or Special Needs clinic will continue as scheduled. 

a. Notify the Chronic Care Nurse that inmate is in infirmary via 

email and confirm scheduled next chronic care 

appointment. Document in Record. 

9. The HCP will be notified immediately of any change in a patient's status, 

including patient's signing of a living will. This notification will be documented 

in EHR. 

10. Nursing may make a referral to any service as appropriate. This may include 

Dental, Behavioral Health Services for evaluation of cases. 

11. Nursing will do a 24-hour audit on all charts to ensure orders have been taken 

off, noted correctly, and completed as ordered. This will be completed on the 

nightshift or the shift assigned by Infirmary Supervisor. 

a. Daily Infirmary Log report will be faxed per policy daily at 

Midnight to VitalCore’s Regional Office 

 

HEALTH CARE RECORDS 

1.  Infirmary and health care encounter records are maintained within the EHR 

system. Documentation of diagnostic testing, specialty consults, hospital reports, 

dental records, etc., are available to medical and nursing infirmary staff. Hard 

chart data shall be maintained in the infirmary area separate from the general 

population records. 

 
  

B. INFIRMARY CARE DISCHARGE 

HEALTH CARE PRACTITIONER duties include: 

1. HCP will: 

a. Document the disposition of the patient upon dismissal from the 

infirmary in the EHR on the Discharge Summary template 

b. Document Medical, Dental and Behavioral Health orders which 

will be specific to: 

1) Medications to be continued 

2) Diet 

3) Activity 

4) Medical Classification and Restrictions 

5) Follow up for: clinic and chronic care visit, treatments, 
vital signs. 

6) Any education given to the patient at time of discharge 
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2. HCP/Psychiatrist will complete the discharge summary within twenty-four 

(24) hours for those sites with forty (40) hours per week of HCP coverage. 

a. Sites with less than 40 hours per week HCP coverage will have the 

documentation completed during the next on-site visit. 

b. Psychiatrist will be responsible for the Psychiatrist Discharge 

Summary for behavioral health admissions. 

c. Dental will be responsible for a discharge summary if they 

admitted the inmate for dental reasons. 

 
NURSING duties include: 

1. Complete the Nursing Discharge documentation upon release from the 

infirmary. 

2. Discuss discharge orders and/or discharge education with the patient. 

Document inmate's level of understanding of instructions/ education. 

3. Document patient's condition in the EHR on progress note. 

4. Document time/date of discharge on Infirmary Daily Log report. 

5. Notify support services/departments concerning patient's discharge and 

related orders: 

a. Security 

b. Classification/Unit Team 

c. Facility Records (as applicable) 

d. Food Service (as applicable) 

e. Behavioral Health (as applicable) 

f. Chaplain (as applicable) 

g. Chronic Care Nurse (as applicable) 

h. Infection Control Nurse (as applicable) 

i. Care Management Nurse (as applicable) 

j. Dental 

k. Charge or Supervisory Nurse 

6. Send medication and MAR to medication room where inmate will be housed. 

7. Destroy Record 

8. Close out all Nursing Care Plans by writing in a nursing progress note that goal 
was met or not met. 

a. File in paper chart 

b. Ensure that room, bed, and equipment are properly disinfected. 
 

HEALTH CARE RECORDS 

1. Health care records staff and/or nursing will complete the infirmary record audit 

within 72 hours to ascertain all documentation is completed and filed. 
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C. OBSERVATION ADMISSION 

a. Observation does not require an order from the HCP. Any Qualified Health Care Staff 

may order this type of admission for up to 24 hours.  

b. The site HCP or the on-call HCP will be contacted at the time Observation Admission is 

initiated. 

 
HEALTH CARE PRACTITIONER duties include: 

By the 24th hour of observation, the HCP will determine if the patient is to become 

an Infirmary Care Admission or return to general population/restrictive housing. 

 
NURSING duties include: 

1. During Observation status, nursing will: 

a. Document the initial Observation Admission on the Nursing 24 

Hour Observation template with the time of patient 

Observation Admission, reason for admission and plan of 

nursing care. 

2. Note any HCP orders and add to plan of care. 

3. Documentation will be done on infirmary nursing progress notes along with 

any appropriate flow sheet: 

1) every shift 

2) by exception 

3) per HCP orders. 

4. Check health care records to determine that all chronic care orders and 

medications are continued. 

a. Notify the following: 

1) Security 

2) Classification/Unit Team 

3) Facility Records (as applicable) 

4) Food Service (as applicable) 

5) Behavioral Health (as applicable) 

6) Chaplin (as applicable) 

7) Chronic Care Nurse (as applicable) 

8) Infection Control Nurse (as applicable) 

9) Care Management Nurse (as applicable) 

10) Dental 

11) Charge or Supervisory Nurse 

5. If patient condition changes during observation time, nurse will notify HCP of 

change in status and for orders. 

6. Add Observation Admission to Daily Infirmary Log report. (see attachment) 
 
NOTE: If Observation status changes to Infirmary Care Admission initiate Infirmary Care Admission 

Guidelines. 
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HEALTHCARE RECORDS 

1. Infirmary and health care encounter records are maintained within the EHR 

system. Documentation of diagnostic testing, specialty consults, hospital 

reports, dental records, etc., are available to medical and nursing infirmary 

staff. Hard chart data shall be maintained in the infirmary area separate from 

the general population records. 

 
 

D. OBSERVATION DISCHARGE 

 
HEALTH CARE PRACTITIONER duties include: 

1. If the patient is released from Observation back to cell within 24 hours, 

only nursing documentation of the event is necessary. 

2. If the patient becomes an Infirmary Care Admission, the HCP will follow 

guidelines for Infirmary Care Admission. 

 
NURSING duties include: 

1. Nursing staff will document in EHR when patient is dismissed from 

infirmary Observation status, including any HCP discharge orders. 

a. Complete documentation on the 24-Hour Observation template 

b. Schedule and document follow up appointment made with HCP on template 

2. Document any information or education given to the patient at time of 
discharge. 

3. Document status of patient on release from the infirmary to include 

vital signs and conditions of patient. 

4. Document time/date of discharge on the Daily Infirmary Log report. 

5. Ensure that medications and MAR are returned to the appropriate 
medication clinic. 

6. Ensure that room, bed, and equipment are properly disinfected. 

 
HEALTH CARE RECORDS duties include: 

a. Health care records staff and/or nursing will complete the infirmary record 
audit within 72 hours to ascertain all documentation is filed and 
completed. 

 

E. SHELTERED HOUSING ADMISSION 

a. The following services will be offered in Sheltered Housing if the inmate is housed in 

the infirmary: 

1. Daily Nursing assessments and rounds. 

2. Medication administration, by any prescribed route, for chronic 
conditions such as long-term antibiotic therapy; pain management. 
chemo/other meds associated with cancer and other exceptions as 
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determined by RMD. 

3. Oxygen therapy. 

4. Housing management of uncomplicated MRSA not requiring IV 
therapy. 

5. Supervision/assistance with ADLs related to dementia/ Alzheimer's. 

6. Nutrition via gastric feeding tubes. 

7. Long term dialysis management. 

8. Care of chronic urinary catheters, colostomies, PICC lines, central 

lines and indwelling ports 

9. End of life management. 

b. All Sheltered Housing Admissions require Site Medical Director approval. 

c. All patients will be an Infirmary Care Admission for at least 72 hours 

before being considered for Sheltered Housing unless exception granted 

by Site Medical Director. 

d. All Sheltered Housing patients housed in an infirmary will be followed in 

the site's weekly Care Management meeting. 

 
HEALTH CARE PRACTITIONER duties include: 

1. Placement into Sheltered Housing in the infirmary requires approval from 

the Site Medical Director and an order from a HCP. 

2. Sheltered Housing is not considered in-patient placement and does not 
require placement within the infirmary. 

3. HCP orders for Sheltered Housing should include specifics for the 
following: 

a. HCP rounds monthly and prn. 

b. Order frequency of Nursing Assessments 

c. Medications 

d. Frequency of Vital Signs and weights 

e. Activity 

f. Medical Classification with Restrictions, if any 

g. Treatments, if any 

4. HCP will document the transition from Infirmary care to Sheltered 

Housing on the infirmary discharge template. 

5. Canteen privileges require an order by the Site Medical Director as written 

in the Infirmary Admission Guidelines. 

 
NURSING duties include: 

1. Admitting Nurse will complete EHR Sheltered Housing documentation, 

including taking off HCP's orders, initial assessment and begin any 

applicable flow sheets. 

2. Infirmary Nurse or designee will transcribe the HCP orders within the 

following time-frames: 
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i. Stat orders will be noted and carried out immediately 

and the HCP will verbally inform the nurse of this 

order, 

ii. Routine orders will be noted within 8 hours. 

 

b. Nursing will document the initial nursing assessment and as per HCP order. 

c. Documentation of nursing assessment will be on infirmary nursing assessment template. 

d. In addition to nursing assessments, nursing rounds will be documented: 

1. every shift, 

2. by exception, 

3. and by HCP order. 

4. documentation of nursing rounds will be on infirmary nursing progress 
note. 

e. Check chart to determine that all Chronic Care orders and medications are to be 

continued. 

f. Infirmary Nurse or designee will notify support services/departments concerning 
patient's admission and related orders: 

1. Security 

2. Classification/Unit Team 

3. Facility Records (as applicable) 

4. Food Service (as applicable) 

5. Behavioral Health (as applicable) 

6. Chaplain (as applicable) 

7. Chronic Care Nurse (as applicable) 

8. Infection Control Nurse (as applicable) 

9. Manager Nurse (as applicable) 

10. Dental or Supervisory Nurse 

g. Infirmary Nurse or designee will: 

1. Orient patient to the rules and regulations of the infirmary. 

2. Orient patient to the HCP orders. 

3. Initiate new MAR 

4. Initiate Individual Record within 4 hours of admission and 
completion by 8 hours. 

h. The Individual Record is not part of the permanent record and maybe recorded in pencil. 

1. Nursing Care Plan will be initiated within 3 days of admission. 

2. The Nursing Care Plan will be kept with the individual record until  
the plan is discontinued or the Inmate has been discharged from 
Sheltered Housing. 

3. Nursing Care Plan is then placed in the hard chart. 

4. Add Sheltered Housing admission to Daily Infirmary Log report 

sheet. (see attachment) 
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5. Ensure patient has hygiene items available. 

6. All inmates admitted to Sheltered Housing on bed rest or total care 

will be offered a bed bath with assistance daily. 

i. Chronic Care and/or Special Needs clinic will continue as scheduled. 

j. The HCP will be notified immediately of any change in a patient's status. This notification 

will be documented in EHR. 

k. The HCP will be notified of patient's Living will. 

l. Nursing may make referral to Behavioral Health Services for evaluation of cases that 

include behavioral health concerns. 

m. Nursing will do a 24-hour audit on all charts to ensure orders have been taken off, noted 

correctly, and completed as ordered. This will be completed on the night shift or the shift 

assigned by Infirmary Supervisor. 

 

F. SHELTERED HOUSING DISCHARGE 

HEALTH CARE PRACTITIONER duties include: 

a. HCP discharge from Sheltered Housing follows guidelines for Infirmary Care Discharge. 

 
NURSING duties include: 

1. Nursing discharge from Sheltered Housing follows guidelines for Infirmary Care 
Discharge. 

 

HEALTH CARE RECORDS duties include: 

1. Health care records staff and/or nursing staff will complete the infirmary 

record audit within 72 hours to ascertain all documentation is filed and 

completed. 

 

G. INFIRMARY TO INFIRMARY TRANSFERS 

 
a. All Infirmary to Infirmary transfers must have pre-approval from the Site Medical 

Director. A transfer request form will be filled out by the sending facility UM nurse or 

designee. The HSA from the transferring facility to the receiving facility must verify with 
the receiving HSA that they can accommodate the inmate's needs. (UM-07) 

 
HCP, NURSING AND MEDICAL RECORDS duties include: 

1.  The UM nurses will notify the following: HSA, DON, and Facility Medical Director 

of the transfer out and transfer to facility. 

2. The transferring HCP will telephone the receiving HCP to discuss the patients' 

medical condition, current plan of care prior to the transfer and document in the 

EHR. 

3. The transferring HSA will telephone the receiving HSA to seek pre-approval for 

transfer and to discuss any relevant plan of care information. 

4. The transferring DON will telephone the receiving DON to discuss any relevant 

plan of care information including pending Utilization Management referrals and 
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special equipment needs and document in the EHR. 

5. If applicable, designated transferring infirmary nurse may contact receiving 

infirmary nurse to discuss existing plan of car  

6. The receiving HSA/DON will discuss any relevant plan of care with the receiving 

Infirmary Nurse. 

7. The receiving HCP will: 

1. Complete a physical examination and plan of care within 24 

hours upon arrival to the receiving infirmary. 

ii. Provide admission orders and plan of care. 

8. Transferring nurse/medical records will ascertain that the following are prepared 

and transferred with patient: 

a. Medications, if applicable, 

b. MAR, if applicable, 

c. Hard copies of medical and behavioral health records, 

d. X-rays, if applicable, 

e. Specific patient care equipment, if applicable. 

 

H. BEHAVIORAL HEALTH CRISIS LEVEL ADMISSION 

1. Behavioral health admissions to the infirmary are due to the placement of an 

inmate on a Behavioral Health Crisis Level. 

2. Infirmary placement maybe considered for all crisis level events. Other 

designated beds (e.g. Restrictive Housing) will be utilized for Crisis Level I or 

Crisis Level II events, based on approval of Health Service Administrator. 

3. Crisis Level Ill, IV, and V events shall be placed in the infirmary, unless the 

responsible psychiatrist determines that the event is more safely dealt with by 

placement in a restrictive housing bed especially designated for use in these 

events (e.g. use of restraint bed in a Restrictive Housing Unit, use of BHU for 

Crisis Level Ill, IV or V events). 

4. Behavioral Health Crisis Level admissions that become extremely disruptive to 

the infirmary setting will be considered for transfer to a designated restrictive 

housing bed pending approval from the responsible psychiatrist that such a 

transfer will not be detrimental to the care of the inmate. 

5. All allowed property on Crisis Levels is by order of the psychiatrist or 

psychiatric ARNP only and are medical orders. 

 

 
PSYCHIATRIST duties include: 

1. The Psychiatrist shall order infirmary admission. 

2. Orders will include: 

a. admission to infirmary 

b. diagnosis 

c. medications 
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d. frequency of vital signs 

e. diet (regular meal vs. finger food) 

f. activity 

g. nursing intervention as follows: 

1) according to VitalCore Policy and Procedure for 

Crisis Level IV and V placements 

2) daily nursing rounds plus behavioral descriptions (on 
EHR) all shifts for Crisis Level Ill placement. 

3) nursing restrictive housing check daily for Crisis 
Level I and II placements. 

4) Psychiatry may order changes to the frequency 

of nursing intervention noted above. 

a. l&O, treatments, lab/special studies, 
etc. 

b. All property allowed including clothing 

and bedding; is by psychiatric medical 

order only. 

c. specific Crisis Level (I-V) 

3. Psychiatrist after hour verbal admission orders will sign on the next business 
day. 

 

4. Psychiatrist will conduct a face to face assessment of the client on the day the 
Behavioral Health Crisis Level Admission commences. For admissions initiated 
after regular business hours, the patient will be seen on the next business day. 
The telepsychiatry system will be utilized for those sites without an on-site 
Psychiatrist, and coordination will occur with Security for escort of the patient 
to the telepsychiatry terminal location. Consultation will occur with Security to 
ensure that the inmate can safely be transported to the telepsychiatry room. 
If it is determined the inmate cannot be safely transported, the face to face 
interview with the Psychiatrist will be postponed until such can safely occur. 
After the face to face assessment, the Psychiatrist will then document the 
frequency of psychiatric rounds from that point forward. 

 

5.     Psychiatrist will round daily (on business days) on any patient placed on a Crisis 

Level Ill, IV, or V, until such time as the Crisis Level decreases to Level 11 and 

the Psychiatrist determines that daily psychiatric rounds are no longer 

necessary. 

6.     On weekends daily, the Infirmary Nurse will update the Psychiatrist on the status 

of any clients on Crisis Level Ill, IV or V. 

7.     Psychiatrist will complete all documentation in the EHR system. Documentation 

should include: 

a. progress made; 

b. remaining problems; 

c. side effects; 
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d. lab results 

e. follow-up plan. 

8.    Psychiatrist will make medical referrals when necessary. 

 

9. The responsible site Psychiatrist will direct, contribute to, and co-sign the multi 
disciplinary treatment plan after it has been entered in EHR by the Behavioral 
Health Professional. 

 
HEALTH CARE PRACTITIONER duties include: 

1. HCP will complete a medical Admission History and Physical within seventy-two 
(72) for Crisis Level Ill, IV and V admission. Crisis Level I and II infirmary admissions do 
not require a medical Admission History and Physical unless requested by the 
responsible Psychiatrist. In these cases, the time frame for completing the Admission 
History and Physical will be as noted above. 

2. HCP will follow psychiatric patients with medical issues throughout the stay in 

the infirmary for the crisis level placement. 

3. Telemedicine rounds may be used in lieu of on-site rounds for patients. Telemedicine 

rounds may not exceed three (3) days in succession. 

4. The HCP will see Behavioral Health Crisis Level Infirmary Admissions at the request of 

the Psychiatrist if concern arises regarding the presence of a medical condition during 

the Infirmary placement. 

5. All changes in assessment and/or plan of medical care will be documented in EHR. 

 
 

BEHAVIORAL HEALTH PROFESSIONAL duties include: 
 

a. BHP will make daily BH rounds on Behavioral Health Crisis Level Admissions. Weekend 
rounds will be completed via telephone by the BH Coordinators.     

b. Any Behavioral Health Crisis Level Admission that is admitted as a Crisis Level Ill after 
hours on Friday-Sunday will be seen in a face to face visit within at least 24 hours of the 
admission by the Behavioral Health Coordinator. Any Crisis Level IV or V admission will be 
seen as soon as the assigned Behavioral Health Coordinator can arrive at the facility. 

c. Daily follow-up sessions will be documented in EHR. Information gathered via 
weekend/holiday telephone reports will be entered in EHR on the next business day that the 
BHP is on-site. 

d. EHR notes will include at a minimum: 
a. presenting symptoms 
b. medication compliance 
c. self-harm risk assessment 
d. progress made in addressing issues that precipitated crisis event; 

interventions made and plan for follow-up. 
e. Certain decreases in Crisis Levels will require additional on-site visits if they occur after hours. 

While attempts should be made to avoid significant level changes after hours, such cases may 
arise and require consultation with the Psychiatrist. 

a. a decrease from Crisis Level Ill to II after hours requires a face to face 
interview with an BHP. This requires a Psychiatrist's order. 

b. a decrease from Crisis Level V to IV, or from IV to Ill after hours DOES 
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NOT require a face to face interview with an BHP. A face-to-face 
interview is not required as such a level change does not result in the 
cessation of a continuous security watch. 

f. BHP will consult daily with the psychiatrist regarding the treatment plan development for 
Behavioral Health Crisis Level Admissions, and the BHP will ensure that the treatment plan is 
entered in the EHR system. 

g. All facilities will have on-call Behavioral Health Professionals (BHP) and Psychiatrists. The on-
call Behavioral Health Professional will be trained to serve as the primary contact person for all 
behavioral health crisis issues that occur after hours. If there are questions about how to 
handle a given case or concerns arise about the behavior or presentation of an inmate, contact 
the on-call BHP. The BHP will assist in handling the crisis case and will serve as a liaison with 
the on call psychiatrist with the exception of Psychiatrist's order. The Psychiatrist must call in 
all orders to the infirmary. 

h. BH Coordinator or Clinical Supervisor will verify that Psychiatrist has completed admission and 
discharge paperwork for crisis admissions in the manner detailed previously in this manual. 

 
NURSING duties: 

1. Complete initial nursing assessment and begin any applicable flow sheets upon 

admission (restraint protocol, forced medication protocol). 

2. Complete and document nursing rounds plus behavioral descriptions at a minimum of 

every shift while on Crisis Level Ill or above, unless ordered more frequently by 

Psychiatrist. 

3. Complete Nursing Restrictive Housing Check daily and document on paper rounds 
form for all Crisis Level I and II placements, regardless of placement in Infirmary or 

Restrictive Housing 

4. Continue current HCP/Psychiatrist orders. 

5. If the patient's condition changes, the nurse will notify Behavioral Health immediately 

for recommendations. If after hours, the on-call Behavioral Health Professional shall 

be contacted. The Behavioral Health Professional will then contact the Psychiatrist if 

warranted. If Psychiatrist wants new orders he/she must call the infirmary and give 

directly to the Infirmary Nurse. The nurse cannot take orders from a Behavioral 

Health Professional. 

6. Infirmary Nurse or designee will transcribe the HCP/Psychiatrist orders within 

timeframes as follows: 

a. Stat orders will be noted and carried out immediately and the 

HCP will verbally inform the nurse of this order, 

b. Routine orders will be noted within 8 hours. 

 
7. Infirmary Nurse or designee will notify support services/departments concerning patients' 

admissions and related orders: 

a. Security 

b. Classification/Unit Team 

c. Facility Records (if applicable) 

d. Food Service (if applicable) 

e. Chaplain (if applicable or requested) 
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f. Chronic Care Nurse (if applicable) 

g. Clinic Medication Nurse 

h. Infection Control Nurse (if applicable) 

i. Care Management Nurse (if applicable) 

j. Dental 

k. Charge Nurse or Supervisory Nurse 

8. Infirmary Nurse or designee will: 

a. Orient patient to the rules and regulations of the infirmary. 

b. Orient patient to the Psychiatrist and/or HCP orders. 

c. Initiate new MAR. 

d. Initiate Individual Record within 4 hours and complete within 8 
hours.  

e. Initiate Nursing Care Plan within 3 days of admission 

f. Add Behavioral Health Crisis Level admission to daily Infirmary 
Report sheet. 

g. Daily Infirmary Log report to be faxed at Midnight everyday by 

night shift per policy Census and report will be checked as 

current and correct at the time sent by night nurse 

h. Ensure patient has hygiene items available, if allowed. 

 
HEALTH CARE RECORDS duties include: 

1. Infirmary and health care encounter records are maintained within the EHR 

system. Documentation of diagnostic testing, specialty consults, hospital 

reports, dental records, etc., are available to medical and nursing 

infirmary staff. 

 

I. BEHAVIORAL HEALTH DISCHARGE 

 
PSYCHIATRIST duties include: 

1. A psychiatrist order is required to reduce or discontinue a behavioral health 

crisis level and discharge the inmate from the infirmary. Exception Site 

Medical Director. 

2. Psychiatrist will review the crisis placement and consult with the Behavioral 

Health Professional assigned to the crisis case. Any inmate considered for 

release from crisis level will meet with the Psychiatrist for an assessment of 

readiness for discharge. 

3. Psychiatrist shall see any inmate considered for release from crisis level. At 

those sites utilizing telepsychiatry, arrangement will be made between 

Security and Behavioral Health to have those inmates escorted to the 

telepsychiatry office for this visit to occur. 

a. The inmate shall be seen by Psychiatry services, either by the 

Psychiatric ARNP or Psychiatrist, within fourteen days from 

crisis level discharge. 
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b. If the inmate is being followed in the infirmary for a medical 

issue requiring infirmary care, the medical HCP will be notified 

of the Behavioral Health release and will discharge the inmate 

from the medical infirmary care when appropriate. 

4. Discharge orders to include: 

a. medications; 

b. follow-up visits for psychiatry services within 14 days 

c. treatment plan for on-going psychiatry care 
 

5. Completion of the Psychiatrist Discharge Summary in EHR within 24 hours of 

the discharge order, or the next business day. 

a. Document the disposition of the patient upon dismissal from the 

infirmary in the EHR on the Discharge Summary template. 

b. Document Behavioral Health orders within EHR which will be 
specific to: 

1) Medications 

2) Diet 

3) Activity 

4) Medical Classification and Restrictions 

5) Follow up for: clinic visit, 

6) Education given to the patient at time of discharge 

6. Psychiatrist will complete the discharge summary within twenty-four (24) hours 

for those sites with forty (40) hours per week of Psychiatrist coverage. 

a. Sites with less than 40 hours per week HCP coverage will have 
the documentation completed during the next on-site visit. 

b. Psychiatrist will be responsible for the Psychiatrist Discharge 
Summary for behavioral health admissions. 

 
HEALTH CARE PRACTITIONER duties include: 

a. Determination of any follow-up services needed for patients with co-morbid medical 

issues. Schedule for follow-up appointments will be entered in the EHR system. 

 
BEHAVIORAL HEALTH PROFESSIONAL duties include: 

1. Consultation with Psychiatrist regarding inmates presented for release from crisis 

placement. 

2. Provision of information to inmate regarding plan for follow-up behavioral health 

services. 

3. All inmates discharged from Crisis Level will be seen for follow-up by BHP within 

three (3) days of the discharge. At that time, an on-going schedule for behavioral 

health follow-up will be determined and documented in EHR. 

4. All inmates housed for behavioral health reasons are discharged from crisis status 

to Restrictive Housing status, and as such will be seen by Behavioral Health staff 

for daily restrictive housing rounds M-F. 
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5. Completion of documentation in EHR on day of discharge from clinic to include: 

a. plan for follow-up behavioral health services 

b. consultation with psychiatrist noted 

c. treatment plan for on-going behavioral health follow-up. 
 
NURSING duties include: 

1. Complete the Nursing Discharge process with documentation upon release 

from the infirmary. 

2. Discuss discharge information/education with the patient who verbalizes 

instructions are understood. 

3. Document time of discharge on Daily Infirmary Log report 

4. Notify support services/departments concerning patients' discharge and 
related orders 

a. Security 

b. Classification/Unit Team 

c. Facility Records (as applicable) 

5. Food Service (as applicable) 

6. Behavioral Health (as applicable) 

7. Chaplain (as  applicable) 

8. Chronic Care Nurse (as applicable) 

9. Infection Control Nurse (as applicable) 

10. Care Management Nurse 

11. Dental 

12. Charge or Supervisory Nurse 

13. Send medication to medication room where inmate will be housed. 

14. Destroy Record 

15. Close out all Nursing Care Plans by writing in a nursing progress note that goal 
was met or not met. 

a. File in paper chart 

16. Ensure that room, bed, and equipment are properly disinfected. 

 
HEALTH CARE RECORDS duties include: 

1.  Health care records staff will complete the infirmary record audit within 72 

hours to ascertain all documentation are completed and filed. 

 

J. DEFINITIONS 

 
A. Infirmary: An area in the facility accommodating patients for a period of 24 

hours or more, expressly set up and operated for the purpose of caring for 
patients who need skilled nursing care but are not in need of 
hospitalization or placement in a licensed nursing facility, and whose care 
cannot be managed safely in an out-patient setting. It is not the area itself, 
but the scope of care defines the "infirmary bed." 
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B. Infirmary care: (Defined by NCCHC) Care provided to patients with an 

illness or diagnosis that    requires daily monitoring, medication and/or 
therapy. 

 
A. Types of infirmary care include: 

1. Infirmary Care Admission: The housing of an inmate whose illness or diagnosis 
requires close monitoring and/or specialized medical treatment along with daily 

HCP rounds. A patient potentially (possibly) requiring tertiary hospital care. 
Examples to include, but not limited to, unstable cardiac status, first day post op, 

diabetes, acute abdominal pain, neurological deficit. 

 

2. Observation: Infirmary care of designated beds used for medical or behavioral 

health observation for specific purposes, such as watching the patient's responseto 

a change in medication regimen; to guide NPO status prior to diagnostic testing; to 

allow patients to recover from day surgeries or medical procedures; determination 

of labor. Observation status may be for up to 24 hours and then the patient must 

be discharged or admitted to the infirmary. 

 

3. Behavioral Health Crisis Admissions: Admissions to infirmary beds will be 

referred to as "Behavioral Health Crisis Admissions" in this manual in order to 

differentiate them from medical observation admissions. Behavioral Health Crisis 

Admissions will be utilized for purposes such as monitoring risk for self-harm, 

monitoring response to medication changes, and assisting client in returning to 

general population housing after periods of decomposition. 

 

4. Sheltered Housing: This housing placement provides a protective environment 

that does not require 24-hour nursing care. The beds can be in other designated 

areas of the facility rather than the infirmary. 

 
A. Health Care Practitioner (HCP): Physician, psychiatrist, dentist, physician assistant and 

nurse practitioner. 

 
B. Qualified Health Care Staff: Physicians, psychiatrist, physician assistants, nurses, nurse 

practitioner, dentists, behavioral health professionals, and others who by virtue of their 

education, credentials, and experience are permitted by law to evaluate and care for 

patients. 

 
C. Nursing Assessment: Includes vital signs, a body system evaluation, pain level 

assessment, activity, safety, and hygiene. The nursing assessment is documented on the 
daily nursing assessment template. 

 
D. Nursing Rounds: Nursing rounds of the patient will include at a minimum behavioral 

descriptions along with vital signs if ordered. 
 
 

E. Vital Signs: Include temperature, pulse, respiration, blood pressure, pulse Oximetry. 

Height and weight are recorded on all Infirmary Care Admissions. 
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F. Electronic Health Records (EHR): Patient's medical records on the computer. 
 

G. Basic Skills: Basic caretaking such as bathing; dressing; grooming: routine dental, hair and 
skin care; oral feedings; exercise; toileting; hand washing; transfer, ambulation, and 
administration of medications (PO, IM, SQ). Additional therapies as approved by Site 
Medical Director. 

 
H. Limited Technical Skills: To include basic nursing skill level care. Urinary catheterization; 

ostomy care; prep and administration of gastrostomy tube feedings; care of skin with 

damaged integrity or potential for this damage; administration of medications (IV, PO, IM, 
SQ). Additional therapies as approved by Site Medical Director. 

 
I. Increased Technical Skills: To include basic nursing skill level and limited nursing technical 

skill level care. In addition, nursing care of central line access; administration of 

medications (IV, PO, IM, SQ) to include PCA pump; Stage Ill or greater wound care. 

Additional therapies as approved by Site Medical Director. 

 
J. End of Life Program: Ensures that patients in the end stage of life are provided with care 

that preserves their dignity in the last few months of life. 
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Admitting DX: Type of Infirmary Care date: 

 
Infirmary Care Admit 

Sheltered Housing 

Observation 

Crisis Level 

Month: Year: 

Code Blue: Yes/ No Advance 

Directives: 

Yes/ No 

Special Procedures: 

 
Date: 

Date: 

Allergies: Outside Consulting MD: Operations: date: 

Admission date/time: Diet: Snacks: 

 
 
 

Self/ Assist/ Feed 

Special Feeding: NPO

 HOLD 

I I I o I I 

Fluids: 

Encourage/ Restrict 

7-7P 

7-7A 
Others 

Mental Status: 

Alert/confused/unresponsive Height Weight 

BP-TPR 

Neuro checks Safety: 
Fall protection 

Hx of falls yes no Bed rest: 

Up Ad Lib: 

Glucose Monitoring/frequency 

 
Sliding scale   Yes No 

Chair: 

Bedside Commode/BRP 

Bed Bath: /Assist Bath: Suction/Drains: 

NG Tracheal JP/Blake 

 
 
Intermittent/continuous 

Chest 

Other 

Shower /Tub: 

Mouth Care: 

 
Special Nursing Concerns: 

 
 
 
Crisis Level Restrictions: 

 
Dentures: N/A Upper/ Lowers Full/ 

Partial 
 
Bowel Patterns: 

Date of Last BM 

Frequency 

Prosthesis: 

eye/limb/glasses/contacts/hearing aids 

Therapeutic Restraints: 

Max time limit 8 hours unless 
Orders renewed. 

 
Circulation/Sensation q 15 min 

for 1st 2 hours 

 
Release for ROM q 2 hours VS 

q 2 hours 

Security Staff to document q 15 Min 

observation 

 
Post forced med VS q 15 min X I 

hour Time given    

Catheter/ size: date: 

Drainage bag change q 7 days on    

 
Respiratory Therapy: 

Oxygen  I/min Oxygen 

Sats 

 
Constant PRN 

 
Cannula Mask 

 
Dressing and Treatments: 

 
Nebulizer TX: 

Last, First, Middle DOC# DOB RACE/SEX FACILITY 

 
 



 

23  

 

Lab Tests Lab Tests X-Ray/ 
EKG 

Admission Checklist 
Date  date  

           HCP Complete Order template ever 
admission.      

     HCP complete H&P with 124hr 

          HCP Infirmary Care Admit 
documentation daily      

           Nursing Assessment & one nsg note 
q 8 hr.      

     
-- Individual Treatment Plan initiated 
within 4 hrs. of admission      

     Orders noted with in 8 hrs. 

           Orientation of I/M to infirmary 
rules      

     Initiate Infirmary MAR 
      

            Notify Support Service 
Dietary, Records, CC, IC. Daily    

   Hard Chart available 

   
-- Medications ordered 

   

   Discharge Checklist 
   

IV Site:           HCP Complete Discharge 
Summary within 24 hr. Needle:  

Start Date: Miscellaneous: Resolve Individual Care Plan 

Change Date:          Nursing Discharge template 
Completed 

- Pt Education of D/C Instructions and 
Medications provided 

Tubing Change:  

IV Orders: Notify Support Services 
 

       Initiate New Population MAR & 

Send to med room with medications 

-- Order Meds if needed 

      Infirmary Audit completed 

 Discharge Planning: 
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Admission Date/Time: I  Signature of Nurse Initiating Plan: 

Date/Time/ 
Initial: 

 
Nursing Diagnosis 

 
Interventions 

 
Outcome Criteria 

Date 
Resolved 

     

Inmate Name (Last, First Middle) DOC# DOB Race/Sex Facility 

Infirmary Nursing Care Plan 
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     Daily Infirmary Log  
Total Infirmary Beds:    SITE:       

Occupied Beds:    Date:      

Room # 
or Bed # Inmate Name DOC # 

Admissions 
Date 

Discharge 
Date 

Type of 
Admission: 
INF; OB; 
SH; CL I, II, 
III, IV, V DX Current Status 
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Report 
 

 

 ADMIT 
DATE 

 
 

DIS    DISCHARGE 
DATE 

 

 
LAST NAME 

 

 
DOC# 

TYPE OF ADMISSION 
PUT DATE IN CORRESPONDING CELL 

 

 
DIAGNOSIS 

 

CU      CURRENT HEALTH 
CONDITION 

INF OBSV CRISIS SHELTRD 
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SECTION 1

CORPORATE POLICY



1 

Infection Prevention and Control Policy 

Policy: 

The facility will implement an Infection Prevention and Control (IPC) program that ensures adequate 

surveillance, and prevention and control of communicable diseases for the protection of staff and 

inmates.  The IPC program will be based on current evidence-based medicine and public health 

recommendations and will be in compliance with applicable accreditation health standards for jails or 

prisons.      

Procedures 

These procedures are supplemented by customizable template documents, the VitalCore: Infection 

Prevention & Control Procedural Manual, Bloodborne Pathogen Exposure Control Plan, and 

Tuberculosis Exposure Control Plan.   

A. Program Administration

1. Staffing:  The Heath Services Administration (HSA) has administrative oversight of the institution

Infection Prevention and Control (IPC) program.  The Medical Director ensures that the IPC

program operates within the parameters of evidence-based medical practice.  A registered nurse

(RN) or advanced practice provider will serve as the institution Infection Preventionist (IP).   The IP

is responsible for the implementation of the IPC program with oversight from the IPC Committee.

The IPC will receive specialized training in infection prevention and control.

2. IPC Committee (IPCC):  The IPCC meets at least quarterly and is managed in accordance with the

procedures outlined the IPC Procedural Manual template.  Committee meetings are documented

with meeting minutes utilizing standardized IPC meeting minute template.

3. IPC Procedural Manual and Exposure Control Plans:  Annually, the IPCC reviews and updates

the IPC Procedural Manual and the facility Bloodborne Pathogen and Exposure Control Plans

utilizing the customizable templates for these documents provided by VitalCore Health Strategies.

These documents fulfill CDC guidelines and OSHA requirements for infection prevention and

control.  They are signed off at a minimum by the site Medical Director, Health Services

Administrator, and Chief Executive Officer (CEO) and made readily available to facility staff.

B. Infection Prevention & Control Program - General

1. IPC Education and Training is conducted at hire and annually for correctional and health care

staff in accordance with 29 CFR § 1910.1030, Bloodborne Pathogens; 29 CFR § 1910.134,

Respiratory Protection.  Upon hire and annually, Health Services staff will be provided additional

training on Standard and Transmission-Based Precautions and patient safety.

2. Infectious Disease Surveillance and Outbreak Management

a) Intake and Annual Screening:
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• All newly incarcerated inmates will be screened for signs and symptoms of communicable 

diseases upon receiving screening and during the intake history and physical examination.   

Screening will universally include a symptom screening for pulmonary tuberculosis and a 

visual inspection of the skin for signs of lice or scabies or signs of skin or soft tissue 

infections.   

• Additional diagnostic screening for communicable diseases will be conducted per local 

guidelines that are based on local epidemiology and associated risk assessments, the 

characteristics of the incarcerated patient population, local and state regulations, local 

public health recommendations, and the inmate’s sentence status.  Local intake screening 

guidelines for communicable diseases shall be informed by evidence-based medicine and 

be recorded in the local IPC Procedural Manual.   

• A decision will be made regarding the need for annual TB screening will be based upon the 

facility TB risk assessment in consultation with public health authorities.   

b) Identifying Communicable Disease Outbreaks and Reportable Conditions: The HSA, CD, and 

IP are responsible for detecting disease outbreaks in accordance with the facility IPC 

Procedural Manual. 

c) Reporting: Any infectious disease outbreak or suspected or confirmed case of tuberculosis, 

varicella, hepatitis A, measles, foodborne illness or other highly communicable or reportable 

infectious diseases shall be promptly reported to public health authorities and to VitalCore 

Infection Control Nurse or designee in accordance with established procedures. 

A copy of the communicable disease reporting laws and regulations of the local jurisdiction 

shall be maintained by the Health Service Administrator.  The Health Services Administrator or 

designee shall ensure that reportable infectious diseases and outbreaks are reported to local 

public health authorities as required.  Inmate authorization for release of information is not 

needed before making legally mandated communicable disease reports to public health 

authorities.   

d) Ongoing Surveillance: The IPC committee shall determine the appropriate surveillance 

priorities for the local facility based on local epidemiology, public health alerts, and suspected 

or confirmed outbreaks in the correctional facility or system.  The IPC committee will analyze 

surveillance data in order to identify necessary mitigation strategies or changes in surveillance 

requirements. 

e) Outbreak Management:  Infectious disease outbreaks are managed in consultation with the 

VitalCore Infection Control Nurse and local public health authorities following the principles 

outlined in the IPC Procedural Manual.  

3. Immunizations:   

 

a) Inmates: All facilities will provide the hepatitis B vaccine series to inmate workers at risk of 

bloodborne pathogen exposure within 10 days of beginning work assignment in accordance 
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with OSHA regulation, 29 CFR 1910.1030.  A plan for offering seasonal influenza vaccine to 

detainees will be developed with priority given the CDC priority groups for influenza 

vacationation.  Other immunizations will be provided to inmates per local guidelines that are 

based, in part, on jail versus prison status; local epidemiology; local and state regulations; and 

recommendations of public health authorities.      

 

b) Employees/Workers:  All correctional workers and those inmate workers with high-risk duties 

(e.g., blood spill clean-up, health services orderlies) are offered hepatitis B vaccination within 

10 days of employment in accordance with OSHA regulation, 29 CFR 1910.1030.  Other 

immunizations are provided to health care providers as outlined in VitalCore’s Employee Health 

Policy. 

4. Standard Precautions: are implemented, based upon guidance from Centers for Disease Control 

and Prevention (Guide to Infection Prevention for Outpatient Settings: Minimum Expectations for 

Safe Care), and as specified in the IPC Procedural Manual template.  Guidance covers:  hand 

hygiene; personal protective equipment (PPE); needlestick and sharps injury protection; safe 

injection practices; phlebotomy procedures, respiratory hygiene/cough etiquette; environmental 

cleaning of patient care areas; and safe handling of medical devices.  The HSA is responsible for 

assuring that there is an adequate supply of PPE.  Disinfectant products with 1-3 minute wet-times 

shall be used for environmental cleaning of clinical contact surfaces.  Whenever possible 

disposable medical devices shall replace medical devices that require sterilization 

5. Transmission-Based Precautions:  Health care providers will implement CDC guidelines for 

transmission-based precautions for inmates with suspected or confirmed infectious organisms 

that require measures beyond standard precautions to prevent their spread.  Transmission 

precautions are always used in addition to standard precautions.   

The three basic types of transmission precautions are:  

• Contact Precautions (including Contact Enteric Precautions);  

• Droplet Precautions; and  

• Airborne Precautions.   

Specific guidance on the use of transmission-based precautions is detailed in the IPC Procedural 

Manual template.  

The IPCC will consult with the CEO to identify specific and appropriate rooms to use for isolation.  

Airborne infection isolation rooms to isolate and treat inmates with suspected TB or other 

airborne diseases such as measles (if applicable) will be managed in accordance with CDC 

guidelines as outlined in the IPC Procedural Manual template, including monitoring for negative 

pressure and meeting CDC air exchange and validation requirements.  In facilities that lack 

airborne infection isolation (AII) rooms, inmates who require AII will be transported to another 

correctional facility or appropriate  health care facility with an available AII room.   
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6. Treatment of Infectious Diseases: is accomplished in accordance with evidence-based 

guidelines for infectious diseases (and access to subspecialty input as clinically warranted). 

References to be consulted for treatment of infectious diseases are listed in the IPC Procedural 

Manual template.  Local references from public health authorities shall be added to the list. 

7. IPC Environmental Inspections:  The IPCC will develop and implement environment inspection 

procedures for evaluating IPC practices throughout the facility, using an approved, adaptable 

checklist.  Inspections will occur at least monthly, and more frequently as necessary for high-risk or 

unresolved concerns, with results discussed at the IPCC meeting.  

Areas for inspection include hand hygiene supplies and practices; patient care rooms; health 

services offices, break rooms, waiting rooms and bathrooms; medication storage; waste 

management in patient care areas; medical devices; dental suite and sterilization procedures (as 

appropriate); and laboratory (as appropriate). 

C. Blood Borne Pathogen (BBP) Exposure Plan 

1. Administration:  The IPC committee will develop and implement a bloodborne pathogen 

exposure control plan consistent with OSHA regulation (29 CFR § 1910.1030, Bloodborne 

Pathogens), CDC guidelines, and relevant evidenced-based medicine using the VC Bloodborne 

Pathogen Exposure Control Plan adaptable template. The committee will review the plan annually 

and update as necessary.   

2. Institution Plan:  The institution’s bloodborne pathogen exposure control plan will address:  

exposure control plan availability and updating; use of standard precautions; risk classifications of 

staff and inmates; engineering and work practice controls; sharps disposal; blood spill cleanup 

procedures; laundry management; hepatitis B vaccination program; and bloodborne pathogen 

post-exposure management, and annual sharps review by health care providers.     

3. Key Policy Requirements: 

• All correctional workers and those inmate workers with high-risk duties are offered hepatitis B 

vaccination within 10 days of employment. 

• Personal protective equipment is available and appropriate for worker protection 

• The institution has procedures for handling, collecting, transporting, and storing regulated 

medical waste in accordance with applicable local, state, and federal regulations. 

• Bloodborne pathogen exposures in the workplace will be documented on the OSHA 300 log per 

OSHA record-keeping requirements and reported to the IPC committee for review 

• Workers potentially exposed to bloodborne pathogens will be evaluated for post-exposure 

management in accordance with OSHA requirements, CDC clinical guidance, and relevant 

evidenced-based medicine.  
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D. Tuberculosis Control Plan:  Develop and oversee the implementation of an institution-specific 

Tuberculosis (TB) Exposure Control Plan that is consistent with OSHA regulation (29 CFR § 

1910.134, Respiratory Protection), CDC guidelines, and relevant evidenced-based medicine. 

1. Administration:  The IPC committee will develop and implement a TB exposure control plan 

consistent with applicable OSHA regulations, CDC guidelines, and other relevant evidenced-based 

medicine.  The committee with review the plan annually and update it as necessary.  The plan will 

be maintained in the institution’s IPC manual.    

2. Institution Plan:  The institution’s TB exposure control plan will address:  TB risk assessment 

based on local epidemiology and incarcerated patient characteristics; intake & annual screening 

strategies to detect active TB; housing and isolation of inmates with suspected or confirmed TB;  

case management of inmates with suspected or confirmed TB; respiratory protection of staff; 

airborne infection (AII) room use and maintenance; periodic assessments for latent TB infection or 

disease; and management of inmates with latent TB infection.      

3. Key TB control measures:   

a) Screening:  At intake, all inmates are assessed by a health care professional for clinical signs 

and symptoms of pulmonary TB.  The symptom screen is documented in the inmate medical 

record.  Inmates with symptoms of pulmonary TB are isolated and further evaluated with a 

chest radiograph.  Additional screening strategies may be indicated based upon the institution’s 

TB risk assessment. 

b) Isolation:  Inmates with suspected pulmonary TB are isolated alone in an Airborne Infection 

Isolation (AII ) room.   Only institutions that have a validated AII room can isolate and treat 

inmates with suspected TB within the facility.  Those facilities that do not have a validated AII  

room shall make arrangements to isolate inmates at another institution with a validated AII  

room or the local hospital.  While an inmate is in an AII  room, staff or inmates entering the 

room wear a respirator (N-95 efficiency or better) for which they have been fit-tested.  In 

accordance with OSHA regulations, facial hair cannot interfere with the respirator seal. 

c) Transport.  Facilities without an AII room will transport inmates with suspected TB to a local 

hospital or another correctional facility with the capability of isolating and treating the inmate.  

Staff providing transport or hospital escort will follow precautions for transport outlined in the 

TB Exposure Control Plan.  
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This Infection Prevention & Control (IPC) Procedural Manual is designed to be customized by each 
facility utilizing a fill-in-the-blank template to customize the procedures to the unique requirements of 
the facility.   

GENERAL INSTRUCTIONS FOR USING THIS TEMPLATE: 

• This document is a Microsoft Word file.

• Throughout the template, the red text in square brackets (e.g., [text]) indicate the places where
facility-specific information should be inserted. Delete the red text and insert the text using black
and white text. Note:  Red text that requires this type of action appears throughout the document
so it should be carefully looked for.

• The Table of Contents (begins on page 2) is a “field” and can be updated by using the automatic
feature in Word:
(1) Right-click anywhere on the list of contents.
(2) Select “Update Field.”
(3) Select “Update page numbers only” and click “OK.”

(If you’ve changed some of the headings, then you may need to click “Update entire table”
in step (3), and some of the listings may need to be re-aligned.)

• Once the procedures for your facility has been completed, and each time that it is updated, print
the necessary pages, starting with the signature page that appears on page 1.

 The signature page is filled in and printed each time the IPC Procedures for your facility is
updated, since it lists the date of the most recently approved version.
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Date Regional Medical Director 
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Site Medical Director       Date 
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Site Health Services Administrator   Date 



 Infection Prevention and Control 

 Procedural Manual 

___________________________________________________________________________ 

IPC Procedural Manual  1/1/2020 Page 2 

Table of Contents 

INTRODUCTION .......................................................................................................................... 3 

PROGRAM ADMINISTRATION ................................................................................................... 3 

1.  Program Responsibility......................................................................................................... 3 

2.   Infection Prevention and Control Committee ...................................................................... 3 

3.   IPC Procedural Manual and Exposure Control Plans ......................................................... 4 

INFECTION PREVENTION & CONTROL PROGRAM - GENERAL ............................................ 4 

1.   IPC Education and Training .................................................................................................. 4 

2.   Infectious Disease Surveillance and Outbreak Management ............................................. 4 

Intake and Annual Screening .............................................................................................................4 

Identifying Communicable Disease Outbreaks and Reportable Conditions ......................................5 

Reporting ............................................................................................................................................5 

Ongoing Surveillance .........................................................................................................................5 

Outbreak Management ......................................................................................................................5 

3.   Immunizations ....................................................................................................................... 6 

4.   Standard Precautions ........................................................................................................... 7 

Hand Hygiene ....................................................................................................................................7 

Personal Protective Equipment ..........................................................................................................8 

Needlestick and Sharps Injury Prevention .........................................................................................8 

Safe Injection Practices ......................................................................................................................9 

Phlebotomy Procedures .....................................................................................................................9 

Respiratory Hygiene/Cough Etiquette ............................................................................................. 10 

Environmental Cleaning of Patient Care Areas .............................................................................. 10 

Medical Devices .............................................................................................................................. 11 

5.  Transmission-Based Precautions ..................................................................................... 14 

6.   Treatment of Infectious Diseases ...................................................................................... 15 

7.   IPC Environmental Inspections .......................................................................................... 15 

Appendix 1.  Precautions for Selected Infectious Diseases .................................................. 16 

Appendix 2.  Standard Precautions — Summary ................................................................... 17 

Appendix  3.  Contact Precautions .......................................................................................... 18 

Appendix 4.  Droplet Precautions............................................................................................ 19 

Appendix 5a.  Airborne Precautions ....................................................................................... 20 

Appendix 6 .   Infectious Disease Treatment References ...................................................... 27 

Appendix 7.   Infection Prevention & Control Signage .......................................................... 29 



 Infection Prevention and Control 

 Procedural Manual 

___________________________________________________________________________ 

IPC Procedural Manual  1/1/2020 Page 3 

INTRODUCTION 

This facility is committed to identifying and preventing infections, ensuring adequate surveillance, and 
prevention and control of communicable diseases for the protection of staff and detainees.    

This Infection Prevention and Control (IPC) Procedural Manual provides detailed guidance on 
implementation of the IPC program.  It is based upon VitalCore Health Strategies policy, guidance from 
the Centers for Disease Control and Prevention (CDC), Occupational Safety and Health Administration 
(OSHA) standards, and accreditation health standards for jails and prisons.  This IPC Procedural 
Manual is supplemented by the facility Bloodborne Pathogen and Tuberculosis (TB) Exposure Control 
Plans.   

PROGRAM ADMINISTRATION 

1. Program Responsibility

The Heath Services Administration (HSA) has administrative oversight of the facility IPC program.
The site Medical Director ensures that the IPC program operates within the parameters of
evidence-based medical practice. An Infection Preventionist (IP) is assigned responsibility for
implementing the facility’s IPC program with oversight by the IPC Committee.  This person receives
formal IPC training within [Insert number of months after hire (e.g., 3 months)] months of hire.

2. Infection Prevention and Control Committee

• The IPC Committee meets at least quarterly to provide oversight for the facility IPC program.

• Committee members include the site Medical Director (serving as committee chair); the IP
(serving as committee administrator); the Health Services Administrator (HSA); and [insert other
committee members as appropriate, i.e., other Health Services staff, Director of Nursing (if
applicable) Dentist (if applicable), Pharmacist (if applicable), appropriate correctional leadership

staff].

• Committee agenda items include:

 review and evaluation of surveillance data including newly detected reportable infectious
diseases;

 review and evaluation of worker exposures to communicable diseases;

 evaluation of environmental inspection findings;

 influenza vaccination rates (seasonal) and hepatitis B vaccination rates; and

 outbreak management (if applicable);

 planned facility renovations that impact infection prevention & control (if applicable);

 quality measures of IPC program; and

 annual updates of this IPC Procedural Manual and the Bloodborne Pathogen and TB
Exposure Control Plans.

• Committee meetings are documented with meeting minutes utilizing standardized IPC meeting
minute template (available on the VitalCore IPC Toolbox website). Minutes are maintained by the
facility’s IP and forwarded to the VitalCore Infection Preventionist for review.
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3. IPC Procedural Manual and Exposure Control Plans

The IPCC annually reviews and updates the IPC Procedural Manual and the facility Bloodborne 
Pathogen and Exposure Control Plans utilizing the customizable templates for these documents 
provided by VitalCore Health Strategies. These documents fulfill CDC guidelines and OSHA 
requirements for infection prevention and control. They are signed off at a minimum by the site 
Medical Director, Health Services Administrator, and Chief Executive Officer (CEO) and made 
readily available to facility staff. 

INFECTION PREVENTION & CONTROL PROGRAM - GENERAL 

1. IPC Education and Training

a. The Health Services staff will upon hire and annually conduct infectious disease training for all
facility staff on bloodborne pathogens (consistent with requirements of 29 CFR § 1910.1030,
Bloodborne Pathogens); tuberculosis (consistent with 29 CFR § 1910.134, Respiratory
Protection); influenza, lice, scabies, methicillin-resistant Staphylococcus aureus (MRSA), and
other infectious diseases of local significance. Documentation of training will be filed in [insert

location].

b. The Health Services staff will upon hire and annually be provided additional training on
Standard Precautions and Transmission-Based Precautions for health care including
fundamentals of patient safety.  Documentation of training will be filed in [insert location].

2. Infectious Disease Surveillance and Outbreak Management

Intake and Annual Screening 

At intake all detainees are screened as follows: 

• TB symptoms (cough, fever, night sweats, unexplained weight loss)Lice

• Scabies

• Skin and soft tissue infections

• [Tuberculin skin testing (TST) or interferon-gamma release assays (IGRAs)] within 7 days of
intake.

Note:  Facilities need to decide whether or not they will be doing baseline (and possibly annual)
tuberculin skin testing (TST) or interferon-gamma release assays (IGRAs) based upon the TB Risk
Assessment (in the facility Tuberculosis Exposure Control Plan) and in consultation with local/state
public health authorities and VitalCore. If it is determined that TB screening will be performed at intake
using one of these types of tests insert it here. If not delete this bullet.  Document rationale for decision
in IPCC minutes.]

• [Human immunodeficiency virus (HIV) and Hepatitis C Antibody tests.

Note: Determined with input from local/state public health authorities and VitalCore with rationale
documented in IPCC minutes..]

• [Other sexually transmitted infections (based upon sex of inmate)
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Note: determined with input from local/state public health authorities and VitalCore with 

rationale documented in IPCC minutes.] 

• [Other infectious disease screening

Note: determined with input from local/state public health authorities and VitalCore with

rationale documented in IPCC minutes..]

[Annually all detainees with a prior negative TB test will be screened TST or IGRA (indicate 
which) with tests scheduled 12 months after the initial test.]  

Note: A determination about whether or not to perform annual testing and the type of testing to 
be performed is based in the facility risk assessment with input from local/state public health 
authorities and VitalCore.] 

Identifying Communicable Disease Outbreaks and Reportable Conditions 

The HSA, CD, and IP are responsible for detecting disease outbreaks and identifying reportable 
diseases. Methods for detection include:  

• Reports from health care providers (HCPs).  At this facility, HCPs report inmate(s) with suspected
infectious disease to: [Insert title(s) of personnel to whom reports should be made, e.g., IP] .

• Infectious disease laboratory reports

• Reports from correctional staff

• Discussion at morning meeting of Health Services staff

• Review of IPC surveillance data

Reporting 

State laws/regulations are followed for the reporting of communicable diseases to public health 
authorities.  State laws and regulations for infectious disease reporting in [insert state] are accessed 
via [insert web link]  . Infectious disease reports will be sent to [name of public health department 

(with phone # in parentheses)]  via FAX at [Insert FAX number]  utilizing the [insert name/number of 

health department reporting form] form .  Reports will also be sent to VitalCore Infection 
Preventionist. Inmate authorization for release of information is not needed before making legally 
mandated communicable disease reports to public health authorities.  

Ongoing Surveillance 

The IPC committee shall determine the appropriate surveillance priorities for the local facility based 
on local epidemiology, public health alerts, and suspected or confirmed outbreaks in the correctional 
facility or system.  The IPC committee will analyze surveillance data in order to identify necessary 
mitigation strategies or changes in surveillance requirements.  

Outbreak Management 

The definition of an infectious disease outbreak is that the number of observed cases of an 
infectious disease exceeds the usual or expected number of cases.  Consult with public health 
authorities and VitalCore Infection Preventionist regarding outbreak management. When a large 
communicable disease outbreak occurs roles and responsibilities for coordinating the outbreak 
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response must be defined.  A decision is made with the CEO about whether or not the outbreak is 
large or complex enough to warrant utilization of the Incident Command System.   

Components of an appropriate outbreak response include: 

1. Identify a potential outbreak exists (this includes singles cases of botulism, hepatitis A,
legionellosis, measles, meningococcal meningitis, mumps, pertussis, rubella and varicella)

2. Report the outbreak to VitalCore Infection Preventionist and public health authorities within one
working day.

3. Verify the diagnosis (in consultation with public health authorities)

4. Coordinate the outbreak response.

5. Communicate with staff, detainees and visitors and the media.

6. Identify new cases.

7. Collect and analyze data regarding cases (in collaboration with public health authorities).

8. Provide health services to address urgent health care needs, e.g., dehydration.

9. Implement prevention and control measures based upon type of outbreak, e.g., hand hygiene,
disinfection, isolation/quarantine, holding inmate movement.

10. Summarize outbreak and communicate findings.

Potential Foodborne Outbreaks.  Foodborne outbreaks are suspected when there is a sudden 
increase in the number of detainees who report gastroenteritis, i.e., vomiting or diarrhea or a cluster 
of ill detainees known to have consumed the same food. Suspected foodborne outbreaks are 
reported within one working day to the VitalCore Infection Preventionist and public health authorities. 

3. Immunizations

Immunizations are available for detainees to prevent infectious diseases based upon the clinical 
guidance of the site Medical Director.  For each vaccine dose administered, detainees are given an 
opportunity to review the current CDC Vaccine Information Statement (VIS) about the risk and benefits 
of the vaccine and ask questions. They sign an informed consent form for each vaccine series. 
Vaccinations are documented in the medical record.  Immunization guidance is available through the 
Advisory Committee on Immunization Practices (ACIP) (available at: 
https://www.cdc.gov/vaccines/acip/index.html) and the Federal Bureau of Prisons Immunization Clinical 
Guidance (available at: https://www.bop.gov/resources/health_care_mngmt.jsp).   

Immunizations are offered to the following groups of detainees: 

• Hepatitis B vaccine series is offered to detainees in high risk details (health services orderlies
and blood spill clean-up) within 10 days of hire.

• Influenza vaccine is offered to [indicate groups of detainees] . First priority for vaccination are
groups that the CDC indicates are at high risk for complications.

• [Other immunizations

Note: Determined with input from local/state public health authorities and VitalCore with rationale
documented in IPCC minutes..] 

https://www.cdc.gov/vaccines/acip/index.html
https://www.bop.gov/resources/health_care_mngmt.jsp
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4. Standard Precautions

Standard Precautions are the minimum infection prevention practices that apply to all patient care, 
regardless of suspected or confirmed infection status of the patient, in any setting where health care is 
delivered. These practices are designed to both protect HCPs and prevent HCPs from spreading 
infections among patients. See Appendix 2 for a one-page summary.   

Hand Hygiene 

VitalCore follows the CDC hand hygiene guidelines outlined below. 

1. Key situations for which hand hygiene is recommended include:

a. Before contact with a patient.

b. Before performing an aseptic task (e.g., insertion of IV, preparing an injection).

c. After contact with the patient or objects in the immediate vicinity of the patient.

d. After contact with blood, body fluids, or contaminated surfaces.

e. If hands will be moving from a contaminated body site to a clean body site during patient care.

f. After removal of gloves and other PPE.

2. Health Services staff use antimicrobial soap in all rooms where patient care is performed. [Insert

positions responsible for routinely replacing the soap]  are responsible for routinely replacing the
soap. Wall dispensers with replaceable soap bladders are used.

 Note: Refillable liquid soap dispensers are not used in Health Services because refilling
partially empty soap dispensers can lead to bacterial contamination of soap.

3. Use soap and water when hands are visibly soiled (e.g., blood, body fluids), or after caring for
patients with known or suspected Clostridium difficile, norovirus or hepatitis A. Otherwise, the
preferred method of hand hygiene in clinical situations is with an alcohol-based handrub
containing at least 60% alcohol.   [Note:  CDC recommends the use of alcohol-based handrub in
healthcare for all situations except when hands are visibly soiled or caring for patients with C.difficile,,
norovirus or hepatitis A.  In the correctional environment these products can only be utilized with the
approval of the CEO and with procedures in place for securing the product. Note in the ICC minutes
decisions made about the use of alcohol-based handrub in the facility. If a decision  is made not to use
alcohol-based hand rub then delete this item.  ]

Health Services staff supply alcohol-based handrub as follows: [Indicate locations where alcohol-

based handrub is dispensed and/or if personal bottles are issued to health care providers (HCPs).  ]

.  [Insert positions responsible for routinely replacing handrub.]  are responsible for routinely
replacing handrub.

5. [Hand hygiene audits for health services staff and inmate health services workers are conducted
{Insert frequency of hand hygiene audits, e.g.,  quarterly.}  by {Insert position responsible for

conducting hand hygiene audits} utilizing the data collection tools on the Vital Core IPC Toolbox
website.

Note:  CDC recommends routine hand hygiene audits as part of outpatient infection prevention & 
control.  The IPCC should make a decision about whether or not hand hygiene audits will be 
performed or not.  If not delete this item.]     
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Personal Protective Equipment 

The following is recommended related to personal protective equipment (PPE):  

1. Wear single use, disposable, non-powdered gloves for potential contact with blood, body fluids,
mucous membranes, non-intact skin, or contaminated equipment.

a. Do not wear the same pair of gloves for the care of more than one patient.

b. Change gloves during patient care if the hands will move from a contaminated body site to a
clean body site.

c. Never wash gloves for the purpose of reuse.

2. Wear a disposable gown to protect skin and clothing during procedures or activities where
contact with blood or body fluids is anticipated.

3. Wear mouth, nose, and eye protection during procedures that are likely to generate splashes or
sprays of blood or other body fluids.

4. Perform hand hygiene immediately after removal of gloves and other PPE.

5. PPE, other than respirators, is removed and discarded prior to leaving the patient’s room or care
area. If a respirator is used, it is removed and discarded (or reprocessed if reusable) after leaving
the patient room or care area and closing the door.

6. All personnel utilizing N-95 respirator masks pass appropriate fit-testing prior to use.  Facial hair
cannot interfere with the respirator seal.

7. PPE is utilized and stored in accordance with the manufacturer’s instructions for use (IFU).

8. PPE is discarded in regular trash unless saturated with blood or other potentially infectious
material (OPIM).

9. The HSA is responsible for assuring that adequate PPE for Health Services staff is purchased
and readily available.  At this facility, PPE is stored in the following locations [indicate location]  .
It is routinely replaced by [indicate position responsible]  .

Needlestick and Sharps Injury Prevention 

CDC and OSHA recommend the following to prevent sharps injuries. 

1. Utilize engineering controls to reduce exposures to bloodborne pathogens from sharp object
injuries. Examples of engineering controls are:

a. Self-sheathing or retractable needles and lancets (excluding local anesthetic needles in the
dental unit).

b. Sharps containers located near areas of use (secured area, or brought in for procedure and
removed at the end of procedure).

c. Safety scalpels.

d. Sealable containers for transporting instruments from treatment areas to instrument
reprocessing areas.

2. Utilize work practices for sharps safety by:

a. Not bending or breaking needles before disposing of them.
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b. Discarding sharps into appropriate puncture-resistant sharps containers, located close to the
area where they are used.

c. Not passing a syringe with an unsheathed needle to someone else.

d. Immediately disposing of contaminated sharps during procedures (not placing them on the
procedure field).

e. Not reaching into sinks or ultrasonic cleaning baskets that contain contaminated sharp
instruments (i.e., use tongs).

f. Using puncture-resistant utility gloves and baskets for cleaning instruments.

g. Disposing of sharps containers as medical waste when they reach the fill-line for the container.

Safe Injection Practices 

CDC recommends the following regarding safe injection practices: 

1. Use aseptic technique when preparing and administering medications.

2. Cleanse the access diaphragms of medication vials with alcohol before inserting a device into
the vial.  Note: This does not apply to dental local anesthetic cartridges.

3. Never administer medications from the same syringe to multiple patients (even if the needle is
changed or if the injection is administered through an intervening length of intravenous tubing).

4. Do not reuse a syringe (even for the same patient) to enter a medication vial or container.

5. Do not administer medications from single-dose or single-use vials or ampules for more than one
patient.

6. Do not use fluid infusion or administration sets (e.g., intravenous tubing or bag of saline) for more
than one patient.

7. Dedicate multi-dose vials to a single patient whenever possible. If multi-dose vials are used for
more than one patient, vials are restricted to a centralized medication area and are not moved to
immediate patient treatment areas.

8. Label multi-dose vials appropriately, once opened discard after 28 days unless otherwise noted
by the manufacturer).

9. Use single-use, disposable fingerstick devices (e.g., lancets) to obtain samples for glucose,
PT/INR, etc., and dispose of them in a sharps container after each use.

Phlebotomy Procedures 

The following is recommended for phlebotomy: 

1. Perform phlebotomy procedures in a dedicated area, if possible.

2. Access to hand hygiene is readily accessible to the phlebotomist.

3. Use aseptic technique to perform the phlebotomy procedure.

4. Do not reuse vacutainer holders.

5. Sharps containers are strategically placed near the phlebotomist to ensure easy access and safe
disposal of used supplies.
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6. Minimize environmental contamination by labeling tubes before blood is drawn and avoiding
placing tubes on surfaces that cannot be properly cleaned.

7. Utilize safety devices and collection kits that minimize contamination and sharps exposure, when
available.

Respiratory Hygiene/Cough Etiquette 

To prevent the transmission of all respiratory infections—including influenza—the following infection 
control measures are recommended in the Health Services Unit:    

1. Post a sign at the entrance to outpatient clinics instructing patients to inform HCPs of symptoms
of a respiratory infection when they arrive at the clinic (see Appendix 7, “Health Alert: Coughing
spreads germs. Protect yourself and others.”)

2. Instruct patients with signs and symptoms of a respiratory infection (coughing, sneezing, and
nasal congestion) to cover the nose/mouth when coughing or sneezing, to use tissues to contain
respiratory secretions, to dispose of tissues in the nearest waste receptacle after use, and to
wash hands with soap and water after having contact with respiratory secretions and
contaminated objects/materials.

3. Offer procedure or surgical masks to inmate patients who are coughing or complaining of
respiratory illness.

4. As feasible, have a potentially infectious inmate patient wait in a separate area.  Otherwise,
encourage the coughing person to sit at least three feet away from others in common waiting
areas.

5. It is recommended in addition to utilizing Standard Precautions, that HCPs wear surgical masks
while caring for patients with respiratory signs and symptoms,.

Environmental Cleaning of Patient Care Areas 

Cleaning and/or disinfection, depending on the type of clinical encounter and procedure performed, 
are essential parts of a comprehensive infection prevention strategy. It is recommended that patient 
treatment and care areas be cleaned/disinfected as follows:  

1. Before use.

2. Between patients.

3. Terminal cleaning at the end of the day.

The table below outlines the appropriate level of disinfectant to be used for each type of surface in 
the Health Services Unit (HSU):  

Type of Surface Example Surfaces Recommended Disinfectant 

Housekeeping surfaces Walls, floors, bathrooms, storage rooms Low level disinfectant1 

Clinical contact surfaces Surfaces immediately surrounding the 
treatment area (e.g., bed rails, countertops, 
etc.). Other surfaces in patient care areas 
including: door handles, bedside stands, 
computer keyboards 

Intermediate level disinfectant2 
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1 Low Level Disinfectant = EPA registered hospital disinfectant with a label claim against HIV and Hepatitis B 
virus.  (EPA Website: List D) 

2 Intermediate Level Disinfectant = EPA registered hospital disinfectant with a label claim effective against HIV, 
Hepatitis B, and Mycobacterium tuberculosis.  (EPA Website: List E) 

All agents used for cleaning and disinfecting in the HSU will be approved by the IPC Committee.  
[Note: Products with 1-3 minute wet-times should be utilized for clinical contact surfaces.] 

In this HSU, the following disinfectants are used for environmental cleaning. 

Type of Disinfectant* Brand of 
Disinfectant 

Wet Time 
(minutes) 

Low Level – Liquid [Insert brand name] [Insert wet time] 

Low Level – Spray [Insert brand name] [Insert wet time] 

Intermediate Level - Wipe [Insert brand name] [Insert wet time] 

Intermediate Level - Spray [Insert brand name] [Insert wet time] 

Medical Devices 

1. Reusable medical devices (e.g., blood glucose meters and other point-of-care devices, and
surgical instruments) are reprocessed* according to the manufacturer IFU prior to being used on
another patient.

* Reprocess = method to ensure proper disinfection or sterilization that can include: cleaning, inspection,
wrapping, sterilizing and storing.

VitalCore policy is that whenever possible disposable medical devices be utilized. 
for medical devices that require sterilization. 

2. Factors that affect the efficacy of disinfection and sterilization include: prior cleaning of the
object; organic and inorganic load present; type and level of microbial contamination;
concentration of and exposure time to the germicide; physical nature of the object (e.g., crevices,
hinges, and lumens); presence of biofilms; and temperature and pH of the disinfection process.

3. Meticulously clean patient-care items with water and detergent, or with water and enzymatic
cleaners, before high-level disinfection or sterilization procedures. Ultrasonic cleaners in
conjunction with a properly diluted enzymatic detergent may be used as an alternative to
manually “washing” the instruments/devices.

4. Because soiled materials become dried onto instruments, clean medical devices as soon as
practical after use (e.g., at the point of use). Dried or baked materials on the instrument make the
removal process more difficult, and the disinfection/sterilization process less effective or even
ineffective.

5. Reusable patient care items are categorized by the Spaulding Classification System as:
(a) non-critical,  (b) semi-critical and (c) critical.

a. Non-critical items come in contact with intact skin, but not mucous membranes.

i. Examples of non-critical patient-care items are bedpans, blood pressure cuffs, crutches,
computers, and glucometers.

ii. Most non-critical reusable items may be decontaminated where they are used and do not
need to be transported to a central processing area.

https://www.epa.gov/pesticide-registration/selected-epa-registered-disinfectants
https://www.epa.gov/pesticide-registration/selected-epa-registered-disinfectants
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iii. Reusable medical devices are cleaned and reprocessed (disinfection or sterilization) and
maintained according to the manufacture IFUs. If the manufacturer does not provide such
instructions, the device may not be suitable for multi-patient use.

iv. Disinfect non-critical medical devices with an EPA-registered intermediate level hospital
disinfectant using the label’s safety precautions and use directions. (See tables under
G. Environmental Cleaning above.)

v. Ensure that, at a minimum, non-critical patient care devices are disinfected when visibly
soiled and on a regular basis (such as after use on each patient, once daily, or once
weekly).

vi. Glucometers and other point of care devices are disinfected between each patient in
accordance with manufacturer IFUs, as described in the table below.
Note: Inmate self-carry glucometers are disinfected prior to handling by HCPs.

Type of Device Brand Name of 
Device 

Key Points in 
 Manufacturer IFU for Disinfection 

[insert device type] [insert brand name] [insert key points related to disinfection] 

[insert device type] [insert brand name] [insert key points related to disinfection] 

[insert device type] [insert brand name] [insert key points related to disinfection] 

[insert device type] [insert brand name] [insert key points related to disinfection] 

b. Semi-critical items come into contact with non-intact skin/mucous membranes.

i. This category includes respiratory therapy, some endoscopes, laryngoscope blades,
cystoscopes, endo-cavitary probes, and diaphragm fitting rings.

ii. Semicritical items minimally require high-level disinfection. High-level disinfection
describes a process that eliminates many or all pathogenic microorganisms, except
bacterial spores, on inanimate objects.

iii. In this facility, high-level disinfection [Insert “is performed for the following devices”
OR insert “is not performed.”   Note:  If high-level disinfection is NOT performed, then
delete the rest of section H.5.b.(table and iv – vii). If high-level disinfection IS performed,
insert information into table for “Semi-Critical Medical Instruments,” as well as where to find
safety and disposal information related to high-level disinfection.] .

Semi-Critical Reusable Medical Instrument 
[Insert types of semi-critical medical instruments in this facility] 

iv. Even if probe covers have been used, clean and high-level disinfect semi-critical devices
such as rectal probes, vaginal probes, and cryosurgical probes with a product that is not
toxic to staff, patients, or probes.

v. Use a high-level disinfectant at the FDA-cleared dilution, temperature, and exposure time.
The prepared high-level disinfectant has an expiration date and are disposed of per
manufacturer IFU.
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vi. After high-level disinfection, items are rinsed per manufacturer IFU.

vii. PPE and air circulation guidelines are followed per CDC, Occupational Safety and Health
Administration (OSHA) and manufacturer IFU when working with high level disinfection
chemicals.

c. Critical items penetrate soft tissue/bone:

i. These items pose the greatest risk of transmitting infections.

ii. This category includes surgical instruments, dental instruments, urinary catheters,
implants, and ultrasound probes used in sterile body cavities.

iii. Reusable instruments in this category require sterilization, unless disposable devices are
utilized instead. Sterilization describes a validated process that destroys or eliminates all
forms of microbial life.

iv. In this facility, steam sterilization [insert “is performed” or “is not performed”  Note:  If

steam sterilization is not performed then delete the rest of this section “c”. ] .  Steam
sterilizers are located at/in  [insert location] .

v. Follow the manufacturer IFUs for sterilization times, temperatures, and other operating
parameters for the instruments, sterilizer, and the container or wrap used.

vi. Use mechanical, chemical, and biologic monitors to ensure the effectiveness of the
sterilization process.

vii. Monitor each load with both mechanical (e.g., time, temperature, pressure) and chemical
(internal and external) indicators. One Class 5 Integrator will be used per load, with its
results logged accordingly in the “chemical” monitoring log. This log is to be kept for a
minimum of 5 years or in accordance with state/local regulations.

viii. Use biologic indicators at least weekly to monitor the effectiveness of sterilizers. Do not
use mail-in service for processing of  biological indicators. Log the results of biologic
indicator tests.

ix. Label sterilization pouches and packages with a load or cycle number that indicates the
sterilizer used, the date of sterilization, and, if applicable, the sterilization expiration date.
Do not mark on the paper side of sterilizer pouch. Instead, label with autoclave tape or
labeling device per manufacturer IFU.

x. Include the following in a quality control program for sterilized items: sterilizer maintenance
records, a system of process monitoring; validation testing for sterilizers, visual inspection
of packaging materials, and traceability of load contents.

xi. At this facility the following critical reusable patient care devices are used:

Critical Reusable Medical Instruments 
[Insert types of semi-critical medical instruments in this facility] 

6. The following is recommended regarding reprocessing of medical devices:
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a. Maintain copies of the manufacturer’s IFU for reprocessing of devices in use at the facility;
post instructions at locations where reprocessing is performed.

b. At this facility, manufacturer’s IFUs for medical equipment are located: [Insert location] .

c. Hands-on training on proper selection and use of PPE, as well as recommended steps for
reprocessing assigned devices, is provided upon hire (prior to being allowed to reprocess
devices), annually, and when new devices are introduced or policies/procedures change.

 HCPs demonstrate skills with reprocessing procedures (i.e., correct technique is observed
by trainer) following each training.

d. HCPs wear appropriate PPE when handling and reprocessing contaminated medical devices.

7. At this facility, dental devices are reprocessed by trained dental staff.

a. Manufacturer’s IFUs for dental equipment are located: [Insert location.  NOTE: Delete #7 for in

facilities that do not have a dental program. ]

5. Transmission-Based Precautions

The following is recommended:

1. Transmission-Based Precautions are used for detainees who are known to be, or suspected of
being, infected with organisms that require more than Standard Precautions to effectively prevent
their spread.

• The specific type of precaution is based on the type of organism and its mode of transfer from the
patient to other people or the environment.

• Transmission-Based Precautions are always used in addition to Standard Precautions.

2. There are three basic categories of Transmission-Based Precautions. For each category, see the
Appendix indicated for specific guidance:

• Contact Precautions, including Contact Enteric Precautions (see Appendix 3)

• Droplet Precautions (see Appendix 4)

• Airborne Precautions (see Appendix 5)

3. Decisions about the type of Transmission-Based Precautions to be implemented are based on
the CDC 2007 Guidelines for Isolation Precautions (see references).  Precautions for selected
infectious diseases are listed in Appendix 1.  If an infectious illness is suspected, the appropriate
type of precaution is implemented.

4. [Indicate HCP positions in this facility that can initiate Transmission-Based Precautions]  can
initiate Transmission-Based Precautions (isolation), if clinically indicated. As soon as possible, the
HCP who initiates Transmission-Based Precautions contacts the site Medical Director or
designee to write an order to continue them. .

5. In this facility, housing for detainees in isolation will be located as follows:

a. Contact Precautions and Droplet Precautions: [indicate room numbers/location] .

b. Airborne Precautions: [If facility has an airborne infection isolation (AII) room, indicate location;

if facility does not have an AII room, indicate “Because this facility lacks an airborne infection
isolation room, detainees requiring airborne precautions are transferred to a community hospital
or correctional facility with an AII room with staff using respiratory protection.” If you plan to
keep chicken pox or disseminated shingles cases in facility without AII room, note: “Chicken
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pox and disseminated shingles cases are housed in rooms listed above using droplet 
precautions.   Signage should indicate that susceptible detainees or staff do not enter the 

airspace.] . 

6. Notification and Patient Education:

a. Notify the IPC Coordinator when a patient is placed on or discharged from Transmission-
Based Precautions (isolation).

b. Place the appropriate precaution sign on the outside of the patient door (see Appendix 7).

c. Explain the Transmission-Based Precaution to the patient, reinforcing the need for
compliance. Educate the patient regarding hand hygiene, dressing changes, the need for
masks, etc., and then document patient education provided.

7. Transmission-Based Precautions remain in effect while the risk for transmission of the infectious
agent persists or for the duration of illness.

Note: The duration of Transmission-Based Precautions for patients who are colonized or
infected with multi-drug resistant organisms remains undefined by the CDC. The decision 
to discontinue Transmission-Based Precautions is made in consultation with VitalCore 
Infection Preventionist balancing several considerations: infection risks to other patients, 
risk factors related to the likelihood of transmission, and the potential adverse 
psychological impact of isolation on the colonized patient.     

8. Precautions (isolation) are discontinued by the Clinical Director or designee in accordance with
CDC guidance and other relevant evidence-based medicine. .

9. The isolation [cart(s) or kits] is/are located [insert locations where located]. Supplies include
[Indicate items, e.g., disposable gloves, disposable gowns, disposable goggles/eyewear/N-95

respirators/ alcohol based handrub.]. [Indicate position responsible for restocking cart/kit]  is
responsible for restocking [carts or kits].

6. Treatment of Infectious Diseases

Treatment of infectious disease is provided in accordance with evidence based guidelines for 
infectious diseases.  References to be consulted for treatment of infectious diseases are listed in 
Appendix 6 . [Note:  insert into Appendix 6 specific references from local public health authorities.]  

7. IPC Environmental Inspections

Environmental Inspections are conducted at least monthly utilizing the adaptable Environmental 
Inspection Checklist located on the VitalCore IPC Toolbox website.  Areas for inspection include 
hand hygiene supplies and practices; patient care rooms; health services offices, break rooms, 
waiting rooms and bathrooms; medication storage; waste management in patient care areas;  
medical devices; laboratory, dental suite and sterilization procedures [Delete if not  applicable]. 

The results of Environmental Inspections are discussed and summarized in the IPCC meeting 
minutes.  Any urgent issues identified will be addressed immediately with the HSA. 
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APPENDIX 1.  PRECAUTIONS FOR SELECTED INFECTIOUS DISEASES 

DISEASE 
STANDARD

PRECAUTIONS 
CONTACT 

PRECAUTIONS 
CONTACT ENTERIC 

PRECAUTIONS 
DROPLET 

PRECAUTIONS 
AIRBORNE 

PRECAUTIONS 

Clostridium 
difficile 

X X X 

Hepatitis C X 

HIV X 

Influenza X X 

MDROs* 

(urine/stool/wound) 
X X 

Measles X X 

Mumps X X 

Neisseria 
meningitidis 

X X 

Norovirus X X X 

Rotavirus X X X 

Rubella X X 

Pertussis X X 

Scabies X 
until 8-14 hours 

after 1st treatment 

SSTIs** 
(drainage 
contained) 

X 

SSTIs  
(drainage 
uncontained) 

X X 

Tuberculosis X X 

Varicella: 

Chickenpox*** X 
If an AII room is 

not available. 
If an AII room 
is available. 

Shingles 
(drainage 
contained) 

X 

Shingles 
(drainage 
uncontained) 

X X 

Shingles*** 
(disseminated) 

X 
If an AII room is 

not available. 
If an AII room 
is available. 

* MDROs = multidrug resistant organisms, e.g.,  methicillin resistant Staphylococcus aureus (MRSA), vancomycin resistant
enterococcus (VRE),  extended-spectrum beta lactamases (ESBL), vancomycin-resistant Staphylococcus aureus (VSRA).
 Consult local public health authorities regarding precautions for MDROs.

** SSTIs = skin and soft tissue infections 
*** For Chickenpox and Disseminated Shingles: Airborne precautions are preferred if an AII room is available. If an AII 

room is not available, use Droplet Precautions. 
ADAPTED FROM:   CDC.  2007 Guideline for Isolation Precautions: Preventing Transmission of Infectious Agents in 
Healthcare Settings, Appendix A.  Updated February 15, 2017.  Includes precaution information for other infectious 
diseases. as well. Available at: https://www.cdc.gov/infectioncontrol/guidelines/isolation/index.html 

https://www.cdc.gov/infectioncontrol/guidelines/isolation/index.html
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APPENDIX 2.  STANDARD PRECAUTIONS — SUMMARY 

 For a full discussion of the topics in this table, see Section 5. Standard Precautions. 

Hand 
Hygiene 

Perform hand hygiene: 

 Before contact with a patient.

 Before performing an aseptic task (e.g., insertion of IV, preparing an injection).

 After contact with the patient or objects in the immediate vicinity of the patient.

 After contact with blood, body fluids, or contaminated surfaces.

 If hands will be moving from a contaminated body site to a clean body site.

 After removal of gloves and other PPE.

Wash with soap and running water for 15 seconds if hands are visibly dirty or after 
contact with blood or other body fluids (even if gloves were worn). Otherwise, alcohol-
based handrub is preferred. [Delete if alcohol-based hand rub not used in facility.] 

Gloves Use for touching patient’s eyes, nose, mouth, and non-intact skin or for potential contact 
with blood, body fluids, secretions, excretions, or contaminated items/surfaces. 

Gowns Use during procedures and patient care activities where clothing or exposed skin could 
have contact with the patient’s blood, body fluids, secretions, or excretions. 

Mask/Eye 
Protection 

Use during procedures and patient care activities likely to generate splashes or sprays of 
blood, body fluids, or secretions (especially suctioning or endotracheal intubation).  

Patient 
Resuscitation 

Use mouthpiece, resuscitation bag, or other ventilation device to prevent contact with the 
patient’s mouth and oral secretions.  

Sharps Safety • Do not recap, bend, break, or hand-manipulate used needles.

• Use available safety features.

• In rare instances when recapping is required (dental), use a one-hand scoop
technique only.

• Place used sharps in a leak-proof, puncture-resistant container.

Injection Safety Use injection practices that prevent transmission of microorganisms: one needle, one 
syringe, for each and every injection    

Respiratory 
Hygiene/ Cough 
Etiquette 

Instruct symptomatic persons to: 

• Cover mouth/nose when sneezing/coughing.

• Use tissues and dispose of in a no-touch receptacle.

• Perform hand hygiene after soiling of hands with respiratory or nasal secretions.

• Wear surgical mask if tolerated or maintain spatial separation (>3 feet) if possible.

Patient Care 
Equipment 

Multi-use equipment is cleaned and disinfected between patients. Wear gloves if equipment 
is visibly contaminated. Perform hand hygiene.  

Laundry Handle in a manner that prevents transfer of microorganisms to self, others, and the 
environment, with a minimum of agitation. If contaminated with blood or body fluids, handle 
with proper PPE. If saturated with blood or body fluids,  [Indicate plan laundry saturated with 

blood/body fluids as described in Blood Borne Pathogen Exposure Control Plan]  

Environmental 
Cleaning in 
Health Services 

• Follow schedule for routine care, cleaning, and disinfection of environmental
surfaces, especially high-touch surfaces in Health Services.

• Use an EPA-registered disinfectant according to the manufacturer’s instructions
(including the “wet-time” for the product).
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Patient 
Placement 

• Place potentially infectious patients in a separate exam room, if feasible.

• Institute appropriate Transmission-Based Precautions (isolation), if indicated.

APPENDIX  3.  CONTACT PRECAUTIONS

Indication • Contact Precautions are implemented to prevent transmission of infectious agents that
are spread by direct or indirect contact with the patient or the patient’s environment.
See Appendix 2 (second column) for conditions requiring Contact Precautions.

• If known or suspected Clostridium difficile, norovirus, or rotavirus — add Contact
Enteric Precautions (see below in this table).

Housing A single room is preferred. When a single room is not available, patients who are infected or 
colonized with the same pathogen can be cohorted. Use signage in Appendix 7. 

Hand Hygiene • Use Standard Precautions.

Personal 
Protective 
Equipment 

• Don gown and gloves for all interactions that may involve contact with the patient or
potentially contaminated areas in the patient’s environment.

• Remove gown & gloves and dispose of inside patient room.  Wash hands after
removing gloves.

Medical 
Equipment 

• When possible, use dedicated noncritical medical equipment, (e.g., stethoscope, blood
pressure cuff, electronic thermometer).

• Any equipment used is disinfected in accordance with manufacturer’s IFU before use
on another patient.

Laundry Follow Standard Precautions and handle laundry in a manner that prevents transfer of 
microorganisms to others and to the environment.  Exception:  Scabies. [Detail local procedures 

to transport scabies contaminated items to laundry. For example, “Laundry from detainees with scabies 
will be bagged in a water-soluble bag and then in a yellow bag; or placed in an impervious bag and 

labeled “infectious;” etc.]  

Trash Regular trash. Exception: If blood-saturated, double-bag using a red bag for medical waste.  

Food Regular trays/utensils are acceptable.  Disposable trays are optional.  

Environmental 
Cleaning 

Clean high-touch surfaces and disinfect using EPA-registered disinfectant.  When cell vacated 
conduct terminal cleaning of environmental surfaces and equipment before using for another 
patient.    

Transport Limit transport of detainees on Contact Precautions to essential purposes. Use appropriate 
barriers. Notify personnel at receiving facility of the need for Contact Precautions.   

CONTACT ENTERIC PRECAUTIONS (additional precautions if hepatitis A, C.difficile, norovirus, or rotavirus 
suspected) 

Hand Hygiene Use soap and water, NOT alcohol-based hand rub. 

Laundry If contaminated with diarrhea/vomit: [Detail local procedures to transport diarrhea/vomit-soiled 

clothing to laundry. For example, “laundry will be bagged in a water-soluble bag and then in yellow 

bag”.]  

Environmental 
Cleaning 

After cleaning surfaces, disinfect them with EPA-registered disinfectant effective against 
Clostridium difficile, bleach solution, or bleach wipes.   

Bleach solution is a 1:10 solution of bleach to water. Note:  Wet time for bleach solution is 10 
minutes; surfaces may need to be rewetted to have a full 10-minute contact time.  
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APPENDIX 4.  DROPLET PRECAUTIONS 

Indication • Droplet Precautions are implemented to prevent transmission of pathogens via
respiratory secretions.

• Special air handling and ventilation are not required to prevent droplet transmission.

• See Appendix 1 for conditions requiring Droplet Precautions.

Housing A single room is preferred. When a single room is not available, patients who are infected 
or colonized with the same pathogen can be cohorted. Use signage in Appendix 7. 

Hand Hygiene • Use Standard Precautions

Personal 
Protective 
Equipment 

• Don surgical mask and gown upon entry into patient room.

• Don eye protection during procedures and patient care activities (especially
suctioning) likely to generate splashes or sprays of blood, body fluids, or secretions.

• Remove mask and gown; dispose of inside room. Wash hands after removing mask.

Medical 
Equipment 

• When possible, use dedicated noncritical medical equipment, (e.g., stethoscope,
blood pressure cuff, electronic thermometer).

• Any equipment used is disinfected in accordance with manufacturer’s IFU before use
on another patient.

Laundry Follow Standard Precautions and handle laundry in a manner that prevents transfer of 
microorganisms to others and to the environment. See Appendix 2. 

Trash Regular trash. PPE if not saturated with blood/body fluids can go in regular trash. 

Food Regular trays/utensils are acceptable. Disposable trays are optional.  

Environmental 
Cleaning 

Clean high-touch surfaces and disinfect using EPA registered disinfectant.  Terminal 
cleaning of environmental surfaces and equipment before using for another patient. 

Transport Limit transport of detainees on Droplet Precautions to essential purposes. The patient 
wears a surgical mask during transport. Notify personnel at receiving facility of the need for 
Droplet Precautions.   
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APPENDIX 5A.  AIRBORNE PRECAUTIONS 

Indication • Airborne Precautions are implemented to prevent transmission of infectious agents
that remain infectious over long distances when suspended in the air.

• Special air handling, ventilation requirements, engineering controls, and
maintenance are required to implement airborne precautions.

• See Appendix 1 for conditions requiring Airborne Precautions.

Housing Airborne Precautions require the patient to be isolated in an airborne infection isolation 
(AII) room.  Persons with suspected TB should not be cohorted. This facility: 
 [OPTION 1: “does not have an AII room.  Therefore detainees requiring airborne precautions 

are transferred to a community hospital or correctional facility with an AII room for airborne 
infection isolation. Detainees with chickenpox or disseminated shingles are housed in a 
single cell using droplet precautions.” NOTE: Delete rows on negative pressure monitoring if 
the facility does not have an AII room.   
OR   
OPTION 2:   “has an AII room and detainees requiring airborne precautions are placed there. 
Detainees requiring Airborne Precautions cannot  be housed together. Procedures for 
maintaining the AII room are located in Appendix 5b. While airborne precautions are in effect 
AII room doors are to remain closed to maintain negative pressure. Use signage in Appendix 

7.”]  

Hand Hygiene Use Standard Precautions. See Appendix 2. 

Personal 
Protective 
Equipment 

• Personnel entering room wear a fit-tested  N-95 respirator (mask).

• Don N-95 respirator (mask) prior to entering the AII room.

• Fit-check respirator (mask) prior to use to ensure a tight seal.

• Remove respirator (mask) after exiting room. Dispose of it in regular trash.

Negative 
Pressure 
Monitoring 

Negative pressure in “AII” rooms is monitored daily while occupied, and monthly while not 
occupied. Even if a room has an electronic monitoring/alert system, flutter testing is 
performed daily while occupied and monthly while not occupied. 

Monitoring Procedure:  Tissue Strip/Flutter Test (e.g., single-ply tissue) 

1) Stand outside the room and hold a thin strip of tissue along the bottom of the door, or
drop a small piece of tissue along the bottom of the door.

2) The tissue should be drawn under the door towards the room.

3) If the tissue is blown away from the door or falls straight to the floor, the room is not
under negative pressure.

4) Repeat the test at least three times to confirm consistent results.

Medical 
Equipment 

 No special requirements. 

Laundry Use Standard Precautions. See Appendix 2. 

Trash Use regular trash.  

Food Use regular trays.  

Environmental 
Cleaning 

Use Standard Precautions. See Appendix 2. 
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Transport • Limit transport of detainees on Airborne Precautions to essential purposes. Patients
wear a surgical mask. Transporters wear fit-tested N-95 respirators.  Notify health
care personnel at receiving facility of the need for Airborne Precautions.

• For specific guidance on transporting patients with Airborne Precautions, see the
facility’s TB Exposure Control Plan (Appendix 1. Instructions for Transport and
Hospital Escort Staff for Detainees with Suspected or Confirmed Infectious TB).
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Appendix 5b. Airborne Infection Isolation Room Management 
[Delete Appendix 5B if  facility does not have an AII Room] 

CDC guidelines regarding AII rooms are summarized below. 

Key Point 

Airborne infection isolation rooms that have not been validated in the previous 12 months year or 
which fail to demonstrate negative pressure on a flutter test should not be used to isolate detainees 
with suspected tuberculosis or other airborne infection.   

Airborne infection isolation rooms that do not meet the criteria outlined below shall be clearly and 
securely labeled indicating:  “This room should not be used for airborne infection isolation.” 

1. General Requirements for AII Rooms

a) Negative Pressure.  Maintain continuous negative air pressure (greater than or equal to

0.01 inch of water gauge) in relation to the air pressure in the corridor.

b) Emergency Power.  Both supply and exhaust fans must be connected to emergency

power.

c) Air Changes Per Hour (ACH).  AII rooms constructed or renovated since 2001 require a

minimum of twelve ACH.   Twelve to fifteen ACH is ideal. AII rooms constructed before

2001 must have a minimum of six ACH.

d) Room Exhaust.  Preferably room exhaust should be vented directly outside at least 25 feet

away from air intakes, windows and walkways.  If that is not possible, room must be

exhausted utilizing HEPA filtration or it can be recirculated into the room after utilizing HEPA

filtration and meet the following requirements:

▪ HEPA filters must be leakage tested annually (using a particle counter or photometer).

▪ A smoke (Dioctylphthalate) penetration test is performed each time HEPA filters are

changed.

▪ Records of all HEPA filter changes and testing must be maintained by institution.

2. Monitoring of AII Rooms

It is the responsibility of Health Services to monitor AII rooms in accordance with the guidance 

below:  

a) Monitoring Schedule: Negative air pressure must be monitored  periodically with flutter strips

at the door (between the corridor and the AII room—if no anteroom; between the anteroom and

the AII room—if anteroom exists) according to the following schedule:

▪ Before occupancy

▪ Daily when room is occupied

▪ Monthly when room is not occupied
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b) Monitoring Procedure:  Tissue Strip/Flutter Test (e.g., singly ply toilet tissue)

▪ Stand outside the room and hold a thin strip of tissue along the bottom of the door, or

drop a small piece of tissue along the bottom of the door.

▪ The tissue should be drawn under the door towards the room.

▪ If the tissue is blown away from the door or falls straight to the floor, the room is not

under negative pressure.

▪ Repeat test at least three times to confirm consistent results.

c) Documentation of Monitoring:  Document flutter strip results in a testing log (see sample in

Attachment 1a & 1b).  If a permanently installed visual monitoring mechanism is installed then

also document the pressure differential.

3. Preventive Maintenance and Repair of AII Rooms

Appropriately trained facility maintenance staff are responsible for implementing a schedule of

preventive maintenance on AII room filters and intake and exhaust systems. HEPA filters will be

maintained in accordance with 1d (above).

➢ Important Note:  Staff performing maintenance on and replacing AII room HEPA filters should

wear an N-95 respirator, in addition to eye protection and gloves.  Staff must be fit-tested for

the respirator being used within the previous 12 months.

Appropriately trained facility maintenance staff  are also responsible for arranging for necessary 

repairs to the AII room air handling system as needed.  

4. AII Room Annual Validation

AII rooms must be validated by a qualified professional at least annually.   Health Services is

responsible for contracting for AII room validation.  Both Facilities and Health Services should be

available when the validation is taking place with Facilities making arrangements for the contractor
to have access to the roof and answer questions about the system.

It is recommended that contractors with certification in air balancing from one the following three

organizations be utilized for validating AII rooms:

▪ Associated Air Balance Council (AABC)   www.aabc.com

▪ National Environmental Balancing Bureau (NEBB)   www.nebb.org

▪ The Testing, Adjusting and Balancing Bureau/International Certification Board (TABB/ICB)

https://www.tabbcertified.org/

Contractors MUST provide evidence that they have experience in AII room testing and 

validation.  A Certificate of Validation shall be posted outside of each AII room.   

a) Statement of Work

https://www.tabbcertified.org/
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1) The following data must be include in each airborne infection isolation (AII) room validation

report.

AII Validation Report Element / Required Documentation 

a. The total room volume for the AII room and the rest room (if present) and 
anteroom (if present).  Include a sketch of the physical layout of the AII room, rest 
room and anteroom.  

b. Total supply and exhaust airflows for each room. Include a sketch of the physical 
layout of the AII room, rest room and anteroom. 

c. Calculation of AII room and rest room and anteroom air changes per hour 

(ACH). Include calculation sheets in report. 

d. Measurement of continuous pressure of the AII room in relation to the 

corridor.   If the rest room for the AII room has an entrance door from the corridor, 
measure continuous pressure of the rest room in relation to the corridor.   Include 
measurement sheets. 

e. IF an audible manometer or permanently installed visual monitoring 
mechanism is installed, provide the following equipment data:  

i) Equipment manufacturer and model number
ii) Pressure reading with door closed.
iii) Audible alarm pressure setting.
iv) Audible alarm time delay.
v) After opening AII room door, the actual time until audible alarm sounds.
vi) Pressure reading when audible alarm sounds.

f. Indication if the room is equipped with emergency power.  Include description of 
emergency power system for ventilation units. 

g. Description of room exhaust. Include descriptive diagrams and distances of 
exhaust from air intakes in report. 

h. If required, provide recommendations for necessary upgrades and preventive 
maintenance in compliance with applicable CDC standards listed in BOP 
Criteria and other applicable standards of good industry practice. 

2) In order for an AII room to be validated it must meet the following criteria:

Yes No N/A AII Validation Requirement Checklist 
Air Changes Per Hour:  Rooms constructed on or after Jan. 1, 2001 must 
have at least 12 ACH; AII rooms constructed before Jan. 1, 2001 must 
have at least 6 ACH 

Negative Pressure:  Continuous pressure greater than or equal to 0.01 
inch water gauge 

Monitoring mechanisms:  IF there is a permanently installed monitoring 
mechanism it must be functioning properly. 

Emergency Power:  AII rooms must be equipped with emergency power 
and it is functioning properly. 

Room Exhaust:  AII rooms must be vented directly outside at least 25 feet 
away from air intakes, windows and walkways.  If not, they must utilize 
HEPA filtration (with HEPA filters leakage tested annually, using a particle 
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counter or photometer). 

Attachment 1 

Airborne Infection Isolation Monitoring Log – Unoccupied Rooms - Monthly 

DATE 

YEAR: 

ISOLATION 

ROOM # 

(Y/N/NA) 

ISOLATION 
ROOM # 

(Y/N/NA) 

ISOLATION 
ROOM # 

(Y/N/NA) 

TESTER 

January 

February 

March 

April 

May 

June 

July 

August 

September 

October 

November 

December 

Yes 
(Y) 

Indicates that the tissue is pulled into the room from the hall—meaning that there is 
negative pressure and the room is functioning correctly 

No 
(N) 

Indicates tissue is NOT pulled into room from the hall--meaning there is not negative 
pressure and the room not functioning properly and requires maintenance and 
should not be used. 

N/A Indicates that room is currently occupied and therefore is being tested daily. 
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Attachment 2   

Airborne Infection Isolation Rooms Monitoring Log— 

Occupied Room – Daily Monitoring

Date Room # 

(Y/N) 

Tester Date Room # 

(Y/N) 

Tester Date Room # 

(Y/N) 

Tester 

Yes (Y) Indicates that the tissue is pulled into the room from the hall—meaning that there is negative 
pressure and the room is functioning correctly. 

No (N) Indicates tissue is NOT pulled into room from the hall--meaning there is not negative pressure 
and the room not functioning properly and requires maintenance and should not be used. 
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APPENDIX 6 .   INFECTIOUS DISEASE TREATMENT REFERENCES 

The list below is not all-inclusive and should be updated regularly as clinically warranted. 

 [It is recommended that guidance from local public health authorities be added to the list.]  

Antibiotic 
Stewardship 
(including URIs 
& SSTIs) 

Antimicrobial stewardship.  Federal Bureau of Prisons Clinical Guidance. November 2017. 
(bop.gov). 

Centers for Disease Control and Prevention, Antibiotic prescribing and use. 
(cdc.gov/antibiotic-use-html).  

Practice Guidelines for the Diagnosis and Management of Skin and Soft Tissue Infections: 
2014 Update by the Infectious Diseases Society of America. Clinical Infectious Diseases. 
2011;52(3):318-e55, idsociety.org.   

Ectoparasites Lice protocol. Federal Bureau of Prisons Clinical Guidance. October 2014. (bop.gov). 

Scabies protocol. Federal Bureau of Prisons Clinical Guidance. January 2017. (bop.gov). 

Exposure 
Management 

Updated U.S. Public Health Service guidelines for the management of occupational 
exposures to HIV and recommendations for post exposure prophylaxis. May 2018. 
(cdc.gov). 

Medical management of exposures:  HIV, HBV, HCV, human bites, and sexual exposures. 
Federal Bureau of Prisons Clinical Guidance. April 2017. (bop.gov). 

CDC guidance for evaluating health-care personnel for hepatitis B virus protection and for 
administering post exposure management.  MMWR 2013;62(RR10):1-19. 

See wound management guidance for tetanus above, MMWR. 2018;67(RR2) 

Hepatitis C Evaluation and management of chronic hepatitis C  virus (HCV) infection, Federal Bureau 
of Prisons Clinical Guidance, August 2018. (bop.gov). 

American Association for the Study of Liver Diseases (AASLD) and the Infectious Diseases 
Society of America (IDSA) HCV guidance:  Recommendations for testing, managing, and 
treating hepatitis C.  May 2018. (hcvguidelines.org).   

Chronic hepatitis C virus (HCV) infection:  Treatment considerations.  Department of 
Veterans Affairs National Hepatitis C Resource Center.  August 2018 (hepatitis.va.gov). 

HIV Infection Revised surveillance case definition for HIV infection – United States, 2014. MMWR. 
2014;63(RR3):1-10. 

HIV testing implementation guidance for correctional settings, January 2009. (cdc.gov). 

Guidelines for the use of antiretroviral agents in adults and adolescents living with HIV. 
October 2018. (aidsinfo.nih.gov). 

Management of HIV infection.  Federal Bureau of Prisons Clinical Guidance. September 
2018. (bop.gov). 

Guidelines for prevention and treatment of opportunistic infections in HIV-infected adults 
and adolescents.  Updated February 2019. (aidsinfo.nih.gov). 
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APPENDIX 6 .   INFECTIOUS DISEASE TREATMENT REFERENCES 

Immunization Immunization, Federal Bureau of Prisons Clinical Guidance, September 2018 (bop.gov). 

Recommended adult immunization schedule for ages 19 years or older, United States, 
2019 (cdc.gov). 

Prevention of pertussis, tetanus, and diphtheria with vaccine in the United States:  
Recommendations of the Advisory Committee on Immunization Practices (ACIP).  MMWR. 
2018;67(RR2):11-31. 

Influenza Clinical Practice Guidelines by the Infectious Diseases Society of America:  2018 update 
on diagnosis, treatment, chemoprophylaxis, and institutional outbreak management of 
seasonal influenza.  Uyeki TM et al.  Clinical Infectious Diseases. published on-line, 
December 2018.  

Prevention and control of seasonal influenza with vaccines:  Recommendations of the 
Advisory Committee on Immunization Practices – United States, 2018-19 influenza 
season. MMWR. 2018;67(RR3):1-16. 

Seasonal influenza guidance.  Federal Bureau of Prisons Clinical Guidance. December 
2018. (bop.gov). 

Sexually 
transmitted 
Infections 

Centers for Disease Control and Prevention, Sexually transmitted diseases treatment 
guidelines, 2015.  MMWR. 2015;64(RR03). 

Tuberculosis Prevention and control of tuberculosis in correctional and detention facilities:  
Recommendations from CDC.  MMWR. 2006;55(RR09):1-44. 

Management of tuberculosis. Federal Bureau of Prisons Clinical Guidance. October 2015 
(bop.gov). 

Official American Thoracic Society/Centers for Disease Control and Prevention/Infectious 
Disease Society of America Clinical Practice Guidelines:  Treatment of drug-susceptible 
tuberculosis.  Nahid P. et al. Clinical Infectious Diseases. 2016;63(7):e147-e195. 

High completion rate for 12 weekly doses of isoniazid and rifapentine as treatment for 
latent tuberculosis infection in the Federal Bureau of Prisons.  Schmit KM et al.  J of Public 
Health Management and Practice. 2019;25(2):E1-E6. 

Guidelines for the investigation of contacts of persons with infectious tuberculosis.  
MMWR. 2005;54(RR15)1-37. 

Varicella Management of Varicella Zoster Virus (VZV) infections.  Federal Bureau of Prisons Clinical 
Guidance 
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APPENDIX 7.   INFECTION PREVENTION & CONTROL SIGNAGE 

These signs, in both English and Spanish, are located on the following pages. They can be copied in 
color, or black and white, for use in this facility.  Lamination is recommended, if feasible.  

1. Health Alert – Coughing Spreads Germs

2. Contact Precautions

3. Contact Enteric Precautions

4. Droplet Precautions

5. Airborne Precautions



Health Alert! 

¡Alerta de salud! 

Coughing spreads germs. 
Protect yourself and others. 

Al toser se transmiten microbios. 
Protéjase Ud. y a los demás. 

Cover your cough. 
Tápese la boca al toser. 

Ask about a face mask if you 
are coughing. 
Pida si debes usar una máscara de cara. 

Clean hands often. 
Lávese las manos con frecuencia. 



CONTACT PRECAUTIONS 

PRECAUCIONES DE CONTACTO 

TO PREVENT THE SPREAD OF INFECTION, 

ANYONE ENTERING THIS ROOM SHOULD USE: 
Para prevenir el esparcimiento do infecciones,  

todas las peronas que entren e esta habitacion tienen que: 

HAND HYGIENE 
Hygiene De Las Manos 

GLOVES 
Guantes 

GOWN 
Bata 



CONTACT PRECAUTIONS 

PRECAUCIONES DE CONTACTO 

TO PREVENT THE SPREAD OF INFECTION,  
ANYONE ENTERING THIS ROOM SHOULD USE: 

Para prevenir el esparcimiento do infecciones,  
todas las peronas que entren e esta habitacion tienen que: 

HAND HYGIENE 
Hygiene De Las Manos 

GLOVES 
Guantes 

GOWN 
Bata 

WITH SPECIAL ENTERIC PRECAUTIONS 

Con PRECAUSON ORGATRONTESTINAL 

(1) Perform hand hygiene before entering room.  (2) Wash hands
with soap and water (not hand sanitizer) before leaving room.

(1) Lavarse las manos antes de entra al cuato. (2) Asegurese de lavarse las
manos con agua y jabon cuando salga del cuarto.

Cleaning Crew:  Special cleaning indicated. 

Personal De Limpieza:  Indicaciones especiales de aseo. 



Droplet PRECAUTIONS 
PRECAUCIONES contra particulas o gotitas 

TO PREVENT THE SPREAD OF INFECTION, 

ANYONE ENTERING THIS ROOM SHOULD USE: 
Para prevenir el esparcimiento do infecciones,  

todas las peronas que entren e esta habitacion tienen que: 

HAND HYGIENE 
Hygiene De Las Manos 

SURGICAL MASK 
Mascara Quirurgica

GLOVES 
Guantes 

GOWN 
Bata 



Airborne PRECAUTIONS 
PRECAUCIONES contra organismos que se  

mantienen en el aire 

TO PREVENT THE SPREAD OF INFECTION, 

ANYONE ENTERING THIS ROOM SHOULD USE: 
Para prevenir el esparcimiento do infecciones,  

todas las peronas que entren e esta habitacion tienen que: 

HAND HYGIENE 
Hygiene De Las Manos 

N-95 RESPIRATOR (FIT-TESTED)
Respirador N-95

Ensure that the door to the patient’s room 
remains closed at all times. 

Asegurese de mantener la puerta de esta habitacion 
carrada todo el tiempo. 

Patient wears surgical mask during 
transport. 

Paciente lleva mascarilla quirurgica durante el 
transporte. 



SECTION 3

BLOODBORNE PATHOGEN EXPOSURE 
CONTROL PLAN (ECP)
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In accordance with VitalCore Infection Prevention and Control Policy, each facility will annually update 
a Bloodborne Pathogen Exposure Control Plan (ECP) that meets Occupational Safety and Health 
Administration (OSHA) requirements. Utilize this link to view OSHA Bloodborne Pathogen Standard 29 
CFR 1910.1030: 
http://www.osha.gov/pls/oshaweb/owadisp.show_document?p_table=standards&p_id=10051).   

This fill-in-the-blank ECP template is a tool that facilities should use to create site-specific plans that fulfill 
OSHA requirements. 

GENERAL INSTRUCTIONS FOR USING THIS TEMPLATE: 

• This document is a Microsoft Word file.  

• Throughout the template, the red text in square brackets (e.g., [text]) indicate the places where 
facility-specific information should be inserted. Delete the red text and insert the text using black 
and white text. Note:  Red text that requires this type of action appears throughout the document 
so it should be looked for carefully.  

• The Table of Contents (begins on page 2) is a “field” and can be updated by using the automatic 
feature in Word:   
(1) Right-click anywhere on the list of contents.  
(2) Select “Update Field.” 
(3) Select “Update page numbers only” and click “OK.”  
     (If you’ve changed some of the headings, then you may need to click “Update entire table”  
      in step (3), and some of the listings may need to be re-aligned.) 

• Once the Exposure Control Plan for your facility has been completed, and each time that it is 
updated, print the necessary pages, starting with the signature page that appears on page 1.  

 The signature page is filled in and printed each time the Exposure Control Plan for your 
facility is updated, since it lists the date of the most recently approved version.  
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SECTION 1:  Introduction 

This facility is committed to providing a safe and healthy work environment for all staff, and for inmate 
workers.  In pursuit of this goal, this Exposure Control Plan (ECP) has been developed to help eliminate 
or minimize occupational exposures to bloodborne pathogens (BBP) or other potentially infectious 
materials (OPIM), in accordance with OSHA Standard 29 CFR 1910.1030, “Occupational Exposure to 
Bloodborne Pathogens.”  As part of the U.S. Department of Labor, the goal of the Occupational Health 
and Safety Administration (OSHA) is to ensure worker safety and health in every workplace in the 
United States. 

This facility’s ECP includes the following elements, as required by OSHA 29 CFR 1910.1030: 

• Determination of exposure risks (see Section 3) 

• Implementation of various methods of exposure control, (see Section 4), including: 

 Standard Precautions 

 Engineering and work practice controls 

 Personal protective equipment (PPE) 

 Regulated medical waste 

 Housekeeping 

 Communication of hazards  

• Annual sharps review (see Section 5) 

• Hepatitis B vaccination (see Section 6) 

• Post-exposure evaluation and follow-up (see Section 7) 

• Evaluation of exposure incidents (see Section 8) 

• Training (see Section 9) 

• Recordkeeping (see Section 10) 

SECTION 2:  Program Administration and Responsibilities 

Facility Employees, Contract Health Care Staff, and Inmate Workers in High-Risk Details 

Facility employees, contract health care staff, and inmate workers in high-risk details all play an 
essential role in the Bloodborne Pathogens (BBP) Program.  They must each: 

• Comply with all practices outlined in this the VC Infection Prevention & Control policy, OSHA 
standard 29 CFR 1910.1030, and this plan.   

• Know which tasks that they perform have the potential for occupational exposure, and report any 
unsafe practices or equipment that may increase their risk for an exposure. 

• Attend BBP training sessions and any other required education programs. 

• Plan and conduct all operations in accordance with work practice controls, including ensuring 
that work areas are stocked with person protective equipment (PPE). 

• Notify supervisors, Infection Control staff, and/or [insert other Departments to which staff related 
injuries are reported] Department of any work-related injuries—and complete all required 
paperwork. 
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_______________________________    

[Insert position responsible for acquisition of PPE] 

The [position responsible for acquisition of PPE] shall provide, make accessible, and require the use of 
PPE in those jobs identified as at-risk for exposure—at no cost to the worker and also ensure that PPE 
is properly used and cleaned, repaired, or discarded. 

Infection Prevention and Control Committee (IPCC) 

The IPCC will establish policies and procedures relating to bloodborne pathogens, based on CDC 
recommendations, OSHA regulations, and VC Infection Prevention & Control Policy. Additionally, the 
IPCC will review and update the ECP annually—or more frequently, if needed.  The IPCC will 
investigate and assess all exposure incidents. 

Infection Preventionist Responsibilities 

• Assist in or provide education and training related to BBP, including the Hepatitis B Vaccination 
Program. 

• Provide consultation regarding department training, procedures, and equipment related to BBP. 

• Develop and implement institution BBP post-exposure policies and procedures. 

• Conduct an annual sharps review and maintain current information about products developed to 
prevent BBP exposures. 

• Review BBP exposure incidents to determine if current equipment, procedures, and policies 
need to be revised. 

 

[Insert below the Department responsible for processing worker’s compensation claims, investigating 
unsafe work practices and maintaining OHA 300 log]  

______________Department Responsibilities 

• Process paperwork for worker’s compensation claims related to BBP exposures (it remains the 
employee’s responsibility to ensure that this paperwork has been completed). 

• Investigate reports of unsafe practices or equipment that pose a potential risk of BBP exposure. 

• Maintain the OSHA 300 log for staff and inmates with BBP exposures.  

Work Supervisors Responsibilities 

• Immediately relieve a staff person from their duties when there has been a potential bloodborne 
pathogen exposure. 

• Orientation and training for workers regarding procedures, equipment specific to the department 
or work area, and use of PPE. 

• Submit training records to the appropriate department. 

• Review worksite-specific policies and procedures designed to prevent BBP exposures. 

• Counsel workers who are found to be using unsafe practices and document this information in 
their performance evaluation. 
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• Contact the Infection Preventionist when new staff, new contract health care staff, or new inmate 
workers in high-risk details are hired. 

SECTION 3:  Exposure Determination 

Risk Classifications for Staff and Inmates 

All facility staff are considered to be at risk for BBP exposure because all staff members may potentially 
come in contact with blood or OPIM when responding to emergencies.  Below, Table 1 lists low-risk 
jobs and Table 2 lists high-risk jobs in this facility.  The jobs included in each category are indicated by 
an “x” in the checkbox ().  [Modify the lists in Table 1 and Table 2 below to reflect the staff positions in 
this facility that are low risk (blood exposure unlikely) or high risk (blood exposure more likely).  Check 
which ones are considered low and high risk in the respective tables.] 

Table 1: Job Classifications at LOW RISK for BBP Exposure in This Facility 

Staff () 

☐ Accounting Staff ☐ Human Resources Staff 

☐ Associate Wardens ☐ Inmate Telephone System Staff 

☐ Case Management Staff ☐ Inventory Management Specialists 

☐ Clothing Room Staff ☐ Laundry Staff * 

☐ Commissary Staff ☐ Legal Staff 

☐ Communication Specialists ☐ Materials Handlers/Warehouse Staff 

☐ Computer Specialist Staff ☐ Medical Records Staff 

☐ Contract Supervisors ☐ Plumbers 

☐ Dietitians ☐ Quality improvement Staff 

☐ Drug Treatment Specialists ☐ Religious Service Staff 

☐ Education Staff ☐ Secretaries/Administrative Assistants 

☐ Executive Assistants ☐ Tool Room Officers 

☐ Facilities Staff ☐ Warden 

☐ Food Service Staff ☐  

☐ Health Service Administrators ☐  

Inmate () 

☐ Barbers ☐ Painters 

☐ Carpenters ☐ Plumbers 

☐ Electrical Workers ☐ Sheet Metal Workers 

☐ Food Service Workers ☐ Steam Fitters 

☐ Garage Workers ☐ Warehouse Workers 

☐ HVAC Workers ☐ Welders 

☐ Laundry Staff * ☐  

☐ Machine Shop Workers ☐  

[* Laundry work is considered low-risk only if local policy is to discard laundry that is grossly contaminated with blood.] 
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Table 2: Job Classifications at HIGH RISK for BBP Exposure in This Facility 

 Staff () 

☐ Clinical Director ☐ Pharmacy Staff 

☐ Correctional Service Staff ☐ Physical Therapy Staff 

☐ Dental Staff ☐ Psychiatrists 

☐ Environmental Health Service Staff ☐ Psychologists 

☐ Infection Preventionist ☐ R&D Correctional Officers 

☐ Staff Officers For Inmate Property  ☐ Radiology Staff 

☐ Laboratory Staff ☐ Safety Staff 

☐ Laundry Staff ** ☐ Social Workers 

☐ Medical Officers (Physicians) ☐ Special Investigation Staff 

☐ Nurse Practitioners ☐  

☐ Nursing Staff ☐  

☐  ☐  

Inmates () 

☐ Blood Spill Cleanup Crew ☐  

☐ Health Service Workers ☐  

☐ Laundry Staff ** ☐  

[**Laundry work is considered high-risk only if policy is to launder linens that are grossly contaminated with blood.  Delete if 
grossly contaminated laundry is discarded,] 

 

Tasks and Procedures that May Put Workers at Risk 

Table 3 lists tasks and procedures in this facility in which there is a reasonable potential to come in 
contact with blood or OPIM, which may result in an exposure to bloodborne pathogens. The relevant 
tasks and procedures are indicated by an “x” in the checkbox ().  [Modify the lists in Table 3 below to 
reflect the tasks and procedures in this facility for which there is reasonable potential to come in contact 
with blood or other OPIM.] 

Table 3:  Tasks and Procedures with Potential for BBP Exposure () 

☐ Altercation/forced cell move ☐ Medical equipment repair 

☐ Assisting patients ☐ Medical instrument handling/cleaning/processing 

☐ Blood spill management ☐ Minor surgery/procedures 

☐ Body scrapings ☐ Ostomy care 

☐ Bone marrow aspirations ☐ Pat searches/shakedowns 

☐ Care of a body after death ☐ Peripheral/central line care 

☐ Contaminated linen management ☐ Resuscitation 

☐ Contaminated trash management ☐ Sharps disposal 

☐ Contraband pickup ☐ Specimen collection and processing 

☐ Crime scene investigation ☐ Sputum inducing 

☐ Dental procedures ☐ Suturing/stapling (and removal) 

☐ Dialysis procedures ☐ Tracheotomy care 

☐ Excrement handling ☐ Wound care/dressing changes 

☐ Injections/IV insertion/venipuncture ☐  

☐ Medical equipment decontamination ☐  
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SECTION 4:  Methods of Implementation and Control 

Standard Precautions 

With Standard Precautions, all human blood and the following body fluids (OPIMs) are treated as if they 
are known to be infectious for HBV, HCV, HIV, and other bloodborne pathogens:   

• Semen 

• Vaginal secretions 

• Cerebrospinal fluid  

• Synovial fluid 

• Pleural fluid 

• Pericardial fluid 

• Peritoneal fluid 

• Amniotic fluid 

• Breast milk  

• Any other body fluid with visible blood 

Exposure Control Plan Availability and Updating 

Facility staff, contract health care staff, and inmate workers in high-risk details covered by the OSHA 
Bloodborne Pathogens Exposure Standard are to receive an explanation of this ECP during their initial 
training session and again annually.  Staff can consult this plan at any time during their work shifts by  
[insert locations where this document (electronic and/or hard copy) can be obtained by staff] .  Inmate 
workers in high risk details can consult copies of the plan in [insert locations where this document 
(electronic and/or hard copy) can be obtained by inmates]  .  

The Infection Prevention & Control Committee (IPCC) is responsible for reviewing and updating the 
ECP annually, or more frequently if necessary, to reflect any new or modified tasks and procedures that 
effect occupational exposure (see Table 3) and any new or revised job classifications with occupational 
exposure (see Table 1 and Table 2). 
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Engineering and Work Practice Controls 

Engineering controls and work practice controls are to be used to prevent or minimize exposure to 
bloodborne pathogens.  The specific engineering controls and work practice controls used in this facility 
are listed below in Table 4.  The relevant items are indicated by an “x” in the checkbox ().  [Review 
and revise this list to reflect engineering and work practice controls used in this facility. Delete dental 
clinic and or lab if you do not have these in this facility. ] 

Table 4:  Engineering and Work Practice Controls Used in this Facility 

All Areas () 

☐ Biohazard-labeled contaminated linen ☐ Gowns/aprons 

☐ Biohazard-labeled contaminated trash ☐ Puncture-resistant needle containers 

☐ Blood spill kits/carts ☐ Shelf-sheathing needles 

☐ Eye wash stations and/or showers ☐ 2-way valve masks for resuscitation 

☐ Face shield/goggles/masks ☐  

☐ Foot-operated/sensor hand wash sinks ☐  

☐ Gloves ☐  

Dental Clinic () Laboratory () 

☐ Autoclave ☐ Covered centrifuges with rotator covers 

☐ Mechanical instrument cleaner ☐ Sharps/recap device 

☐ Needle safety device/guard ☐  

☐ Plastic wrap to cover chair-side equipment ☐  

☐ Rubber dams ☐  

☐  ☐  

 

• Contaminated sharps must be discarded as soon as feasible in containers that are closable, 
puncture-resistant, leak-proof on sides and bottoms, and appropriately labeled or color-coded.  
Sharps disposal containers are available and must be easily accessible and as close as feasible 
to the immediate area where the sharps are used. 

 Sharps disposal containers must be routinely inspected and maintained.  They are to be 
replaced by each unit whenever two-thirds full by [Insert position responsible for inspecting and 
replacing sharps disposal unit ] .   

Personal Protective Equipment (PPE) 

This facility provides PPE necessary for protection against bloodborne pathogens. PPE is provided to 
staff and inmates at no cost to them.  Training in the use of the appropriate PPE for specific tasks or 
procedures is provided by work supervisors and/or Infection Control staff.  PPE is the "last line of 
defense" against bloodborne pathogens. 
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Depending on the department, this equipment includes, but is not limited to:   

• Gloves  

• Goggles 

• Gowns (impervious) 

• Hoods 

• Face shields/masks  

• Shoe covers (impervious) 

• Safety glasses 

All staff and inmate workers using PPE must observe the following precautions: 

• Wash hands immediately, or as soon as feasible, after removing gloves or other PPE. 

• Remove PPE after it becomes contaminated and before leaving the work area. 

• Used PPE may be disposed of in regular trash unless grossly contaminated with blood or OPIM.  
If contaminated, then dispose in the biohazard waste trash. 

• Wear appropriate gloves when it is reasonably anticipated that there may be hand contact with 
blood or OPIM, and when handling or touching contaminated items or surfaces.  Replace gloves 
if torn, punctured, or contaminated—or if their ability to function as a barrier is compromised. 

• Utility gloves may be decontaminated for reuse if their integrity is not compromised.  Discard 
utility gloves if they show signs of cracking, peeling, tearing, puncturing, or deterioration. 

• Never wash or decontaminate disposable gloves for reuse. 

• Wear appropriate face and eye protection when splashes, sprays, spatters, or droplets of blood 
or OPIM pose a hazard to the eye, nose, or mouth. 

• Remove immediately, or as soon as feasible, any garment contaminated by blood or OPIM—in 
such a way as to avoid contact with the outer surface. 

Housekeeping 

• The facility will be maintained in a clean and sanitary condition with an appropriate written 
schedule for cleaning and method of decontamination based upon the location within the facility, 
type of surface to be cleaned, type of soil present, and tasks or procedures being performed in 
the area.  

• All equipment and environmental and working surfaces shall be cleaned and decontaminated 
after contact with blood or other potentially infectious materials. 

• Contaminated work surfaces shall be decontaminated with an appropriate disinfectant after 
completion of procedures; immediately or as soon as feasible when surfaces are overtly 
contaminated or after any spill of blood or other potentially infectious materials; and at the end of 
the work shift if the surface may have become contaminated since the last cleaning.  

• Protective coverings, such as plastic wrap, aluminum foil, or imperviously-backed absorbent 
paper used to cover equipment and environmental surfaces, shall be removed and replaced as 
soon as feasible when they become overtly contaminated or at the end of the workshift if they 
may have become contaminated during the shift. \ 

• All bins, pails, cans, and similar receptacles intended for reuse which have a reasonable 
likelihood for becoming contaminated with blood or other potentially infectious materials shall be 
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inspected and decontaminated on a regularly scheduled basis and cleaned and decontaminated 
immediately or as soon as feasible upon visible contamination.  

• Broken glassware which may be contaminated shall not be picked up directly with the hands. It 
shall be cleaned up using mechanical means, such as a brush and dust pan, tongs, or forceps.  

• Reusable sharps that are contaminated with blood or other potentially infectious materials shall 
not be stored or processed in a manner that requires employees to reach by hand into the 
containers where these sharps have been placed.  

Blood Spill Cleanup Procedure  

[Modify this procedure based on the specific circumstances in your facility.] 

• The grossly contaminated room or area should be secured until a trained staff person is available 
to assist in the cleaning process. 

• Only inmates who have been trained and who have been offered Hepatitis B vaccination will 
assist the nursing or correctional staff on the scene with the cleanup. 

• A specifically designed and labeled Emergency Blood Spill [kit or cart] should be utilized for 
these cleanups. 

• Individuals assisting with the cleanup are to wear two pairs of gloves. 

• Shoe covers or rubber boots are to be worn if there is a potential for shoe contamination. 

• Splash-proof eye protection should be used if there is a potential for body fluid or disinfectant 
contamination to the eyes during cleanup.   

• The blood spill will be cleaned utilizing an EPA-registered, hospital-grade disinfectant, used 
according to the manufacturer’s instructions, including wet-times for the product.  

• Contaminated bed linens and the mop heads used to clean spills should be [indicate if these are 
discarded (recommended) or laundered] . 

• After the initial cleanup of the area, the area must be re-washed using clean disinfectant solution 
and a clean mop head or sponge. 

• All reusable PPE and other contaminated equipment will be disinfected according to the 
manufacturers’ suggested protocols. 

• If cleanup is done on an off-shift, a message must be left for [indicate which department should 
receive a message to restock the blood spill cleanup cart or kit.] , indicating that the [cart or kit]  
was used and needs to be restocked. 

Laundry 

The following laundering requirements must be met: 

• Handle contaminated laundry as little as possible, with minimal agitation. 

• Place wet, contaminated laundry in a labeled or color-coded, leak-proof container before 
transport.  Use [Indicate “bag” (including color) or “container” for transporting wet contaminated 
laundry] with biohazard symbol for this purpose. 

• Wear the following PPE when handling and/or sorting contaminated laundry: 

 Gloves    
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 Face shields/mask 

 Gowns 

 Eye protection 

• In this facility, laundry that is grossly contaminated with blood or infectious body fluids will be: 
[Indicate whether laundry will be “discarded” (recommended) or “laundered.”  If it is to be 
laundered, insert policy for laundry, based on the CDC guidelines available at: 
http://www.cdc.gov/HAI/prevent/laundry.html.] 

Regulated Waste 

• Regulated Waste is defined as:   

Liquid or semi-liquid blood or other potentially infectious materials; contaminated 
items that would release blood or other potentially infectious materials in a liquid or 
semi-liquid state if compressed; items that are caked with blood or other potentially 
infectious materials and are capable of releasing these materials during handling; 
contaminated sharps; and pathological and microbiological wastes containing blood 
or other potentially infectious materials. (“Bloodborne Pathogens, Rules and 
Regulations,” Federal Register.  December 6, 1991) 

• Regulated waste is to be placed in containers that are closable, constructed to contain all 
contents and prevent leakage, appropriately labeled or color-coded, and closed prior to removal 
to prevent spillage or protrusion of contents during handling. Containers should be wiped down 
daily with a hospital-grade disinfectant unless the container is stored in a biohazard area.   

• Management of regulated waste in this facility is the responsibility of: [insert position 
responsibility for overseeing the management of regulated waste].  Regulations for the 
management of regulated waste in this state can be accessed at:  [insert web link].  [Note: 
Consult this EPA website for the list of state websites for the management of regulated waste: 
https://www.epa.gov/hwgenerators/links-hazardous-waste-programs-and-us-state-
environmental-agencies] 

• Regulated waste will be stored [insert location] in a manner that controls leakage and odors [e.g., 
with room venting to the outside or freezing of waste before transport] 

Labels and Signs 

Biohazard Warning Label Program 

The most effective warning about possible exposure to bloodborne pathogens is the use of 
biohazard labels and signs.   A comprehensive biohazard warning label program has been 
implemented within this facility, using red or orange-red labels with the appropriate warning.  
Appropriately worded signs are also produced and displayed on containers and storage areas as 
necessary.  The [Insert Department responsible for regulated waste] Department is responsible for 
this program. 

Biohazard Containers and Storage Areas 

The following items have been labeled within the institution with a warning 
label that is fluorescent orange or orange-red, containing the biohazard 
symbol and the word BIOHAZARD in both English and Spanish in a 
contrasting color.  The label is attached to each object by string, wire, 

http://www.labelmaster.com/images/products/400x400/H-BBLRS.jpg


            Bloodborne Pathogen Exposure Control Plan 

  _________________________________________________ 

                                                                                                                                                                                                                           Page 13 

adhesive, or another method that prevents loss or unintentional removal of the label.  The following 
should be labelled with a biohazard sign. 

• Containers of regulated waste 

• Refrigerators/freezers containing blood or other potentially infectious materials 

• Sharps disposal containers 

• Leak-proof, puncture proof containers utilized to transport contaminated medical instruments 

• Other containers used to store, transport, or ship blood and other infectious materials 

• Contaminated laundry bags and containers 

• Storage rooms for contaminated waste and linen 

 Contaminated equipment (e.g., pumps) will be covered with a red bag to indicate 
contamination. 

SECTION 5:  Annual Sharps Review 

This facility identifies the need for changes in sharps utilized in Health Services through the review of 
exposure incidents and the annual sharps review.  We evaluate new procedures and new products 
regularly by means of literature review and product presentations. 

Both non-managerial and managerial health care staff will be solicited for input on an annual basis to 
identify, evaluate, and select effective engineering and work practice controls.  The Infection Prevention 
and Control Committee (IPCC) will review all evaluations and make the final decision regarding product 
selection, based on the evaluations.  The results of this evaluation will be documented. 

See the optional “Summary of Sharps Safety Device Evaluation & Selection” and “Safety Device 
Evaluation” forms on the VitalCore IPC toolbox. 

SECTION 6:  Hepatitis B Vaccination Program 

Even with good adherence to all exposure prevention practices, exposure incidents can occur.  
Therefore, a Hepatitis B Vaccination Program is available for all facility staff, and for inmate workers in 
high-risk details.  Contractual health care staff are responsible for obtaining hepatitis B vaccinations 
from their employers.   

[Indicate position responsible for training employees on hepatitis B vaccinations] will provide training to 
employees on hepatitis B vaccinations, including: safety, benefits, efficacy, methods of administration, 
and availability.  

 Hepatitis B vaccinations shall be offered and administered to all facility employees and to 
inmate workers in high-risk details (as defined in Table 2) within 10 days of initial work 
assignment.   

 Vaccination is encouraged unless:  1) documentation exists that the employee has previously 
received the series; 2) antibody testing reveals that the employee is immune; or 3) medical 
evaluation shows that vaccination is contraindicated. 
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Facility Staff 

The hepatitis B vaccination series is available at no cost to all facility staff after initial training and within 
10 days of work assignment.  To ensure that all individuals are aware of the vaccination program, the 
program is discussed in new employee orientation classes and as part of staff annual training.  

• If an employee declines the vaccination, the employee must sign a declination form.  Employees 
who decline may later request and obtain the vaccination at no cost.   

• Documentation of vaccine administration and/or refusal are kept in the staff member’s medical 
record. 

Inmate Workers in High-Risk Details  

Inmate workers in high-risk details will be offered hepatitis B vaccination within 10 days of assignment, 
at no cost.  

• If an inmate worker in a high-risk detail declines the vaccination, he or she must sign a 
declination form.  Inmate workers who decline may later request and obtain the vaccination at no 
cost. 

• Documentation of vaccine administration and/or refusal is filed [indicate location where filed] . 

 

SECTION 7:  Management of Exposures 

Overview 

  
• Basis of Plan   

This facility’s plan for management of exposure is based upon OSHA 1910.1030, the [insert 

location of policy on management of staff exposure] and the clinical information provided in 

CDC guidelines and the PEPline Quick Guide for Occupation Exposures.  

 

• Responsibility  

[Indicate the position responsible for post-exposure management] is charged with responsibility 

for overseeing post-exposure management at this facility.   

 

• Immediate Relief of Exposed Employees    

Employees who report a potential BBP exposure will be relieved from their duties immediately.   

 

• Post-Exposure Management  

All post-exposure management (including all laboratory testing and prescribing of medications) 

for facility employees who sustain a BBP exposure will be provided by a licensed outside Health 

Care Provider (HCP) except for the initial assessment of the exposure.  Assessment of 

exposures will be based on CDC guidelines.  If a facility health care provider is available on-site 

and HIV post-exposure prophylaxis (PEP) is indicated, then one dose of HIV PEP will be 

provided at the facility unless it is possible to receive follow-up by an outside HCP within 2 

hours.    

https://www.osha.gov/pls/oshaweb/owadisp.show_document?p_table=standards&p_id=10051
http://nccc.ucsf.edu/clinical-resources/pep-resources/pep-quick-guide-for-occupational-exposures/
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o Under extenuating circumstances (i.e., on weekends and holidays), facilities may 

provide up to 3 doses of HIV PEP to the exposed staff member if the exposed staff 

member is unable to acquire HIV PEP.  

• PEPline 

The PEPline (888-448-4911), sponsored by the National HIV/AIDS Clinicians’ Consultation 

Center, can provide expert physician consultation to assess infectious disease risks associated 

with an exposure, as well as make recommendations regarding post-exposure management for 

HIV, hepatitis B and hepatitis C.   

 

• Referrals to Licensed Health Care Provider (HCP) 

This facility has established a relationship with the following health care facility where licensed 

HCPs are familiar with OSHA standards for BBP, as well as Centers for Disease Control and 

Prevention (CDC) guidelines for post-exposure management for HIV, hepatitis B, and hepatitis 

C.  

 

Facility Name:  [insert HCP name address and phone] 

Address:          __ 

                        __ 

Phone:             __ 

 

Exposed employees are referred to this facility for medical evaluation and follow-up care, 

including all baseline and follow-up labs, with the understanding that the injured employee can 

seek medical attention at a place of his/her choice. 

 

• Exposures during Off-Hours when facility Health Care Provider Unavailable:  

If an exposure occurs during off hours when a facility health care provider is unavailable, the 

employee will be referred immediately to a licensed HCP after provision of immediate care.  

 

• Post-Exposure Assessment & Referral Form:  

In all case scenarios the exposed employee is provided with a packet containing a completed  

Bloodborne Pathogen Exposure Assessment & Referral Form  

 

• Testing of Exposure Source:  

When the source of a potential BBP exposure is known, that inmate is tested for HIV  (rapid 

testing preferred), Hepatitis B (HBsAg, and HbeAg when appropriate) and Hepatitis C (Anti-

HCV), unless there is documentation of a prior positive result.  Other tests may be performed if 

clinically indicated.  The lab results for the source case are recorded on the Bloodborne 

Pathogen Exposure Assessment & Referral Form (without identifiers) so that the employee can 

share this information with the outside HCP.   If the lab test results for the source case will not 

be available until after the employee leaves the facility, then inform the employee that he/she 

will be contacted with the laboratory results and that the results will be provided to the outside 

HCP.  
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• Testing by the Outside Licensed Health Care Providers: 

The outside HCP collects a blood sample from the exposed employee to obtain baseline 

serologic information, in accordance with OSHA standard 1910.1030(f)(2)(iii). No laboratory 

testing is done without the staff member’s consent. The sample is tested for the presence of 

HIV, hepatitis B and hepatitis C infections.   

 

• Payment:   

In instances where an exposure to blood or other potentially infectious material occurs while at 

work, any costs for evaluation, follow-up, and prophylaxis (when medically indicated, as 

recommended by the CDC) that are not covered by OWCP are paid for by ________ at no cost 

to the employee.   

 

• Recordkeeping: 

Records regarding the post-exposure management for staff are filed [insert location] and for 

staff are filed [insert location].  

Management of Exposures:  Immediate Steps 

 

• The injury site is given immediate care.  

 

(1) Needlestick and sharps injuries:  

o The area is allowed to bleed freely for 30 seconds.  

o The area is washed with soap and water or scrub solution. 

o Pressure is applied to stop the bleeding, and a bandage applied if necessary.  

 (2) Eye, nose, and mouth contact:  

o The affected area is flushed with water for 2 minutes.  

o Mouth contamination: spit out any fluid, rinse with fluid, and spit out again.  

 

• Notifications 

 

1) Potentially exposed employees will notify their supervisor or manager who will relieve them 

from their duties immediately.  

2) The Site Medical Director or physician on-call will be notified immediately.   

 

Medical Management of Exposures: Facility Staff 

 

1)  Facility Health Care Provider is Available On-site  

a) The exposure incident is assessed by a facility health care provider using the Bloodborne 

Pathogen Exposure Assessment & Referral Form.  
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b) The facility health care provider can call the PEPline (888-448-4911) (if available) to obtain 

expert physician consultation in assessing the infectious disease risks associated with the 

exposure, as well as for recommendations for follow-up.   

c) When a facility health care provider is available on-site, an initial dose of HIV PEP will be 

offered if the PEPLINE recommends HIV PEP or if the assessment of a facility physician that 

HIV PEP is indicated.  The PEPline Quick Guide for Occupation Exposures provides helpful 

guidance for assessing exposure risk.  

d) If HIV PEP is offered, the employee will consent or decline PEP and this will be documented on 

the “Employee Consent/Declination for HIV Post-Exposure Prophylaxis” section of the 

Bloodborne Pathogen Exposure Assessment & Referral Form.  

e) Regardless of whether or not HIV PEP is administered, the exposed employee is given a copy 

of the completed Bloodborne Pathogen Exposure Assessment & Referral Form and instructed 

to share the information with the outside HCP who will be providing post-exposure 

management. 

f) Flag the “Healthcare Professional Written Opinion” (attached to the Bloodborne Pathogen 

Exposure Assessment & Referral Form).  Instruct the employee to request that the outside 

licensed HCP complete the “Healthcare Professional Written Opinion” and to return it to Health 

Services on their next working day.    

g) Provide copy of to the Bloodborne Pathogen Exposure Assessment & Referral Form to 

[Department responsible for the OSHA 300 Log] for inclusion of the exposure incident in the 

OSHA 300 Log.  

2) Facility Health Care Provider is NOT Available On-site:  

a) The [correctional staff supervisor in the facility] completes page 1 of the Bloodborne Pathogen 

Exposure Assessment & Referral Form. 

b) The exposed employee is given a copy of the form and is instructed to share the information 

with the outside HCP who will be providing post-exposure management. 

c) Flag the “Healthcare Professional Written Opinion” (attached to the form).  Instruct the 

employee to request that the outside licensed HCP complete the “Healthcare Professional 

Written Opinion” and to return it to Health Services on their next working day.    

d) Provide copy of to the Bloodborne Pathogen Exposure Assessment & Referral Form to 

[Department responsible for the OSHA 300 Log] for inclusion of the exposure incident in the 

OSHA 300 Log.  

Medical Management of Exposures: Contractors and Volunteers 

After providing immediate care, contractors and volunteers are referred immediately to an outside 

health care provider.   

Medical Management of Exposures: Inmate Workers in High-Risk Details 

For inmate exposures, refer to the PEPline Quick Guide for Occupation Exposures and the BOP 

Clinical Practice Guidelines on Medical Management of Exposures 

http://nccc.ucsf.edu/clinical-resources/pep-resources/pep-quick-guide-for-occupational-exposures/
http://nccc.ucsf.edu/clinical-resources/pep-resources/pep-quick-guide-for-occupational-exposures/
https://www.bop.gov/resources/pdfs/exposures.pdf
https://www.bop.gov/resources/pdfs/exposures.pdf
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SECTION 8:  Evaluation of Exposure Incidents 

The IPCC will review the circumstances of all exposure incidents to determine: 

• Engineering controls in use at the time 

• Work practices followed 

• A description of the device being used (including type and brand) 

• Protective equipment or clothing that was used at the time of the exposure incident (gloves, 
protective eyewear, etc.) 

• Location of the incident (ward, room number, etc.) 

• Procedure/duty being performed when the incident occurred 

• Training received by the employee 

• Any necessary changes in practices/protocols /products to prevent future occurrences.  

Utilize Appendix 1. Bloodborne Pathogen Exposure Incident Evaluation to summarize the 
evaluation of the exposure incident.   

SECTION 9:  Training  

All staff, contract health care staff, and inmate workers in high-risk details shall receive initial and 
annual training conducted by [indicate position or Department responsible for training] , as follows:  

• Annual training for all facility staff and for inmate workers in high-risk details shall be provided 
within one year of their previous training.  Annual training of contract health care staff will be 
provided by: [indicate if employer or facility is responsible for training of contract staff] .  
Additional training should take place when changes—such as modification of tasks/procedures 
or institution of new tasks/procedures—affect the worker’s occupational exposure. The additional 
training may be limited to addressing these new exposures. 

• The content and vocabulary used in the educational material shall be appropriate to the 
educational level, literacy, and language of the staff and inmate workers being trained. 

• The training program shall contain the following elements, at a minimum: 

 An accessible copy of the regulatory text (the OSHA BBP Standard), and an easy-to-
understand explanation of its contents. 

 A general explanation of the epidemiology and symptoms of bloodborne diseases. 

 An explanation of the ways in which bloodborne pathogens are transmitted. 

 A brief description of the facility’s Exposure Control Plan (ECP) and how employees and 
inmates can obtain a copy of the plan.  

 Instruction on how to recognize activities that may involve exposure to blood and other 
potentially infectious materials. 

 Discussion of the use and limitations of methods for preventing or reducing exposure, 
including appropriate engineering controls, work practices, and personal protective 
equipment. 
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 Information on personal protective equipment, including: types, proper use, location, 
removal, handling, decontamination, and disposal. 

 Instruction about the basis for selecting personal protective equipment. 

 Information on the hepatitis B vaccine, including:  efficacy, safety, method of administration, 
benefits of being vaccinated, and that the vaccine and vaccination will be offered free of 
charge. 

 Information on what to do and who to contact in an emergency involving blood or other 
potentially infectious materials. 

 Information on the procedure to follow after an exposure incident occurs, including the 
method of reporting the incident and the medical follow-up that will be made available. 

 Information on the post-exposure evaluation and follow-up that the facility is required to 
provide for the worker following an exposure incident. 

 An explanation of the signs, labels, and/or color coding for biohazards used in this facility.  

 An opportunity for interactive questions and answers during the training session. 

• The person conducting the training shall be knowledgeable in the topics listed above, as they 
relate to this facility. 

SECTION 10:  Recordkeeping 

Training Records 

Training records are completed for each staff member and high-risk inmate worker upon completion of 
training.  These documents will be kept for at least three (3) years at: [indicate locations for storing 
staff/inmate training records]. 

The training records include: 

• The date of the training sessions 

• The contents or a summary of the training sessions 

• The names and qualifications of persons conducting the training 

• The names and job titles of all persons attending the training sessions 

Medical Records 

Medical records are maintained for each staff occupational exposure in accordance with 29 CFR 
1910.1020, “Access to Employee Exposure and Medical Records.”  [Indicate the person or department 
responsible for maintaining the required records for staff, such as “the Health Services Administrator” or 
“Medical Records.”] is responsible for maintenance of the required records.  These confidential records 
are kept locked up in [insert location] for at least the duration of employment, plus 30 years.  Employee 
medical records are provided upon request to the employee or to anyone having written consent of the 
employee.  Such requests should be sent to: [Indicate the person or department where requests for 
employee medical records should be sent]. 

Inmate medical records will be filed [indicate location] .  
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OSHA 300 Log 

All percutaneous injuries from contaminated sharps are recorded in the OSHA 300 Log.  All incidents 
must include at least: 

• Date of injury 

• Type and brand of the device involved (e.g., syringe, suture needle) 

• Department or work area where the incident occurred 

• Explanation of how the incident occurred 

The OSHA 300 log is reviewed as part of the annual program evaluation; the [insert Department 
responsible for the OSHA 300 Log] Department will maintain it for at least five (5) years following the 
end of the calendar year covered.  If a copy of the report is requested by anyone, it must have all 
personal identifiers removed. 
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APPENDIX 1.  Bloodborne Pathogen Exposure Incident Evaluation 

In the event of an exposure incident, the Infection Prevention and Control Committee will review the 
following circumstances to (1) evaluate the control methods used and (2) identify opportunities for 
improvement to prevent future exposure incidents. 

This form is a Microsoft Word file that allows you to enter information in the blank cells of the tables 
below.  The cells will expand to include all of your text. Click on the check boxes to “toggle” between 
checked () and not checked ().   

Facility:  Status:  ☐  Staff   ☐ Contract Staff   ☐ Inmate 

Incident #:  Incident Location:  

Incident Date:  Date Evaluation Completed:  

 

Indicate the type of  incident and exposure that took place: 

Type of Incident Type of Exposure(s) 

☐ Altercation/forced cell move ☐ Percutaneous 

☐ Pat search/shakedown ☐ Mucous membrane 

☐ Sharps disposal ☐ Non-intact skin 

☐ Injection/IV insertion/venipuncture ☐ Human bite 

☐ Mucous membrane splash ☐ Shared injection drug use 

☐ Dental procedure ☐ Other:  

☐ Other:     

 

Indicate the procedure or duty being performed when the incident occurred: 

 

Describe the incident: 

 

Describe the device being used (including type and brand, if applicable): 

 

Indicate prior training that had been received: 

☐ Initial Training   ☐ Annual Training   ☐ Initial Orientation   ☐ Competency Assessment 

☐ Other:  ☐ N/A 
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Indicate protective equipment that was being used: 

☐ Gloves      ☐ Goggles      ☐ Face mask/shield      ☐ Lab coat/gown 

☐ Other:  ☐ N/A 

Click on the checkboxes to indicate the engineering controls in use at the time of the incident.  Use the blank cells 
to add any controls not already listed: 

☐ Biohazard-labeled contaminated linen ☐ Puncture-resistant needle containers 

☐ Biohazard-labeled contaminated trash ☐ 2-way valve masks for resuscitation 

☐ Blood spill kits/carts ☐ Rubber dams 

☐ Eye wash stations and/or showers ☐ Covered centrifuges with rotator covers 

☐ Face shield/goggles/masks ☐ Autoclave 

☐ Foot-operated/sensor hand wash sinks ☐ Mechanical instrument cleaner 

☐ Gloves ☐ 
Plastic wrap to cover chair-side equipment 
(Dental) 

☐ Gowns/aprons ☐  

☐ Needle safety device/guard ☐  

☐ Shelf-sheathing needles ☐  

☐ Sharps/recap device ☐  

Were work practices followed? 

☐ Yes   ☐ No   ☐ N/A    

What changes in practices/protocols/products are needed to prevent a reoccurrence? 

 

Report prepared by (Name):  Title:  
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