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Preface

Although the United States Supreme Court has established inmates’ constitu-
tional right tohealth care, the Court has not determined the appropriate level and quality
of care to be provided. Item 15-A of the 1992 Appropriation Act directed JLARC to
examine the increasing cost of inmate health care and to determine appropriate levels of
that care in Virginia. This report focuses on inmate medical care and the organization
and management of inmate health care. It is the final report in a series; two previous
reports examined inmate dental care and mental health treatment.

Inmate health care represents a significant and growing component of the
Virginia Department of Corrections’ budget, yet the department does not effectively
manage these services or their costs. Central office staff lack system-wide descriptive
and analytical information about many aspects of inmate health care. The department
has not taken advantage of several cost saving opportunities overviewed in this report.

Consequently, in three of the last five fiscal years, department expenditures for
inmate health care have exceeded appropriations. For example, in FY 1993, the
department was appropriated $30.5 million to provide health care to an average daily
population of 17,011 inmates. However, the department spent $36.9 million, of which
$31.7 million was for medical care.

Within Virginia, inmate access to medical care generally appears tobe good, but
the department has not given sufficient attention to the on-site medical needs of female
and handicapped inmates. Moreover, deficiencies in the documentation of care make
access difficult to fully assess and may adve:ely affect the State in legal actions. In
addition, inmate access to care could be compromis  d because of problems in recruiting
and retaining medical care professionals to work at the facilities.

The department's experiment with privatization of inmate health care delivery
at Greensville Correctional Center has been a failure to this point. The department has
not adequately monitored the contract and there have been problems with inmate access
to care, cost overruns, and contractor noncompliance. If the contractor does not achieve
compliance, the department should deliver inmate health care at Greensville.

The Department of Corrections needs to clearly delineate responsibility at the
central office level for health care contract oversight, the analysis of inmate health care
costs, and the development of needed management systems. Although the Office of
Health Services is the logical repository for these responsibilities, it has not adequately
performed current responsibilities. The report contains several recommendations for
improvements in oversight and management of inmate health care.

On behalf of JLARC staff, I would like to thank the director and the staff of the
Department of Corrections for their cooperation and assistance during the course of this

Philip'A. Leone

Director

October 29, 1993
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Nationally, inmate health care has been
the subject of much debate and a significant
amount of court activity. The United States
Supreme Court ruled in the late 1970s that
inmates have a constitutional right to heaith
care. However, questions remain concem-
ing the appropriate level and quality of
inmate health care. Consequently, correc-
tional administrators and health care staff
must make these determinations within cer-
tain legal parameters.

In fiscal year (FY) 1993, the Virginia
Department of Corrections {DOC) spent
approximately $36.9 million to provide health
care to an average daily population of 17,011
inmates. Expenditures for inmate medical
care made up the majority of expenditures
for inmate health care services. The re-
maining expenditures were for inmate den-
tal and mental health services.

Approximately 200 full-time State em-
ployees and additional contract personnel
provide medical care services at 17 major
institutions and 20 field units. In addition, the
department employs four professional staff,
who are assigned to the Office of Health
Services (OHS) in the central office. The
department has a decentralized approach
to inmate health care that resuilts in budget-
ary and programmatic decisions being made
at the institutional and regional levels. Staff
within OHS act primarily as advisors to cor-
rectional heaith care staff working in the
facilities.

The 1992 Appropriation Act directs the
Joint Legislative Audit and Review Commis-
sion (JLARC) to examine the increasing
costs of health care in corrections and to
determine the appropriate levelforthat care.
This report, the third in a series of reports on
inmate health care, focuses on the delivery
of inmate medical care and the Department
of Corrections’ managementof inmate health
care. Previous reports addressed inmate
dental care and inmate mental health care.

Althoughinmate health care represents
a significant and growing component of the
Department of Corrections’ budget, the de-
partment does not effectively manage these
services or their costs. Consequently, in
three of the last five fiscal years, department
expenditures for inmate health care have
exceeded appropriations. Cost overruns



and contractornoncompliance have plagued
the department’'s experiment with
privatization of inmate health care delivery
at Greensville Correctional Center. The
department needs to clearly delineate re-
sponsibility at the central office level for
health care contract oversight, the analysis
of inmate health care costs, and the devel-
opment of needed management systems.
Further, the department needs to improve
inmate access to medical care by correcting
deficiencies in medical care staffing, docu-
mentation of medical records, and facilities
for female and handicapped inmates.

Problems with the Provision
of Medical Care

Overall, access to care appears to be
good. However, generalizations about in-
mate access to medical care must be
caveated, because problems with documen-
tation of care and sick call records made it
difficult to assess the delivery of primary
medical care at some of the major institu-
tions. Medical care, particularly primary
care available through sick call at DOC
facilities, was difficult to assess due to:

* inconsistent record-keeping at major
institutions

* incomplete, disorganized, and illeg-
ible medical record documentation

* poor documentation of off-site care

* inconsistentdocumentation ofinmate
medical transfer information.

Medical record and sick call documen-
tation are important components for assess-
ing inmate access to medical care. Medical
records document the care provided to
inmates, assure continuity of care by provid-
ing treatment information to multiple medi-
cal care providers, and provide a basis for
planning and assessing the quality of medi-

cal care provided. Incomplete and inaccu-
rate documentation of care may adversely
affect the State in legal actions.

Problems with medical record docu-
mentation were noted in quality assurance
reviews conducted by the Office of Health
Services and in Board of Corrections stan-
dards compliance reviews conducted by
DOC staff. To address these problems, the
following recommendation is made:

» The Department of Corrections should
ensure that institution and field unit
staff improve documentation of in-
mate medical care. Also, the Office of
Health Services should: (1) follow-up
on documentation problems noted in
quality assurance reviews, (2) com-
plete the medical records manual,
and (3) design and conduct training
on documentation requirements for
medical care staff.

DOC Needs to Improve Methods
for Medical Staff Recruitment
and Retention

In general, the department employs
dedicated medical care professionals who
are trying to deliver quality care in the cor-
rectional environment. However, medical
staff recruitment and retention problems were
evident at DOC major institutions and ap-
pear to negatively affect inmate access to
primary medical care. Recruitment efforts
for nurses and physicians are hampered by
inadequate recruitment efforts, hiring de-
lays, the lack of continuing medical educa-
tion, and inadequate compensation. The
department has failed to implement existing
State retention mechanisms, such as the
use of shift differentials or flexible schedul-
ing.

In addition, physician recruitment and
retention could be improved by establishing
betterlinkages toteaching hospitals, offering
continuing medical education opportunities,
and offering more competitive compensa-



sation. To address physician coverage prob-
lems, DOC should supplement physician
care with physician extenders, such as cer-
tified nurse practitioners or licensed physi-
cians’ assistants. These positions typically
supplement physician primary care in com-
munity settings. Physician extenders could
enhance inmate access to primary care and
provide cost effective care. However, DOC
currently does not employ any licensed phy-
sician extenders in the correctional system.

The following recommendations are
made to address these issues:

* The Depantmentof Corrections should
change its nurse recruitment and re-
tention policies and procedures to
decrease position vacancy rates and
use of temporary agency nurses to fill
these positions. The department
should work with the Department of
Personnel and Training to implement
a full range of methods for improving
nurse recruitment and retention.

» The department should assess phy-
sician coverage in major institutions
and consider alternatives for provid-
ing physician coverage, such as the
use of physician extenders or en-
hanced physician recruitment efforts.
The department should work with the
Department of Personnel and Train-
ing to explore alternatives to improve
physician recruitment.

Medical Services for Females
and Handicapped inmates Need
Improvement

Potential access to care probiems af-
fect female and handicapped inmates. The
Virginia Correctional Center for Women
(VCCW) has a medical facility that has inad-
equate clinic space, medical beds, equip-
ment, and staffing. Currently, mostinmates
needing specialty care must be referred off-
site for medical services. This has resulted

in higher medical care costs, longer waiting
periods, and increased use of overtime for
security personnel. Further, theinadequate
facilities negatively affect the recruitment
and retention of qualified medical staff.

Deep Meadow Correctional Center is
the system’s designated handicapped tacil-
ity, containing one 50-bed dommitory tor
handicapped inmates. However, Deep
Meadow has noinfirmary medical beds avail-
able andthe handicapped dormitory is sepa-
rated from the medical building by a security
gate. Some handicappedinmates may have
medical conditions which require close nurs-
ing and monitoring, but current facility and
staffing limitations do not facilitate this.

To address medical services for female
and handicapped inmates, the following rec-
ommendations are made:

« The Department of Comrections should
immediately begin to address prob-
lems in delivering on-site medical
services at the medical infirmary at
VCCWw.

 The Departmentof Corrections should
track the number and acuity levels of
handicappedinmates, developaplan
to address the full range of housing
and medical care needs of handi-
capped inmates, and evaluate the
current staffing pattemns at Deep
Meadow Correctional Center to de-
termine if currentlevels are adequate
to address the medical care needs of
inmates housed at the facility.

Current Procedures Guiding Inmate
Medical Transfers Are Inadequate

A number of problems affecting inmate
medical transfers from one correctional fa-
cility to another were noted. Inmate medical
transfers lack adequate physician involve-
ment, notification, and documentation. DOC
staff have failed to use precautions in trans-
porting inmates with suspected infectious



diseases, and training of security staff in
handling inmate medical transfers appears
to be inadequate. These problems have
resulted in situations in which the medical
care of transferred inmates has been com-
promised and the State has been exposed
to potential legal liability.

* The Department of Corrections should
revise policies and procedures for
inmate medical transfers to address
problems with physician involvement,
appropriate precautions in transport-
ing inmates with active or suspected
infectious diseases, conditions under
which medical staff should accom-
pany thetransferredinmate, andtrain-
ing for medical staff and correctional
officers on medical transfers.

The Department Does Not Manage
Health Care Costs

Health care costs are a significant and
growing component of DOC’s budget. InFY
1993, the department spent $36.9 million on
health care services, or nine percent of the
department’s total expenditures. Current
spending on inmate health services repre-
sents an 84 percent increase over the past
five years. In three of the past five fiscal
years, the department’s health care expen-
ditures have exceeded appropriations. State
budget problems coupled with projected
growth in the inmate population in Virginia
make itimperative that DOC ensureits health
care expenditures are cost effective. This
review, along with previous JLARC reports
on dental and mental health care, indicates
that DOC does not have adequate control of
these expenditures.

Currently, DOC lacks data on health
care expenditures, inmate morbidity, and
inmate health needs. DOC does not sepa-
rately track dental, mental health, and medi-
cal service costs, and the method of classi-
fying health care expenditures is not uni-
form. In addition, the department’s morbid-

v

ity data have been inconsistently reported,
and are seldom used. The department does
not maintain data on the severity of inmate
medical conditions. As a result, DOC can-
not determine the major components of
health care costs, assess whether the costs
of services purchased were reasonable, and
determine if services could be purchased
more cost effectively.

DOC's health care budgeting is also
problematic. Over the past two fiscal years,
14 of 17 majorinstitutions had inmate health
care expenditures that exceeded their ap-
propriations. This indicates two problems.
First, DOC does not support its health care
budget requests with valid data on inmate
health care needs and the costs of those
needs. Second, on the institutional and
regionallevels, health care funding is appro-
priated on a per-inmate basis. No allow-
ances are made for special inmate health
needs or higher service levels that are re-
quired at some institutions. This leads to
overruns at higher service institutions.

Five recommendations are made to
address these problems with inmate health
care data and budgeting. The department
should:

» use the element options to distin-
guish dental, mental health, and medi-
cal expenditures when processing fi-
nancial vouchers for the Common-
wealth Accounting and Reporting
System

« ensure institutional and regional of-
fice accounting personnel use a sys-
tem-wide classification of health care
expenditures

» routinely collect, summarize, and ana-
lyze morbidity data; implement a sys-
tematic method of tracking inmates
with special health care needs; and
use the data on inmate health care
needs to justify department health



care budget requests and adjustinsti-
tutional and regional health care bud-
gels.

DOC Has Several Opportunities to
Achieve Medical Care Cost Savings

JLARC staff analyzed the department’s
inmate health care expenditures to estimate
and categorize DOC’s medical expenditures.
This analysis revealed that in FY 1993,
approximately 86 percent ($31.7 million) of
the $36.9 million in health care expenditures
was for medical services. Medical expendi-
tures were then categorized by the type of
service purchased, such as personnel, hos-
pital, or physician services (see figure be-
low). Analysis of these expenditure catego-
ries revealed that DOC has several opportu-
nities to achieve cost savings if the depart-
ment implements basic cost management
techniques. For FY 1993, more than $2.3
million in cost savings could have been
realized had DOC effectively managed its
medical expenditures.

Since FY 1988, the percentage of health
care expenditures going to DOC personnel
services declined from 49 percent to 30
percentin FY 1993. This factcombined with
dramatic increases in temporary nursing
expenditures indicates that DOC is using
more contractual services to directly deliver
inmate health care. The department’s use
of temporary nursing is not cost effective.
Temporary nurses are typically licensed prac-
tical nurses that cost almost as much per
hour as State-empioyed registered nurses,
but have a lower level of training and a
narrower scope of clinical practice. By ex-
amining three institutions with large expen-
ditures for contracted temporary nursing
services, JLARC staff estimated more than
$1 million could be redirected to provide
recruitment and retention incentives for
State-employed nurses instead of relying on
temporary nurses to staff these positions on
a routine basis.
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The department lacks cost effective
negotiated payment rates formany services.
DOC has negotiated payment rates with
Medical College of Virginia (MCV) Hospitals
for male inmate inpatient stays. However,
DOC pays 100 percent of charges for fe-
male inpatient care and outpatient care at
MCYV for all inmates. DOC also lacks nego-
tiated payment rates for many other medical
providers, such as physician groups, spe-
cialty care physicians, and other hospitals
the department uses forinpatient and outpa-
tient services. JLARC staff estimate that if
DOC had negotiated payment rates of 80
percent of charges for many services cur-
rently not covered by negotiated rates, the
department could have saved almost $1.1
million in FY 1993.

DOC alsolacks fundamental reimburse-
ment policies and processes to dispute billed
services that appearto be medically unnec-
_essary. Currently, medical bills are paid
without determining the accuracy or appro-
priateness of the services being billed. The
department may be making excessive pay-
ments for medical services because no
mechanisms exist to dispute inappropriate
or unnecessary charges. The department
should seek assistance in creating these
policies from other State agencies involved
in health care.

In conjunction with developing reim-
bursement policies, DOC could obtain addi-
tional cost savings by better utilizing its
utilization review contractor. Information
from hospital utilization reviews could be
used to deny medically unnecessary ser-
vices. In addition, DOC could expand the
number of cost audits conducted to identify
inappropriate payments made to hospitals
for services, and increase the number of
concurrent and second opinion reviews.
More than $200,000 could have been saved
in FY 1993 if DOC had established reim-
bursement policies and increasediits utiliza-
tion review activities.

vi

Several recommendations are made to
take advantage of cost saving opportunities.

» The department should develop a
plan to reduce its usage of temporary
nursing.

» The Secretaries of Public Safety and
Education should direct DOC and
MCVto renegotiate paymentarrange-
ments for inmates receiving care at
MCYV Hospitals.

» The Secretary of Public Safety should
establish a task force to assist the
department in developing more cost
effective mechanisms for purchasing
medical care services as well as de-
veloping reimbursement policies.

» The department should implement a
plan to conduct a full range of utiliza-
tion review activities for medical ser-
vices and establish agreements with
hospitals notifying them of utilization
review activities that could resuit in
payment denials.

Privatization of Health Care
at Greensville Has Not Been
Adequately Managed

DOC officials have indicated that
privatization of inmate health care deliveryis
a possible direction for the future. DOC is
testing the feasibility of privatization with a
pilot project at Greensville Correctional Cen-
ter. However, the department has not ad-
equately managed the private contract for
delivery ofinmate health care at Greensville.
This has led to problems with inmate access
to care, costs that have significantly ex-
ceeded projected amounts, and contractor
noncompliance with contract provisions. The
department needs to assign responsibility
for managing the contract to a single official
or organizational unit at the central office
level.



The contractor at Greensville, Correc-
tional Medical Systems (CMS), has not ad-
equately documented provision of inmate
health care at Greensville. The contractor's
substandard documentation of inmate tu-
berculosis (TB) testing violated contract pro-
visions and public health standards. Tuber-
culosis testing procedures used by the con-
tractor have threatened the health of in-
mates and staff. Further, the contractor has
not provided adequate physician coverage
in some instances. This has limited inmate
access tomedical care and violated contract
standards on physician coverage. Prob-
lems with physician coverage have also
been noted in DOC reviews of health care at
Greensville.

The contractor's quality improvement
efforts are minimal. The contractor’s clinical
oversight committees were late in being
organized, seldom meet, and have sparse
- documentation. The contractorhasnotlived
up to its contractual obligation to implement
quality improvement activities and has not
fulfilled its promise to achieve accreditation
by a national organization.

In addition, DOC has not adequately
fulfilled its support role to ensure inmate
access to care at Greensville. For example,
X-ray equipment at Greensvitle did not func-
tion fully until more than two years after the
facility’s opening. Repairs were not made
until after the warranty on the equipment
had expired. Problems with the functioning
of the respiratory isolation rooms were not
discovered until more than two years after
the facility’s opening. DOC management of
the respiratory isolation rooms has not been
adequate and has violated public health
standards. DOC intends to request replace-
ment respiratory isolation rooms but has not
demonstrated the need for these or the
ability to manage the existing respiratory
isolation rooms.

The following recommendations are
made to address these problems:

Vil

e The Department of Corrections should
immediately require CMS to comply

- with all contract provisions regarding:
(1) documentation of medical care,
(2) physician access, (3) quality im-
provement activities, and (4) accredi-
tation.

* The General Assembly may wish to
defer consideration of funding for the
proposed respiratory isolation beds
at Greensville Correctional Center
until the department demonstrates:
(1) the need for the proposed respi-
ratory isolation beds and (2) the abil-
ity to manage the existing respiratory
isolation facility.

DOC Management of Contract Costs
Needs improvement

DOC has not adequately monitored or
controlled costs of the Greensville contract.
DOC has failed to require the contractor to:
(1) bill in a timely fashion that provides
sufficient data to verify expenditures, (2)
fully implement utilization review, and (3)
follow proper procedures for contract modi-
fications. As a result, the price of the con-
tract has exceeded both appropriated
amounts and projected expenditures for the
contract. To better manage the contract,
DOC needs to assign responsibility for moni-
toring it to a single official or organizational
unit at the central office level.

For both FY 1992 and FY 1993, costs
incurred forinmate health care at Greensville
exceeded appropriated amounts by approxi-
mately $5.4 million. DOC has not finalized
the costs of the Greensville contract for FY
1993. JLARC analysis projects that costs
incurred for the Greensville contract for FY
1993 will exceed appropriated amounts by
more than $2.5 million and projected con-
tract costs by more than $1.5 million.

Much of this overage is caused by
greater than expected costs of the medical



care pool, which pays for off-site care and
on-site specialty care forinmates. DOC did
not receive a bill for the medical care pool
until nearly seven months into the contract,
at which time it became clear that its cost
would significantly exceed appropriated
amounts. DOC has not yet finalized the cost
of the medical care pool for FY 1993, but
JLARC analysis suggests that it will exceed
projected amounts by more than $1.3 mil-
lion.

CMS did not implement utilization re-
view activities until ten months into the con-
tract. This may have contributed to the high
costs of the medical care pool and violated
contract provisions. CMS has still not fully
implemented utilization review and has not
sufficiently trained its nursing staff on utiliza-
tion review.

DOC has not assigned responsibility
for monitoring the Greensville contract to
any single official or organizational unit at
the central office level. This has created
communication problems and diffused re-
sponsibility for managing the contract costs.
For example, DOC officials at Greensville, in
the procurement office, and in the Office of
Health Services have not properdy commu-
nicated contract modifications. This lack of
communication has resulted in the addition
of $200,000 in annual costs to the contract.

DOC has not yet required CMS to com-
ply with many contract provisions regarding
access to and costs of care. DOC should
plan to directly deliver inmate health care at
Greensville and should implement these
plans if the contractor does not immediately
comply with all contract provisions.

The following recommendations are
made to address these problems:

e The Department of Corrections
should: (1) immediately clarify the
costs of the medical care pool for FY
1993, (2) closely monitor and evalu-
ate Correctional Medical Systems’

Vil

performance of utilization review ac-
tivities, (3) designate the health ser-
vices administrator in the Office of
Health Services as the central office
official responsible and accountable
for the contract, and (4) require Cor-
rectional Medical Systems to imme-
diately comply with all provisions of
the contract for medical care at
Greensville Correctional Center. DOC
should prepare a plan to deliver in-
mate health care directly in the event
that the contractor does not immedi-
ately comply with the all provisions of
the contract. The department should
report the status of this recommenda-
tion to the next session of the General
Assembly.

The director of the Department of
Corrections should ensure that DOC
follows its internal policies, State con-
tracting guidelines, and contract pro-
visions for contract modifications of
the contract for inmate health ser-
vices at Greensville Correctional Cen-
ter.

The General Assembly may wish to
restrict the department from entering
into additional major contracts for di-
rect delivery of substantially all in-
mate health care at major institutions
until the department addresses the
findings and recommendations of this
report conceming privatization of in-
mate heailth care.

DOC Management of Health
Services Need Improvement
Currently, DOC has not clearly delin-
eated responsibility atthe central office level
for: (1) health care contract oversight, (2)
analyzing inmate health care costs, and (3)
development of needed management sys-
tems, such as quality improvement and cost



containment initiatives. Improvement of
DOC’s oversight and management of in-
mate health care requires revising the mis-
sion, role, structure, and staff qualifications
of OHS.

The Office of Health Services has not
been assigned clear responsibility foranum-
ber of management systems needed to im-
prove the administration of inmate heaith
care. OHS lacks: (1) adefined mission with
clear goals and objectives, (2) responsibility
for inmate health care funding in the DOC
system, (3) authority to enforce health care
policies and procedures, and (4) direct su-
pervisory authority over institutional health
care staff.

OHS is located three levels of manage-
ment below the agency director. This dif-
fuses the office’s accountability and over-
sight of health service delivery. Currently,
25 states have the health services director
report to the director or deputy director of
corrections. In addition, the Office of Health
Services has not adequately performed its
responsibilities for ensuring consistentdocu-
mentation of medical care, data collection,
quality assurance, infectious disease con-
trol, and risk management.

Recommendations to improve DOC
health services management include the
following:

e The Department of Corrections
should: (1) specify the goals and
objectives to be accomplished by the

Office of Heaith Services, (2) clarify
the role of the OHS, (3) have the
Office of Health Services report to the
department’s director or deputy di-
rector for adult institutions, (4) con-
sider placing control of funding for
inmate health care in a central office
unit responsible for health care over-
sight, and (5) consider granting cen-
tral office health care staff direct su-
pervisory authority over all health care
staff.

The department should develop a
plan to remedy management defi-
ciencies identified in JLARC reports
on inmate dental, mental health, and
medical care.

The department should assess the
resources required to accomplish the
mission and role it determines appro-
priate for the central office oversight
of inmate health care, and assess the
qualifications required of its central
office health care staff.

The department should require the
Office of Health Services to improve
its performance and to develop
needed management systems in the
areas of: (1) cost tracking, (2) quality
assurance, (3} infectious disease
management, and (4) risk manage-
ment.

IX
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I. Introduction

Item 15-A of the 1992 Appropriation Act directed JLARC to examine the
increasing costs of inmate health care in the State correctional system. The mandate
further directed JLARC to determine the appropriate level of inmate health care and to
develop mechanisms for restraining the growth of costs.

Medical care is the largest of the three components of inmate health care
provided by the Virginia Department of Corrections (DOC). The other two components,
dental care and mental health treatment, have been discussed in earlier JLARC reports.
This report presents JLARC staff findings on inmate medical care services provided by
the department. The report also addresses DOC’s management of health services across
the three components of care.

National studies have shown that the United States’ prison incarceration rate
almost doubled in the decade of the 1980s, reaching a rate of 250 prisoners per 100,000
population. Furthermore, due to current incarceration trends towards more and longer
prison sentences, the inmate population nationally is expected to grow at an even greater
rate in the first half of the 1990s. The rising number of inmates alone creates a greater
demand for inmate health care. In addition, inmates incarcerated today appear to be
older, sicker, and staying longer than inmates in past decades. This creates additional
demands on correctional health care systems to meet special health care needs. One
national expert on correctional health care has suggested that meeting the needs of this
growing population of older and sicker inmates may well become a major problem for
correctional health care in the 1990s.

OVERVIEW OF MEDICAL CARE IN CORRECTIONS

Nationally, inmate health care has been the subject of much debate and a
significant amount of court activity. The U.S. Supreme Court has determined that
inmates have a constitutional right to health care. However, the level and quality of care
that must be provided have not been clearly defined. Consequently, correctional
administrators and medical care staff must make these determinations based on certain
legal parameters. To provide some guidance, professional associations have developed
standards for correctional health care.

In Virginia, inmate health care has also been an area of increasing concern.
Expenditures for inmate health care in the Commonwealth increased by 84 percent over
the past five years, more than twice the percentage growth of the inmate population over
the same period. In FY 1993, DOC spent $36.9 million to provide health care (dental,
mental health, and medical care) to an average daily population of slightly more than
17,000 inmates. '
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Legal Issues

State departments of corrections are legally required to provide medical care for
inmates placed in their custody. Statutory and case law entitles inmates to minimum
levels of care and to competently provided care. Malpractice and negligence cases
involving these statutory and case law provisions for minimum levels of care are resolved
in state courts and do not necessarily meet criteria to be heard as federal constitutional
cases. However, deliberately indifferent failure to provide medical access or treatment
violates the U.S. Constitution’s Eighth Amendment prohibition against cruel and
unusual punishment. Several state correctional systems are under federal court orders
as a result of violating this constitutional prohibition. The Virginia correctional system
has never been placed under this sort of court order.

The question of whether inmates are constitutionally entitled to receive health
care was answered by the U.S. Supreme Courtin the late 1970s when itheld that inmates
have a constitutional right to care. In 1976, the Supreme Court held in Estelle v. Gamble,
429 U.S. 98 (1976), that the government is obligated to “provide medical care to those
whom it is punishing by incarceration.” According to this decision, failure to provide
timely access to medical care violates inmates’ constitutional rights under the Eighth
Amendment prohibition against cruel and unusual punishment.

The Court held in Estelle v. Gamble that “deliberate indifference” to pain by
either “prison doctors in their response to prisoners’ needs or by prison guards in
intentionally denying or delaying access to medical care or intentionally interfering with
the treatment once prescribed” is a violation of the constitutional rights ofinmates. The
definition of “deliberate indifference” has evolved from several other federal court
decisions. Those court decisions have recognized three inmate rights related to medical
care:

* the right to access to care
* the right to care that is ordered
* the right to a professional medical judgment.

Tomake a constitutional claim of inadequate care, inmates “must allege acts or
omissions that are sufficiently harmful to evidence deliberate indifference to serious
medical needs.” Deliberate indifference is demonstrated by a “treatment so grossly
incompetent, inadequate, or excessive as to shock the conscience or to be intolerable to
fundamental fairness.” The essential component of deliberate indifference is that
corrections officials are aware of the need to provide treatment for inmates, but fail to
orovide that treatment. Deliberate indifference occurs when a corrections official,
through either intent or reckless disregard, overlooks “a substantial risk of danger that
is either known to the defendant or which would be apparent to a reasonable person.”

In order to win a decision on constitutional grounds, an inmate must demon-
strate to a federal court that there was deliberate indifference on the part of the prison
officials and that the inmate had a serious medical need. Additional federal rulings have
outlined some elements of a sound correctional health care system such as:
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* a prompt medical history

* appropriate numbers of medical staff with appropriate training
* complete and adequate medical records

* regularly scheduled clinic visits, and others.

A state’s constitutional obligation to provide care does not cease when the
responsibility for inmate medical care is contracted to private physicians and organiza-
tions. The state is still constitutionally accountable for any individual or organization
performing state services “under color of state law.” Therefore, even if delivery of inmate
medical care is contracted to a private company, states are still required to provide
adequate medical treatment to inmates in their custody.

Correctional systems may be held liable for damages for negligence under state
malpractice provisions even though they satisfy constitutional requirements. Deficien-
cies in the diagnosis and treatment of inmates may be grounds for damages under State
law for mere negligence. Virginia self-insures its correctional medical staff for medical
malpractice. Since the State became self-insured on July 1, 1990, a total of 351 medical
malpractice cases have been filed against Department of Corrections employees. As of
the end of July 1993, 196 cases were open. From the time that Virginia became self-
insured, there have been no adverse judgments paid by the State, although the State has
made one settlement for $10,000.

Standards for Health Care

Four professional associations have examined the conditions of prison health
care and developed varying sets of standards for its delivery:

* the American Correctional Association (ACA)
* the American Public Health Association (APHA)

* the Joint Commission on Accreditation of Healthcare Organizations
(JCAHO)

* the National Commission on Correctional Health Care (NCCHC).

Each association represents different philosophies of professions involved in the various
aspects of health care. Consequently, their standards tend to reflect the different
orientation each group has towards correctional health care. For example, ACA is an
association of corrections administrators, and its standards focus on overall prison
administration, not health care. The other three sets of standards have more of a health
care emphasis. The APHA and NCCHC standards were both developed by health
professionals and therefore have more of an emphasis on health care. The JCAHO
standards were developed by the preeminent accrediting body for community health
care, but tend to have a greater emphasis on hospital and mental health treatment
facilities than on correctional health care.
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Although the number and content of the standards differ among the four sets
of standards, areas covered by all four sets include:

* management concerns such as legal obligations, ethical issues, documenta-
tion needs, quality assurance/quality improvement activities, and safety and
environmental issues

* service delivery including personnel, space, and equipment

* service provision’including emergency care, intake procedures, sick call,
specialty services, infirmary care, management of communicable diseases,
mental health, dental, and other special needs

* support services including laboratory and radiology, pharmacy, nutrition,
medical records, and education services.

Nevertheless, the standards in all four sets are fairly general in nature. Further, none
of the accreditation standards has been cited in litigation as sufficient to demonstrate
that adequate health care was provided.

Correctional systems or individual facilities may become accredited in inmate
health care by one or more of the above organizations when they meet or exceed the
mandatory standards set by that organization. However, accreditation is a voluntary
process. At this time, only one correctional facility in the Virginia system is accredited.
The Marion Correctional Treatment Center has been accredited by JCAHO as a
psychiatric treatment center.

PREVIOUS REPORTS ON INMATE HEALTH CARE

Two prior JLARC reports in this inmate health care series were specifically
focused on dental care and mental health care. The JLARC reports identified a number
of concerns pertaining to DOC’s provision of services, the cost effective use of resources,
and the overall management of service delivery. In addition, DOC commissioned a study
of inmate medical care in the fall of 1992, citing the need to begin immediate assessment
of medical services within the department.

JLARC Review of Dental and Mental Health Care

Previous JLARC reports on inmate health care found that DOC’s provision of
dental and mental health services was problematic. For example, a finding of the dental
report was that inmates at two field units had no access to dental clinics, and that field
unit inmates in general had substantially longer waiting periods for dental treatment.
A key finding of the mental health report was that critical treatment components such
as treatment planning, group therapy, and record-keeping were generally either non-
existent or deficient in DOC’s sheltered care units.
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With respect to the issue of cost effectiveness, the dental and mental health
reports found that DOC was incurring significant costs for the provision of services by
private dentists and by contract psychologists. The charges associated with the use of the
private dentists and contract psychologists are higher than the associated costs for
providing the same care through the use of DOC-established positions. These reports
found that these particular services could be provided more cost effectively through the
allocation or use of internal resources.

Additional findings in the dental and mental health care reports were related
to the issue of cost effectiveness. The dental care report found that the staffing
complements used at correctional facilities did not maximize efficiency, because dentists
performed duties that a hygienist or dental assistant could perform at lower cost. In the
mental health area, several findings also indicated a lack of cost effectiveness. These
findings included:

¢ problems with the inmate transfer process because inmates clinically ready
for discharge from costly acute and sheltered care beds were not being
discharged on a timely basis

* outpatient mental health staff spent inordinate proportions of their time on
clerical types of duties, limiting the time spent on treatment provision

* the department lacked the ability to isolate and track mental health costs on
an on-going basis, hampering DOC’s ability to analyze cost effectiveness
issues.

A broader finding of both reports was that the role of the central or regional
offices at DOC is fairly limited in the dental and mental health care programs. For these
programs, the DOC central office has lacked systematic, descriptive information on the
services provided and the costs involved. As a consequence, DOC is hampered in
efficiently and effectively planning and providing oversight of the programs. The
department has difficulty in accurately assessing its needs in these program areas, and
providing State budget-makers with quality data to assess the need for its budget
requests. Further, in the area of mental health, DOC has allowed the correctional
facilities almost complete autonomy, which has meant that there is little consistency in
the treatment provided across facilities for similar levels of care.

DOC Consultant Review of Inmate Medical Care

Shortly after JLARC received its mandate to perform this study, DOC con-
tracted with a South Carolina consulting firm to perform a similar review of inmate
medical care in the Virginia Department of Corrections. The contract was for $45,000.
The consultant submitted a final report to DOC in May 1993. The consultant’s
recommendations included:

* centralizing health care supervision and control of funding
* increasing the central office health care staff
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* implementing a management information system for health care

* automating inmate medical records

¢ improving the department’s tracking of health care expenditures

* restructuring the department’s health care morbidity reporting system
¢ assessing staffing needs at major infirmaries

* improving quality control and standards for health care

* emphasizing preventive health programs

* improving utilization review of inmate hospitalizations

* revising the department’s approach to health care budgeting.

CURRENT JLARC REVIEW OF MEDICAL CARE
AND HEALTH CARE MANAGEMENT ISSUES

This report addresses two final topics related to inmate health care. The first
topic is inmate medical care. By comparison to inmate dental and mental health care,
medical care and treatment is the largest and most costly of the health care programs,
accounting for approximately $31.7 million of the $36.9 million spent by DOC on all
health care services in FY 1993. This review of medical care assesses:

¢ the adequacy of inmate access to medical care services
* the cost effective delivery of services

* the adequacy of DOC oversight of the provision of quality medical care
services.

The second topic of this report is DOC’s overall management of inmate health
care. This review assesses DOC’s oversight of privatization of inmate health care at
Greensville Correctional Center and DOC’s management of dental, mental health, and
medical care services. The report concludes by considering whether there is a need for
DOC to change direction or make improvements in managing inmate health care
services.

Study Issues

The mandate for JLARC'’s series of reports on health care directed JLARC to
examine the costs of care, appropriate levels of care, and mechanisms for restraining the
growth of costs. These items were examined within the context of legal precedents for
care and the litigious environment of correctional health care. Six major study issues
were developed to address DOC'’s provision of medical care. These issues were designed
to: A

* determine whether the medical care provided by DOC meets the current legal
requirements for such services
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* determine whether inmates have adequate access to needed medical care
* identify the primary costs associated with the provision of inmate medical care

* evaluate whether the department is providing medical care services in a cost
effective mannper

* evaluate whether the current organization and staffing for the delivery of
medical care services result in the efficient use of resources

* identify and evaluate options the Department of Corrections has to contain
the costs of medical care for inmates without jeopardizing the quality of care
or incurring additional legal liability for the State.

In addition, a seventh issue was defined to assess the overall impact of inmate
health care management on current access and cost issues. This issue addresses whether
inmate health care is managed in a manner to effectively control costs, provide necessary
services, and ensure quality control and accountability for services provided.

Research Activities

: Several research activities were undertaken to address the study issues.

Because centralized information on the services provided within the system was limited,
JLARC staff focused efforts on collecting data on costs, services, providers, and delivery
of care through on-site reviews at several institutions, mail surveys, and analysis of
Department of Accounts (DOA) health care expenditure data for DOC facilities and the
central office. Structured interviews and document reviews were also conducted to
examine service provision in more detail and to develop cost estimates for medical care.

Site Visits. Site visits were conducted at ten major institutions, one field unit,
and two regional offices. Major institutions were selected based on whether the
institution was designated as a major DOC infirmary, the number of infirmary beds at
the institution, and the scope of medical services provided. In addition, several
institutions were selected based on the types of special populations they served, such as
aged, handicapped, or female inmates. Institutions visited include: Bland, Buckingham,
Deep Meadow, Dillwyn (just recently opened), Greensville, Keen Mountain, Marion,
Powhatan, Staunton, and the Virginia Correctional Center for Women. The Pulaski field
unit, and the DOC central and northern regional offices, were also visited.

During the visits, JLARC staff conducted interviews with medical care staff;
reviewed inmate medical records, sick call logs, and medical care invoices; and toured the
facilities, including the dispensing areas for medical care. A total of 167 inmate medical
records were selected at random and reviewed.

Expenditure Analysis and Cost Estimates. JLARC staff estimated the
primary costs involved in providing medical care for fiscal years 1992 and 1993. These
estimates were made using DOC budget information and Commonwealth Accounting
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and Reporting System (CARS) reports of expenditure details provided by DOA. For FY
1992 and FY 1993, medical costs were separated from dental and mental health costs by
examining each expenditure’s object code and vendor name. Based on analysis of CARS
expenditure data and reviews of institutional financial vouchers, JLARC staff catego-
rized expenditures into ten types of medical care services.

Structured Interviews. In addition to the interviews during the site visits,
structured interviews were conducted with the following:

* DOC central office staff with responsibilities for medical care programs,
procurement, budget, classification and transfer of inmates, and design and
planning of new facilities

* Medical College of Virginia staff

* Department of General Services risk management staff
¢ Virginia Department of Health staff

* Department of Medical Assistance Services staff

* Department of Personnel and Training staff

* Correctional Medical Systems Inc. (the private contractor at the Greensville
Correctional Center) staff

* legislators with special interest in medical care issues for inmates

¢ individuals representing associations in Virginia with knowledge of and an
interest in inmate medical care issues (Virginia CURE and Offender Aid and
Restoration).

Mail Surveys. JLARC staff conducted a survey of medical care services
provided within the Department of Corrections. Due to the variation in the type of
medical care services provided in each facility, surveys were customized. The surveys
were completed by the highest ranking medical care professional at the major institu-
tions and by the head nurse at each field unit. Thirty-five of the 38 surveys were
completed for a response rate of 92 percent.

Document Reviews. In addition to corrections health care literature, JLARC
staff reviewed documents to assess legal issues related to correctional medical care
treatment and to examine the Virginia Department of Corrections policies in response
to the legal requirements. Staff reviewed pertinent sections of the Code of Virginia, and
selected U.S. Supreme Court, Fourth Federal Circuit Court of Appeals, and State court
decisions relating to medical care. To assess the department’s medical policies, depart-
ment and institutional operating procedures relating to medical care were reviewed.
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JLARC staff also reviewed internal DOC reports. These DOC reports included
Board of Corrections standards compliance reviews, Office of Health Services’ quality
assurance reviews, a DOC consultant’s review of medical care in DOC, and Internal
Affairs investigation reports. In addition, JLARC staff reviewed DOC morbidity reports
and DOC medical contracts for the entire system. These documents were used toexamine
DOC compliance with legal standards as well as the level and quality of care provided
throughout the system. As noted earlier, while on-site at individual institutions, JLARC
staff also reviewed medical financial invoices, institutional medical service logs, and
inmate medical records.

Report Organization

This report is organized in two parts: (1) DOC medical care and (2) DOC health
services management. The first part of this report, DOC medical care, focuses on DOC’s
provision of medical care to inmates. This chapter has provided a brief overview of the
legal issues and national standards which apply to medical care treatment within
corrections as well as an overview of the JLARC review. Chapter II describes the medical
care services currently provided to inmates within the Virginia DOC system and the
organizational structures which support medical care within the department. Chapter
III assesses the adequacy of access to medical care in the Virginia correctional system,
and presents findings related to access to care and legal liability. Chapter IV discusses
the costs of inmate medical care in Virginia, and makes suggestions for cost savings and
cost containment, as well as for better financial record keeping. It also explores
alternatives for future provision of cost effective, quality inmate medical care.

The second part of this report, DOC health services management, addresses
DOC’s management of dental, mental health, and medical care. Chapter V assesses the
cost effectiveness and performance of the department’s pilot project to privatize the
delivery of health care services at Greensville Correctional Center. Chapter VI examines
health care management in the Department of Corrections and makes recommendations
for improvement.
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II. Inmate Medical Care Services in Virginia

All Department of Corrections (DOC) facilities housing inmates must be
capable of providing a level of medical care that meets legal requirements. DOC facilities
have varied resources for medical care. Generally, the level of care depends on the type
of facility and its specialized mission. AsofJuly 1, 1993, the Virginia correctional system
for adults included four types of facilities:

* 17 major institutions proﬁding secure residential facilities for minimum,
medium, and maximum security with a high degree of supervision by correc-
tional officers

-« 17 field units housing inmates who are generally able to work, are near their
release dates, and have minimum security needs

* three “in-filled” field units which are field units that are equipped with double
fencing with razor wire, and guard towers

* nine reception and classification centers that assess the dental, mental, and
medical health of inmates entering the correctional system, and provide
temporary housing until an appropriate permanent placement can be made.

Major institutions typically have more resources for medical care than field
units. The resources at reception and classification centers are provided to perform
initial medical assessments rather than to meet acute or chronic (ongoing or recurring)
medical care needs.

Management of health services within the Virginia Department of Corrections
is largely decentralized to the facility level. Prison wardens and field unit superinten-
dents have supervisory authority for the medical staff at their respective facilities.
However, four staffin the DOC central office serve in an advisory capacity to medical staff
at the correctional facilities. Inmate health care is also budgeted and expenditures are
controlled at the institutional level, except for field units, which are budgeted through the
four regional DOC offices, and inpatient hospital care, which is budgeted at the central
office level.

DOC SYSTEM TO PROVIDE MEDICAL CARE SERVICES

The department’s medical care system has evolved over time as: (1) federal
court decisions have clarified states’ responsibilities for providing inmate health care, (2)
the inmate population has increased, (3) new facilities have become operational, and (4)
inmate medical needs have changed. DOC provides medical care to inmates at a variety
of institutions and field units throughout the State. Figure 1 illustrates the types of
facilities currently operated by DOC, the location of each facility, and the administrative
region for each facility.
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Inmates may receive arange of medical care services while incarcerated in State
correctional facilities. Upon entry into the State correctional system, inmates are
medically screened. If medically necessary, primary care, specialty care, and some
outpatient surgical services are available to inmates. Specialty care services are made
available, if necessary, at two DOC major institutions, the Medical College of Virginia
(MCV) Hospitals, or at community hospitals or clinics.

Three facilities are designated as major infirmaries with 24-hour nursing
coverage to provide system-wide care. Seven institutions have smaller infirmaries that
provide 24-hour nursing care and may staff infirmary medical beds on an as-needed
basis. Another seven institutions and ali field units provide only nursing and physician
coverage for primary care and emergencies. When care is not available at their own
facility (such as 24-hour infirmary care), inmates are often transported to other correc-
tional institutions for non-emergency treatment. If non-emergency hospitalization is
necessary, inmates are transported to MCV for hospital inpatient care. For emergencies,
inmates are transferred to the nearest community provider.

Several major institutions have special missions within the department that
affect the type of medical care available at those institutions. Inmates may be assigned
to these institutions if they meet the placement criteria, space is available, and security
considerations do not preclude assignment. For example:

Handicapped inmates may be assigned to Deep Meadow, an 825-bed
medium security institution. Deep Meadow has one 50-bed dormitory
that is accessible to handicapped inmates. The medical care unit at
Deep Meadow provides nursing coverage 24 hours per day in the event
that medical services are required for these inmates. However, infir-
mary beds are not available if these inmates require acute care.

Exhibit 1 illustrates the major institutions with special missions that impact medical
care availability. '

DOC Procedures for Inmates to Access Medical Care

Department operating procedure (DOP) 717 requires completion of a medical
assessment of all inmates who enter the correctional system. This assessment, which is
referred to as reception screening and classification by the department, is done to
determine each inmate’s medical status and to facilitate provision of medically necessary
care. There are nine reception and classification centers in the DOC system. Inmate
medical records are initiated through the reception and classification process. All
medical contacts must be recorded on standard forms in these records.

A physical examination and health appraisal is generally completed for each
newly-received inmate within the first ten days of incarceration within the State system.
This screening process identifies inmates with communicable diseases, mental distur-
bances or suicidal tendencies, maintenance medication needs, and alcohol or drug
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Exhibit 1
DOC Major Institutions with Special Missions

Avg. Daily
Facility | Special Mission | Population* Description
Deep Meadow| Handicapped 829 One 50-bed dormitory houses
facility handicapped inmates.
Greensville Respiratory 2,444 The 40-bed medical infirmary
isolation has ten single bed medical cells
and dialysis with a special ventilation
treatment; system to provide respiratory
secondary isolation for inmates with
infirmary tuberculosis.
for discharged
MCYV patients The infirmary also is equipped
with eight dialysis chairs to
treat inmates with end stage
renal disease requiring dialysis.
Marion Psychiatric 171 Facility has 120 beds designated
treatment for male inmates with acute
mental health treatment needs.
Powhatan Designated 830™ The infirmary has 46 medical
AIDS facility; beds. If inmate with AIDS
primary requires ongoing medical care
infirmary for and supervision, an infirmary
discharged bed is made available.
MCV patients
Virginia Female inmates 661 A 15-bed infirmary serves only
Correctional female inmates.
Center for
Women
Staunton Aged inmates 730 A 48-bed dormitory houses
inmates age 60 and older.

*Population figures are based on the FY 1993 average daily inmate population of the entire facility. The special
needs population is a subset of the facility population.

**Popuiation figure for Powhatan does not include the average daily population of the reception and classification
center located at Powhatan. The average daily population for the reception and classification center in FY 1993
was 415,

Source: JLARC staff site visits to DOC major institutions and interviews with DOC medical care staff, April to
July 1993; and staff analysis of Average Daily Inmate Population (Fiscal Year 1992-93), July 12, 1993,
received from the DOC Budget Office.
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withdrawal symptoms. In addition, inmates who are urgently in need of medical
attention areimmediately referred for needed care. Male inmates are assigned to amajor
institution or field unit with consideration given to their medical needs. All female
inmates are housed at the Virginia Correctional Center for Women (VCCW), as there are
no other State facilities for women.

Primary Care Services

Primary care refers to the inmate’s first-level contact with medical staff for
routine consultation, diagnosis, and treatment of a medical problem or chronic condition.
Primary care also includes preventive care such as periodic screenings for the early
detection of disease, immunizations, counseling about health risks, and patient educa-
tion. Inmates generally receive primary care on-site where they are incarcerated.
Primary care services are generally accessed through institutional procedures for “sick
call.ﬂ

DOP 718 requires that inmates have the opportunity to request medical
attention daily. Institutional procedures for sick call vary, but most facilities hold sick
call every week day. According to DOC medical personnel, inmates with serious ailments
are likely to be treated the next sick call day, while inmates with less serious medical
needs may be scheduled later. An inmate with urgent or emergency medical needs would
be treated immediately and, as necessary, transported for needed care.

At some institutions, inmates may be required to complete a form describing
their illness or injury and submit the form in advance to the medical department for
scheduling, or inmates may ask a correctional officer to place their name on the sick call
list. Some institutions and field units allow inmates to attend sick call without signing
up; inmates go to the medical department during sick call hours and wait for treatment.
Other maximum security institutions (as well as those on lock-down) require nurses to
go to inmates’ cells to administer medications and screen inmates who need medical
treatment. )

Typically, inmates areinitially seen by a nurse or a correctional health assistant
(a paramedic-type position comparable in grade to a licensed practical nurse) and then
are referred to a physician as needed. Inmates must access sick call if they need
medications, medical treatment, or special accommodations due to medical conditions.
Special items or accommodations may include special shoes, special insoles, alower level
bunk, or a first floor cell. Consequently, DOC nurses and physicians may spend a
significant amount of time screening requests that would not typically require medical
attention in a community environment.

Specialty Care

Inmates are referred to specialty care when determined medically necessary by
the institutional physician. Specialty care refers to medical care that requires services
of a medical professional with specific training in a particular type of medicine, such as
orthopedics, urology, dermatology, cardiology, or ophthalmology. Specialty consulta-
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tions are provided on-site at Powhatan and Greensville Correctional Centers. Inaddition
to serving their own inmate populations, these facilities serve inmates from other
institutions. However, the inmates’ assigned institution or field unit must provide the
transportation and security to Powhatan or Greensville in order to receive these services.

In addition, many specialty clinics are conducted on an outpatient basis at MCV
Hospitals. For example, almost all oncology services and infectious disease services are
provided by MCV Hospitals. Some institutions and field units rely primarily on local
community specialty providers. Generally, these facilities are located far from MCV.

Infirmary Care

Currently, the department has ten infirmaries established at major institutions
that are fully operational (three additional infirmaries will be added to the system as new
correctional facilities become fully operational during FY 1994). Infirmaries are capable
of providing 24-hour nursing care for inmates in designated medical beds. Three
institutions are designated “major” infirmaries: Greensville Correctional Center,
Powhatan Correctional Center, and VCCW. They are designated as such because they
have the greatest number of medical beds staffed on a routine basis. In addition,
Greensville and Powhatan have several medical specialty services available at their
infirmaries.

Typically the major infirmaries will provide care forinmates who are recovering
from surgery or have an acute or chronic illness requiring 24-hour care. Each of these
institutions has isolation beds that can be used for inmates who are contagious, exhibit
behavior problems, or have known enemies at the facility. Currently, only Greensville
is equipped with respiratory isolation cells containing ventilation systems designed for
housing inmates with active tuberculosis. However, three institutions which will become
fully operational in FY 1994 have two respiratory isolation rooms located in each medical

infirmary.

Seven other institutions also have infirmary care available on a more limited
scale. These institutions have fewer beds, and while they may have a nurse available in
the infirmary 24 hours per day, they may not routinely staff medical beds to provide 24-
hour care. However, the medical beds may be staffed at these institutions if the
infirmaries at Powhatan and Greensville are full and additional infirmary beds are
needed. Figure 2 illustrates the location of infirmary beds within the DOC system.

When inmates are discharged from hospitals, they can either be sent back to the
general population at their assigned institution or they can be sent to one of the infirmary
beds in the system for convalescence. For MCV discharges, the department has
prioritized the receiving institutions for inmates who require infirmary care before they
can be released into the general inmate population. DOC refers to this type of care as
“step-down” care. Powhatan has been designated as the primary medical step-down
infirmary for the State. Although Greensville has not been officially designated as the
secondary step-down infirmary, it appears that it is being used as such.
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Location of DOC Medical Care Beds
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Inpatient Hospital Care

Whenever possible, the department meets inmate medical care needs at one of
its institutions. However, inmates who need inpatient medical care that is beyond the
scope of care that the department can provide must be hospitalized. DOP 720 specifies
that adult inmates should be taken to MCV for routine, scheduled inpatient hospital care.
Inpatient care is available through local community hospitals in emergency situations.

MCV has a secure unit for adult male inmates that contains 16 beds. DOC
correctional officers are assigned to the unit to provide security. However, hospitalized
inmates at MCV are not always provided care in this unit. Females are presently housed
throughout the hospital in the appropriate unit for their condition. In addition, male
inmates who are in intensive care or have special needs which cannot be met in the
security unit are cared for elsewhere in the hospital. This requires additional security
staff who must remain posted at the inmate’s bedside or door. Currently, the secure unit
at MCV is being renovated to accommodate female inmates.

Since the mid-1980s, DOC and MCV have had an agreement on the payment
rate for hospital care of DOC inmates. At that time, DOC agreed to pay $545 per day for
acute inpatient care in the secure unit. By FY 1993, the payment rate had increased to
$833 per diem for acute inpatient hospital care and $1,865 per diem for intensive care.
DOC also agreed to pay 100 percent of all inpatient charges for female inmates.

For inpatient care provided in local community hospitals, the department also
pays 100 percent of charges unless the inmate’s institution has a contract or agreement
with the local hospital. Currently, Greensville is the only facility that has a separate
contract with a local haspital. Greensville inmates may be referred to John Randolph
Hospital in Hopewell for hospital care, at a per diem rate of $650.

Medications

The department has a central pharmacy that fills prescriptions for most
institutions. This pharmacy is located in Richmond and is open during regular business
hours Monday through Friday. Prescriptions are either sent via facsimile, the mail, or
an institutional courier to the central pharmacy. According to the DOC chief pharmacist,
most prescriptions are filled within one day of receipt and are then delivered by a parcel
service to the appropriate institution. According to survey responses by DOC medical
authorities, on average it takes two working days to receive a prescription from the DOC
central pharmacy. However, all institutions and field units use local pharmacies to fill
emergency prescriptions during the week and for weekend prescriptions.

Three major institutions provide pharmacy products for their inmates in a
manner different from that described above. Powhatan maintains a pharmacy on-site to
fill prescriptions for inmates served by the institution. Marion Correctional Treatment
Center (MCTC) obtains its pharmacy products from Southwest Virginia Mental Health
Institute (located next to MCTC) which operates a pharmacy through the Department of
Mental Health, Mental Retardation and Substance Abuse Services. Greensville provides
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pharmacy products to inmates through a contract with a mail order pharmacy in
Alabama.

Inmates obtain their medications in one of three ways. First, they can come to
the “pill line” for their daily dosage. Pill lines are usually set up in the infirmary area of
the institution, in the housing unit, or possibly near the dining room. Pill lines may be
held from two to four times a day to accommodate all types of dosages.

Second, inmates can sign a contract with the physician or charge nurse for self-
medication. The inmate is given up to a one-month supply of medications at a time.
According to DOC medical staff, inmates with chronic medication needs such as ulcers,
asthma, or arthritis may be good candidates for self-medication. Certain medications,
such as controlled substances that have a potential for abuse, cannot be dispensed by self-
medication. In addition, other criteria are used to determine whether an inmate can
participate in the self-medication program.

Third, nurses may administer medications directly to inmates if they are being
treated in the infirmary. In addition, nurses may administer medications directly to
inmates in their cells. Nurses must do this for inmates who are in isolation or segregation
cells, and when there is a lock-down and inmates are confined to their cells.

PRIVATIZATION OF HEALTH CARE

DOC is currently operating a pilot project to test the feasibility of privatizing
inmate health care in the Virginia correctional system. Therefore, unlike all other
institutions, medical services at the Greensville Correctional Center are provided
through a private contractor instead of relying on State personnel to provide medical
services. The Greensville contract provides medical staffing and services for its four
inmate housing units and a 40-bed infirmary. During FY 1992 and FY 1993, combined
expenditures for medical services at Greensville were about $14.5 million, or about 20
percent of system-wide medical expenditures during those years.

Since the institution’s opening in 1990, inmate health care at Greensville has
been provided by two different private contractors: Southside Correctional Care
(Southside) and Correctional Medical Systems(CMS). Most medical services at Greensville
have been provided by contract personnel. However, Greensville has retained afew State
employees from the Virginia State Penitentiary to administer the contract and perform
some medical services.

Southside Contract. Southside Medical Systems, Inc., was selected as the
first contractor to provide medical care services beginning September 1990 at Greensville
Correctional Center. Southside Medical Systems, Inc., a local health care corporation,
eventually established a separate corporation and assigned the contract to the new
corporation, Southside Correctional Care, Inc. The price of the contract for FY 1992 was
about $3.9 million, based on costs plus fixed fees for services.
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Under the contractual arrangement, Southside handled the coordination of
medical services and hired medical personnel to staff the institution. The Southside
contract provided for a staffing complement of 118 full-time employees (FTEs). The
actual costs of personnel hours, pharmaceuticals, and supplies were billed to DOC, for
primary care services, on-site clinic services, and on-site surgical services. The contract
price did not include the costs to provide inmates with medical care off-site or dialysis
services. However, it did specify preset fixed fees to be charged for off-site clinic visits,
outpatient and inpatient hospital services, and dialysis services.

Southside notified DOC of its intent to terminate the contract in January 1992
because of disagreements with DOC on oral modifications made to the contract.
Southside contended that DOC officials agreed to adjust the contract terms to pay
additional amounts for employee sick and annual leave taken while employed at
Greensville, and to allow Southside a ten percent mark-up on pharmaceuticals provided
toDOC inmates. According to the DOC procurement director, DOC did not agree to these
terms and therefore was not obligated to make additional payments to the contractor for
items not stipulated in the written contract. According to Southside officials, they could
not make a profit on the contract without modifications. DOC paid Southside about $5.2
million during FY 1992 and an additional amount of approximately $840,000in FY 1993
for services provided to Greensville inmates in FY 1992. DOC paid additional amounts
to Southside for services provided to other facility inmates. The contract with Southside
terminated on June 30, 1992.

CMS Contract. Correctional Medical Systems, a division of ARA Health
Services Inc., was awarded the Greensville contract beginning July 1, 1992, for a five-
year term. Like the previous contractor, CMS is responsible for coordinating health care
services and hiring most health-related personnel. Currently, CMS provides dental,
mental health, and medical services through its contractual agreement with DOC. In
terms of medical services, CMS provides primary medical care services and some
specialty care clinic services, conducts limited outpatient surgeries on-site, operates the
40-bed infirmary at Greensville, operates the X-ray equipment located at the infirmary,
and provides some on-site laboratory services. CMS medical staff are responsible for
making referrals for medically necessary off-site care for inmates.

The contract terms to provide inmate health care services vary significantly
from the Southside contract. The projected price of the contract was approximately $5.9
million during the first year (FY 1993), to be paid in a fixed monthly installment of
$491,000. A majority of this amount was for personnel costs associated with employing
75.675 FTE positions. For each subsequent year of the contract, the terms of the contract
include provision for an adjustment of 6.5 percent from the previous year’s fixed price.
The current projected price of the contract in FY 1994 is almost $6.3 million.

State Employees Providing Medical Services at Greensville. During the
phase-out of the Virginia State Penitentiary and as the Greensville Correctional Center
became operational, the State transferred medical personnel to Greensville to begin
providing medical services to inmates as they were assigned to the new facility. DOChas
retained a few State employees to monitor the private contract and perform some medical
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services. Currently, nine State employees remain employed at Greensville with respon-
sibilities related to the provision of medical care services at Greensville. These include:

* one mental hospital administrative services supervisor

* two correctional health assistants (paramedic-type positions comparable in
salary grade to a licensed practical nurse)

* three correctional nurse technicians (licensed practical nurses)
* one storekeeper

* one medical records technician

* one office services assistant (secretary).

Two additional positions are also currently employed as State employees with responsi-
bility for dental care services. The State employee positions are under the clinical
supervision of the contractor, CMS. However, the mental hospital administrative
services supervisor retains administrative supervisory authority for these employees.

LIMITATIONS ON MEDICAL CARE SERVICES

Although DOC has a policy to provide care to inmates comparable to that
available in the community (DOP 701), there are some limits on the medical care services.
available for inmates. DOC does not maintain a list of medical service limitations.
However, it has processes in place to ensure that only medical services that are medically
necessary are provided to inmates. Medical necessity is determined through the
utilization review process set forth by the Office of Health Services (OHS) in the DOC
central office.

Routine, non-emergency specialty care consultations may be recommended by
the chief physician at the inmate’s assigned institution. Any specialty care that is
required to be provided off-site (at alocation other than the inmate’s assigned institution)
must be approved in advance by the department’s chief physician, located in OHS.
However, certain medical conditions are exempt from this prior approval process,
including coronary artery disease, Human Immunodeficiency Virus (HIV) infection and
Acquired Immunodeficiency Syndrome (AIDS), chronic eye conditions, radiation therapy,
and major trauma. Other medical conditions must be approved prior to referral for
specialty care, including corrective surgery for chronic and pre-existing conditions and
deformities, asymptomatic hernias, chronic low back pain, and podiatry services. The
prior authorization process can take up to one month. However, according to the DOC
chief physician, requests are often handled in one day if made electronically.

DOC contracts with the Medical Society of Virginia Review Organization
(MSVRO) to provide a second opinion review for specialty consultations denied by the
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DOC chief physician. A physician reviewer for MSVRO will review the case and make
a determination about whether the care should be provided. According to MSVRO staff,
about 80 percent of the cases denied by the DOC chief physician are also denied by
MSVRO. ;

The department contracts with MSVRO to pre-certify off-site outpatient ser-
vices that are approved and to review the inpatient admissions to MCV. The purpose of
these activities is to ensure that only appropriate medically necessary care is provided
to inmates. During FY 1994, MSVRO will be conducting a pilot project to review
ambulatory care services provided at Powhatan Correctional Center. The object of this
project is to track expenditures for ambulatory care of Powhatan inmates and compare
costs of similar care provided on-site and off-site. MSVRO will provide this information
to DOC to assist the department in making medical management decisions.

ORGANIZATION OF HEALTH SERVICES WITHIN DOC

According to DOP 703, OHS is responsible for “developing and monitoring
adherence to policies, standards and procedures for health care services for inmates.”
Nevertheless, institutional wardens and field unit superintendents have supervisory
authority for the medical staff at their respective facilities. Consequently, the warden

. or superintendent has the authority to hire and fire medical personnel. All institutions
are required to have a medical authority. At major institutions the medical authority is
generally a physician; however, the medical authority at field units is usually a nurse.

OHS Structure and Responsibilities

Three staff within the Office of Health Services have primary responsibility for
system-wide medical policies and procedures. These staff positions include: the health
services administrator, a corrections chief physician, and a chief of nursing services
(registered nurse manager B). OHS support is also provided by a DOC chief pharmacist
who works out of the DOC central pharmacy, a DOC chief dentist who works out of
Powhatan Correctional Center, and a senior secretary. OHS is headed by the health
services administrator, who reports to the chief of operations for programs within the
Division of Adult Institutions (Figure 3). The office currently performs advisory and
other staff functions; it does not have any line authority over medical staff in the field,
who report to individual facility wardens and superintendents. OHS staff functions
include:

* budget development
* development of medical policies and procedures

* providing recommendations on medical personnel management policies and
procedures
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* initiating inquiries into inmate medical grievances

* conducting quality assurance reviews of institutional and field unit medical
departments.

Role ofthe Health Services Administrator. The health services administra-
tor has primary responsibility for ensuring that the department’s mission to provide
inmate health care services is implemented. In carrying out this responsibility, the
administrator develops medical policies and procedures, verifies inmate inpatient bills,
conducts quality assurance reviews, responds to inmate grievances on medical care, and
plans for future medical and dental care needs within DOC. The health services
administrator supervises the chief nurse, the chief physician, and one senior secretary.

Recently, the health services administrator has been involved in, but not
formally responsible for, the oversight and monitoring of the private contractor at
Greensville. The administrator attends and monitors meetings between DOC and
contract employees regarding the provision of health care at Greensville and the
implementation of the contract, files vendor complaints if necessary, and recommends
changes to the contract as needed. The health services administrator position is a grade
15. Compensation ranges from $36,696 to $56,029.

Role of the Chief Physician. The chief physician acts as a medical consultant
for the department, according to the position description. The chief physician exercises
clinical oversight in DOC, performs secondary reviews for institutional physicians,
approves referrals for non-emergency outside care, and develops policies and clinical
protocols. The chief physician is also responsible for medical education and training for
DOC physicians. In addition, the chief physician tracks certain infectious diseases for
the department to facilitate health care planning and management.

The chief physician’s position description also delineates responsibilities for
coordinating budgetary, medical personnel, equipment, and other related medical needs
with the health services administrator. As mentioned earlier, the chief physician reports
to the health services administrator. Currently, the chief physician position is a grade
22 ($68,466 to $104,537).

Role of the Chief Nurse. The chief nurse develops nursing policies and
procedures within DOC, conducts site visits to institutions and quality assurance
reviews, acts as an advocate for DOC nursing staff, arranges medical transfers of
inmates, and arranges jail inmate intakes into the department for medical reasons. The
chief nurse is responsible for training and education of DOC nursing staff.

In addition, the chief nurse is specifically assigned responsibility for monitoring
inmate ambulatory care and inpatient care at MCV Hospitals. This responsibility entails
regular site visits to MCV to ensure proper utilization of the clinics and to ensure that
inpatient admissions and lengths of stay are medically necessary and appropriate. The
chief nurse maintains data on all MCV admissions and clinic visits.
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The chiefnurse position is a grade 17. The current compensation for the position
ranges from $43,854 to $66,958. As already mentioned, the chief nurse reports to the
health services administrator.

Institutional Medical Care Organization and Staffing

At the institutional level, DOC employs a variety of medical professionals to
provide inmate medical care services. Nurses — both registered nurses (RNs) and
licensed practical nurses (LPNs) — provide most of the direct medical care to inmates in
the institution. All institutions and field units should have a primary care physician
available to supervise medical screenings, order needed prescriptions, order specialty
care services if needed, review laboratory and X-ray reports, and respond to medical
emergencies. For adults, a primary care physician is usually a physician with a specialty
in family practice, internal medicine, or general practice.

In major institutions, the physician usually serves as the medical authority.
However, at the field units, typically a registered nurse functions as the medical
authority. In addition, major institutions may employ correctional health assistants
(paramedic-type positions), X-ray technicians, laboratory technicians, and medical
records technicians. All LPNs and correctional health assistants are classified as
correctional nurse technicians.

A DOC report indicated that, as of June 30, 1993, DOC had 221 filled medical
care positions (Table 1). Another 40 positions were not filled. Nearly all of these 221
positions are filled by full-time DOC employees. However, institutions employ anumber
of contract personnel to provide medical care services for a set period of time (usually one
year or more). In addition, institutions employ temporary agency nurses to fill many
vacant nursing positions and for temporary support.

Currently, many physicians at the institutions are working on a contract basis
(eight of 17 total institutional physicians). At these institutions, often the head nurse
who is a State employee is designated as the medical authority. DOC has been
contracting with private physicians to provide certain services for quite some time.
However, as discussed earlier, the department has recently expanded that approach by
contracting with a private company for all health care at Greensville.

All field units have at least one nurse allocated to them. Five field units have
more than one nurse allocated, two units have two nurses allocated each, and three units
have three nurses allocated each. Three field units with more than one nurse assigned
to them are the in-filled units which house more inmates and provide a higher level of
security through double perimeter fencing and the use of razor wire. Two of these units
function as reception and classification centers for new inmates. As such, they have
responsibility for comprehensive medical screening of the new inmates received at their
unit.
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Table 1

Number and Type of Filled Medical Positions
within the Department of Corrections as of June 30, 1993

Full- Part- Contract Total Filled
Institutional Physician 8 2 8 17
Registered Nurse Coordinator 4 0 0 4
Registered Nurse Clinician B 12 0 0 12
Registered Nurse Clinician A 3 0 0 3
Registered Nurse 40 0 0 40
Nurse Technician 121 0 7 128
Radiologic Senior Technician 2 0 0 2
Radiologic Technician 1 0 0 1
X-ray Technician 2 0 3*+ 3¥**
Medical Technologist 2 0 1 3
Laboratory Technician Senior 6 0 0 6
Pharmacist 1 0 1
Pharmacist Assistant B -1 L0 0 -1
Total 203 2 19 221

*Total full-time equivalent (FTE) positions does not include all temporary nursing employees.
**Part-time positions.

***A total of three FTE positions are filled based on two full-time DOC positions and three part-time contract
positions.

Source: g LARC staff analysis of Department of Corrections Department Medical Positions { Employee Report, dated
une 30, 1993. '
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ITI. Inmate Access to Medical Services

The Virginia Department of Corrections (DOC) has department operating
procedures (DOPs) which set forth guidelines for inmate access to medical care. The
purpose of these procedures is “to ensure that all inmates have unhindered access to
regularly scheduled, medically staffed sick call” (DOP 718). Sick call provides inmates
with primary medical care, including: (1) routine medical consultation, diagnosis, and
treatment of an acute or chronic condition; (2) screening for the early detection of disease;
(3) immunizations; (4) counseling about health risks; and (5) patient education. During
site visits to major institutions, medical staff stated that they try to screen all inmate
requests for medical care within 24 hours of receiving the request.

To assess inmate access to medical care, JLARC staff conducted site visits toten
major institutions, and reviewed medical expenditures and invoices for specialty and
inpatient hospital care. During the site visits, JLARC staff toured the medical facilities,
interviewed medical care staff, reviewed medical records and sick call logs, and examined
medical expenditure data. In general, JLARC staff found that the facilities employ
dedicated health care professionals who are trying to deliver quality care in the
correctional environment. Access to care appears to be generally good overall. This is
further evidenced by the fact that Virginia has not been under any court orders regarding
its provision of health care like some other states. In addition, staff review of specialty
and inpatient hospital care information revealed that referrals for off-site care appear to
occur regularly for needed care, indicating access to these services.

However, any conclusions about the department’s provision of care must be
caveated, because problems with documentation of care and sick call records make broad
generalizations regarding inmate access to primary medical care difficult. In some cases,
compliance with department procedures concerning documentation was inadequate.
Also, medical care staff in some facilities were concerned about the adequacy of staffing,
particularly nursing and physician coverage in the facilities. Several facilities have staff
vacancy problems. These problems affect access to and continuity of care for inmates at
their facilities. Further, staff appeared frustrated with the overall lack of management
and direction for medical care services in the department.

DOC needs to address several issues which negatively affect inmate access to
medical care. These include problems regarding:

* documentation of care provided to inmates

* recruiting and retaining registered and licensed practical nurses
* physician coverage at some institutions

* services for female and handicapped inmates

* medical transfers.
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PROBLEMS AFFECTING DOCUMENTATION OF INMATE CARE

Accurate and complete documentation of inmate medical care is an important
tool in protecting health care workers, correctional staff, and inmates. Documentation
of medical care provides a permanent record of when and how health care professionals
address inmate medical care needs. It provides medical providers with important
information to ensure continuity and quality of care for the inmate treated. Further,
federal court decisions have emphasized the importance of documentation of care as one
component for an adequate correctional health care system. Incomplete and inaccurate
documentation of care may adversely affect the State, when the State is legally
challenged by inmates for alleged violations of their constitutional rights to care, and in
medical malpractice cases.

The variation among institutions in documentation of primary care received by
inmates at sick call makes an overall assessment of inmate access to primary care
difficult. While on-site at correctional facilities, JLARC staff observed sick call being
conducted. However, the quantity and quality of the medical care through sick call was
sometimes difficult to ascertain because of inconsistent record-keeping. Medical record
documentation of care provided was at times incomplete and lacked organization, sick
call logs were indecipherable, and sick call logs of who was seen did not always match
dates of care documented in the medical records. In addition, inmate medical transfer
information was not consistently documented, and care received off-site was not well
documented in the medical records. '

Department operating procedure 723 sets out general provisions' and the
rationale for documenting inmate health care in inmate medical records. According to

DOP 723:

The purpose of the medical record is to provide written documentation
of all medical services rendered to inmates; to serve as the means of
communication to assure continuity of care; to provide a basis for
planning individual care and evaluating the quality of that care; to
assist in protecting the medico-legal interests of the individual, insti-
tution, and providers of care; to serve as a basis for statistical analysis
for Office of Health Services use for planning, staffing and budget
analysis.

JLARC staff’s review of a sample of medical records at eight major institutions
noted problems with medical record documentation in DOC facilities (Exhibit 2). In
addition, documentation problems were noted in Office of Health Services (OHS) quality
assurance reviews conducted in 1992 and 1993 and Board of Corrections standards
compliance reviews conducted by DOC in 1993. Further, a quality review conducted at
one institution in 1992 by the Medical Society of Virginia Review Organization (MSVRO)
noted serious concerns with documentation of care.
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Exhibit 2

Comparison of Audit Findings
on DOC Documentation of Care

Board of
JLARC OHS Quality Cormections Standards
Review Assurance Reviews | Compliance Reviews
Consent and release of
information forms missing ®
Documentation of off-site care
or hospitalization missing @
Incomplete medical records ® ® o
Inconsistencies between
dates of care documented ®
and sick call logs
inmate medical transter
sheets missing ® ®
munmtat_ion of lrul:lnate ' o o
screenings within
24 hours of arival at institution
Progress notes illegible ®
Records not maintained in
order or format according to ® ® o
department operating procedures

@ = problem noted in at least one facility reviewed

Source: JLARC site visits and JLARC staff medical record reviews at eight major institutions, April - July 1993;
JLARC staff analysis of OHS quality assurance reviews conducted from January 1992 to July 1993 and
DOC standards compliance audits of three major institutions, FY 1993.

DOP 723 gives OHS responsibility for developing and publishing the standard
format for maintaining medical records. In addition, OHS assesses the adequacy of
institution and field unit compliance with standards for documentation in its quality
assurance reviews. Further, OHS isresponsible for assessing medical staffresources and
making recommendations for changes based on justified needs. While OHS has been
aware of problems concerning the documentation of care at major institutions and field
units, the office lacks enforcement authority, and consequently, little has been done by
OHS or the institutions to address these problems.

JLARC staff reviewed 30 OHS quality assurance reviews conducted between
January 1992 and July 1993 at 14 major institutions and 16 field units. During these
reviews, OHS staff noted problems with medical record documentation at one-half of the
major institutions. Problems with medical record documentation at field units were
minimal and focused on the lack of clerical resources to address documentation problems.
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Some of the concerns regarding documentation of care were noted as “serious”
by OHS staff. For example in a memo on one institution’s quality assurance review
conducted in 1992, OHS staff noted:

More attention needs to be paid to documentation in the medical
record. Any health care provider picking up a medical record should
be able to get a clear picture of the inmate’s medical condition, what is
being done for him, reason for treatment (treatment plan), medication,
etc. This is a systems problem [emphasis added]. OHS is soon to
publish a medical records manual. When this is done there will be
formal training on documentation and evaluation of documentation.

OHS staffalso appear to have provided institutions with conflicting information
on how to document care in medical records. For example:

DOC requested that MSVRO conduct a review at one major institution.
MSVRO found that the medical record documentation was inadeguate.
Documentation requirements to note subjective observations, objective
observations, assessment of the medical problem, and the plan of care
(termed SOAP charting) were not followed. Further, the review noted,
“It is impossible for a reviewer or outsider to determine what is going on
in the [medical] chart. The care does seem to be rendered in an
appropriate manner, but it is only by the [sic] insinuation that one can
elicit this, since the records do not document the same.”

A later quality assurance review by OHS staff at this same institution
noted the previous deficiencies found by MSVRO. Further, the review
stated that the problems with documenting according to SOAP proce-
dures were due to directions by the chief nurse to use the charting
methodology differently from standard practice. It is not clear why
OHS staff provided institutional nursing staff with information on
documenting care which conflicts with established procedures.

OHS has not developed a medical records manual and training has not occurred.
Further, JLARC site visits from April to July 1993 indicated that medical record
documentation continues to be problematic for a number of major institutions. JLARC
staff found a variety of problems with documentation in reviews of institution medical
records (Exhibit 3).

A number of factors contribute to documentation problems including a lack of
priority or attention to the function, a lack of training, or alack of record-keeping support.
The central regional administrator noted problems with documentation of care in major
institutions and attributed them, in part, to clerical shortages in major institutions.
Medical staff at the institutions and field units also reported problems with the lack of
clerical staff and the negative impact this has on record-keeping.
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Exhibit 3

Medical Record Reviews at
Major Institutions Reviewed by JLARC Staff

Problems Noted Deep Keen
With Medical Records Bland | Buckingham| Meadow | Greensville| Mountain | Powhatan | Staunton [VCCW
Consent and release of
information forms missing @ ® ® ® ® ® [
Documentation of off-site care
or hospitalization missing ' [ ® ® [ ]
llegible progress notes ® ® ] ®
Inmate medical transfer
sheets missing [ )
No documentation of inmate
medical screenings within L

24 hours of arrival at institution

Records not maintained in
order or format according °® ® ® @
to DOPs

@ = problem noted

Source: JLARC staff analysis of medical records at major institutions visited between April and July 1993.

According to DOP 707, OHS staff are responsible for assessing resource needs
of medical departments in institutions and developing justifications for changes. While
OHS has developed budget justifications for additional nursing staff, OHS has not
formally assessed and documented the needs for additional clerical staff in order to
support the medical record-keeping function in institutions and field units.

Recommendation (1). The Department of Corrections should ensure
that institution and field unit staff take immediate steps to improve documen-
tation of inmate medical care. The Office of Health Services should: (1) follow-
up on problems noted in quality assurance reviews to monitor problems with
compliance at the institutional and field unit level, (2) complete the medical
records manual for facility medical care staff, and (3) design and conduct
training on documentation requirements for medical care staff. Additional
training on documentation procedures should be provided to all institutional
staff with medical record-keeping responsibility.
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RECRUITMENT AND RETENTION OF NURSING STAFF

Nursing coverage at DOC facilities is an important component in ensuring
inmate access to medical care, because nurses serve as the first contact for inmates
seeking care. During the past few years DOC has experienced difficulties with maintain- -
ing adequate nursing coverage at major institutions and field units. DOC medical care
staff and other officials indicated in interviews that the current complement of estab-
lished nursing positions is inadequate. However, nursing coverage also appears to be
critically affected by DOC problems in recruiting and retaining a full complement of
nursing staff for currently established positions.

According to DOC staff, problems with recruitment and retention of nursing
staff occur for several reasons, including:

* low salaries relative to other large employers of nurses

* lack of shift differentials, on-call pay, and flexible working schedules
* limited training and educational opportunities

¢ difficulties in providing care in a prison environment.

DOC’s recruiting of registered nurses (RNs) and correctional nurse technicians
(CNTs) is hampered by its unwillingness to use several incentives available to State
. agencies for recruiting health care professionals. DOC officials indicate that they have
studied all of these issues and various department officials express support for one or
more of the potential incentives. Nevertheless, none have been implemented.

Problems Exist with Nursing Vacancies

Registered nurses and correctional nurse technicians provide most of the direct
inmate medical care at major institutions and field units. Nurses are responsible for
assessing inmate medical complaints to determine who will be seen immediately by a
physician and who will have to wait for care. In addition, they are responsible for
conducting health screening, administering medications, treating minor medical prob-
lems, screening for tuberculosis, educating patients, recording physician orders for
treatment, and arranging for inmate laboratory and X-ray tests as well as off-site
outpatient and inpatient care.

Analysis of authorized and filled nursing positions as of June 30, 1993 showed
that DOC was experiencing a 19 percent vacancy rate for RN positions and a 19 percent
vacancy rate for CNT positions. Table 2 illustrates the vacancy rates for these positions
at DOC facilities. Some of these positions have been vacant for at least 18 months.
According to Department of Personnel and Training (DPT) staff, DOC risks losing a
number of nursing positions if these are not filled soon.

Often staffing shortages are addressed by supplementing nursing coverage
using temporary agency nurses. According to a number of DOC staff, use of temporary
nursing is not an optimal solution, because these personnel sometimes lack dedication
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and knowledge of the correctional medical care system. In addition, they lack training
on security procedures and temporary nursing staff, by definition, do not ensure
continuity of care for inmates receiving medical treatment.

Table 2
Medical Nursing Vacancies in DOC Facilities

Authorized RN FTEs Percent Authorizead CNT FTEs Percent
DOC Facility R/N FTEs* Filled Vacant  CNT FTEs* Filled Vacant

Augusta.
Bland
Brunswick
Budungham
Deep Meadow
James River
‘Keen Mountain
Manon

Sy

W= 0wsENDWEDW-NW- O W

Nottoway
* ~Powhatan/PRCC

St Brides
SwﬂmmptonlSl‘l’C.’SRCC
Staunton
veew o
Central Reglon Field Units
Eastem Region Field Units
Northem Region Field Units
Westem Region Field Units

Total

8 ‘lmw-?:-‘vv‘\_au‘vp'm‘

19% 140 114 19%

I

[@ PRCC

Powhatan Reception and Classification Center

SITC =  Southampton Intensive Treatment Center
SRCC =  Southampton Reception and Classification Center
VCCW =  Virginia Correctional Center for Women

Note: Does not include Greensville, which is staffed primarily through a private contract, or new
institutions opened in FY 1994,

*Registered nurse full-time equivalent positions (FTEs) include registered nurse (RN), RN Clinician A,
RN Clinician B, and RN Coordinator positions.

**Correctional nurse technicians (CNTs) are comprised of licensed practical nurses and correctional
health assistants (paramedic-type positions).

Source: JLARC staff analysis of Department of Correchons Department Medical Positions/Employes
Report, dated June 30, 1993.
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The department’s use of temporary agency nurses is also costly. DOC has paid
approximately $3.7 million to fund use of temporary agency nursing staff over the past
two fiscal years. This indicates that DOC uses temporary nursing as aremedy to nursing
shortages the department experiences over an indefinite period of time. This type of
staffing arrangement appears to be contrary to the rationale for hiring temporary
employees, that is, to assist the employer in addressing short-term staffing needs.
Temporary nursing staff appear to be used to: (1) fill nursing vacancies indefinitely, (2)
staff undesirable nursing shifts, and (3) fill short-term staffing needs. Chapter IV
provides additional information on the cost impact of DOC’s current use of temporary
nursing services and how those funds could be better used to assist the department in
providing additional nurse recruitment or retention incentives.

Focus of DOC Responses to Nursing Coverage Problems Needs to Change

DOC responses to nursing coverage problems have focused on justifying the
need for additional nursing positions. In FY 1993, problems with nursing coverage led
the department to develop a request for 66 additional nursing positions for its facilities
and to establish four regional nurse positions. According to the OHS chiefnurse, the 1993
General Assembly approved funding for: (1) 15 additional nursing positions (2 RNs and
13 CNTs) as of July 1, 1993, and (2) three additional nursing positions (CNTs) as of
January 1,1994. The request and new positions notwithstanding, DOC has not been able
torecruit or retain nurses in a number of its established nursing positions. This suggests

‘that the department needs to consider alternative solutions to addressing problems with
nursing coverage in its facilities. :

DOC needs toexplore better approaches to recruiting nursing staff. In addition,
DOC needs to examine methods to retain nurses once they have been hired and oriented.
The State currently has several mechanisms available to assist agencies in retaining
their nursing personnel. DOC has not seriously explored using any of the mechanisms
available.

DOC Needs to Implement Improvements in Its Current Methods to
Recruit Nurses. Better approaches are needed to recruit and to hire nursing staff to
ensure inmate access to and continuity of care. Currently, DOC does not systematically
attempt to attract nursing staff from nursing schools. In addition, there are no formal
linkages between State teaching hospitals and the correctional medical care system.
Medical care staff in the DOC system have suggested that these types of links could
enhance their ability to recruit and retain medical care staff. Further, with the advent
of reductions of U.S. military forces, DOC could enhance recruitment efforts to attract
military medical staff.

In addition, DOC needs to streamline the hiring process for nursing staff.
Interviews with medical staff in institutions revealed that long delays characterize the
hiring process when nursing positions become vacant. These delays can negatively
impact access and continuity of care for inmates. Nursesin institutions complained that
often they lose good candidates for positions because of the delays in hiring. It was not
clear where the delays in hiring occurred within DOC.
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Organized recruitment efforts may be one way in which DOC could attract
larger pools of qualified candidates. Currently, DOC relies primarily on the Department
of Personnel and Training’s publication Recruit to advertise nursing vacancies, although
some facilities place local newspaper advertisements. Institutions in the central region
recently experimented with a combined recruitment effort to hire nurses at Powhatan,
Deep Meadow, and James River Correctional Centers as well as at the Virginia
Correctional Center for Women (VCCW). According to nurses at Powhatan and VCCW,
by combining recruitment and hiring efforts, they were able to attract a larger pool of
candidates and have been able to fill a number of the vacant positions more easily than
in the past.

DOC Should Consider Implementing Effective Methods to Retain Nurs-
ing Staff. Nursing vacancies negatively impact inmate access to care and continuity of
care, and result in significant costs to the system if temporary nurses are used tofill these
positions. (Chapter IV provides additional detail on the costs of temporary nursing
services.) The State has several mechanisms available to help retain nursing staff.
However, there is no evidence that DOC has seriously considered implementing any of
these, even though the department has trouble maintaining a full complement of nursing
staff. There appears to be some concern by DOC about staff morale if these mechanisms
are used for nursing staff but not for other positions. Nevertheless, nursing staff have
unique skills and abilities needed in the correctional environment and vacancies have
been problematic.

DOC should consider implementing more effective means of retaining existing
nursing staff, because nursing vacancies cause access problems and current use of
temporary agency nurses is not cost effective and does not ensure quality care. Some
methods DOC could implement include: (1) use of shift differentials, (2) use of flexible
scheduling, (3) tuition reimbursement for continuing education, (4) establishment of on-
call pay, (5) development of a floating regional nurse position to cover temporary
shortages at facilities, or (6) in-grade adjustments for nurses who have received written
competitive offers from outside State government for comparable positions.

Recommendation (2). The Department of Corrections should imple-
ment changes in its nurse recruitment and retention policies and procedures
to decrease position vacancy rates and use of temporary agency nurses to fill
these positions. The department should work with the Department of Person-
nel and Training to implement a full range of methods for improving nurse
recruitment and retention.

PHYSICIAN COVERAGE AT DOC FACILITIES

Access to physician services is the most important part of inmate access to
medical care. Department operating procedures (DOP 702 and DOP 717) dictate that a
physician must supervise medical personnel conducting medical screenings of all
inmates received and classified in the correctional system. Further, physicians must
review and approve the medical treatment and care provided by other medical care
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professionals. In addition, they are responsible for approving off-site care, admitting
inmates from other facilities into infirmaries, and prescribing medication (DOP 718).

Due to difficulties in physician recruitment, primary care is hampered at
several major institutions. For example, limited physician coverage at three institutions
has resulted in delays in providing inmates with physician services. In addition,
recruiting difficulties require DOC to use more expensive contract physicians at a
number of facilities. Physician extenders (licensed physicians' assistants and certified
nurse practitioners) could enhance the primary care coverage provided at institutions
which have part-time physician coverage, or have other needs for additional physician
coverage. However, currently, DOC does not make extensive use of physician extenders.

DOC Should Assess Methods to Enhance Current Physician Coverage
at Certain Institutions

Problems with physician coverage at major institutions appear to fall into two
categories: (1) several institutions have only part-time physician coverage which is
inadequate and (2) some institutions have vacancies for institutional physician positions.
Medical staffing standards maintained by the Office of Health Services recommend a
physician position at all major institutions.

Inadequate full-time physician coverage at major institutions has a negative
effect on continuity of care and often results in long inmate waiting times for physician
primary and specialty care. This limits access to care, because only physicians can
perform certain needed medical treatments and prescribe controlled substances. A
physician must sign-off on most treatment orders, approve medical transfers and
admissions to medical facilities, and order changes to inmates’ medications.

A number of major institutions employ contract physicians to provide physician
services to inmates. Contract physicians are employed to provide physician coverage in
three types of situations: (1) the institution has a State institutional physician position
established and cannot fill the position with a State employee but can fill the position with
a nearly full-time (30 hours per week) contract physician, (2) the institution has a State
institutional physician position but cannot recruit either a full-time State employee or
a full-time contract physician, and (3) the institution does not have a State institutional
physician position established and must rely on a part-time contract physician. The first
situation appears to have worked well in terms of providing continuity of care and access
to care at Bland and Keen Mountain Correctional Centers. Because of their remote
locations, these institutions face unique recruiting challenges and department officials
are satisfied to have provided nearly full-time physician coverage, albeit through
contract physicians.

The second situation, use of one or more part-time contract physicians, creates
problems with continuity of care at Buckingham and Mecklenburg Correctional Centers.
One or several part-time physicians are used to fill one full-time position. This means
that inmates do not consistently see the same physician and/or it is difficult for the part-
time physician to perform needed follow-up. According to nursing staff at these
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institutions, communication about patient status and follow-up is difficult, because part-
time physicians rarely work together on the same day, and when only one is available,
delays in seeing inmates occur.

The third situation, the lack of an established State institutional physician
position and reliance on a part-time contract physician, causes problems with timely
access to care and the delivery of cost effective care. Brunswick and Nottoway
Correctional Centers must rely on a part-time contract physician to provide care. Even
if a full-time physician were available, the physician could not be hired as a State
employee because there is no established institutional physician at these institutions.

Further, Deep Meadow and Mecklenburg Correctional Centers have recently
experienced vacancies in their institutional physician positions. DOC should continu-
ously monitor physician coverage to ensure that it is adequate at its major institutions.
Monitoring would allow DOC to immediately address coverage problems when they
arise.

Problems with Physician Coverage Negatively Impact Inmate Access to
Care. Lengthy inmate waiting times to see a physician were reported by medical
authorities at Brunswick, Buckingham, Mecklenburg, and Nottoway Correctional Cen-
ters in a recent survey by JLARC staff. Long inmate waiting periods to see a physician
occurred even after the inmate was seen and referred to a physician by institutional
nurses. Long inmate waiting periods for physician services are particularly disturbing
because only a physician has the authority to diagnose illness, sign-off on recommended
treatments, prescribe controlled substances (or any other medications absent a licensed
physician’s assistant or certified nurse practitioner), and order off-site care for inmates.
These institutions currently rely on part-time contract physicians to provide physician
services to their inmates.

DOC major institutions reported average waiting periods to see a physician of
between four and five days. However, inmate waiting periods at the four institutions
mentioned above ranged from seven to 30 days. Long waiting periods can result in
delayed medically necessary treatment of inmates and creates potential liability for the
State if an inmate’s medical care needs are not addressed. In addition, it can result in
the use of less cost effective care for inmates who have urgent medical needs. Inmates
with relatively minor medical needs must be sent out to the community for care, often to
hospital emergency rooms.

Medical staff at institutions with physician coverage problems expressed a
number of concerns regarding access to care. For example:

One institution’s medical authority reported that they have only one
part-time contract physician even though they have more needs than
can be handled currently by that physician. Due to problems with
Physician coverage, they must use a local medical facility or the local
hospital to obtain services. The medical authority stated, “we need a
full-time physician, but we have no position for it.”
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One institution reported that its medical staff to inmate ratio is
currently inadequate. While the institution’s population is high (more
than 1,000 inmates), the contract physician is only on-site three days
per week. This institution reported a 30-day wait for inmates to see a
Physician. Therefore, if inmates need prescriptions modified they may
have to wait a month to be seen. This could be especially problematic
because most prescriptions must be renewed every 30 days. For inmates
with serious medical needs requiring maintenance medications suchas
those with heart disease, diabetes, HIV, and other conditions, this type
of a delay could be potentially harmful.

The DOC chief physician expressed some concerns about part-time physician
contract coverage at major institutions. The chief physician indicated that the depart-
ment is able to obtain better continuity of care and commitment from a full-time State-
employed physician. Concerns about adequate physician coverage were also expressed
by regional administrators. For example:

One regional administrator stated that physician coverage had been a
real problem at one of his institutions. The department had been trying
recently to fill in with physicians from two other institutions, by
assigning each of them to provide one day of care during the week.
Nevertheless, this institution had been without a physician for more
than ten months.

Physician Vacancies at Some Institutions Have Negatively Impacted
Access to Care. Asof July 1, 1993, five institutions had vacancies in their institutional
physician positions: Bland, Buckingham, Deep Meadow, Keen Mountain, and
Mecklenburg. As mentioned earlier, Bland and Keen Mountain have been able to
satisfactorily meet the primary care needs of their inmates by employing contract
physicians. However, three of these five institutions have limited physician coverage at
the present time: Buckingham, Deep Meadow, and Mecklenburg. A number of DOC staff
have expressed concerns about the impact of these vacancies on inmate care. For
example:

The DOC chief physician indicated that physician vacancies at
Buckingham, Deep Meadow, and Mecklenburg are limiting access to
care. In an interview with JLARC staff, the chief physician stated that
only the emergency cases are being seen at each of these institutions and
staff are barely able to cover these cases.

* * *

One majorinstitution with a full-time State physician position has had
Dhysician coverage for only one day a week since early June. The
regional administrator indicated in an interview on July 30, 1993 that
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physician coverage at this institution has been a tremendous problem.
The medical authority at this institution stated that the facility has a
waiting time of two to three weeks and occasionally as much as a month
for inmate sick call requests which require a physician. She stated that
the absence of a physician unfairly exposes nursing staff to increased
liability.

Medical care staff at these institutions are not optimistic that the vacancies will
be filled in the near future. The chief physician shared this concern, stating that it takes
so long to process a physician’s application in the department that all of the promising
applicants obtain employment elsewhere rather than await the outcome of the DOC
hiring process. The medical authority at one institution with a vacant physician position
stated that no one had told her about when candidates might be interviewed for the
position or when a candidate would be hired. To her knowledge, no progress had been
made on recruiting for a physician.

Recommendation (3). The Department of Corrections should assess
physician coverage in major institutions. At institutions which are experienc-
ing problems with adequate physician coverage, DOC should consider alterna-
tives for providing physician coverage such as the use of physician extenders
or enhanced physician recruitment efforts.

DOC Should Increase Its Use of Physician Extenders

To address problems with physician coverage at institutions, DOC should
explore ways toincrease its use of physician extenders to provide additional primary care
coverage. “Physician extenders” typically refer to certified nurse practitioners and
licensed physicians’ assistants. These positions are used in community settings to
provide routine health care formerly provided only by physicians, such as: medical
histories and physicals, medical assessments, prescription of non-controlled drugs, and
responsibility for minor invasive procedures (such as minor suturing and intravenous
injections).

Physician extenders could improve inmate access to care by allowing DOC to
stretch scarce salary dollars and by providing primary care coverage when a physician
is not available. DOC could potentially save about 50 percent of the cost of a physician
position by hiring physician extenders to supplement primary care in institutionslacking
adequate physician coverage.

Currently, DOC does not employ any certified nurse practitioners. Only one
licensed physician’s assistant works within the system; however, this individual works
for the private medical care contractor at Greensville Correctional Center. DOC does
employ 15 correctional health assistants, a paramedic-type position that may function in
arole similar to a physician's assistant or as an operating room technician in corrections
environments. However, these positions have a narrower scope of practice than licensed
physicians’ assistants, and typically have only two years of clinical education as opposed
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to the minimum of six years for certified nurse practitioners and licensed physicians’
assistants.

The difference in the responsibilities of correctional health assistants and
licensed physicians’ assistants or certified nurse practitioners is also reflected in their
associated position classifications. A licensed physician’s assistant or certified nurse
practitioner is classified as a grade 13 in the State personnel system with a starting
salary of $30,707. A correctional health assistant is considered equivalent to a licensed
practical nurse and is classified as a correctional nurse technician at grade 7 with a
starting salary of $17,992.

OHS officialsindicated that they support the concept of physician extenders but
have met resistance to the idea from DOC’s top management. The chief physician stated
that use of physician extenders is an excellent concept in situations where you have the
physician extender conducting basic, but time consuming, medical histories and physi-
cals under the direct supervision of the institutional physician. Only one institution,
Marion Correctional Treatment Center, has actively attempted to hire a certified nurse
practitioner to supplement primary care for inmates. DOC is considering the merits of
hiring a nurse practitioner to provide care at VCCW. It appears that VCCW could
particularly benefit from such a position. For example:

Nurse practitioners are often used by local health departments to
prouvide primary medical care to women and children, including obstet-
rics and gynecological services. VCCW could benefit from the use of a
nurse practitioner to supplement current physician obstetric and gyne-
cological services. Because the facility also processes a number of
inmates into the system every month, the nurse practitioner could be
used to supplement reception and classification medical screenings.

The department currently does not encourage, or compensate, existing medical
care staff to obtain additional education and training which could assist institutions in
filling the gaps in current physician coverage. In fact, staff informed JLARC that some
of the existing correctional health assistants in the correctional system who work as
operating room technicians received additional training in emergency medical tech-
niques through employment sources outside the department. DOC should consider
upgrading the skills of existing staff as well as active recruitment of physician extenders
to enhance physician coverage at its institutions.

Recommendation (4). The Department of Corrections should expand
its use of physician extenders as a cost effective mechanism for delivering
primary care at institutions which it determines require additional physician
coverage. The department should consider providing existing staff with
additional education and training to enhance the number of physician extend-
ers at its facilities.
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Recruitment Process for Physicians Should Be Improved

Physician recruiting appears to be hampered by several problems, some of
which are beyond the ability of DOC to control. For example, many areas of the State are
medically underserved, which makesit difficult to attract viable applicants. Further, the
corrections environment is not an optimal work environment because patients are often
non-cooperative and manipulative. In addition, State compensation for physicians in
DOC is not comparable to that physicians can obtain through private practice or other
work environments. These factors make it imperative that DOC initiate proactive steps
to address current problems with recruiting physicians. DOC could more aggressively
recruit potential applicants by offering additional recruitment incentives such as-
continuing medical education. Further, DOC could streamline its hiring process to
ensure attractive candidates are not lost due to hiring delays.

Problems with current recruitment practices have contributed to the need for
many major institutions to turn to contracts with community physicians to provide
necessary physician care to their inmate population. While this has ensured access to
care at a number of institutions, in some instances the use of contract physicians has not
solved problems related to timely access to care and continuity of care, as discussed
earlier. In addition, as discussed in Chapter IV, the use of contract physicians is not as
cost effective as the employment of State institutional physicians.

DOC Should Ensure Physician Recruitment Efforts Are More Proactive.
DOC’s ability to identify qualified candidates is hampered by its lack of proactive and
innovative methods for recruiting. DOC could implement a number of methods for
recruiting such as better targeting of potential applicants and offering continuing
medical education as an incentive for physicians to apply and remain employed in the
correctional environment. Currently, DOC recruitment efforts are inadequate to attract
viable, qualified applicants.

Currently, when institutional physician positions become vacant, DOC does not
typically recruit for these positions in a systematic way. For example, DOC does not
target potential applicants from the pool of medical students who are enrolled in family
practice and internal medicine programs in the State. DOC could also begin to
systematically recruit military medical personnel, given potential losses in military
employment over the next several years. Or, DOC could target retiring physicians who
may not be able to perform specialty services, but wish to continue practicing medicine.

In addition, newspaper advertisements for physicians are funded by the
institutions and often compare poorly, in terms of size and timeliness, with advertise-
ments for other State positions at significantly lower pay grades. In fact, DOC primarily
relies on the Department of Personnel and Training’s publication Recruit to identify
physician candidates. No effort is made to recruit in medical journals.

DOC employee relations staff also indicated that the department needs to do
more networking to effectively hire physicians. They stated that they try tonetwork with
the military to develop physician contacts. However, this appears to be conducted on an
informal ad hoc basis.
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Recruitment Is Hindered by Hiring Delays. Currently, when institutional
physician positions become vacant, DOC experiences long internal delays in filling
positions. These problems were noted by staffin the DOC central office as well as medical
care staffin the institutions. In survey responses and interviews, DOC medical care staff
repeatedly stated that long delays affect the physician recruitment process. For example:

The DOC chiefphysician noted that recruitment delays affect physician
hires at every level of the bureaucracy. Delays affect the scheduling of
the applicant interview, processing the application through multiple
department divisions, and obtaining the background investigation of
the applicant.

Other medical care staff stated that some recruitment delays were the result of
poor coordination between the staff of the Office of Health Services who act as advisors
and the institution’s warden who makes the hiring decision. One institutional physician
suggested that institutional wardens and field unit superintendents should not control
hiring decisions for physicians because they do not have knowledge of or expertise in
medical matters. Other medical care staff stated that delays were the result of conflicting
department hiring priorities. For example:

One institutional nurse indicated that DOC places a higher priority on
hiring institutional physicians at new institutions than existing insti-
tutions. This nurse’s facility has been without a full-time institutional
physician for almost one year. Nevertheless, a new physician had been
recruited and hired to provide services at a nearby new DOC facility.
Consequently, the nurse’s institution still lacked a full-time institu-
tional physician even though it had an average daily population of 943
inmates in FY 1993.

DOC medical staff indicated that, once an application is received from a
qualified candidate, a minimum of three months is required before the candidate is hired
and ready to begin working. In contrast, DOC employee relations staffindicated that the
recruitment process takes about six weeks from the scheduling of the applicant interview
to the date of the offer of employment. However, this does not include the time it takes
to announce the position vacancy, place advertisements, and receive and process the
applications.

DOC Should Become Involved in Physician Compensation Issues. Com-
pensation for institutional physicians is set at pay grade 20 in the State personnel system
which ranges from $57,291 to $87,474. DOC employee relations staff stated that the
department attempts to offer physicians as high a salary as possible within the pay grade
to attract them. Nevertheless, according to the chief physician, once a candidate becomes
aware of a vacancy within DOC, he or she is eligible for a starting salary that is roughly
one-half of the average physician’s income statewide.

Employee relations staff stated that they believe the main problem in attracting
physicians is the correctional working environment, not compensation. However, they
did mention that other agencies such as the Department of Mental Health, Mental
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Retardation and Substance Abuse Services (DMHMRSAS) have various classification
levels for physician positions, while DOC only has one classification level. For example,
DMHMRSAS has three classification levels for physicians in the mental health system.
These classifications range in compensation from $62,230 to $114,278.

In addition, other State agencies have begun offering scholarships to medical
students to provide an incentive to increase the number of primary care physicians in
Virginia and encourage medical students to set up their medical practices in medically
underserved areas of the State. DOC could also explore the use of scholarships for
medical students to obtain additional physician coverage in its facilities.

Because of difficulties in several State agencies with recruiting physicians, the
Department of Personnel and Training is studying new approaches to physician compen-
sation with concerned State agencies. Given their recruiting difficulties, DOC officials
need to become actively involved in these efforts. Further, DOC could pilot test several
initiatives to determine whether these will enhance its current recruitment efforts.

Recommendation (5). The Department of Corrections should begin
improving its procedures for recruiting institutional physicians. Efforts to
make improvements should include working with the Department of Person-
nel and Training to explore physician compensation issues, establishing link-
ages to State teaching hospital programs for physician primary care, better
advertisement of positions, and exploring potential scholarships for physi-
cians with a correctional health care emphasis.

MEDICAL CARE SERVICES FOR FEMALE AND HANDICAPPED INMATES

Access to care for female and handicapped inmates was difficult to assess
because the Office of Health Services does not keep aggregated data on their medical
needs. Nevertheless, site visits, interviews with DOC medical care staff, and medical
record reviews suggest that current provisions for the care of some special populations
need tobeimproved. Access tomedical care for female inmates is hampered by aninferior
medical facility, resulting in fewer on-site services for female inmates than are available
to male inmates in the current DOC system. Further, this results in increased costs for
care of these inmates. DOC also needs to address the adequacy of infirmary care services
available to handicapped populations.

On-site Medical Services for Female Inmates Are Not Comparable
to Those Available to Male Inmates

The Virginia Correctional Center for Women is the only DOC facility housing
female inmates. The inmate population at VCCW has more than doubled over the past
eight years from approximately 300 inmates in 1985 to an average daily population of 661
inmates in FY 1993. The medical infirmary at VCCW is located in an antiquated building
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which has 15 infirmary beds. Clinic space, availability of infirmary beds, equipment,
ventilation, and staffing have all been problematic. Consequently, the primary care
physician at VCCW has had to refer most female inmates off-site for specialty services.
This has resulted in higher costs to deliver services, longer waiting periods for needed
care, and increased use of overtime for security personnel to cover inmate transfers and
security posts at the facility.

According tointerviews with DOC staff, construction of a new facility for women
is planned to be completed in FY 1997 and will contain the necessary medical and mental
health treatment units and will serve as the women’s primary medical facility. In the
meantime, DOC is implementing plans for minor renovation of the existing medical care
facility at VCCW. This entails renovating the basement of the medical building to create
a dispensary with several examination rooms so that some specialty services can be
brought on-site. In total, VCCW expects to spend about $25,000 on renovations to the
facility. In contrast, the department is planning to move forward with new construction
at the Greensville infirmary to add more state-of-the-art respiratory isolation beds. The
cost of this project is approximately $2.1 million. In addition, the department is planning
on constructing a new medical infirmary for men at Powhatan Correctional Center which
is slated to cost about $1.6 million.

It is important to note that planned renovations at VCCW may not solve some
of the problems affecting the antiquated medical facilities or lack of needed infirmary
beds. For example:

During a JLARC interview, the medical authority at VCCW stated that
the medical facility has problems with equipment and ventilation.
Much of the equipment is antiquated. The medical authority expressed
concerns about the inability to control the climate and ventilation.
Further, the ventilation system is inadequate to handle the spread of
air-borne infectious diseases. While the additional clinic space will
provide more space for dialysis and specialty clinics, it will not provide
clinic space comparable to that of the two major DOC infirmaries for
male inmates.

Further, the infirmary conditions affect the facility’s ability to attract
medical staff. The warden and head nurse at VCCW expressed concerns
about medical staoff turnover which they attribute to the less than
optimal working conditions in the infirmary.

JLARC staff also observed that the infirmary at VCCW had no X-ray
equipment (in contrast to a number of the other major institutions), the
ventilation system was inadequate, and adequate access for handi-
capped inmates was lacking. At times, especially this summer, the
infirmary was uncomfortably hot for sick inmates. In contrast, the
infirmaries at Powhatan and Greensville are both air-conditioned.
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The institutional physician and head nurse both stated in interviews
with JLARC staff that the 15 infirmary beds are usually full. The
medical authority estimated that the occupancy rate of the infirmary
beds averaged 90 to 100 percent during FY 1993. While VCCW staff
could not provide historical data on the use of infirmary medical beds,
JLARC staff observed the infirmary to be full during each site visit to
the institution. The physician stated that they are scrambling to create
some bed space such as a convalescent unit on another hall. However,
the physician stated that this would require increasing the nursing
staff, which was in the process of being approved at the time of the
JLARC interview.

Concerns about the adequacy of the current medical facility and services offered
on-site to female inmates resulted in DOC developing a six-year master plan which
included construction of a new medical facility at VCCW. DOC’s justification cited the
following problems with the existing facility:

The Institution provides medical and mental health services on both
a routine and emergency basis to 670 adult female inmates. This is
currently being accomplished in a crowded, overwhelming environ-
ment that provides little working space for staff and scant privacy for
the patients. The current medical hall contains only sixteen [sic] beds
for all special needs patients, including long term geriatric, pregnancy

" and infectious disease cases. The medical staff must deal with the
needs of both infirmary and ambulatory patients; the general medical
needs of the entire population; the needs of an ever growing mental
health/ substance abuse population; and provide medical screening
and classification for all newly received inmates.

According to the warden and regional administrator, the plan for the construction of a
medical facility at VCCW was not approved. Instead the department decided to make
minimal renovations while awaiting construction of the new women’s facility.

The institutional physician and the regional administrator stated in interviews
that female inmates have tended to have much higher utilization of medical care services
than male inmates. Further, the warden stated the population at VCCW turns over by
50 percent annually. Therefore, it is questionable whether the planned clinic space will
be sufficient to meet the needs of the growing and diverse population at VCCW. High
utilization, combined with rapid turnover in the female inmate population, places
enormous demands on institutional medical staff who must conduct medical screenings
as part of the reception and classification process, as well as treat general population
inmates and handle the medical care needs of pregnant, chronically ill, and acutely ill
Inmates.

Given the increases in the numbers of female inmates and the fact that the
inmates place high demands on the medical facilities, the department needs to be better

Chapter 11I: Inmate Access to Medical Services Page 45



equipped to address medical needs of female inmates at VCCW. Additional renovations
and equipment could actually be more cost effective than transporting inmates off-site
for more costly services. Since the department plans to continue to use the facility after
the new women’s facility is completed, it may be cost effective to more fully renovate and
expand the current medical facilities at VCCW.

Recommendation (6). The Department of Corrections should take
immediate steps to begin addressing problems in delivering on-site care at the
medical infirmary at VCCW.

Potential Problems Affect Access to Care for Handicapped Inmates

While physician and nurse recruitment difficulties create potential problems
with access to care for the general inmate population, handicapped inmates face
immediate problems with access to medical care. Deep Meadow Correctional Center has
been designated as DOC’s facility for handicapped inmates. Facilities for handicapped
inmates at Deep Meadow consist of 50 dormitory beds. These beds are located in one
housing unit which is handicapped accessible. While 24-hour nursing coverage is
available at the institution, this coverage consists of a nurse on duty in a separate
building from the handicapped housing unit. No medical infirmary beds exist in the
medical building. This is no different from nursing coverage provided at a number of
other institutions with general population inmates and no infirmary beds.

However, the lack of infirmary beds at Deep Meadow limits this facility’s
usefulness as the designated handicapped facility within the DOC system. Handicapped
inmates often have special medical needs and experience multiple medical problems. In
addition, to receive needed medical care these inmates must be mobile enough to walk
or be transported via wheelchair to the medical unit to receive medical services.

The lack of an infirmary presents several problems in DOC’s designation of
Deep Meadow as the system’s handicapped facility. Currently, the institution is not able
to provide a full complement of medical services to handicapped inmates. For example:

According to one DOC registered nurse, several problems are evident in

the current provision of services to handicapped inmates. Paraplegic
and quadriplegic inmates often have many additional health prob-
lems, such as renal and cardiac diseases which require close monitor-
ing. Currently, only those who function well can be housed at Deep
Meadow. Those with additional medical care needs must remain in
infirmary beds, generally at either Powhatan or Greensville, because
other available infirmary beds in the State are not routinely staffed. If
infirmary beds were available at Deep Meadow or if other infirmary
beds in the DOC system were staffed, some handicapped inmates
currently located at the infirmaries at Powhatan or Greensville could
be discharged, thereby freeing up much needed infirmary beds at the
two regional medical facilities.
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* » *

During a JLARC site visit to Deep Meadow, the institutional physician
expressed concerns about the type of inmates being assigned to the
handicapped unit. The unit houses blind and deaf inmates; inmates
with asthma, diabetes, seizuredisorders, and cardiac diseases; paraple-
gic inmates; inmates requiring crutches and/or wheelchairs to be
mobile; and some inmatesrequiring indwelling urinary catheters. Deep
Meadow also serves some geriatric inmates with disabling conditions.
All of these conditions require close nursing attention to prevent infec-
tions, bed sores, and other potential problems. However, there is no
nursing station in the unit ner infirmary medical beds available if
needed.

In addition, the physician expressed concerns about the ability of
medical staff to respond to emergency medical situations. The medical
building is separated from the handicapped unit by a security gate. If
emergency situations arise, medical staff reported that it takes about 15
minutes to get to the building. This time lag could be potentially deadly
if a medical emergency occurs.

* L *

The physician at Deep Meadow also expressed serious concerns about
Physician coverage at the facility. In April, Deep Meadow had only one
established physician position. Because Deep Meadow is also desig-
nated as a reception and classification center, the physician must
supervise medical screenings and classifications of all inmates received
into the facility, as well as provide care and treatment to handicapped
and general population inmates. The physician believed this was too
much work for one physician, one registered nurse, and five licensed
practical nurses.

DOC lacks the capability to address the needs of handicapped inmates across
the entire correctional system because it does not collect demographic and medical data
to identify these needs. Medical staff in institutions and OHS staff suggested in
interviews that Deep Meadow does not have sufficient capacity for the number of
handicapped inmates in the system. However, these suggestions are only anecdotally
based, as DOC does not maintain a central listing of handicapped inmates.

Physicians and nurses at other major institutions reported waits of upto six
months for a bed for a handicapped inmate at Deep Meadow. These physicians were not
generally aware of the limited scope of services available for handicapped inmates at
Deep Meadow. DOC physicians appeared to be aware only that Deep Meadow is the
assigned facility for handicapped inmates.

In addition, the current designation of Deep Meadow as the system’s designated
handicapped facility does not appear to meet the full medical care needs of handicapped
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inmates. These needs include immediate availability of physician and nursing care and
special programs to allow individuals to reach their maximum level of functioning.
Correctional literature indicates that a primary concern in caring for handicapped
inmates is providing assistance with activities of daily living such as bathing, dressing,
feeding, and transportation to programs and recreation. The literature also suggests
that medical case management of this population is important due to the multiple health
needs most handicapped inmates have.

The department has recently received funding for additional nursing positions
for Deep Meadow. As of July 1, 1993, the institution received three additional nursing
positions. Deep Meadow will receive two additional nursing positions January 1, 1994.
However, it is important to note that some of these positions will be used to provide
medical care services to the general inmate population, and to meet the medical
requirements for inmate reception and classification screenings as well as the medical
needs of handicapped inmates. While this should enhance the facility’s ability to conduct
reception and classification screenings and inmate sick call, it will not fully address
fundamental problems related to the lack of a full range of infirmary services for
handicapped inmates who have chronic care needs. Further, Deep Meadow has been
without a full-time institutional physician since July 1, 1993, which negatively impacts
inmate access to care and continuity of care.

Recommendation (7). The Department of Corrections should track the
_number and acuity levels of handicapped inmates in the correctional system to
better plan future facilities for handicapped inmates. Once these data are
collected, the department should develop a plan to address the full range of
bousing and medical care needs of handicapped inmates within the system.

Recommendation (8). The Department of Corrections should evaluate
the current staffing patterns at Deep Meadow Correctional Center to deter-
mine if current levels are adequate to address the medical care needs of
inmates housed at the facility. The assessment should include consideration
of acuity levels of handicapped inmates housed at the facility.

INMATE MEDICAL TRANSFERS

During this review of inmate medical care, JLARC staff noted a number of
problems affecting inmate medical transfers from one correctional facility to another,
including:

> lack of adequate physician involvement in inmate medical transfers

* lack of adequate notification and documentation of inmate medical needs for
institutions receiving medical transfers
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* absence of necessary precautions in transporting inmates with suspected
infectious diseases

* lack of medical staff supervision of inmate medical transfers
* inadequate training of security staff in handling inmate medical transfers.

These problems have resulted in situations which have compromised the care of
transferred inmates and put the State at risk for legal liability concerning the medical
care and treatment of transferred inmates.

Physician Oversight of Medical Tré.nsfers Is Problematic

Department operating procedures provide guidance regarding the transfer of
inmates between institutions and into the community for off-site care (DOP 719).
Current procedures place responsibility for determining whether an inmate needs a
transfer for medical care with the institutional physician. These procedures donot reflect
actual inmate transfer practices.

Transfers appear to be frequently arranged by nursing staff, with little physi-
cian involvement. Imstitutional physicians are not adequately notified of inmates
arriving at their facilities or of the medical needs of these inmates. The DOP for inmate
medical transfers states that a medical summary should be completed and sent to the
receiving institution at the time an inmate is transferred for medical reasons. This
summary should contain information on the inmate’s current treatment, current medi-
cations being administered to the inmate, and current medical complaint. JLARC staff
noted in reviews of medical records that inmate transfer sheets often did not contain
detailed information on inmate medical conditions, medications, or current medical
complaints at the time of the transfer. Nor is consideration always given to whether the
receiving institution is prepared to accommodate the inmate. For example:

The chief physician at one major infirmary noted that inmates fre-

quently arrived at the institution without advance notice. This included .
inmates with infectious diseases and acute care needs who arrived late

at night when the nursing stoff was not adequate to meet the inmates’

needs.

* * *

The chief physician at another major infirmary observed that he has no
rolein deciding whether to accept an inmate but is simply told by central
office staff that a particular inmate is being transferred to the facility.
Often, the physician stated, the institution is not adequately staffed to
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Department Procedures Guiding Notification, Documentation of Transfers,
and Training Need Improvement

Department operating procedures do not provide sufficient guidance for insti-
tutions on how to transfer an inmate with a serious medical condition. These procedures
need improvement to protect against the potentiai spread of infectious diseases and to
ensure that inmates' physical needs are met during transfers. For example:

One Buckingham inmate was sent to Greensville for an assessment of
whether the inmate’s symptoms were caused by tuberculosis. According
to the head nurse at Buckingham, theinmate was called to the infirmary
and informed about his possible condition and the need to use precau-
tions to prevent the spread of the disease; and security staff were called
and briefed on precautions needed during the transport. During
transit, however, the inmate did not wear a respirator to prevent the
potential spread of the disease, and the security officers did not follow
necessary precautions, such as wearing protective masks. Another
inmate and correctional officer were picked up during transit and
exposed to this inmate. Further, correctional officers and inmates at
Greensville were exposed to this inmate upon entry into the compound.
According to the director of nursing at Greensville, they had not been
given adequate notice of the transfer.

* * *

An inmate being treated at the Greensville infirmary for dehydration
was transferred from Greensville to Marion for treatment of his psychi-
atric conditions. Prior to his transfer, the inmate had been receiving
additional fluids through an intravenous solution. Marion was not
notified that they were receiving the inmate. The inmate was trans-
ported in the back of an ambulance for an eight-hour ride, with no
intravenous solution to provide needed fluids, and restrained with
ankle shackles and handcuffs. The inmate arrived at Marion severely
dehydrated, badly bruised from struggling with his restraints, and
soaked in his own urine. The chief physician at Marion noted that the
inmate was in “poor shape” and appeared to have suffered serious
neglect. The physician also noted that only minimal documentation
had accompanied the inmate and that the documentation that did
accompany the inmate was disorganized. This made assessing the
inmate’s medical needs difficult. Because Marion lacks a medical
infirmary, the physician did not feel the facility was appropriate to meet
the inmate’s medical needs.

Department operating procedures state that “When an inmate needs to be
transported to another facility or clinic, medical staff should cooperate with security
personnel in determining conditions of transportation and necessary security precau-
tions in accordance with the custody classification of the inmate.” Clearly, in this
situation, medical staff alsoneeded toensure that the inmate’s physical and medical care
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personnel in determining conditions of transportation and necessary security precau-
tions in accordance with the custody classification of the inmate.” Clearly, in this
situation, medical staff also needed to ensure that the inmate’s physical and medical care
needs were met during the inmate’s transport. Department operating procedures do not
go far enough to address situations in which medical staff need to accompany medical
transfers. There appears to be no clear policy that is followed for when medical personnel
should accompany an inmate on the transfer.

Absent the presence of medical personnel, it is unclear whether transporting
correctional officers are adequately trained for transporting inmates. Correctional
officers receive some training during orientation on working with inmates in a medical
setting, but this training and DOC policies regarding transfers are insufficient to prevent
problems with some transfers.

Recommendation (9). The Department of Corrections should revise
policies and procedures for inmate medical transfers to: (1) provide for
adequate and appropriate notification of and input from institutional physi-
cians concerning inmate transfers; (2) emphasize the need for appropriate
precautions in transporting inmates with active or suspected infectious dis-
eases; (3) specify conditions under which medical staff should accompany the
inmate and what provisions to make for an inmate’s access to food, fluids, and
bathroom facilities while in transit;and (4) implement training for medicaland
correctional officers on these revised medical transfer procedures.
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IV. Costs of Inmate Medical Care

In the last decade, corrections has been an increasing component of the State
budget, and today the Department of Corrections (DOC) budget is a major component of
general fund costs. The department has been challenged to handle substantial increases
in the inmate population. The increases in the inmate population have meant that the
department has needed to oversee the establishment of several new facilities and the
dismantlement of obsolete facilities. Further, DOC has had to increase the provision of
certain services such as medical care. While responding to these changes, the depart-
ment has had a good record of security control over the facilities during recent years.

However, State budget problems, coupled with the fact that the size of the
corrections system has grown, make it particularly imperative that DOC ensure that its
expenditures are made in an efficient and cost effective manner. Health care costs are
a significant and growing component of DOC’s expenditures, yet this review indicates
that DOC does not have adequate control over these expenditures. Due to the complexity
of health care cost issues, DOC should seek assistance in managing the costs and the
provision of health care fram other State agencies that have specialized experience in
health care.

DOC spends a significant portion of its budget on health care services. In FY
1992 and FY 1993, DOC expended approximately $34.4 million and $36.9 million on
health care which includes dental, mental health, and medical care. This represented
roughly nine percent of the department’s expenditures each year. Ofthe total health care
expenditures, approximately $28.1 million and $31.7 million was spent on medical care
in FY 1992 and FY 1993 respectively.

DOC health care appropriations and expenditures have increased over the past
five years. In addition, expenditures have surpassed appropriations three of those five
years. Health care expenditure growth and overspending is a consequence of DOC’s
inadequate management of health care services and costs as well as two external forces:
the growing inmate population and health care inflation.

Two primary problems inhibit the department from adequately managing the
costs of inmate health care. First, DOC lacks detailed data on health care expenditures,
services provided, and inmate health needs. Without specific health cost data, uniform
cost classifications, service detail, and inmate health care needs, the department does not
possess the tools to effectively control health care costs, systematically plan specialized
inmate health services, place inmates according to special health care needs, achieve
economies of scale, and substantiate health care budget requests. As a result, some
medical services are not provided in the most cost effective manner. Second, the
department has not taken advantage of cost saving opportunities such as establishing
provider reimbursement policies, increasing utilization review, and promoting more on-
site services at current DOC facilities.

DOC needs to proactively pursue these approaches to achieve potential cost
savings. JLARC staffestimate more than $2.3 million could be saved from implementing
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the options outlined in this chapter and summarized in Table 3. Besides the specific cost
saving options in Table 3, a number of additional savings may be realized. However, this
will require DOC to implement a number of recommendations related to utilization
review, the establishment of reimbursement policiés, and better use of existing DOC
infirmaries.

Table 3

Potential Cost Savings from Cost Management Activities

Area of Savings Amount

Offsetting temporary nursing charges
with improved nurse recruitment $1,012,727
80 percent payment rate for MCV
outpatient hospital services : 145,890
80 percent payment rate for services
from MCV Associated Physicians 265,074
80 percent payment rate for female
inpatient hospital stays at MCV 118,782
80 percent payment rate for all other
inpatient hospital services 222,632
80 percent payment rate for all other
outpatient hospital services 323,482
Reviewing medical bills and disputing
inappropriate charges 205,482
Conducting additional cost audits, estimated
savings of $1,500 per audit* —15.000

Total $2,309,069

*Based on the number of audits (ten) conducted by MSVRO in FY 1992. Additional audits and savings may be
feasible.

Source:  JLARC staff analysis of potential cost savings, based on medical cost data from the Department of
Corrections.

DEPARTMENT MANAGEMENT OF HEALTH CARE COSTS

Over the past five years, the growth in health care expenditures for DOC has
outpaced the growth in the inmate population. While health care costs per inmate vary
widely at different institutions, overall spending for health services in DOC has risen 84
percent in the past five fiscal years. During the same period, the average daily number
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of inmates has increased about 35 percent, from approximately 12,600 to slightly more
than 17,000. Consequently, the per-inmate cost has grown by approximately 36 percent.

The growth of both inmate health expenditures and the inmate population are illustrated
in Table 4.

Table 4

Comparison of Health Care Expenditure Growth
versus Inmate Population Growth

Annual Percent Annual Percent
Fiscal HeathCare HealthCare IncreaseinHealth Expenditures Average Daily Increase in
Year Appropriation Expenditwres Care Bxpenditures  Peripmale  Population  Inmate Population

1989  $20,984581  $20,068,707 $1,592 12,605

1990  $23,723278 $25,748,524 28% $1,813 14,203 13%
1991 $33,352,673  $31,282,455 21% $2,103 14,872 5%
1992  $20,708,653  $34,383,298 10% $2,064 16,659 12%
1993  $30,541546  $36,855,316 7% $2,167 17,011 2%

Source: JLARC staff analysis of FY 1989 through FY 1993 Appropriation Acts, Department of Corrections reported
health care expenditures, and Department of Corrections reported inmate population.

Department health care expenditures have exceeded health care appropria-
tions in three of the last five years. The department has failed to implement previous
JLARC recommendations from the 1980s on data collection and analysis, and still lacks
the capability to systematically collect and analyze health care costs, service levels, and
inmate health needs within the department. The lack of data complicates attempts to
determine: (1) what services comprise DOC'’s health expenditures, (2) whether expendi-
tures are reasonable, and (3) if health services are purchased in a cost effective manner.
In addition, it inhibits the department from formulating cost management techniques
based on knowledge of its expenditure patterns. Furthermore, planning the direction of
health care costs and services in the future is difficult without knowing current costs,
services, or health service needs.

While the decentralized structure of DOC gives institutions and field units
flexibility to meet health needs, it does not encourage a meaningful comparison of health
costs and services between institutions or over time. Effective management and
direction of inmate health services has been hindered by the lack of uniform cost data and
adisjointed method of compiling health services orinmate patient-level data. Consistent
classification of health service costs and collection of meaningful service detail would
allow DOC to improve its planning and decision-making. Furthermore, decisions about
staffing, vrovision of services, design of health facilities, and cost control measures all
depend on the availability of reliable data that define the population to be served. Better
data and correspondingly better health care cost management could help DOC justify
needed appropriations and keep its health expenditures within appropriated amounts.
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Health Care Expenditures Exceed Appropriations

During three of the last five fiscal years, DOC health care expenditures have
exceeded health care appropriations (Figure 4). For example, DOC health care expen-
ditures surpassed health care appropriations by 16 vercent in FY 1992 and 21 percent
in FY 1993. For these years, DOC was appropriated $29.7 million and $30.5 million
respectively for health and clinical services in major institutions and field units.
Expenditures for health services were $34.4 million in FY 1992 and $36.9 million in FY
1993. To fund unbudgeted health expenditures, DOC must transfer funds from other

programs.

Figure 4

DOC Health Care Appropriations
and Expenditures, FY 1989 - 1993

-
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$ Millions

General Assembly
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Fiscal Year

Source: JLARC staff analysis of FY 1989 through FY 1993 Appropriations Acts; and Department of Corrections
memoranda dated September 9, 1992, October 5, 1992, and July 23, 1993.

Among all the major institutions in operation in FY 1992 and FY 1993 and the
regional offices, only four of 21 had expenditures less than their appropriations for both
fiscal years. Major institutions accounted for the majority of overruns. Greensville and
the Virginia Correctional Center for Women (VCCW) had the largest overruns in dollar
amounts. In FY 1993, Greensville spent $1.9 million more than its initial health care
appropriation while VCCW spent $1.4 million more than its health care appropriation
using a cash accounting methodology. (Chapter V provides additional information on
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Greensville’s expenditures indicating that using an accrual accounting methodology,
Greensville overspent its appropriation by about $2.9 million.) By examining expendi-
tures as a percentage of appropriations, VCCW spent almost 275 percent of its appropria-
tion while the next highest institutions were Brunswick and Buckingham at approxi-
mately 150 percent of their appropriations. (Again, Chapter V shows that Greensville’s
expenditures as a percentage of appropriations was highest among male institutions
based on an accrual method of accounting for FY 1993 expenditures.) Details on each
institution’s expenditures versus appropriations for FY 1992 and FY 1993 are listed in
Appendix C.

DOC Does Not Adequately Track Expenditure Data to Assess Primary Costs
for Health Care '

Due to the increasing proportion of the DOC budget that health care consumes,
it is important for DOC to obtain health care services in the most cost-effective manner.
Uniformly tracking health care costs and analyzing those costs would provide baseline
information to determine the major components of those costs, assess whether the costs
of services provided were reasonable, and determine if services could be purchased more
cost effectively. However, DOC is unable to make these determinations because: (1)
detailed health care cost tracking is not conducted and (2) cost data are not uniformly
reported or collected.

The Department Does Not Track Detailed Health Care Costs. While the
DOC budget office tracks health care costs to ensure that expenditures are appropriately
made and reported, DOC does not track these costs from a programmatic standpoint.
Currently, health care costs include dental, mental health, and medical service costs.
DOC does not use cost centers that would separate medical costs from dental and mental
health costs. Cost centers allow agencies to internally track expenditures in a manner
that is more useful for that agency. DOC has asserted that such tracking is not possible
unless the department is allocated substantial funding to expand its computer system.
However, by simply adding an element to Commonwealth Accounting and Reporting
System (CARS) financial vouchers, DOC could easily track this information.

Recommendation (10). The Department of Corrections should use the
element option to distinguish dental, mental health, and medical expenditures
when proééssing financial vouchers for the Commonwealth Accounting and
Reporting System to supplement the program and subprogram designation for
non-inpatient health services (379 10).

DOC Does Not Use Uniform Procedures for Reporting Health Care
Expenditures. The second problem with summarizing the cost of health services is that
the methods of classifying health care expenditures are not uniform throughout the
department. All health care service expenditures incurred by the institutions are paid
by each facility’s accounting staff. Health service expenditures for field units are paid by
regional office accounting staff. As payments are made, these staff classify each
expenditure with an object code which describes what was purchased with the expendi-
ture. While the use of the object codes does not appear to deviate from Department of
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Accounts and Department of Planning and Budget guidelines, specific health care
services are not classified consistently throughout all DOC facilities.

Some facilities classify temporary nursing services as “medical services” while
others classify temporary nursing as “skilled services.” For example:

JLARC site visits and surveys revealed that both VCCW and Buckingham
are large users of temporary nurses. VCCW reported temporary nursing
costs of nearly $460,000 in FY 1993 under the skilled services object
code. Under the same object code, Buckingham reported spending $0.
By analyzing expenditures by vendor name, JLARC staff estimated
Buckingham spent approximately $400,000 on temporary nursing
services. Buckingham included all temporary nursing services under
the medical services object code.

In addition, while some facilities classify the evaluation and interpretation services of a
radiologist as “X-ray and laboratory services”, other facilities classify this service under
“medical services.” Furthermore, in the disposal of infectious medical waste, one
institution classified this expenditure as “refuse service charges”, another used “skilled
services”, and a third institution called this “custodial repair and maintenance materi-
als.”

_ A final example of classification inconsistencies results from the different
methods facilities use to record the costs reflected in hospital bills. It is not uncommon
for a hospital bill toinclude physician evaluation services, laboratory and X-ray services,
and pharmacy services among other items. Some institutions lump all these costs under
one classification such as “clinic services” or “hospital services.” However, one institution
breaks out all the services and lists the physician evaluation services as “medical
services”, the laboratory and X-ray services as “laboratory and X-ray services”, and the
pharmacy services as “medical and dental supplies.”

To obtain meaningful summaries of health service expenditures, DOC should
ensure that service classifications are consistent. Similar health services should be
classified the same way at all institutions. In addition, all facilities should classify and
itemize services on health care bills on the same basis throughout DOC.

Recommendation (11). The Department of Corrections should issue a
department operating procedure to institutional and regional office account-
ing personnel to ensure there is a system-wide uniform classification of health
care expenditures. Compliance with these procedures should be incorporated
into the Board of Corrections standards compliance review.

DOC Still Does Not Systematically Collect or Analyze Morbidity Data
In addition to cost data, statistical information on health care services and

utilization patterns is needed to plan and monitor health services. In the past, DOC’s
morbidity data have been inconsistently reported and are seldom aggregated or used.
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Without these data, DOC has no specific knowledge of the quantity and location of
services that are purchased with its expenditures and no data with which to develop
workload and staffing standards. This hinders determinations of cost effectiveness
because comparisons cannot be made among institutions or over time. In addition, the
lack of morbidity and workload data precludes systematic analysis of whether services
currently provided off-site could be provided on-site at less cost.

Health care service data are also needed for the development of workload
standards. Currently there are no staffing standards for medical personnel in the
institutions and field units. One staff member in the Office of Health Services (OHS) is
trying to develop standards for the facilities based on facility categories. However, the
standards appear to reflect historic patterns with no apparent rationale for current staff
levels. Further, this staff member acknowledged that the standards lacked any validity
other than “they seem to work well that way.” Service level data should provide workload
measures which would provide a better method for developing staffing standards.

Due to its unsystematic approach to morbidity data collection, DOC lacks
aggregate information on what different types of health care services, such as physician
services, outpatient hospital services, and nursing services, are purchased with its
expenditures. Morbidity data needs to be tied to service level expenditures to determine
the cost effectiveness of those services. For example, the cost of X-rays performed on-site
could be compared to the cost of X-rays performed off-site with this information.

Despite recommendations by JLARC, as far back as 1986, to improve its
morbidity data collection, OHS has only recently revised its morbidity data collection
form. The new form appears to be an improvement over the past forms submitted by the
institutions and field units. Whether useful information will be obtained, however,
depends on whether the needed data will be reported uniformly by facilities and then
systematically compiled and analyzed by DOC.

Recommendation (12). The Department of Corrections should ensure
that morbidity data are routinely collected, summarized, and analyzed. The
department should use these data to evaluate the cost effectiveness of care and
develop workload standards.

DOC Does Not Maintain Data to Assess the Health Needs of Inmates

Maintaining data on the severity of inmate medical conditions is important to
identify special inmate needs, plan and provide appropriate care, and justify costs. One
correctional health care expert projects that nationally, the number of inmates with
special health needs will escalate during the 1990s. As mentioned earlier, DOC has
experienced an increase in its inmate population of approximately 35 percent in the past
five years. However, DOC has only anecdotal knowledge of the health needs of the
inmates currently in its system and has no basis for forecasting needs in the future.

Currently, the cost of care for inmates with chronic conditions, Acquired
Immunodeficiency Syndrome (AIDS), end stage renal disease, and others cannot be
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tracked. DOC needs to develop a plan to systematically monitor the special health needs
of inmates and budget for these needs in the future. The system need not track specific
health details of every inmate in its custody but must be capable of adequately tracking
inmates with special and chronic care needs such as those receiving kidney dialysis,
zidovudine (formerly called AZT) treatments, or cardiac medications to treat heart
disease.

DOC’s current method of classifying health conditions and tracking this
information is insufficient for health care planning. As mentioned in the overview, the
department makes some basic assessments of health conditions during classification
which are used to assign an inmate to a facility. The current classification process
appears to have two problems limiting the usefulness of the health condition categories
now employed. First, categories may not be uniform because reception physicals and
classifications for males are performed at nine different facilities.

Second, some DOC health condition classification categories are too broad to be
analytically useful. One example of a broad category for health conditions is the category
for “hematological” conditions. This category contains all immunodeficiency disorders,
including Human Immunodeficiency Virus (HIV) seropositivity and AIDS. The category
also includes other disorders such as sickle cell anemia and leukemia. However, the
differences in the services and costs for treating an inmate who is HIV positive but
asymptomatic compared to one with full-blown AIDS are significant. The amount and
cost of care provided to inmates in the same broad category can vary greatly. Cost
comparisons based on these broad conditions would be questionable, making planning
difficult. '

The lack of better heslth condition data inhibits DOC’s ability to plan and
justify costs. National studies have indicated that along with increasing prison popula-
tions, the number of inmates with special health care needs will rise. However, while
many institutional health staff anecdotally claim they are receiving sicker inmates which
lead to higher health expenses, no data exist to support their assertion. The extent to
which sicker inmates contribute to increases in inmate health care costs cannot be
analyzed unless meaningful health conditions are documented and health classifications
are systematically maintained.

An improved method of describing health conditions should provide better
information for planning. Once a new system is in place, DOC could track the number
of inmates with certain conditions, develop institutional profiles of inmate health
conditions to explain costs, forecast future needs and costs, and plan accordingly. Health
programming for the various needs of inmates can have significant implications for
staffing, housing, space, and equipment provided in DOC facilities. All of these areas will
affect costs.

Recommendation (13). The Department of Corrections should develop
and implement a systematic method of tracking inmates with special health
care needs. Summaries of these data should be used to compile the cost of care
for inmates with special needs, forecast trends, and justify health budget
requests.
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Inmate Health Needs Should Be Incorporated into DOC’s Method of Health
Care Budgeting

The lack of comprehensive data on expenditures, services, and inmate health
conditions is one of the main reasons why DOC does not stay within its health care
appropriation. Exceeding health care appropriations department-wide and at most
institutions indicates two budgeting problems. First, with respect to surpassing health
care appropriations as a department, DOC does not support its health care budget
requests with valid data describing the inmate health care needs, costs to meet those
needs, and related trends. Second, with respect to individual institutions exceeding their
health care budgets, DOC does not adjust institutional budgets based on the health care
needs of inmates housed at those institutions.

Data Are Lacking to Justify Budget Requests. While the department
budget requests include some detail about inmate health care needs, these requests are
not compelling because DOC lacks specific data to link inmate health care needs, health
care service levels, and attendant costs for care. Valid and verifiable data from the
department on the number of inmates with high-cost health care conditions, such as HIV
infections, full-blown AIDS, end stage renal disease, and high-risk pregnancies, could
help budget decision-makers in assessing the need for additional resources. The State
could better plan and manage resources to meet inmate needs if service levels provided
to these inmates, and their attendant costs, were routinely tracked.

Recommendation (14). When submitting its budget proposal for health
care, the Department of Corrections should include statistics showing inmate
health care trends and costs associated with those trends. Statistics should
include, but not be limited to, the number of inmates with chronic conditions
such as AIDS, end stage renal disease, and other conditions such as the number
of pregnancies.

Internal Budget Adjustments Should Be Made Based on Inmaite Health
Needs. The current method of formulating the budget for health care does not take into
account the health care needs of the inmates at each of the different institutions. Funding
for DOC’s direct inmate costs, including health care, is largely appropriated on a per-
inmate basis. Therefore, all major institutions receive the same amount of funding per
inmate without making allowances for institutions which have higher fixed health care
costs or inmates with special needs.

Budgeting for health care should encompass inmate health care needs and
services required to address those needs. Under the current method, no allowances are
made for special inmate health conditions that are cared for at some institutions. For
example, Deep Meadow has a concentration of handicapped inmates. Since these
inmates are expected to have greater needs in terms of physician and nursing services
as well as pharmaceuticals and supplies, an adjustment for extra costs should be made
to this institution’s budget, otherwise budget overruns should be expected. Each
individual institution’s compliance with appropriated amounts cannot be fairly assessed
without taking into account inmate health needs and required services. In addition,

Chapter IV: Costs of Inmate Medical Care Page 61



inappropriate allocation methods raise an equity concern, because facilities with expen-
ditures that exceed appropriations in the health care area are generally expected to fund
the overrun from elsewhere in their budget.

An extreme example of institutions’ different health care needs is illustrated
with the health care appropriations and expenditures for St. Brides and VCCW. The size
of the inmate populations is not that dissimilar, however, the health needs between the
two populations are very different. Appropriations, made on a per-inmate basis, were
similar. However, actual expenditures clearly did not mirror allocations made on a per-
inmate basis (Table 5).

Table 5

Comparison of FY 1993 Health Care Appropriations
and Expenditures on Per-Inmate Basis
at St. Brides and VCCW

St, Brides YCCW

FY 1993 average population 499 661

FY 1993 health care appropriation $614,997 $ 797,552

~ FY 1993 health care expenditures $506,010 $2,168,607
Difference in appropriations and expenditures $108,987 ($1,371,055)

FY 1993 appropriation per inmate $1,232 $1,207

FY 1993 expenditures per inmate $1,014 $3,281

Source: JLARC staff analysis of FY 1993 Average Daily Inmate Population, FY 1993 Appropriation Act, and DOC
reported expenditures.

The main explanation for the difference in these institutions’ health care
expenditures is the variation in service needs. St. Brides houses primarily young males
while VCCW houses all female inmates in the State. Young male inmates are typically
healthier than other inmate age groups and females generally have unique health care
needs. In addition, because VCCW receives all women in the State DOC system, it houses
inmates who are pregnant, HIV positive, need kidney dialysis, or have other chronic or
acute problems. Furthermore, much of the care provided for women is provided off-site,
and due to the comparative size of the female inmate population, there is less opportunity
to achieve economies of scale.

Recommendation (15). The Department of Corrections should adjust
each facility’s health care budget based on inmate health needs and types of
services provided at the facility.
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JLARC ASSESSMENT OF INMATE MEDICAL CARE COSTS

Expenditures for the medical care component of health care far exceed the
expenditures for the other two components of health care services, dental and mental
health. However, DOC does not separate medical expenditures from other health care
expenditures. Therefore, JLARC staff took steps to separate and report these expendi-
tures. According to this analysis, medical expenditures accounted for approximately 82
percent of DOC’s total health care expenditures in FY 1992 and 86 percent of total health
care expenditures in FY 1993. According to JLARC estimates, in FY 1992, DOC spent
$28.1 million for medical care. These expenditures grew to $31.7 million in FY 1993.

To assess medical costs, JLARC staff also attempted to identify the components
of DOC’s medical expenditures by analyzing vendor payments for DOC health care
programs for the last two fiscal years. This analysis indicates that personnel services
accounted for a higher proportion of medical care expenditures than any other expendi-
ture component. However, significant portions of DOC expenditures for medical care go
to delivering medical care services at Greensville and providing hospital services.
JLARC staff have identified problems with DOC’s ability to effectively manage medical
costs in these two areas.

JLARC Analysis of Medical Expenditures

As mentioned earlier, medical expenditures and services are not consistently
classified and tracked. Medical expenditures are not separated from dental and mental
health expenditures. In addition, expenditures are not uniformly classified throughout
the decentralized correctional system, making it difficult to disaggregate medically-
related goods and services purchased by the department. To overcome the data
shortcomings, JLARC staff obtained summaries of DOC medical expenditures for FY
1992 and FY 1993 from the Commonwealth Accounting and Reporting System . Based
on vendor names and object code classifications, JLARC staff developed expenditure
categories to ascertain the general components of DOC medical expenditures.

Expenditures were categorized into ten types of services, after dental and
mental health services were subtracted from the total. These categories, along with a
brief explanation, include:

* DOC personnel services — salaries and benefits paid to full-time and part-
time State personnel with responsibilities directly related to the delivery or
administration of medical care

* equipment and supplies — payments for durable medical equipment, consum-
able supplies, and prostheses

* Greensville contract — expenditures made to the contractors delivering
health care at Greensville
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* hospital services — payments made to hospitals for inpatient, outpatient or
emergency room care which typically include services such as laboratory,
radiology, and pharmacy provided in the hospital setting

* laboratory and X-ray services — expenditures for drawing and analysis of
laboratory specimens and radiology photographing and processing

* optometry services — expenditures for eyeglasses and examinations by
optometrists

* pharmacy services — payments for prescription drugs and other pharmaceu-
tical products

* physician services — payments made to contract physicians, physician prac-
tices, or physician services rendered in a hospital setting for medical care such
as consultations, evaluations, or interpretations

* temporary nursing services — expenditures for services provided by con-
tracted temporary agency nurses

» other goods and services — medically-related expenditures including medical
reference materials, uniforms, office supplies, employee travel and training,
special OHS contracts and services, and disposal of infectious waste.

Summaries of each institution’s medical expenditures based on these categories are
listed in Appendix F.

Medical Care Cost Components

Payroll expenditures for DOC medical personnel comprised the largest expen-
diture category of DOC’s medical expenditures, accounting for almost a quarter of the
expenditures (Figure 5). Personnel expenditures are typically the largest line item in the
budget of any health services delivery organization. However, the percentage of medical
care expenditures going to DOC personnel has declined from 27 percent in FY 1992 to 23
percent in F'Y 1993. This appears toreflect the continuing trend of declining DOC health
care personnel expenditures each year. Frozen State salaries, high use of contract
P}}lly sicians and temporary nurses, and the Greensville contract appear to account for this
change.

The next largest category of expenditures was the payments made to the
contractors at Greensville. These payments accounted for 19 percent of DOC medical
expenditures in FY 1993 and totaled about $5.2 million and $6.1 million in FY 1992 and
FY 1993 respectively. However, it is important to note that these figures are based on
the fiscal year during which the expenditures were paid and do not exactly match the cost
for the services provided during that fiscal year. (For example, services performed at the
end of FY 1993 would be paid in FY 1994.) More details on Greensville expenditures are
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provided in Chapter V using an accrual accounting methodology which accounts for the
costs for all services provided in FY 1993.

The next largest cost components in FY 1993 were hospital services (19 percent)
and physician services (14 percent). If these expenditures mirror trends in other medical
care delivery systems, systematic and effective management will be needed to restrain
rapid growth in these costs. DOC management needs to take action to control temporary

Figure 5
DOC Medical Expendi_tures by Category, FY 1993

TOTAL EXPENDITURES: $31,693,011

DOC Personnel Services Equipment/Supply
$7,367,608 $666,889

2%

Greensville Contract
$6,109,239
19%

Physician Services

$4,502,997 Hospi )
ospital Services
14% $5,901,103
19%
Pharmacy Services )
$3,179,032 ‘ Lab/X-ray Services
10% %egv"."ggsv $969,138
226637 Nusing 3%
1% Services Note: Percentages do
$2,040,226 not add to 100
6% due to rounding.

CHANGE FROM FY 1992 TO FY 1993

DOC Personnel Services
Equipment/Supply
Greensville Contract
Hospital Services
Lab/X-ray Services
Nursing Services
Optometry Services
Pharmacy Services
Physician Services
Other

Medical Total

-2%

15%
17%

42%

Source: JLARC staff analysis of FY 1992 and FY 1993 Department of Corrections expenditures cbtained from
Commonwealth Accounting and Reporting System.
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nursing, pursue negotiated rates with hospitals and physicians, expand utilization
review, and promote on-site services and greater use of existing DOC infirmaries. These
initiatives could provide the department with cost saving opportunities.

COST SAVING OPPORTUNITIES

The lack of good financial management of the DOC health care program inhibits
opportunities for additional cost savings. The declining State personnel expenditures
and increasing portion of dollars spent on hospital, physician, and nursing services
suggest that DOC is not taking advantage of opportunities to restrain medical costs.
Despite efforts by some individual institutions to manage inmate medical costs, DOC
lacks a system to actively manage inmate medical care costs. As a result, DOC is paying
higher costs to provide medical services to inmates. If the department utilized several
basic cost management techniques for medical services, the department could save an
estimated $2.3 million.

The department needs to take several steps to make better use of State
resources for medical care services. The high use and cost of temporary nursing and
contract physicians needs to be examined by the department. In addition, DOC should
vigorously pursue negotiated rates with medical providers and implement reimburse-
ment policies to ensure that the department pays nomore than necessary for medical care
services. This could be accomplished with the assistance of other State agency staff who
have expertise in medical care financing and service delivery. A stronger utilization
review process should be established that ensures that providers are paid for appropri-
ate, medically necessary services within established reimbursement guidelines. DOC’s
use of a contractor to review medical procedures and bills has not been employed to its
fullest extent.

In addition, DOC needs to better use some existing medical infirmaries to
provide regional medical services on-site at DOC institutions and field units. This would
result in reduced medical care, security, and transportation costs associated with the
provision of off-site medical care. Finally, some policy alternatives could be explored for
their feasibility in restraining the growth of inmate medical costs in the future while
ensuring inmate access to and quality of care.

Expenditures for Temporary Nurses and Contract Physicians Are Increasing

While the percentage of health care expenditures going to DOC personnel
services declined from FY 1988 to FY 1993, DOC’s spending on contract physicians and
temporary nursing has increased. DOC expenditures for State-employed health care
personnel dropped from 49 percent of total health care expenditures in FY 1988 to 30
percent in FY 1993. DOC’s transition from State employees to contract and temporary
labor to fill physician and nursing positions explains part of the rise in inmate health care
costs.
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State Salary Freeze Imposed an External Cost Constraint. Due to the
State budget difficulties in the 1990-1992 biennium, State employees’ salaries were
frozen. This had the effect of imposing an external cost constraint on DOC’s medical
expenditures. Because salaries account for nearly one-quarter of DOC’s medical
expenditures, the growth in inmate medical care costs would have been even larger if
State employees had received cost of living or merit pay raises. -

Use of Contract Physicians Has Increased Medical Care Costs. DOC has
been using salary dollars for physician positions established under the State personnel
system for the purpose of hiring contract physicians. The contract physicians have been
hired at significantly higher hourly rates than the cost of State-employed physicians.
JLARC staff's reviewidentified five major institutions where primary physician care was
provided by a contract physician or physicians during FY 1993. These institutions had
a total of five physician positions established in the State personnel system in FY 1993.
Each position was classified as an “institutional physician,” which is a grade 20 in the
State personnel system. "Assuming the maximum salary for these positions (grade 20,
step 20) and applicable benefits, the maximum salary and benefit costs for each position
would be $105,829. The maximum annual cost of the salaries and benefits for five full-
time State institutional physicians would be $529,145.

. These five institutions spent almost $840,000 on physician primary care in FY

1993, averaging approximately $168,000 per full-time contract physician. This amounts
to about 58 percent more in compensation than for a State-employed physician. While
in some cases, recruiting difficulties may make contract physicians the only viable
alternative to providing access to care, this approach is not as cost effective as the use of
full-time State personnel. DOC should ensure that each physician contract arrangement
it enters into is the most cost effective viable alternative.

Contract Nursing Increases Costs and Decreases Quality of Care. JLARC
staff analyzed temporary nursing expenditures at three major institutions that ac-
counted for the majority of DOC's temporary nursing expenditures in FY 1992 and FY
1993 (90 percent and 79 percent respectively). The use of temporary nursing at these
institutions increased dramatically from FY 1988 to FY 1993, as illustrated in Figure 6.

This dramatic increase in the use of temporary nurses at just three institutions
over the past five years is a disturbing trend, because of two disadvantages associated
with these services. First, temporary nurses cost significantly more per hour than
permanent employees. Temporary nurses employed by DOC facilities are typically
licensed practical nurses (LPNs), and cost between $19 and $21 per hour. State-
employed LPNs are in pay grade 7, with a median salary and benefit cost of $13.76 an
hour, or 31 percent lower than the hourly cost of temporary agency LPNs. DOC spent
more than $1.6 million in FY 1993 to fill nursing vacancies at Buckingham, Powhatan,
and VCCW with temporary agency nurses. These three institutions had three registered
nurse and 17 LPN vacancies in FY 1993, with total salary and benefit costs of $605,580,
ifall 20 positions were filled using State employees. Therefore, it appears that DOC spent
approximately $1 million more than the cost for State employees to cover these 20
vacancies using temporary nursing agencies.
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Figure 6

Cost of Temporary Nursing Services
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Source: JLARC staff analysis of Powhatan, Buckingham, and VCCW CARS 1414 reports of expenditure detail
for fiscal years 1988 through 1993.

Second, temporary LPNs cost as much per hour as State-employed registered
nurses ($19.09 per hour at the median step for a grade 11 with benefits), but have amuch
lower level of training and much more narrow scope of clinical practice. By using
temporary nurses, DOC is purchasing a lower level of care at a substantially higher cost.
Inconsistencies in the classification of temporary nursing costs at major institutions, and
DOC’s failure to make reduction of temporary nursing services a management priority,
have prevented DOC from recognizing this growing problem.

DOC needs to make use of several incentives available to State agencies for
recruiting and retaining health care professionals such as shift differentials, flexible
schedules, tuition reimbursement, and on-call pay. The $1 million used to pay for
temporary nursing services could be used to fund some incentives for nurses. For
example, DOC estimates it would cost $250,000 to provide a $1 per hour evening shift
differential and a $2 per hour night and weekend shift differential for nurses within DOC.

Recommendation (16). The Department of Corrections should develop
a plan to reduce its use of temporary nursing. The plan should include details
on how DOC could use some of the savings from reducing temporary nursing
expenditures to fund nurse recruitment and retention incentives. A report on
this plan should be made to the Senate Finance and House Appropriation
Committees before the next session of the General Assembly.
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Deficient Rate and Reimbursement Policies Result in High Medical Care Costs

System-wide, DOC lacks two major components to manage medical care costs
which are commonly used by most other third party payers: (1) cost effective negotiated
payment rates and (2) medical reimbursement policies. DOC has negotiated payment
rates for some medical services. However, DOC lacks cost effective negotiated rates
across the system for inpatient and outpatient hospital care, clinic care, physician
specialty services, radiological services, and other medical services. As aresult,the State
is paying 100 percent of medical provider charges with few exceptions. DOC should adopt
lower reimbursement payment rates like most third party payers do. If DOC had
implemented a payment rate based on 80 percent of charges (used by some health
insurance organizations) during FY 1993, DOC would have saved almost $1.1 million.

In addition, because the department lacks fundamental reimbursement poli-
cies, no clear process exists to dispute billed services that appear medically unnecessary.
If unnecessary medical services are identified, DOC is unable to deny inappropriate
payments after services have been rendered because DOC has noreimbursement policies
in effect nor do current agreements with providers allow for this. The lack of reimburse-
ment policies has precluded the establishment of a uniform process to verify that services
billed were actually performed and services are paid for only once.

DOC Negotiated Rates for Some Services Are Not Cost Effective. The
department uses negotiated rates to obtain a number of medical goods and services.
Primarily, these include:

 medical services and goods on State procurement contracts such as pharma-
ceuticals, temporary nursing services, laboratory services, and medical sup-
plies

* Medical College of Virginia (MCV) Hospitals inpatient acute and intensive
care services for male inmates

* primary care physician services at institutions and field units.

In addition, the department has experimented with contracting out a comprehensive set
of medical services at Greensville Correctional Center.

With the exception of State procurement contracts which all agencies must use
under prescribed State guidelines, negotiated rates contracted by the department may
not be cost effective. Negotiated rates with MCV do not cover all services provided to DOC
inmates. Rates for primary care services are largely dictated by physicians. And as the
following chapter on the Greensville contract indicates, the State is paying a premium
for care yet is receiving substantially less in services than outlined in the contract.

During the mid-1980s, the DOC health services administrator and MCV
comptroller reached an agreement that DOC would pay $545 per day for inpatient acute
care services for male inmates hospitalized in the secure wards at MCV Hospitals. This
rate was based on the Medicaid hospital inpatient per diem rate at the time. Effective
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July 1, 1992, a new agreement was reached to raise the MCV inpatient acute care rate
to $833 per day, which is the current rate for these services for male inmatesin the secure
unit at MCV. According to staff at MCV, this rate was based on MCV’s cost to provide
these services.

While this per diem rate results in lower costs for DOC than if charged 100
percent of charges for services, it does not cover all inpatient services provided by MCV.
As Table 6 indicates, DOC pays more than the negotiated per diem rate for inpatient care
for female inmate inpatient stays. In addition, the department pays MCV 100 percent
of charges for all outpatient services, including emergency room services. DOC also pays
a higher per diem rate for care rendered in the intensive care unit, however, this may be
Jjustified because this type of care is more expensive.

Table 6
DOC Reimbursement Rates for MCV Services
FY 1992 - FY 1993
MCV Service FY 1992 Rate FY 1993 Rate
‘Acute inpatient care for male inmates $545 $833
Acute inpatient care for female inmates 100% of charges 100% of charges
Intensive care unit services $930 $1,865
Outpatient and emergency services 100% of charges 100% of charges

Source: JLARC staff analysis of letters to DOC Office of Health Services from MCV Director of Finance, dated May
29, 1991 and February 17, 1993; and Medical Society of Virginia Review Organization cost audit for patient
billed for ICU charges in FY 1992.

Many third party payers negotiate payment rates for hospital services at less
than 100 percent of hospital charges. Generally hospital charges do not reflect the actual
cost for the hospital to provide the service. DOC is paying 100 percent of hospital charges
for all but male inpatient care provided on the MCV secure unit and for intensive care.
This type of payment arrangement for DOC does not result in the most cost effective
payment for inpatient services. If DOC had negotiated even an 80 percent payment rate
for female inpatient care and all outpatient clinics at MCV, almost $265,000 in inmate
health care costs could have been saved in FY 1993.

DOC is also planning to fund capital improvements to the MCV inpatient secure
ward. MCV staffhave stated that the purpose of the improvements is for MCV to comply
with Joint Commission on Accreditation of Healthcare Organizations (JCAHO) stan-
dards on plant, technology, and safety management. In addition, the capital improve-
ments will result in the modification of one ward to accommodate four inpatient beds for
female inmates.
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DOC officials stated in an interview that they would request funding in their
1994 budget addenda to pay for these capital improvements which will amount to
approximately $210,000. DOC estimates that 75 to 80 percent of this amount will be paid
for MCV capital improvements related to JCAHO standards compliance and 20 to 25
percent will fund renovations to accommodate female inmates in the unit. Payment by
DOC for the total capital improvements does not appear to be sound financial manage-
ment for DOC.

Both DOC and MCV have stated repeatedly throughout the course of this review
that both are somewhat dissatisfied with current hospital service arrangements at MCV.
In FY 1992, DOC attempted to contract with another hospital to provide inpatient
services for inmates. If DOC terminates its agreement with MCV to provide inpatient
services, MCV will continue to benefit from capital improvements to the secure unit.
MCV officials have indicated that DOC could obtain more cost effective care at hospitals
located within the immediate vicinity of its institutions.

Therefore, if MCV sees renovation of this unit as an immediate necessity to
obtain accreditation, then the funding for the renovation should be part of the MCV
budget addenda. Arrangements could then be negotiated between MCV and DOC for an
interim rate adjustment for a specified time period to pay for a portion of the capital
improvements associated with the renovations.

In addition to the MCV negotiated rates, DOC institutions and field units
sometimes negotiate payment rates with primary care and some specialty care physi-
cians. However, it is important to note that contracts for primary care physicians at
major institutions arise because of recruitment problems associated with hiring physi-
cians as full-time State employees. Further, some areas of the State have acute shortages
of primary care physicians. This means that often DOC has little room to negotiate in
setting the price of the contract. For example:

Located in Southwest Virginia, Keen Mountain Correctional Center
has had difficulty hiring a full-time State-employed physician for the
institution. To obtain physician services, the department agreed to a
contract for a physician at $150 per hour. The department considered
the hourly rate excessive but needed the physician to ensure inmates
had access to medical care.

DOC is likely to face difficulties like this in the future. However, where possible, DOC
should pursue negotiations to establish cost effective rates with physicians.

Recommendation (17). The Secretaries of Public Safety and Education
should direct the Department of Corrections and the Medical College of
Virginia to renegotiate payment arrangements for inmates receiving care at
the Medical College of Virginia Hospitals. The negotiated payment rate should
reflect the actual cost to provide care and apply to all medical services
provided by MCV to DOC inmates. .
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Recommendation (18). The General Assembly may wish to alter the
Department of Corrections and the Medical College of Virginia Hospitals
budget addenda so renovations to the secure ward are funded by MCV Hospi-
tals. The Department of Corrections and the Medical College of Virginia
Hospitals should negotiate an interim rate to reflect a portion of capital costs
to renovate the inpatient secure unit. The interim rate should be effective for
a specific time period. :

DOC Lacks Negotiated Rates for Many Costly Medical Services. Negoti-
ated payment rates for many medical services are lacking system-wide. Otherthan MCV
and a handful of specialty physicians, DOC lacks cost effective rates for inpatient and
outpatient hospital services, specialty physician services, and other ancillary medical
care services. These expenditures accounted for nearly 28 percent of total DOC medical
spending by institutions and field units in FY 1993.

To some extent, the absence of negotiated rates with individual medical
providersis understandable given the history of medical care in correctional settings and
the decentralized organization and management structure of DOC. In the past, medical
services have not figured prominently in many institutional and field unit budgets in
terms of overall expenditures. As a by-product, correctional institutions have not
developed expertise in managing medical payments. However, because of the lack of
" negotiated reimbursement rates for other hospitals and physician services, DOC may
have foregone about $811,000 in FY 1993, assuming DOC used the 80 percent rate used
by other health insurers.

The establishment of additional negotiated rates has been hindered by the lack
of cost and service data. Medical service needs and costs have not been tracked or
quantified in a meaningful way, making it difficult to determine the frequency and
intensity of medical services purchased by correctional facilities. Consequently while
many third party payers promise volume to offset price discounts for medical care
services, DOC has lacked the expertise and data to leverage discounted payment rates
with community providers. Powhatan Correctional Center appears to be the exception
to this.

Powhatan has been successful in obtaining negotiated, cost effective payment
rates for on-site specialty medical care providers. Powhatan has the only medical
administrator, officially classified as a correctional institution operations officer, em-
ployed at the institutional level with full responsibility for the operation of an infirmary.
This has aided the medical department in negotiating cost effective payment rates with
a handful of physicians with specialties in orthopedics, urology, and dermatology. As a
major infirmary, Powhatan has been able to assure inmate volume to negotiate dis-
counted rates. Additional indirect costs are saved because many of these clinic services
and associated outpatient surgery can be provided on-site, thereby reducing costs
associated with transportation and security needed in transports. DOC is attempting to
establish Greensville as a regional facility like Powhatan. However, DOC has been less
successful at managing the costs of care effectively at Greensville for anumberofreasons.
Details on Greensville are discussed in the following chapter.
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As the inmate population, their need for medical services, and related medical
care costs increase, DOC will need to pay more attention to payment issues and seek to
maximize scarce resources by obtaining competitive rates for medical care services.
There will be a continued and growing need for community providers to fill the medical
care needs of inmates located in remote, rural areas of Virginia. It is not practical that
MCV meet the total medical care needs of inmates in the State DOC system. With its
location in Richmond and its teaching mission, MCV may not be the most cost effective
provider for many hospital services.

Given the current administration of medical care services in the department, it
is unlikely that DOC has the capability needed to negotiate with community medical
providers for services. However, there are several options that DOC could pursue to
maximize its medical care dollars. One alternative is to develop regional purchasing
pools for medical services. In addition, DOC could use existing State expertise available
in other State agencies to assist in the negotiation of medical payment rates.

Currently, the State plays a major role in the delivery and financing of health
care services through the State employee health benefit program administered by the
Department of Personnel and Training; the Medicaid program administered by the
Department of Medical Assistance Services; the State Health Department; the Depart-
ment of Mental Health, Mental Retardation and Substance Abuse Services; State
teaching hospitals; and through other smaller residential programs which must provide
medical care services. As a major purchaser of medical care services, the State could
exercise its leverage by assisting DOC in purchasing more cost effective medical care
services for inmates. In addition, State health care expertise could be used to help the
department develop needed reimbursement policies as indicated below.

Recommendation (19). The Secretary of Public Safety should establish
a task force to assist the Department of Corrections in developing more cost
effective mechanisms for purchasing medical care services. This task force
should be comprised of representatives from the Department of Personnel and
Training; the Department of Medical Assistance Services; the Virginia Health
Department; the Department of Mental Health, Mental Retardation and Sub-
stance Abuse Services; and the State teaching hospitals. DOC should also
explore developing regional purchasing pools to maximize inmate health care
funding in conjunction with the task force. Progress of the task force should
be reported to the Joint Commission on Health Care by September 1, 1994.

Reimbursement Policies Need To Be Established for Medical Care
Services. Reimbursement policies are often established by third party payers of medical
care services. These policies set the payment guidelines for medical care providers to
discourage inefficient, costly, and questionable billing practices. Currently, the depart-
ment has no policies in place to address issues regarding how medical care providers will
be reimbursed. Throughout the institutions and regions, medical bills are paid without
methodically determining the accuracy or appropriateness of the services being billed.
Consequently, the department may be making duplicate payments to medical providers
which are costly for the State. For example:
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JLARC staff reviewed DOC financial payments to one large physician
practice. This practice regularly sees DOC inmates and was paid $1.3
million for services in FY 1993. The review raised concerns about the
process and content of medical billings and payments. Duplicate
payments for services provided to inmates were noted. In addition,
often DOC did not receive some bills until six to 12 months after the
services were rendered. Because DOC facilities do not methodically
track medical bills for services, often late bills made it difficult for these
facilities to meet their payment obligations within a specific fiscal year.
Furthermore, medical staff at some institutions complained about
receiving bills from several physicians in the group for similar proce-
dures performed for the same patient on the same date. Efforts to
challenge these bills have been hampered by the volume of billings
received, lack of staff, lack of expertise by institutional accounting staff
in processing these bills, and the need to meet State prompt payment
guidelines.

* & L

At JLARC request, a registered nurse who specializes in reviewing
medical bills examined several outpatient hospital invoices for one
major institution for FY 1993. The nurse identified several billed items
that could be disputable. Theseincluded: (1) unbundling of laboratory
services to charge separate rates for those services which are normally
tested from one specimen and bundled together into one charge, (2)
charges for professional reading of radiological services for which the
Pphysician also billed, (3) charges for radiological services which in-
clude multiple views which should be part of the charge for the overall
service, (4) charges for services that should be included in the price of
the clinic visit, (5) charges for multiple nursing observations in the
emergency room, and (6) duplicate charges for the same service.

Based on the above review, the cost of potentially disputable billed items
amounted to approximately 16 percent of the total charges. Total payments by DOC
facilities to this hospital for outpatient and emergency services and the physician group
that provides physician services amounted to almost $2.1 million in FY 1993. If
reimbursement policies had been in place and even ten percent of the costs had been
successfully disputed, it is possible that DOC could have saved up to $205,000.

Ifreimbursement policies and procedures were developed, bills could be checked
for accuracy and appropriateness before they are paid to prevent excessive payments.
Notifying hospitals and physicians that payments will be made according to established
reimbursement guidelines may also discourage providers from billing services that could
be disputed. In addition to disputing payments for services, controls are not in place to
prevent DOC from making duplicate payments to vendors. In FY 1993, more than
$34,000 was returned by vendors for duplicate payments made by two institutions with
large medical expenditures. Most returned payments appear to be initiated by respon-
sible vendors and not through DOC efforts.
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To prevent inappropriate and duplicate payments for medical services, most
other third party payers have instituted reimbursement policies. For example, the State
Medicaid agency has a number of reimbursement policies that cover allowable charges
for medical services. Medical care providers must bill within one year of the date of the
service or risk denial of payment. If a specialist bills for a limited surgical visit, the
specialist cannot bill a separate charge for removing sutures. The Medicaid program will
not pay for nursing observations rendered as part of an emergency room visit, unbundled
lab services if they can be billed as a group, or for technical readings of X-rays and
electrocardiograms if billed by both the hospital and physician. Moreover, the Medicaid
agency has controls in place to ensure that it does not pay for the same medical invoice
more than once. DOC should consider adopting some of the Medicaid program’s
reimbursement policies for use in the correctional system.

Recommendation (20). The Department of Corrections should develop
and implement system-wide reimbursement policies for medical care services
immediately. The policies could be modeled after State policies which already
exist for the Medicaid program and for the State Employee Health Benefits
Program. The detail of the policies could be developed with assistance from the
task force noted in the previous recommendation. Reimbursement policies
should be communicated to medical care providers as soon as available.

Cost Management through Utilization Review Needs to Be Emphasized

Utilization review mechanisms provide a tool to ensure that only appropriate,
medically necessary care is provided to patients. Often these reviews supplement
established reimbursement policies developed by third party payers. It is possible that
some medical charges could be disputed and costs recovered if DOC implemented a full
range of utilization review activities along with reimbursement policies.

Utilization review involves monitoring the use of medical services to determine
medical necessity of services, assess the appropriateness of medical care, and prevent
excessive payments to providers for services rendered. Utilization review mechanisms
for assuring quality medical care have been pursued only in a limited manner with the
Medical Society of Virginia Review Organization (MSVRO). In FY 1990, DOC initiated

~a contract with MSVRO to provide:

* concurrent and prospective utilization review of all adult inmate admissions
to MCV with length of stay certified as medically necessary

* retrospective quality review of institutional ambulatory care at one major
institution on a quarterly basis

* outpatient pre-certification

* second opinion review of elective procedures and consultations by board
certified physicians in cases denied by the DOC chief physician.
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DOC also requested MSVRO to conduct ten cost audits in FY 1992. Cost audits are
retrospective reviews of inpatient bills to identify inappropriate billing of services not
rendered.

DOC hasnever fully implemented utilization review activities on a system-wide
basis as part of an overall cost management strategy. Utilization review for the
department has been restricted to inpatient concurrent reviews, outpatient pre-certifi-
cation, second opinion reviews, retrospective reviews, and a few cost audits. DOC could
obtain additional costs savings by better utilizing its contract with MSVRO in three ways.
First, DOC could use information obtained in retrospective hospital utilization reviews
to deny medically unnecessary services which have been provided. Second, DOC could
expand the number of cost audits conducted to identify inappropriate payments made to
hospitals for services and expand the number of hospitals reviewed. Third, DOC could
increase the number of concurrent and second opinion reviews conducted by the
utilization review contractor.

DOC Could Make Better Use of Retrospective Reviews. DOC’s utilization
review contractor conducts retrospective reviews of DOC inmate inpatient stays at MCV
when a patient has been discharged from the hospital before the utilization review
analyst can examine the care provided to the inmate. Staff at MSVRO indicated in an
interview that they believe that retrospective reviews could result in potential cost
savings for DOC by identifying unnecessary hospitalizations. For example, MSVRO
could recommend denial of payment for an inmate who stays in the hospital over a
weekend when the inmate could and should have been discharged on Friday. However,
MSVRO officials stated that DOC should implement agreements with medical providers
so that providers are informed of DOC'’s utilization review procedures. This would ensure
that providers do not challenge DOC payment denials resulting from the retrospective
reviews.

DOC Should Increase the Number of Cost Audits Conducted to Achieve
Potential Savings. More widespread use of cost audits could also ensure that DOC
payments to hospitals are cost effective. MSVRO conducted cost audits for ten inmate
inpatient stays in FY 1992. These audits resulted in the identification of about $15,000
in inappropriate charges, which average $1,500 in savings from each cost audit con-
ducted. However, the department did not request any of these audits in FY 1993. Cost
audits appear to be a means of ensuring that DOC payments for inpatient services are
accurate and appropriate. Expanding the number of cost audits conducted appears to be
cost effective.

DOC Should Increase the Number of Concurrent and Second Opinion
Reviews Conducted. The department does not use the utilization review contract to
regularly review inpatient services at any of the other hospitals the department uses.
Furthermore, use of the contract to conduct second opinion reviews is limited. Payments
to hospitals for inpatient services other than MCV represented 31 percent of all inpatient
hospital payments in FY 1993 and amounted to more than $1 million. By limiting the
number of concurrent and retrospective reviews to one hospital, the department is
missing an opportunity for cost savings.

Chapter IV: Costs of Inmate Medical Care Page 76



Second opinion reviews are conducted on all decisions in which the DOC chief
physician has denied the request of the facility physician for off-site medical care for
inmates, such as elective surgery, clinic visits, tests, and other services. In FY 1993, the
chief physician received a total of 2,478 requests for off-site care for inmates. Of these,
the chief physician approved 2,389 requests and denied 89 requests. These 89 cases were
referred to the utilization review contractor for a physician’s second opinion of the
medical necessity for the service.

Staff at MSVRO stated in an interview that, on average, 80 percent of the second
opinionreviews conducted by their physician reviewers support the DOC chief physician’s
decision to deny the off-site care. According to MSVRO data from calendar year 1992, this
assertion appears accurate. Currently, the chief physician appears to deny only about
3.5 percent of all requests for off-site care (89 of 2,478 total requests for off-site care). This
suggests that either all requests for off-site care are absolutely medically necessary or
that the chief physician is only referring the most extreme cases to MSVRO for review.
It is possible that DOC could expand its use of second opinion reviews to additional cases
for which the necessity for the off-site care is questionable. This could result in additional
cost savings for the department.

Recommendation (21). The Department of Corrections should imple-
ment a plan to conduct a full range of utilization review activities for medical
services. Utilization review should include hospital preadmission reviews,
concurrent reviews, retrospective reviews of services, and cost audits. The
department should consider expanding these reviews to cover all hospital
inpatient services and outpatient and emergency room services.

Recommendation (22). The Department of Corrections should estab-
lish agreements with hospitals notifying them of utilization review activities
which could result in payment denials. The department should increaseitsuse
of those utilization review activities at all hospitals regularly used which could
result in cost efficiencies, such as retrospective reviews and cost audits. Once
agreements are in place, the department should take steps torecover payments
that have been inappropriately made based on utilization review activities.

Better Utilization of DOC Infirmaries and On-Site Services
Could Result in Savings

During the period of this review, DOC had ten institutions with medical
infirmaries located throughout the State. In addition, during FY 1994, three new
institutions will become operational with medical infirmaries. Currently, only two
institutions are “designated” as major infirmaries to serve other correctional institutions
and field units — Powhatan and Greensville. However, these infirmaries are not being
used equally. In addition, other existing infirmaries could be better utilized to serve more
DOC inmates and provide a more comprehensive set of services on-site. Delivery of on-
site services would be more cost effective, because it would reduce security and transpor-
tation costs associated with off-site care. Furthermore, provision of services on-site
lessens the escape risk associated with transportation of an inmate off-site.
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While both Powhatan and Greensville have magjor regional infirmaries, the use
of these infirmaries is disparate. For example:

During FY 1993, more than 4,650 inmates were seen at on-site clinics
that were held at Powhatan. For the same period, about 3,000 inmates
were seen on-site for similar clinics at Greensville. In addition, the
operating room at Powhatan was used for outpatient procedureson 417
inmates while the Greensville operating room served 320 inmates.

Furthermore, for the same year, Powhatan provided medical services
for inmates from 30 other DOC facilities which totaled approximately
$114,000. Greensville provided medical services for inmates from 22
other DOC facilities which totaled $55,000.

These statistics suggest that, while Greensville has larger and newer medical facilities
compared to Powhatan, DOC is not utilizing the Greensville infirmary as the system-
wide resource it was intended to be.

DOC has begun to explore providing more services on-site at infirmaries other
than Powhatan and Greensville. For example, DOC has attempted to provide a more
comprehensive set of on-site services for female inmates at VCCW. However, the lack
of space and antiquated condition of the VCCW's facilities have impeded these efforts.
Currently, DOC is conducting minimal renovations at VCCW to provide additional clinic
space in the basement of the building housing the infirmary. In addition, VCCW hopes
to contract for on-site dialysis services as well as mammograms provided by a mobile
radiological service.

Nevertheless, DOC could expand its capacity by more fully utilizing other
infirmaries located throughout the State. Infirmaries have varying capacity and
equipment to provide services. Adding services on-site at some of these infirmaries may
require additional specialty personnel, upgraded equipment, and/or service volume.
However, in some cases, poor utilization may be due to the fact that the availability of
medical services and the capacity of some infirmaries are not widely known within the
DOC system. In fact, the health services administrator could not provide JLARC staff
with an accurate count of available medical beds in the DOC system.

Some infirmaries appear to be ideally suited for better utilization of needed on-
site medical services. For example:

Bland Correctional Center has an infirmary which contains the follow-
ing: two exam rooms; one treatment room; a physical therapy room
with two whirlpools, one sitz bath chair, and oxygen; a pill room from
which medications are dispensed; a nine-bed ward for ill inmates; four
isolation cells for ill inmates who need to be segregated from other ill
tnmates; a small lab area; a room which contains X-ray equipment; an
exam room for optometry services; a dental operatory and X-ray room;
and a room for medical records. In addition, it has a common room
where inmates wait to be seen.
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Review of the infirmary’s average daily census for a three-month period
in FY 1993 indicated that, on average, only three beds were occupied in
the ward and only one of the isolation / segregation cells was occupied.
This may be due, in part, to the fact that most inmates requiring
infirmary care are sent to Powhatan and Greensville. However, Bland
has numerous medical assets that could be used more productively.

Bland appears to have relatively good physician coverage. Bland
makes extensive use of community providers. Bland has been success-
ful in establishing a good working relationship with a community
hospital in Radford to provide inpatient and outpatient services. The
commaunity hospital also has a semi-private secure inpatient room
which is available to Bland, as well as the local police and sheriff
departments, for inpatient care. Radford is located about 30 minutes
from the Bland Correctional Center.

In addition, a quality assurance review conducted by staff in OHS saw potential for
greater use of the facilities at Bland.

The chief nurse noted that “it appears that the present 13-bed infirmary
could be enlarged and this will be explored by central office staff. They
have and use equipment that could benefit a number of inmates with
chronic medical problems.”

As of August 1993, DOC still had not taken steps to make use of this potential.

At other institutions with infirmaries, better utilization could occur as DOC
addresses problems with nurse recruitment and compensation, physician shortages, and
antiquated equipment. For example, Buckingham Correctional Center, located in
Dillwyn (one hour west of Richmond), has a five-bed ward and one isolation/segregation
cell. JLARC staff review of infirmary census data indicated that occupancy rates were
even less than those at Bland. While Buckingham has an X-ray room, a dental operatory,
exam rooms, a treatment room, and medication dispensary, physician coverage has been
a problem as well as vacant nursing positions. In addition, some equipment at
Buckingham needs tobe upgraded. A new facility located next to Buckingham — Dillwyn
— also has four infirmary beds and two respiratory isolation cells and is handicapped
accessible. Itis possible that Buckingham and Dillwyn could be used in a complimentary
way to attract medical providers and provide additional medical services on-site.

Recommendation (23). The Office of Health Services should conduct a
comprehensive survey of medical services available, medical equipment, and
medical capacity at each Department of Corrections institution to determine
if existing DOC infirmaries could be better used to provide medical care
services. Survey results should be made available to all medical care staff at
institutions and field units. In addition, based on the survey information, plans
should be made on a regional basis to determine how existing infirmaries can
be better utilized to provide needed medical services to DOC inmates.
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Cost Containment Policy Options to Explore

In addition to implementing several management actions to save costs, there
are some medical cost containment policy options that DOC should explore or continue
to monitor on an ongoing basis for their feasibility in Virginia. Correctional systems in
other states have implemented some of these options but their cost saving outcomes are
not clear. This review identified three options to be evaluated by the department. They
are: _

* mandatory HIV testing of inmates
* alternative housing arrangements for inmates with HIV and AIDS.

* offering parole eligibility based on an extreme medical condition.

Mandatory HIV Testing of Inmates. Inmates who are HIV positive have
special health needs. However, medical personnel need to be aware of those inmates who
are HIV positive in order to provide appropriate medical case management and ad-
equately meet their health care needs. Mandatory testing would provide medical staff
with necessary information to better treat these inmates. In addition, aggregate data on
the number of inmates with HIV could be used to develop plans concerning the education,
medical care, and treatment of inmates. This information could assist the department
in developing sound alternatives for providing cost effective and humane treatment and
housing for inmates who are HIV positive.

However, the Joint Subcommittee Studying Acquired Immunodeficiency Syn-
drome reached a consensus that widespread mandatory testing would not be cost
effective or good public policy for several reasons. First, mandatory testing has raised
concerns about confidentiality concerning the privacy of tested individuals. Second, the
HIV test does not always identify individuals who are indeed HIV positive. Finally, the
Subcommittee estimated the cost of HIV testing to be about $30 per tested individual.
Experts who testified to the Subcommittee stated it was unclear what value mandatory
HIV testing of the prison population would have. Annually testing the current popula-
tion of about 17,000 inmates would cost $510,000 a year. However, DOC should continue
to monitor issues related to mandatory HIV testing for inmates because it is an issue
subject to ongoing changes.

Alternative Housing Arrangement for Inmates with HIV and AIDS.
While DOC data are not available to estimate the actual costs, HIV positive inmates and
inmates with AIDS account for a significant portion of medical care costs. One DOC
physician estimated it costs $10,000 a year to treat an inmate with HIV. Furthermore,
the DOC central pharmacy spent more than $200,000in FY 1993 on drugs to treat AIDS
and HIV positive inmates.

The federal Agency for Health Care Policy and Research estimated the cost of
treating someone with HIV averages $50,174 from initial infection until a diagnosis with
AIDS. The estimated average cost of treatment for a person diagnosed with AIDS is
$69,100 based on an average survival time of 29 months from the time of an AIDS
diagnosis to death. Therefore, the estimated average lifetime cost to treat someone with
HIV from the time of infection to death is about $119,000.
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Special housing for seriously il AIDS inmates is one option to potentially
restrain medical costs for these inmates and better manage their medical care needs.
Virginia currently cares for a number of inmates with AIDS requiring more intensive
medical care at the Powhatan infirmary. Currently, there are at least 38 inmates with
a diagnosis of AIDS in the Virginia correctional system, of which 15 are located at the
Powhatan infirmary. The remaininginmates with AIDS are located throughout the DOC
system.

One state is designating a medical facility as its AIDS infirmary. Assuch, it will
have the capability of providing medical and hospice-type care to its inmates with AIDS.
Florida’s AIDS facility will hold 150 of the most seriously ill AIDS inmates. Centralizing
medical and hospice care for AIDS inmates in one facility is an improvement over using
infirmary beds scattered throughout the system for three reasons. First, management
of AIDS cases requires special knowledge and treatment that is different from traditional
infirmary medical care. Centralizing these cases in one facility could enhance their
medical care and treatment. Second, a hospice-type environment could provide psycho-
social services and comfort care for inmates that are dying of AIDS. Third, centralizing
the care of AIDS inmates may save the system money because it would open infirmary
beds for other sick inmates needing medical care and allow special social programs
geared to AIDS inmates to be conducted at one place.

Another option to restrain costs related to HIV and AIDS is to separate those
inmates from all other inmates. National studies document that the number of inmates
with HIV is rising. The numbers are rising because: (1) before incarceration, many
inmates engaged in high-risk activities such as drug use, and (2) despite regulations
against sexual relations within prisons, such relations do take place in prison and can
spread the virus. For example:

In Virginia, a DOC physician related the story of an inmate who had
been incarcerated for more than 30 years. Upon a self-requested test,
the inmate was found to be HIV positive. The inmate could not have
contracted the virus before entering prison because HIV was not a
concern when the inmate was incarcerated. Furthermore, the inmate
acknowledged having sexual relations with another inmate who subse-
quently died of AIDS. The inmate who died of AIDS also had relations
with other inmates.

To contain the costs of treating inmates infected with HIV, Alabama conducts
mandatory HIV testing and has centralized housing for these inmates. This prevents
HIV infected inmates from having relations with other uninfected inmates. Discrimina-
tion issues related to this separate housing have been legally resolved for the most part.
Furthermore, Alabama believes they are saving costs by providing care forinmates at one
institution instead of several.

DOC does not maintain sufficient data to identify trends related to HIV infected
inmates. However, the rising number of national AIDS cases and the attendant cost of
care necessitate that options to treat these inmates be explored. DOC needs to monitor
the outcomes of mandatory HIV testing and alternative housing arrangements for HIV
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positive inmates in other states to determine their feasibility as an option to restrain the
growth of HIV infected inmates in the DOC system and to reduce costs of their medical
treatment. If deemed feasible, the Department of Corrections should prepare a plan to
implement them in Virginia and recommend ‘any needed legislation to authorize the
changes in procedures and care.

Special Parole Eligibility for Debilitated Inmates. Compassionate medi-
cal parole eligibility for terminally ill, chronically ill, or severely handicapped inmates is
another option to contain costs. Inmates who are debilitated pose less of a threat to the
public and they account for a large portion of DOC medical expenditures. Since parolees
must provide their own medical care, placing these inmates on parole may enable them
to qualify for Medicaid as a disabled beneficiary. To do this, legislation may be needed
to create a special parole eligibility based on medical condition.

Nationally, the literature indicates that several states have provisions for
compassionate release of debilitated inmates, however, there is limited information on
how often these programs are used. The Governor’s Office developed a compassionate
release policy at the beginning of 1992. However, this fairly rigid policy pertains to only
terminally ill inmates and to date, only two inmates have been released through this
action. Greater flexibility in the compassionate release policy through the parole process
may provide an avenue for reducing medical costs.

The policy for compassionate release is based on the Governor’s Constitutional
power to grant executive clemency. After receiving a request for clemency, the Secretary
of Public Safety forwards the request to the director of DOC. The policy requires that a
DOC committee solicit independent medical opinions about the condition of the inmate
to assess whether the inmate has an illness which will likely result in death within ten
to 12 months. The committee, which includes the chief physician and an institutional
warden, then determines whether the inmate will not benefit from further incarceration
and whether the inmate would pose a threat to public safety. A recommendation is made
to the parole board which makes a recommendation to the Governor.

Parole eligibility would have to be changed to allow debilitated inmates to be
released on parole. Currently, at the earliest, an inmate can be eligible for parole after
one-quarter or 12 years of his term is served, whichever is less. Since some debilitated
inmates may be ineligible for parole for a long time, legislation could be passed to create
a special medical parole eligibility that would allow an inmate to be considered for parole
earlier than his normal eligibility date. This would provide a means to release a
debilitated inmate before his actual parole eligibility begins. Legislation would allow the
director of DOC to specifically recommend debilitated inmates who do not appear to pose
a threat to society for parole based on their poor medical condition. Once eligibility is
reached, the Parole Board could then make the final determination of whether the parole
should be granted using normal procedures. DOC currently has several terminally ill,
chronically ill, or severely handicapped inmates that might qualify for this earlier parole
eligibility.

Recommendation (24). The Department of Corrections should con-
tinue to monitor issues related to mandatory HIV testing and alternative
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treatment and housing options for inmates diagnosed with HIV and AIDS. If
options become viable, the department should develop a plan for implementa-
tion and recommend changes to existing legislation if necessary.

Recommendation (25). The Department of Corrections should explore
alternatives for medical parole eligibility. This option should be evaluated for
its legality, feasibility, and medical cost saving potential. A report on this
evaluation and potential implementation should be made to the Senate Fi-
nance Committee and the House Appropriations Committee.
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V. Privatization at Greensville: An Example of
DOC's Health Care Management Problems

Chapters II1and IV of this report, as well as the JLARC reports oninmate dental
and mental health care, have documented several of the problems that Department of
Corrections (DOC) has system-wide in managing inmate health care. The two key areas
of concern system-wide are that: (1) DOC does not have sufficient control over the
provision of services to ensure access to care and (2) DOC does not have adequate
financial controls in place to contain costs.

In addition to the system-wide findings, the issue of DOC’s management of
health care was examined in detail for the provision of health services at the Greensville
Correctional Center (Greensville). Greensville was given substantial attention during
the course of the JLARC series on inmate health care because the method of delivering
inmatehealth services at Greensville, privatization, has been cited by some DOC officials
as a potential direction for the future. DOC's pilot project for privatization at Greensville
involves the provision of most health care services through a contract with a private
vendor rather than through State personnel.

DOC entered into the first contract arrangement at Greensville in 1990. The
initial vendor terminated the contract after 22 months. In July 1992, DOC entered into
a new contract with Correctional Medical Systems (CMS). With nearly two years of
experience from the first contract, it might be expected that DOC would be in a position
to successfully manage the new contract and monitor the provision of services. However,
findings from the JLARC dental, mental health, and medical studies indicate that the
arrangement at Greensville has actually resulted in some of the most severe conse-
quences that can be observed from DOC’s shortcomings in managing health care.

JLARC staff analysis of inmate access to care and quality of care indicates that
DOC has been unable to ensure that adequate access is provided. Problems in the
provision of services are not addressed promptly. DOC has also been unable to ensure
that the contractor complies with all provisions of the contract.

Costs of the contract for services at Greensville have significantly exceeded
appropriations. For FY 1993, Greensville incurred expenditures of approximately $2.9
million more than appropriations (a 61 percent cost overrun). This was the largest
overrun, in terms of total amount and percentage of expenditures exceeding appropria-
tion, among male institutions for FY 1993. Greensville also incurred the largest total
amount and percentage of expenditures in excess of appropriations among male institu-
tions for FY 1992, ’

DOC has not developed an effective approach for monitoring the contract and
the costs of providing care at Greensville. Faulty medical care management practices
have, on occasion, threatened the health of inmates and DOC employees. If DOC is
unable to obtain contract compliance by CMS, JLARC staffestimate that the department
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could save an estimated $816,000 by terminating the contract and administering health
care services using State employees at Greensville.

PROVISION OF CARE PROBLEMS AT GREENSVILLE

Although DOC has contracted with a vendor to provide services at Greensville,
DOC still has the ultimate responsibility to ensure that inmates have adequate access
to care. Therefore, DOC has a responsibility to monitor the provision of services at
Greensville and to ensure that: (1) inmates have access to care, (2) documentation is
available to prove that services were rendered, and (3) the contractor provides adequate
care that minimizes the State’s legal liability.

Analysis of the provision of services at Greensville indicates that there are
substantial problems. The documentation of medical and mental health care services is
poor. Physician coverage has been uneven. Problems with respiratory isolation rooms
and X-ray equipment that was not fully functional were not addressed in a timely
manner. Further, the contractor has not complied with contract requirements for
implementing quality improvement activities. It appears that a more aggressive and
effective DOC health care management presence could have remedied some of the
problems.

CMS Has Poor Documentation of Health Care Provided

Appropriate documentation is one criterion for a quality correctional health
care program, according to federal court decisions. Its absence can have a negative effect
on the quality of care delivered and on the State’s ability to protect itself from legal
liability. The DOC contract for Greensville requires that CMS document health care in
accordance with National Commission on Correctional Health Care (NCCHC) or Joint
Commission on the Accreditation of Healthcare Organizations (JCAHO) standards for
health care documentation. JLARC staff found problems with the contractor’s documen-
tation at Greensville for mental health and medical care services.

The JLARC report on inmate mental health care noted that Greensville, like
several other DOC facilities, lacked adequate records pertaining to the provision of
mental health services. Mental health treatment plans were too general for use in
planning or monitoring treatment, there were noidentified goals and objectives for group
therapy, and treatment notes were inadequate to document the care provided. An
assessment of documentation at Greensville for this review of medical care indicates that
CMS has not complied with the contract’s requirement that it maintain appropriate
inmate medical records and records of inmates' access to care such as sick call logs. Also,
CMS failed to appropriately document and follow-up on tuberculosis (TB) tests.

Problems with Medical Records Documentation. A Board of Corrections
standards compliance review conducted of Greensville in November 1992 observed that
“review of medical records revealed incomplete organization and maintenance of docu-
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ments pertaining to services rendered.” In addition, a January 1993 Office of Health
Services (OHS) quality assurance review of medical records at Greensville recommended
that “medical records be maintained as stipulated in DOC/CMS contract 714.” For this
study, JLARC staff randomly selected and reviewed 42 medical records at Greensville.
Problems were also identified with a lack of documentation of care, including important
episodes of care. For example:

One inmate’s medical record contained a refusal of treatment form
noting that the inmate had discontinued renal dialysis treatments,
which would be potentially fatal for an inmate with end stage renal
disease. There was no documentation in the inmate’s chart as to why
the inmate wished to discontinue the treatment, whether the treatment
had in fact been discontinued, or whether medical staff had counseled
the inmate on the consequences of discontinuing treatment.

Problems with Sick Call Logs. The Board of Corrections standards compli-
ance review conducted by DOC also noted problems with sick call logs at Greensville. The
OHS quality assurance review in January 1993 noted that “at the time of the visit, each
housing unit had a different methodology/system regarding sick call and inmate screen-
ing.” JLARC’s review of sick call logs revealed that it was impossible to determine, from
examining many of the sick call logs, which inmates had been seen at all and whether they
had been seen by the nurse, physician’s assistant, or physician. For example:

In one Greensville housing unit visited by JLARC staff, the list of
inmates that had been seen, or were to be seen, for sick call was kept on
a day calendar. For some time periods, the calendar had no entries,
making it impossible to tell if any inmates had been seen. Where the
calendar contained entries, these entries consistently included the
inmate name and number. However, information was inconsistently
available on who the inmate was to be seen by (physician, physician’s
assistant, nurse, or psychologist), and whether the inmate had in fact
been seen. Some of the inmate names on the calendar were highlighted,
and other names were not. When asked about this, the nurse on the unit
stated that sometimes they begin to highlight who they have actually
seen and other times they do not finish the highlighting. These records
make it impossible to determine whether inmates in this housing unit
have adequate access to care during sick call.

Problems with TB Testing Documentation and Follow-up. JLARC staff
also found substantial problems with the contractor’s documentation of TB testing of
inmates at Greensville. According to staff at the Virginia Department of Health (VDH)
Bureau of Tuberculosis Control, TB testing should be documented in the medical record,
individuals with past false positives should not be retested using a skin test, and positive
TB test results should be immediately followed up by using more conclusive tests. The
implementation of TB skin testing at Greensville during May 1993 by CMS was
conducted in a manner that is inconsistent with these public health principles. During
a site visit in July 1993, JLARC staff found the following with regard to tests adminis-
tered to Greensville inmates in May:

Chapter V: Privatization at Greensville: An Example of Page 87
DOC's Health Care Management Problems



* Inmate medical records had not been reviewed by CMS staff prior to
administering the skin tests, so inmates with past false positives from skin
tests were not identified.

¢ Unit nursing staff were not all informed that the test had been administered,
and became aware of the testing only when inmates came to them for follow-
up during sick call.

¢ Approximately two months after the test had been administered, inmate
medical records still had not been updated to document that a TB test had
been administered or to reflect the test result (although some records on the
test were kept in a computer printout).

e Apparently due to poor record-keeping and communication problems, as of
two months after the test, CMS had not completed follow-up testing of the
inmates with positive test results.

Poor documentation of tests and test results, along with inadequate follow-up
due to a lack of effective communication among nursing staff, has serious consequences.
First, it has the potential to endanger the health of inmates and DOC employees. Second,
it may have exposed the State to potential liability if an inmate with active TB infects
other inmates or institutional staff. Given the current breakdown in testing procedures
and follow-up at Greensville, an infected inmate could potentially remain in the general
population for months without being detected. For example, review of inmate medical
records by JLARC staff noted the following:

A CMS physician ordered a TB test for an inmate, who appeared to
display TB symptoms, in March 1993. This was documented in the
inmate’s medical record and confirmed by the head nurse in his

" housing unit. This inmate had not been tested for TB as of JLARC'’s
last site visit on July 15, 1993. The housing unit’s nursing staff had no
explanation for the failure to test this inmate, other than a breakdown
in communication.

* * *

In one housing unit JLARC staff randomly selected and reviewed ten
medical records of inmates who had been tested for TB accarding to the
CMS computer printout. None of the ten charts reviewed contained any
documentation of the TB test. Three of these inmates, according to CMS
testing records, required follow-up testing. There was no record of any
follow-up testing having been performed.

Recommendation (26). The Department of Corrections should re-
quire CMS to improve its medical documentation to meet DOC standards.
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Recommendation (27). The Department of Corrections should re-
quire CMS to conform with public health standards regarding testing and
necessary follow-up testing of inmates at Greensville Correctional Center for
tuberculosis, and ensure that CMS staff follow these requirements.

Physician Coverage Has Been Uneven

Medical care problems related to inconsistent physician coverage were also
noted at Greensville. In particular, one general housing unit and an isolation/segrega-
tion unit at Greensville had difficulty obtaining adequate physician coverage. This
violated contract provisions on physician coverage. For example:

The unit at Greensville housing protective custody inmates and isolo-
tion [ segregation inmates had no physician coverage for several weeks
from late March to early June 1993. The contract administrator for
CMS states that inmates in this unit had access to physician care in an
emergency, but the contract for services at Greensville states that the
unit should have physician coverage for eight hours per week and
physician extender coverage for 20 hours per week. In fact, review by
JLARC staff indicated that the unit had only physician extender
coverage for several weeks and that this coverage amounted to only
about eight hours per week. For some weeks during this period, the unit
had neither physician extender coverage nor physician coverage.

In other areas, despite the contract’s requirement that CMS provide physician
coverage daily, a quality assurance review conducted by DOC’s chief pharmacist in
March 1993 found that CMS did not have a physician on-site on Mondays. This led to
delays in having medication orders filled. One of the general population units, which
houses approximately 750 inmates, did not have a physician assigned to it on a
permanent basis from September 1992 until June 1993. This caused periodic problems
with inmates access to primary care. For example:

While on-site at Greensville during July 1993, JLARC staff found
evidence that one general population unit did not have access to either
a physician or a physician extender. During that week, more than 300
inmate sick call requests were disregarded as a result of this lack of
coverage. In order to be seen the following week at sick call, the inmates
would have needed to resubmit a sick call request.

These gaps in physician access created potential problems with continuity of
care. Further, they clearly violated language in the contract requiring that inmates have
access on all week days to a physician or physician extender. The Board of Corrections
standards compliance review conducted by DOC also noted the problems with physician
coverage at Greensville, observing that “routine inmate medical problems may take a
week to a month to resolve.” Minutes from a meeting between DOC and CMS
represeniatives on February 23, 1993 noted a Greensville deputy warden’s “concern
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about lack of physician coverage.” JLARC interviews with DOC administrative staff and
with CMS nursing staff at Greensville continued to note concerns with physician
coverage at Greensville through mid-July 1993.

Recommendation (28). The Department of Corrections should require
CMS to comply with contract requirements regarding physician access for
inmates.

DOC Provision of Support Services Has Been Inadequate

Although the State has contracted for the direct delivery of health care services,
it remains responsible for a variety of support services at Greensville that potentially
affect quality of care, access to care, and cost effectiveness of care. DOC has experienced
difficulty in performing its support role at Greensville. DOC is responsible for mainte-
nance of the medical facilities and for most of the medical equipment at Greensville, and
has experienced problems in both of these areas. For example:

* the respiratory isolation rooms to house tuberculosis patients did not work
properly for more than two years of the facility’s operations

* the X-ray equipment, the infirmary’s most expensive piece of equipment, did
not function properly until more than two years after the facility’s opening.

Respiratory Isolation Rooms Found to Be Non-Functional. Greensville
was designed as the respiratory isolation facility for the Department of Corrections, and,
as such, was to act as a statewide resource for the isolation of inmates with active or
suspected tuberculosis. Greensville’s ten bed respiratory isolation ward was reviewed in
March 1993 and was found to lack sufficient negative pressure to completely refresh the
rooms’ air supply six times per hour. Since Greensville’s opening, there had been little
review of the respiratory isolation rooms by DOC officials, who assumed that the negative
pressure was functioning properly.

VDH officials brought potential problems with the ventilation system for the
respiratory isolation rooms to the attention of staff within OHS in 1991. However, in
March 1991, DOC staff advised VDH that the ventilation system was working properly.
This apparently was not the case, as a long-standing problem with the isolation cells was
confirmed in March 1993, approximately two years after the facility’s opening. CMS
initiated a review of the negative pressure rooms after another VDH review in January
1993 noted apparent problems (an inmate was observed smoking in one of the isolation
rooms and the smoke was not being filtered out of the room). Because of difficulties
moving patients housed in the respiratory isolation ward to other institutions, the
negative pressure rooms were not retrofitted until July 1993. The cost of the repairs was
borne by DOC and amounted to $10,859. Figure 7 illustrates the sequence of events
related to this problem.

In addition to having problems with determining whether the respiratory
isolation rooms were working properly, DOC has experienced difficulty in managing
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Figure 7

Sequence of Events Related to
Respiratory Isolation Rooms

JANUARY 1991 Greensville infirmary opens

FEBRUARY 1991 Inmate with multi-drug resistant
tuberculosis sent to Greensville, VDH
staff question if respiratory isolation
rooms are functional

'MARCH 1991 , DOC staﬁ" state respmztor:y z.solatwn
o | roomsare functioning adequately
JANUARY 1993 VDH site visit raises further questions
about respiratory isolation rooms
MARCH 1993 o ,Negatwe pressure found to be
o - ‘non-functional -
JULY 1993 Matter resolved according to

Department of Corrections

Source: JLARC staff analysis of interviews with VDH and DOC staff, memorandum dated March 1991 from chief
physician to DOC staff, and memorandum from DOC Planning and Engineering to Office of Health
Services dated March 1991.

patients with active or suspected TB housed in the respiratory isolation ward. These
problems threatened the health of both staff and inmates. For example:

VDH staff reviewed the respiratory isolation ward at Greensville in
January 1993. During this visit, VDH staff noted that correctional
officers and inmates were not taking necessary precautions such as
always using masks and that, when used, masks were improperly
fitted. Inaddition, VDH staff recommended that DOC: ensure regular
TB testing of staff working in the isolation area, implement an
improved form of TB testing for HIV positive inmates, institute proce-
dures for confining inmate movement in the isolation area to prevent
the spread of TB, conduct training regarding the transmission of TB,
and annually check the negative air pressure of the isolation rooms and
inspect the ventilation equipment. Despite repeated requests by JLARC
staff, DOC officials were unable to document that they had completed
follow-up on these recommendations.
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According to DOC officials, the department intends to request additional funds
during the 1994 General Assembly session to construct a more advanced respiratory
isolation ward for Greensville. Each inmate room in this ward would be equipped with
an anteroom, showers, and negative pressure in both rooms. The existing respiratory
isolation ward would be used to house inmates with post-operative wound infections or
with behavioral problems. The expected cost of this project is approximately $2.1 million.

It is not clear whether additional respiratory isolation cells are needed at the
present time. There does not appear to be a consensus among DOC Office of Health
Services staff about this issue. The DOC health services administrator stated that
additional respiratory isolation cells are needed because the present respiratory isolation
rooms, even after being retrofitted, do not function adequately. The DOC chief physician
stated that the present respiratory isolation rooms are sufficient and conform to
standards set by the U.S. Centers for Disease Control.

In addition, each of DOC’s new facilities is equipped with two respiratory
isolation rooms. The three new facilities that will become fully operational in FY 1994
- will add an additional six respiratory isolation rooms to the existing ten at Greensville.
DOC officials have not communicated to JLARC staff the justification for the additional
respiratory isolation beds at Greensville.

Recommendation (29). The General Assembly may wish to defer
consideration of funding for additional respiratoryisolation beds at Greensville
Correctional Center until the Department of Corrections adequately demon-
strates: (1) its ability to manage the existing respiratory isolation facility at
Greensville and (2) its need for additional respiratory isolation beds at
Greensville.

X-ray Equipment at Greensville Did Not Function Fully for More Than
Two Years. In addition to its responsibility for the physical plant, DOC is responsible
for maintaining the medical equipment purchased as part of the facility’s activation. The
department made a major purchase of X-ray equipment in January 1991 at a cost of
$258,000. As illustrated in the case example below, this equipment was never fully
functional. Nevertheless, DOC delays in resolving issues regarding its repair resulted
in the State absorbing the entire costs of the repairs.

Greensville’s X-ray equipment was never fully functional, according to
a memorandum written by a DOC engineer. This meant that inmates
had to be sent off-site for some exams, resulting in additional transpor-
tation, security, physician, and testing costs. An OHS quality assur-
ance review conducted in January 1993 by the health services admin-
istrator and chiefnurse noted that “the X-ray equipment reportedly still
malfunctions. This equipment has not been fully operational in a
satisfactory manner since installation. The equipment has been as-
sessed by a contractor but there is an 8 item list of malfunctions in the
equipment that is dated August 12, 1992 that has not been resolved.”
The X-ray equipment was finally repaired by the vendor in June 1993,
more than two years after the facility’s opening. DOC absorbed the
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$6,634 cost of these repairs, as the warranty for the equipment had
expired.

It is not clear why DOC staff could not resolve problems concerning the repair
of the X-ray equipment in a timely manner. Staff at the institutional and central office
level have denied responsibility for the matter in interviews with JLARC staff. In
addition, these staff could not satisfactorily explain why the equipment had not been
repaired or who was responsible for the cost of the repairs.

Quality Improvement Efforts by CMS Have Been Minimal

The contractor at Greensville has not complied with contract requirements for
implementing quality improvement activities. The contract requires that “All Medical
services shall be provided in accordance with JCAHO or NCCHC standards.” The
contract further requires that the “Contractor shall institute a quality assurance
program consistent with VDOC Medical Quality Assurance Program.”

According to the CMS response to the DOC request for proposal for health care
services at Greensville, the contractor’s goal at Greensville was to achieve accreditation
by JCAHO. Achieving JCAHO accreditation would be significant in terms of attracting
both staff and contract providers. CMS no longer is considering JCAHO accreditation,
- according to the contract administrator for CMS. CMS plans to seek accreditation by
NCCHC in early 1994 but has made only minimal preparations for doing so. CMS clinical
oversight committees meet infrequently and have sparse documentation, and CMS has
not performed any monitoring and evaluation of the quality of care. Both properly
functioning oversight committees and consistent monitoring and evaluation of care are
required by accrediting bodies.

Aside from being required by the contract, quality improvement programs in
health care are important because they give managers information on the quality and
cost effectiveness of care delivered, and they help reduce legal liability by proactively
managing risk. The contractor’s lack of activity regarding quality improvement prompted
the health services administrator in OHS to file a vendor complaint in May 1993 stating
that “Clinical Oversight Committees [are] not established.” These oversight committees,
according to JCAHO and NCCHC standards, are the basis for a quality improvement
program. Most of these clinical oversight committees, which are required by the contract,
were not implemented until the period from January to March 1993. Documentation of
the clinical oversight committee meetings is sparse and consists largely of a catalogue of
staff complaints and grievances.

In addition to the slow implementation and low level functioning of the clinical
oversight committees, CMS is currently performing no monitoring and evaluation of
quality of care. Monitoring and evaluation of quality of care and the subsequent
identification of opportunities to improve care is the basis of quality improvement
activities in contemporary health care. Despite this absence of monitoring and evalua-
tion, CMS officials insist that they will be ready for NCCHC accreditation in 1994, having
revised their earlier expectation of obtaining the more demanding JCAHO accreditation.
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Recommendation (30). The Department of Corrections DOC should
require CMS to specify the type of accreditation that it intends to pursue for its
operations at Greensville Correctional Center and should set a firm deadline
for CMS to accomplish accreditation. This deadline should not be later than
June 30, 1994.

DOC MANAGEMENT OF CONTRACT COSTS

DOC has experienced problems with the current contractor at Greensville
similar to those it experienced with the initial contractor. These problems include costs
that significantly exceed appropriations and questionable contract modifications.
Greensville incurred the largest costs in excess of appropriations for health care of all
DOC male institutions in FY 1992 and in FY 1993. In terms of the percentage of
appropriations expended, Greensville also had the largest proportion of overruns in FY
1992 and in FY 1993. DOC needs to establish responsibility for the Greensville contract
at the central office level and to clarify responsibilities for contract oversight at the
institutional level. IfDOC cannot resolve problems with its current contractor regarding
the costs of care and the contractor’s noncompliance with contract provisions, then DOC
should prepare to directly deliver inmate health care at Greensville.

Management of First Greensville Contract Was Problematic

Southside Medical Systems was the initial contractor for providing inmate
health care at Greensville. Later Southside Correctional Care was formed and assigned
the contract. Costs of care during Southside Correctional Care’s tenure exceeded

_appropriations and appear to have exceeded the contractor’s cost estimates. Further,
DOC allowed questionable contract modifications that were not fully communicated
within the department and may have raised the cost of the contract. The contractor
contended that it did not realize the expected level of profit at Greensville and gave notice
to terminate the contract at the end of FY 1992.

Contract Exceeded Projected Costs. The contract specified that Southside
should be paid on a cost-plus-fixed-fee basis. Under this arrangement, Greensville paid
Southside for the costs of pharmaceuticals, supplies, and the amount of the actual
salaries of the Southside medical personnel plus a 19 percent fringe benefit cost. Clinic
services and inpatient and outpatient hospitalizations were billed to Greensville as a
fixed fee per inmate.

At the time the contract was prepared, Southside estimated the cost of providing
services would be nearly $3.9 million for its first full operational year of the contract.
However, this estimate did not include annual cost projections for off-site care and
dialysis. In FY 1992 Southside was paid $5,333,249, and in FY 1993 Southside was paid
$839,445 for services rendered in FY 1992. Greensville’s medical expenditures in FY
1992 totaled nearly $7 million, including payments to Southside by other correctional
facilities and expenditures for associated off-site care. This exceeded DOC’s FY 1992
medical appropriation for Greensville of $4.3 million by more than 50 percent.
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Although the cost of the contract was clearly greater than estimated, an
accurate determination of where overruns occurred cannot be made. Some annual
service costs were not estimated, and Southside’s billing statements to Greensville
lacked specificity as to whether some services were performed on-site or off-sgite.
Nevertheless, DOC attributed these cost overruns to a lack of experience with health care
contracting.

Southside terminated the contract effective June 30, 1992 because its profit
margin was less than expected. Southside claimed it needed more medical positions than
it was allowed, and to attract personnel, it had to compensate them more than the State
allowed for the positions. In addition, Southside claims it incurred costs for carrying
accounts payable for pharmaceuticals and supplies which were not reimbursed by the
State.

Contract Modifications Were Poorly Communicated. Southside also
engaged in practices not sanctioned by the contract, according to DOC’s interpretation
of the contract. An internal audit by DOC revealed that Southside had marked up
pharmaceuticals and consumable supplies by ten percent, contrary to contract provisions
and Section 11-43 of the Code of Virginia. In addition, Southside billed DOC for positions
and compensation not specified in the contract. Southside contended that the modifica-
tions were agreed to orally by DOC personnel. DOC performed an internal audit of the
contract with Southside and while the audit revealed that oral contract modifications had
* been allowed, several of Southside’s practices did violate the contract and the Code of
Virginia. For example:

The DOC audit found that several contract modifications were ap-
proved orally or in writing by DOC officials. For example, the health
services administrator approved one contract modification in a memo,
while others appear to have been approved orally. Modifications to the
contract raising the price of the contract have to be approved by DOC’s
chief deputy director. Because the health services administrator was
not authorized to make modifications affecting the cost of the contract
and oral modifications violated DOC policy, the internal auditor
;ecommended that contractor bills for inappropriate modifications be
enied.

DOC withheld more than $80,000 from Southside’s final payment to offset these
inappropriate contract modifications. Southside’s noncompliance with the contract and
cost overruns during the contract period were exacerbated by the lack of close monitoring.
Originally, there was no on-site contract monitor for the Greensville contract. In May
1991, a position classified as a mental hospital administrative services supervisor was
made responsible for serving as the on-site contract monitor at Greensville. However,
many of the oral modifications to the contract were not documented sufficiently to allow
the DOC on-site contract monitor to identify noncompliance on the part of the contractor.
In addition, the on-site monitor did not have the authority torectify billing problems until
the last month of Southside’s contract. These problems have been repeated during the
current contract.
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Costs of the CMS Contract Exceed Appropriated Amounts

Although the costs of the current CMS contract at Greensville have significantly
exceeded appropriations for FY 1993, DOC does not yet know the final cost of the contract
for FY 1993. However, it is expected to exceed the amount set forth in the contract by
more than $1.5 million and appropriations by about $2.9 million. DOC cannot adequately
monitor the contract’s costs because it has not resolved billing problems with the
contractor.

Summary of Contract Costs for FY 1993. The CMS contract was designed
to be a “fixed fee” contract, where one monthly amount paid to the contractor would
substantially defray inmate medical care costs at Greensville. The contract set this
monthly fee at $491,000 for the first year of the contract, for an annual payment of
$5,892,000. The monthly fee was to cover costs of:

* salaries and benefits for the contractor’s employees

* operating expenses for on-site primary and infirmary care for Greensville and
non-Greensville inmates

* the medical care pool, an estimated $1.2 million cost for off-site care and on-
site specialty care (1/12 of the expected cost of this care for the year was to be
paid each month).

In addition, any supplies provided to the contractor by the State and salary costs of vacant
positions were to be deducted from the fixed monthly amount.

If specialty care costs could be held to less than the $1.2 million paid as part of
the monthly fee for the first year of the contract, the State and the contractor were to split
the savings. As for any off-site care expenses exceeding $1.2 million, the first $300,000
in additional expenses were to be split between the contractor and the State, for a total
of $1.5 million in shared responsibility. However, any costs beyond the total of $1.5
million were to be absorbed completely by the State.

DOC paid monthly invoices to CMS totaling $5,269,793 in FY 1993. In addition,
a bill for the fixed payment for June 1993 of $466,296 was submitted after the end of the
fiscal year, for a total of $5,736,089 in monthly fees incurred in FY 1993. Other costs of
services at Greensville included repairs of equipment and expenses for State employees
assigned to medical care. These totaled $491,244 in FY 1993. Including an estimate of
more than $1.3 million as the outstanding liability for the medical care pool, the total
estimated cost of medical care provided in FY 1993 at Greensville is $7.6 million. These
costs are detailed in Table 7.

A comparison of Greensville’s appropriations for medical care and estimated costs
incurred for FY 1992 and FY 1993 shows that the Southside Correctional Care contract
and the Correctional Medical Systems contract combined were approximately $5.4
million in excess of appropriated amounts. The 1993 General Assembly approved a
$968,300 special appropriation for FY 1994 to cover cost overruns of the Greensville
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Table 7

Medical Care Costs Incurred at
Greensville Correctional Center

FY 1993
Expenditure Type Amount
Monthly invoices paid to CMS in FY 1993  $5,269,793
June 1993 invoice incurred in FY 1993 466,296
State expenses (salaries and miscellaneous) 491,244
Medical care pool utilized but not paid _1.350,000*
Total $7,577,333

*Estimated costs according to CMS Regional Controller, July 28, 1993.

Source: JLARC staff analysis of DOC CARS expenditure data for Greensville Correctional Center, FY 1993, and CMS
Regional Controlier estimate, July 28, 1993.

contract, but JLARC staff estimates suggest that this special appropriation will not be
sufficient. Table 8 illustrates the appropriations and actual expenses for medical care at
- Greensville for FY 1992 and FY 1993.

DOC’s contract with CMS stipulated that CMS bill DOC monthly. Throughout

the first year of the contract, CMS has not been able to produce invoices in a timely
manner with adequate information for DOC staff to verify expenditures sufficiently.

Table 8

Comparison of Appropriations and
Costs of Contracts for Inmate

Health Care at Greensville
FY 1992-FY 1993
Fiscal Year 1092 1993 Total
Appropriation . $4,369,911 $4,695,263 $ 9,065,174
Expenditures incurred $6,917,099 $7,577,333 $14,494,432
Difference in expenditures :
incurred from appropriations ($2,547,188) ($2,882,070) ($5,429,258)
Expenditures incurred as a
percentage of appropriations 158 percent 161 percent 160 percent
Source: JLARC staff analysis of DOC CARS expenditure data for FY 1992 and FY 1993, and 1992 and 1993
Appropriation Acts. .
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This has made it difficult for DOC to: (1) determine whether charges for services were
accurate and appropriate, (2) assess whether costs of the medical care pool were
consistent with projected amounts, (3) prepare contingency plans if the costs of the
medical care pool were higher than expected, and (4) determine the overall costs ofhealth
care at Greensville. As of mid-August, these billing issues had not been resolved.

The two parties met in September 1992 on this issue and apparently DOC staff
orally agreed to grant CMS 120 days to address its billing problems. Therefore, DOC did
not receive bills for either the medical care pool or the contract base until February 1993,
seven months into the contract. At this point it became evident that DOC was facing
significant unanticipated charges for medical services at Greensville from the medical
care pool.

Medical Care Pool Costs Remain Unclear. As of mid-August 1993, DOC
had not determined within $500,000 the final cost of the medical care pool for FY 1993.
Estimates of its cost by DOC officials range from under $1 million to $1.5 million.
Regardless, the State remains liable for approximately $1 million or more in unantici-
pated charges incurred in FY 1993.

DOC did not receive the first bill for the medical care pool until February 1993.
At that time, the total charge for services billed to the medical care pool was $962,460.
DOC officials realized that the costs for services charged to the medical care pool would
substantially exceed the expected $1.2 million cost for FY 1993 outlined in the contract.
Further, DOC’s procurement and budget staff became concerned with the lack of
documentation of services charged to the medical care pool. This lack of documentation
made it impossible for DOC staff to verify expenditures sufficiently to obligate State
funds. Representatives from DOC and CMS met on February 23, 1993 to address billing
issues with the medical care pool and CMS officials promised to rectify the situation.

The situation had not been resolved by May 1993 when the health services
administrator filed a vendor complaint regarding incomplete and untimely billing. The
contractor’s regional manager, who responded to the complaint, attributed these prob-
lems to delays in implementing an automated accounting system. DOC staff on-site at
Greensville devised an ad hoc system for reviewing bills that did not become operational
until early June 1993, less than a month before the end of the fiscal year.

At the end of the fiscal year, the amount of the State’s liability for the medical
care pool remained unclear. DOC does not expect to finalize the amount of the medical
care pool until September 1993. Review by JLARC staff suggests that the outstanding
liability may be between $1.35 million (the amount suggested by the contractor’s regional
controller and documented by bills submitted to date) and $1.5 million (the amount
suggested by DOC'’s chief of operations for programs). The total amount is expected to
be higher than $1.35 million, because some bills for services in FY 1993 have not yet been
received. However, JLARC staff used the $1.35 million amount in calculating the costs
of care at Greensville in order to provide a conservative cost estimate. As DOC has
already paid $1.2 million for the medical care pool as part of the contract’s fixed monthly
fee, the final total cost of the medical care pool is estimated to be between $2.5 million
and $2.7 million. ‘
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The CMS contract administrator attributed the high costs of the medical care
pool to costs associated with providing care to DOC inmates housed at other institutions
and field units. However, review by JLARC staff indicated that this care amounted to
slightly more than $55,000, roughly four percent of the expected total cost of the medical
care pool. The regional controller for CMS indicated that DOC agreed to allow the
$55,000 cost of caring for non-Greensville inmates to be billed separately from the
medical care pool. JLARC staff, in developing cost estimates, have included this cost in
the total outstanding for the medical care pool.

The CMS contract administrator and the CMS medical director at Greensville
alsoindicated that DOC has been “dumping” older and sicker inmates on Greensville but
offered only anecdotal information to support this claim. DOC’s lac’: of a patient-level
data base makes it difficult to verify. However, the workload comparison in Chapter IV
between Powhatan Correctional Center and Greensville suggests that Greensville is not
receiving a disproportionate share of medical workload.

Interviews with DOC’s budget and procurement directors in July 1993 indi-
cated that they attributed the unexpectedly high costs of the medical care pool to: (1) the
contractor’s “steep learning curve” at the beginning of the contract and (2) DOC’s initial
refusal to allow the contractor to bill other institutions for the cost of providing care to
their inmates at Greensville. DOC’s rationale was that funds from the medical budgets
of each institution in the system were reallocated in order to fund the medical care pool
initially. Allowing CMS to bill the other institutions would essentially charge these
institutions twice for the care provided. DOC officials are exploring the possibility of
allowing CMS to charge other institutions for inpatient stays of greater than 24 hoursin
the Greensville infirmary in FY 1994, but have not made a final decision on this issue.

Recommendation (31). The Department of Corrections should immedi-
ately clarify the costs of the medical care pool for FY 1993 and report to the
House Appropriations and Senate Finance Committees before the next session
of the General Assembly on these costs, as well as on expected costs for care
provided in FY 1994.

CMS Slow to Implement Utilization Review. CMS has not complied with
contract requirements to perform utilization review of all outside medical care provided
to Greensville inmates. This may have contributed to the high cost of the medical care
pool, as utilization review is performed to limit outside care to that which is medically
necessary and appropriate. As Chapter IV illustrates, utilization review can result in
significant cost savings. According to interviews with the contract administrator and
medical director at Greensville, CMS has a three stage utilization review process: (1) the
unit physician writes a request for off-site care or infirmary care to the medical director,
(2) the medical director approves or disapproves the request, and (3) if the procedure
requested is part of the contractor’s “prior approval list,” then the request is forwarded
to CMS headquarters for review by utilization review staff. These staff make the final
decision on approval or disapproval. ’

However, CMS did not implement its utilization review process at Greensville
until May 1993, ten months into the contract. This slow implementation of utilization

Chapter V: Privatization at Greensville: An Example of Page 99
DOC’s Health Care Management Problems



review prompted a vendor complaint in May by the health services administratorin OHS.
This vendor complaint suggested that the delay in implementing utilization review was
responsible for the unexpected costs of the medical care pool outlined earlier in this
chapter. CMS blamed delay in implementation on the shortage of physicians, which
required the CMS medical director to act as a unit physician.

In addition to its late implementation of utilization review, CMS appears to be
experiencing problems in communicating its utilization review process to its staff. CMS
nursing staffhave complained about inadequate training in utilization review and delays
in the scheduling of needed appointments. CMS officials indicate that nursing staff are
trained in utilization review as part of orientation and do not need additional training,
suggesting a communication problem between staff and management. This communication
problem may result in problems with the quality of care provided if not addressed promptly.

Recommendation (32). The Department of Corrections should closely
monitor and evaluate Correctional Medical System’s performance of utiliza-
tion review activities to ensure that the State pays only for medically neces-

sary, appropriate medical care.

Problems with CMS Contract Reflect DOC’s Ineffective Contract Management

With regard to contract modification issues, DOC continues to have problems
with internal communications between the central office health services personnel,
central office procurement personnel, and DOC staff at Greensville. As with the previous
contract at Greensville, the costs of the current contract with Correctional Medical
Systems significantly exceed appropriated amounts. DOC has not ensured that the
contractor prepare timely and appropriate invoices for the department to review. In
addition, DOC has not yet received clarification from the contractor of the contract’s total
liability for care provided at Greensville in FY 1993. The total cost of this care is known
to be higher than appropriated, partially due to the contractor’s failure to implement
utilization review in a timely fashion. In view of these problems, DOC needs clearer
accountability for the management of the Greensville contract at both the institutional
and central office level.

DOC Has Not Clearly Communicated Contract Modifications to the
Current Contract. DOC officials appear to have communication problems regarding
modifications to the Greensville contract. As with the Southside contract, central office
officials and Greensville's institutional management do not appear to be communicating
effectively regarding the status of contract modifications. These problems involve
communications between the institution’s warden, the Office of Health Services, and
DOC central office procurement staff regarding contract modifications. For example:

DOC'’s health services administrator stated that the original contract
price did not take into account the salaries of the operating room staff
(approximately $60,000). The administrator indicated that DOC had
allowed CMS to bill these costs against the amount of the contract set

Chapter V: Privatization at Greensville: An Exa Page 100
hp DOC'’s Health Care Management Prol'!?grkis()f d



aside to fund outside care for inmates. DOC procurement staff stated
that they had no knowledge of this contract modification, and stated
that any such modification, would need to be approved by the
department’s chief deputy director if it raised the price of the overall
contract. Review of the CMS response to DOC’s request for proposal
indicates that no operating room staff are provided for in the “Sug-
gested Staffing Pattern.” CMS provided JLARC with documentation
that the health services administrator had approved adding the oper-
ating room staffto the medical care pool, after DOC had been unable to
provide this documentation. JLARC staff review of FY 1993 invoices
submitted by CMS for the medical care pool show that CMS has been
billing the cost of the operating room staff to the amount >f outside
medical care provided for inmates.

* L g *

CMS requested additional licensed practical nurse (LPN) and clerical
coverage for each dispensing unit on September 26, 1992. This request
totaled 3.1 positions (1.5 clerks and 1.6 LPNs) at an estimated cost of
$72,000. DOC’s on-site contract monitor and the contract administra-
tor for CMS both stated that this request had been sent to DOC central
office for approval. DOC central office staff, including the health
services administrator and the director of procurement, stated that they
have never seen this request. Greensville’s chief warden approved
payment for two full-time clerk positions on a temporary basis in
October 1992 until the request for a contract modification could be
acted on by DOC central office. These positions were filled on November
1, 1992 and have been paid for monthly at an average cost of about
$2,200. In January, the chief warden at Greensville approved these
Dositions indefinitely. The chief warden also approved additional LPN
coverage for weekends on an indefinite basis in October 1992. These
positions have been billed monthly at an average monthly cost of about
$2,000 per month. The request for a permanent modification of the
contract is still marked as pending according to CMS records. DOC
central office apparently remains unaware of a contract modification
for which the State has paid approximately $35,000 as of mid-August
1993. Greensville’s warden also granted permission to bill costs of
“essential position vacancies.” These have cost, for both clerical and
nursing staffing, approximately $4,000 per month.

» »* *

The contract between CMS and DOC does not require CMS to provide
staffing on legal holidays. Since Greensville must have medical
coverage on legal holidays, DOC has been paying CMS extra for
providing staffing on each legal holiday. DOC has not provided any
documentation of this contract modification, which appears to have
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been approved orally. The cost for staffing each legal holiday is
approximately $4,500, or an annual cost of about $50,000 for 11 legal
holidays.

Table 9 summarizes the approximate cost of these contract modifications. 22C
has allowed contract modifications potentially totaling almost $200,000 annually with-
out clearly communicating these modifications among health services, procurement and
institutional staff. In some cases these contract modifications appear to have been made
w thout following DOC’s own procedures and the contract’s procedures for contract
modification.

Table 9
Approximate Costs of Contract Modification
At Greensville, FY 1993
Contract Modification Annual Cost
Addition of operating room staff $60,000
Additional clerical staffing 44,000
Additional licensed practical nurses 44,000
Holiday compensation - 50,000
Total $198,000

Source: JLARC staff analysis of documentation provided by CMS on August 11, 1993, and documentation provided by
DOC on July 30, 1993; and JLARC interviews with DOC staff within the Office of Health Services, the
procurement office, and Greensville Correctional Center.

Recommendation (33). The Department of Corrections should improve
itsinternal communication regarding contract modifications to the Greensville
contract. The director of the Department of Corrections should ensure that
DOC follows its internal policies, State contracting guidelines, and contract
provisions for contract modifications of the contract forinmate health services
at Greensville Correctional Center.

Responsibility for Greensviile Contract Remains Diffused. Responsibil-
i2v for the Greensville contract ic delega.ed to the :nstitutional level. DOC central office
officials are involved in discussions regarding the contract. However, there is no single
accountable official or organizational unit in DOC’s central office responsible for
monitoring the contract and ensuring the contractor’s compliance with its provisions.
DOC’s deputy director for adult institutions, the directors of procurement and budges,
the health services administrator, and the chief of operations for programs have been
actively involved in meetings and discussions on the Greensville contract. However,
formal responsibility for management of the Greensville contract rests with the on-site
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contract monitor, who is officially classified as a mental hospital administrative services
supervisor (grade 13).

Currently, the on-site contract monitor reports directly to Greensville’s chief
deputy warden, not to DOC central office staff. The Greensville contract for inmate
health care is supposed to be a pilot project for assessing privatization of inmate health
care in the Virginia correctional system, but there is no central office official clearly
responsible for monitoring this pilot project. Central office budget, procurement, and
health services staff seem aware of the problems regarding contract delivery of medical
care at Greensville, but appear to lack formal authority and responsibility to resolve
these issues. '

In particular, the DOC health services administrator needs a formalized role in
contract monitoring at Greensville. The health services administrator performed a
quality audit of Greensville in January 1993, and noted many of the problems outlined
earlier in this chapter regarding quality of care and access to care. The health services
administrator has been involved in contract modifications to the Greensville contract,
filed DOC’s vendor complaints regarding CMS contract violations, and is, according to
the chief of operations for programs, informally responsible for monitoring it at the
central office level. DOC needs to formalize this responsibility.

Recommendation (34). The Department of Corrections should desig-
nate the health services administrator in the Office of Heath Services as the
central office official responsible and accountable for: (1) effective monitoring
of the contract for medical care at Greensville Correctional Center and (2)
DOC’s effective performance of its support role in the delivery of health
services at Greensville.

Contract Compliance Issues Remain Unresolved. At the conclusion of this
study, DOC had not resolved concerns about the timeliness and accuracy of the
contractor’s billings, the amount of the medical care pool, or the contractor’s implemen-
tation of utilization review. In early July 1993, DOC and CMS officials met to address
these issues. According to a memo circulated prior to the meeting, the purpose of the
meeting was to express DOC’s “acute level of dissatisfaction” with the contractor over
billing issues, the medical care pool, and utilization review. Despite DOC staff’s memo
to the DOC controller expressing satisfaction at the meeting’s outcome, the amount of
the medical care pool remained unsettled. Further, no system was established for
effective, efficient review of bills for either the contract base or the medical care pool.
DOC appears to be relying on the contractor’s good faith, despite a similar commitment
by CMS in February 1993 which did not result in any improvement in the billing,
resolution of the medical care pool, or full implementation of utilization review. Exhibit
4 summarizes the contract provisions with which CMS has been noncompliant. Most of
these contract noncompliance issues have also been noted by DOC and nearly all of them
are unresolved.
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Exhibit 4
Summary of Contract Compliance Problems With CMS
Noted Noted
Noncompliance Issue By DOC By JLARC Resolved?
Timeliness of Billing e “No
Accuracy of Billing ® No
“Medical Care Pool Costs ) ~No=. . . -
Utilization Review ® No
Improper Contract Modifications @ No
Tuberculosis Testmg Procedures
Accreditation - e gl
Quahty Improvement Comm1ttees e
_Physician Access. | @
Source: JLARC staff analysis of DOC Board of Corrections standards compliance sudit at Greensville, November
9, 1992; OHS quality assurance review of Greensville, February 12, 1993; JLARC interviews with DOC
and CMS staff; and DOC vendor complaints to CMS, May 6, 1993.

According to interviews with the directors of budget and procurement and the
chief of operations for programs, DOC must rely on the contractor’s good faith, because
they have few viable alternatives for providing continuity of medical care to inmates at
Greensville. While the DOC procurement director admits that CMS is in technical
default of the contract, DOC is not in a position to discontinue the contract for non-
performance, because DOC is not prepared to deliver medical care services at Greensville
itself.

Potential Cost Savings of State Delivery of Health Services at Greensville

DOC should prepare a plan to deliver inmate health care directly at Greensville
Correctional Center, in the event that the contractor does not comply with all contract
requirements. The plan should include provisions to recruit needed staff and make other
arrangements for provision of care, should DOC need to take over the provision of health
care at Greensville. DOC could potentially save about 13 percent or approximately
$816,000 of the contract’s costs by directly delivering care at Greensville.

JLARC staff developed an estimate of cost savings if the State provided inmate
health care at Greensville directly by using the following assumptions:

* The staffing complement would remain the same, with the exception of
deleting the contract administrator and on-site contract monitor, and adding
a medical facility director (grade 15). This would result in a salary savings of
approximately $58,000 a year if the medical facility director were hired at the
median step within the grade. These salary savings could be used as nursing
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recruitment incentives and would provide approximately $1,400 annually per
nursing position for these incentives.

* The State would pay at least the same salary level as CMS for each position
and might need to provide nursing recruitment incentives as discussed above.

* The State would pay approximately the same cost of care as CMS for outside
care, an estimated $2.7 million in FY 1993. This assumption is given only for
purposes of developing a conservative estimate and does not preclude DOC
from realizing significant savings by implementing utilization review, better
cost management, and effective reimbursement policies.

* The State would realize savings from not having to pay an estimated 13
percent profit margin on the delivery of inmate health care. The base cost of
the Greensville contract for FY 1994 is $6,274,980. Of this amount, $815,747
represents the estimated profit margin. As the State would not need torealize
a profit on the delivery of inmate health care at Greensville, it would not need
to pay this markup if it delivered inmate health care directly.

DOC has not yet assessed whether privatization is a desirable alternative in
terms of providing quality, cost effective health care for inmates. JLARC review of the
Greensville contract suggests that DOC’s experience with privatization has been prob-
lematic in terms of both quality of care and cost effectiveness of care. DOC needs toassess
whether it could provide better quality care or realize cost savings if the State directly
delivered inmate health care at Greensville. DOC also needs to carefully assess its
experience with the Greensville contract before committingto any other major privatization
efforts.

Recommendation (35). The Department of Corrections should require
Correctional Medical Systems to immediately comply with all provisions of the
contract for medical care at Greensville Correctional Center. DOC should
prepare a plan to deliver inmate health care directly in the event that the
contractor does not immediately comply with all provisions of the contract.
The Department of Corrections should report to the next session of the General
Assembly on the status of this recommendation.

Recommendation (36). The General Assembly may wish to restrict the
Department of Corrections from entering into additional major contracts for
direct delivery of substantially all inmate health care at major institutions
until the department: (1) satisfactorily addresses the findings and recommen-
dations of this report concerning the contract for inmate health care at
Greensville and (2) demonstrates that privatization is more cost effective and
provides at least the same quality of care as inmate health services directly
delivered by the State.
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VI. Improving Health Care Management in
the Department of Corrections

The JLARC series of reports on inmate health care has identified Department
of Corrections (DOC) management problems which limit the department’s ability to
efficiently and effectively manage inmate health care services. These problems affect
four broad areas: (1) ensuring access to care, (2) effective contract management and
oversight, (3) cost management and cost containment, and (4) quality improvement
systems. The department’s ability to effectively address these problems is hampered by
two factors:

* the department has failed to assign management responsibility and account-
ability for these problems to a single individual or organizational unit at the
central office level

* in areas for which the department has assigned responsibility to the Office of
Health Services (OHS), the office has not successfully carried out these
responsibilities.

Exhibit 5 summarizes management problems identified by the JLARC series of reports
on inmate health care and indicates which factor appears to be related to them.

Improving DOC’s management and oversight of inmate health care will require
revising the mission, role, and structure of the Office of Health Services. In doing so, DOC
should strongly consider centralizing both funding and direct supervision of health care.
It is of equal importance, however, that DOC ensure that its central office health care
staff have appropriate qualifications to perform the duties and responsibilities to which
they are assigned in light of the growing complexity and expense of the health care
program. It is especially important that the health services administrator be properly
qualified for the duties and responsibilities assigned to that position. Further, DOC
needs to clearly assign responsibility for the areas noted in Exhibit 5 and to implement
needed management systems in these areas. The Secretary of Public Safety and the
Board of Corrections need to hold DOC accountable for meeting its present responsibili-
ties and for implementing the needed management systems in these areas.

ORGANIZING DOC HEALTH CARE SERVICES

DOC should seriously consider implementing stronger central office oversight
of inmate health care to ensure that needed management systems are developed and
OHS adequately performs its assigned responsibilities. Centralization appears neces-
sary to maximize cost savings and to minimize legal liability. Atpresent, OHSis the only
organizational unit with health care management responsibilities. However, OHS has
not been assigned clear responsibility for a number of management systems needed to
improve the administration of inmate health care.
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Exhibit 5

Factors Related to DOC Health Care
Management Problems

Lack of Clearly Assigned OHS Performance
Problems Identified Responsibility in DOC Problems

Documentation i S . 4
Medical Transfers B :
Nurse Recruiting
Physician Recruiting :
Use of Clinical Personnel | -

Contract Oversight

Contract Compliance
Contract Costs

-Collection of Patient Data} . - e T e LK
Reimbursement Policies | ' . B

Tracking Expenditures |
Utilization Review

Quality Improvement

Infection Control

Risk Management

Quality Assurance
Review Follow-up

XXX

XX

* % X

b 4
b 4
4

Source: JLARC staff analysis of inmate dental, mental health, and medical care in the Department of
Corrections, 1992 and 1993.

OHS lacks a defined mission with clearly articulated goals and objectives for
health services delivery and OHS lacks authority to enforce DOC policies and procedures
related to inmate health care. DOC needs to: (1) establish a mission with goals,
objectives, and a clearly defined role for OHS; (2) develop the structure needed for OHS
to reach its goals and objectives; and (3) ensure that OHS staff are adequately qualified
to perform the duties assigned to them.
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OHS Needs a Clearly Defined Mission and Role

DOC’s mission statement forinmate health care needs to be improved toinclude
a statement of the Office of Health Services’ specific goals and priorities, as well as the
office’s role in oversight of the provision of inmate health care. DOC'’s general heaith
services mission is stated in department operating procedure (DOP) 701:

It is the medical mission of the Department of Corrections to prouvide
health services for inmates within the correctional system that areequal
in quantity and quality to that received by the general public. To carry
out its mission, the Department promotes standards and guidelines for
a health care delivery system in which health care prc‘essionals
coordinate the distribution of health care resources. The Lepartment
assigns high priority to health care in the correctional environment.

DOP 701 does not address the specific role OHS should have in assisting the department
to provide health care services “equal in quantity and quality to that received by the
general public.” Nor does this DOP establish concrete goals and priorities for OHS.

According to department operating procedures, OHS is responsible for coor-
dinating the delivery of health care in DOC. Areview of management literature suggests
that coordinating agencies or organizational units are seldom effective unless they are
given a more specific goal beyond coordination. OHS has been implicitly or explicitly
assigned numerous tasks, such as developing policies and procedures and conducting
quality assurance reviews, but these tasks have not been linked to broader goals. A
statement of goals provides a context in which a particular task becomes important.
Otherwise, performing certain activities can become the goal rather than the means to
attaining a larger goal. For example:

OHS is responsible for conducting quality assurance reviews, but this
is not formally connected to any mission statement or policy regarding
the goals or objectives for conducting quality assurance reviews. For
example, one goal for quality assurance reviews could be to improve the
quality of health care provided and thereby minimize the State’s legal
liability. OHS staff are conducting quality assurance reviews of the
medical care, but state they lack needed authority to enforce recommen-
dations for improving care.

OHS is responsible for tracking morbidity data, but this task is not
linked to the broader goal of identifying workload and utilization
trends to allow for budget planning and to identify areas for cost
containment. As a result, OHS has collected data on inmate health
services for the past eight years, but has not ensured that the data are
reliable or useful. Therefore, OHS has not been able to use the data in
any meaningful way.
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OHS develops policies and procedures for health care delivery, typi-
cally in the form of department operating procedures. DOC has not
explicitly connected the development of policies and procedures with the
broader goal for accomplishing this task: developing uniform stan-
dards for the provision of health care to ensure consistent guality of
care. Most policies and procedures have not been updated since early
1990, because there has been noclearlyestablished reason for OHS staff
to assign a high priority to updating these policies and procedures.

In addition, DOC needs to establish clear priorities for OHS. The complexity of
modern health care creates a daily set of demands that makes it easy for health care
administrators to respond to the demands of the moment, rather than focusing on long-
term management objectives. For example:

One OHS staff member reported spending nearly 60 percent of the work
day responding to problems with inmate transfers and jail intakes.
This meant that the staff member had not been able to work on needed
policies and procedures for several months.

Priorities will flow naturally from the goals set for OHS. If DOC makes reducing costs
a goal, then the tasks that relate to that goal will become correspondingly more
important.

_ In addition to not setting clear goals and priorities for OHS, DOC has not

determined what role OHS should play in managing the delivery of inmate health care.
Aroleis the approach used to carry out the goals of a particular organizational unit. OHS
has an ambiguous role with elements of both a coordinating responsibility and direct
authority. In some senses OHS is simply a coordinating office, because it does not
exercise direct supervisory authority over medical and dental staff. At the same time,
OHS has clinical supervisory responsibility for medical and dental staff, suggesting a
greater responsibility than simply coordination.

Recommendation (37). The Department of Corrections should clearly
and specifically state the goals and objectives to be accomplished by the Office
of Health Services, as well as the relative priority of these goals and objectives.
DOC should hold OHS staff accountable for meeting these goals.

Recommendation (38). The Department of Corrections should clarify
the role of the Office of Health Services for inmate health care. The department
should articulate the role of the office in directly supervising facility health
care staff.

DOC Needs to Redefine the Structure of Health Services Management
DOC needs to redefine the structure of health services management in the

department to be consistent with the mission and role it sets for OHS. The structure
should be modified to integrate dental, mental health, and medical care services within
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the office and streamline the Office of Health Services’ reporting relationship within
DOC, oversee health care funding in the system, and enforce health care policies and
procedures. This could be accomplished by centralizing health services within OHS and
providing the office with the resources necessary to implement needed management
systems.

DOC Needs to Assign Responsibility for Development of a System of Care
for Dental, Mental Health, and Medical Care Services. The department has not
clearly assigned responsibilities to any one unit to develop a systematic approach to
providing inmate health care. Currently, the Office of Health Services has some
responsibilities for developing policies and procedures for medical care services. The
chief dentist, located at Powhatan Correctional Center, has dual responsibilities for
system-wide dental policies and procedures, and directly providing dental services to
inmates at Powhatan. And, while the mental health program director is located in
proximity to OHS staff, this position is not considered a part of OHS. DOC should
consider combining the supervision of dental, mental health, and medical care into one
office.

DOC has failed to recognize the importance of integrating inmate health care
services. National experts have noted that many inmates have a combination of medical
and mental health problems which need to be addressed during incarceration. Interdis-
ciplinary treatment approaches would help to address these problems.

DOC could also achieve efficiencies in its current administration of inmate
health care if it were approached as a total system of care. Program resources could be
shared to ensure adequate support staff, and problems affecting the provision of care
could be addressed by a single organizational unit. For example, personnel recruitment
of clinical staff could be streamlined if one unit were responsible for this function.

Recommendation (39). The Department of Corrections should inte-
grate the functions for dental, mental health, and medical care within one
organizational unit.

DOC Should Consider a Revised Reporting Relationship for OHS. As
mentioned earlier, all functions for inmate health care should be placed within the Office
of Health Services. At the same time, DOC should consider having OHS report to the
department’s director or deputy director for adult institutions, in order to improve the
office’s accountability and to facilitate top management oversight of health services
delivery. Currently, OHS is located three levels of management down in DOC’s
organization, reporting to the chief of operations for programs. The chief of operations
for programs reports to the deputy director for adult institutions, who in turn reports to
the department’s director. This reporting relationship does not facilitate close oversight
of health care management or a quick response to problems in health care management
by DOC’s top management.

Currently, 25 states have the health services director report directly to the
director or deputy director of their corrections agency. This reporting relationship would
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increase the visibility and status of the health services function in the department.
Health services needs enhanced visibility and status in DOC because of the increasing
cost and complexity of health care, the importance of services, the legal liabilities, and
the extent of the problems that DOC currently has managing this care. Just as DOC
needs to strengthen OHS’s mission, it also needs to incorporate health services into the
department’s overall mission. Having OHS report to the department’s director or deputy
director for adult institutions would send a clear signal to all concerned that health
services is an important part of the department’s operating mission.

Recommendation (40). The Department of Corrections should revise
the reporting relationship of the Office of Health Services to report directly to
the department’s director or to the deputy director for adult institutions.

DOC Should Consider a Revised Funding Mechanism for Health Ser-
vices. The current method of funding inmate health care does not encourage cost
containment and does not efficiently allocate resources to institutions and field units
based on their medical needs. These problems are outlined in Chapter IV of this report.
Consideration should be given to providing central office health care oversight staff direct
control over the health services budget and, as already recommended in Chapter 1V,
revising the method of budgeting for inmate health care.

At present, cost overruns in medical care are funded by shifting money from
other programs of the Division of Adult Institutions, such as food services or mainte-
nance. Medical staff have little incentive to contain costs for two reasons. First, costs will
be covered from other accounts, so there is not a significant amount of meaning attached
to the appropriations for medical care. Second, medical appropriations for the different
institutions do not accurately reflect the medical expenditures that will be incurred by
the facility. As the comparison between St. Brides Correctional Center and the Virginia
Correctional Center for Women indicated in Chapter IV, institutions of similar inmate
populations may have very different health care funding needs, depending on the
population incarcerated there.

Granting a central office of health services control of medical funding would
allow the allocation of medical funds to be adjusted to reflect different institution’s needs
based on the characteristics of their inmate populations. There would also be an
incentive for cost containment, because overspending in medical care could not so easily
be balanced by shifting funds from other program accounts within the Division of Adult
Institutions. Control of funding would also give the central office of health services a
mechanism to ensure compliance with its policies and procedures.

Recommendation (41). The Department of Corrections should con-
sider placing control of funding for inmate health care in a central office unit
responsible for health care oversight.

OHS Needs Enforcement Authority. OHS currently lacks any mechanism to
enforce compliance with departmental medical policies and procedures. Any problems
noted at the institutional level by OHS are addressed to the relevant warden or
superintendent. OHS lacks independent authority to enforce compliance.
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Giving OHS control of funding for health care would result in the office having
a strong compliance mechanism. This should be coupled with granting OHS staff direct
supervisory authority over health care staff at the institutional level. Further, this
centralization of funding responsibility and supervisory authority would improve stan-
dardization of care, which would help reduce the State’s legal liability. Centralization
would also improve tracking of medical care costs, because these costs would now be
managed by one organizational unit in the central office, instead of by individual
wardens and administrators in the regional offices.

Currently, OHS has responsibility, but not authority, for clinical supervision of
medical and dental staff in the field. Similarly, the mental health program director is
responsible for clinical supervision but lacks the authority to mcke this supervision
meaningful. Granting central office staff direct supervisory authority over health care
staff at the institutional level would make clinical supervision a reality, by linking this
supervision to more traditional supervisory control devices such as performance apprais-
als. Centralization would likely improve the cost effective utilization of health care staff,
because these staff would now be supervised by persons trained in health care and
conversant with the appropriate tasks and duties of different levels of providers.
Moreover, the centralization of health care funding would give health care administra-
tors an incentive to contain costs, as discussed above.

Centralization of health care management would also provide a single organi-
zational unit, with appropriate funding and enforcement authority, to be responsible for
correcting management problems identified in the JLARC series of reports on inmate
health care. DOC has not assigned organizational responsibility for problems such as
recruiting and retention of nurses and physicians, ensuring access for special inmate
populations, tracking of inmate medical costs, control of temporary nursing costs,
developing more cost effective reimbursement policies, and management of the contract
for health services at Greensville Correctional Center.

Recommendation (42). The Department of Corrections should strongly
consider granting central office health care staff direct supervisory authority
over health care staff at major institutions and field units. DOC should report
to the next session of the General Assembly on its plan to remedy management
deficiencies identified in JLARC reports on inmate dental, mental health, and
medical care.

Resources Required for Centralization of Health Care Management. At
present, the DOC central office has 6.5 positions for the oversight of health care. These
are a health services administrator, a chief physician, a chief nurse, a chief pharmacist,
and a secretary senior, all of whom oversee medical care; the mental health program
director; and the chief dentist, who is half time in an administrative capacity. Central-
ization of inmate health care would require retaining each of these positions, however,
the positions would have additional duties and responsibilities.

Centralization of funding might require additional fiscal and clerical support.
Centralization of direct supervisory authority over clinical staff might require additional
professional staffto provide a workable span of control in supervising institutional health
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care staff. These additional staff, if needed, might be located physically in one or more
of DOC’s existing regional offices, thereby taking advantage of DOC’s existing manage-
ment structure.

Recommendation (43). The Department of Corrections should assess
the resources required to accomplish the mission and role it determines
appropriate for the central office oversight of inmate health care.

Qualifications of Central Office Health Care Staff Should Be Assessed

While DOC needs to pay close attention to improving the mission, role, and
structure of OHS, an equally important factor in improving the management of health
care is ensuring that capable health services staff are placed in the central office positions
responsible for the oversight of health care. The position of health services administrator
is an especially critical one. Correctional literature in particular, and public manage-
ment literature in general, emphasize that the role of the administrator or head of an
organizational unit is a critical one.

Corrections literature and JLARC staff review of challenges facing DOC
suggest that the health services administrator should have, at a minimum, a masters
degree in health services administration, substantial knowledge of budgeting, nurse
recruiting, quality improvement, and health care contract oversight. It is desirable that
- the administrator have a broad-based health administration background, as that
individual is potentially responsible for dental, mental health and medical care.

In addition, contract oversight and quality improvement are two areas which
have grown in importance since the present structure of the Office of Health Services was
created. OHS staff position descriptions written in 1985 and 1986 do not accurately
reflect the present responsibilities of the positions. For example:

The health services administrator is actively involved in discussions
regarding the contract for delivering inmate health care at Greensville,
but the position lacks a formal oversight role for the contract at
Greensville. Approximately 20 percent of the DOC health care system’s
resources are devoted to this contract.

As DOC establishes a mission and role for OHS to reflect needed changes to the health
care system, these position descriptions will need to be modified to reflect the changing
role of the office.

Because the mission and role of the Office of Health Services will be significantly
expanded, DOC will need to carefully reassess the qualifications and skills required of
OHS staff, and compare these qualifications and skills to those required of its current
OHS staff. This is particularly true if DOC elects to centralize funding and supervision
ofinmate health care, as this would substantially increase the duties and responsibilities
of the present central office positions for health care oversight, especially the health
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services administrator. Assuming the duties and/or qualifications of a particular
position are substantially revised, DOC will need to readvertise the position.

Recommendation (44). The Department of Corrections should care-
fully assess the qualifications required of its central office health care staff.
The department should consider enhancing the qualifications required of the
position of health services administrator. This position should be readvertised
to reflect substantial changes in the position’s responsibilities. DOC should
consider readvertising for any other position where the duties or qualifica-
tions are substantially revised.

MANAGING DOC HEALTH CARE SERVICES

DOC has not clearly assigned authority, responsibility, and accountability for
the oversight activities needed to effectively manage inmate health care. As a result,
oversight of these areas has been problematic. DOC needs to develop management
systems for these areas of responsibility. Responsibility for developing and maintaining
these management systems should be clearly assigned to one organizational unit at the
central office level. The Office of Health Services is the logical place to assign this
responsibility.

However, DOC has assigned oversight responsibility for a number of important
areas ofhealth care management to the Office of Health Services. OHS has not developed
needed management systems in these areas. DOC needs improved performance from
OHSinits present responsibilities and 1or OHS to develop needed management systems.

DOC Needs to Assign Responsibility and Develop Management Systems

DOC needs to develop health care management systems at the central office
level to address problems identified with the access to care due to staffing problems,
contract oversight, and cost containment. These systems are important for providing
quality care, controlling costs of medical care, and reducing the State’s legal liability in
the provision of inmate health care. Logically, OHS should be responsible for these
activities.

DOC Needs to Clearly Delineate Responsibility for Ensuring Access to
Care through Appropriate Staffing, Recruitment, and Retention. DOC has not
assigned responsibility for ensuring access to health care for inmates through cost
effective staffing. Chapter II1 of this report identified problems with physician access
created by DOC’s reluctance to use physician extenders. The inmate dental report noted
problems with inmates’ access to cost effective care because of DOC’s limited use of dental
assistants. The inmate mental health report noted problems with inmates’ access to
mental health care caused by mental health provxders spending significant portions of
their time on clerical tasks.
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Chapter III of this report also identified problems with access to care created by
DOC’s difficulties in recruiting and retention of nursing and physician staff. DOC has
not assigned any single organizational unit responsibility to explore creative alterna-
tives for recruiting and retaining nursing and physician staff. This has created problems
with access and continuity of care and has required DOC to fill nursing and physician
vacancies with more expensive temporary nursing agencies and contract physicians.

DOC needs to develop a systematic approach to assessing the health care
staffing components appropriate for each facility. DOC then needs to develop a
systematic approach for recruiting and retaining these needed staff. Doing so would
promote cost effective access to health care for inmates.

- DOC Needs to Clearly Delineate Responsibility for Health Care Con-
tract Oversight. DOC has not clearly assigned responsibility at the central office level
for monitoring the contract for provision of inmate health care at Greensville Correc-
tional Center. Chapter V describesin detail problems concerning DOC’s lack of adequate
oversight of the contract at Greensville. Many of the problems which resulted are the
direct result of poor contract oversight by DOC. The department has failed to clearly
delineate a responsible individual or organizational unit at the central office level for
overseeing the contract. Chapter V recommended that the Office of Health Services be
given clear responsibility for systematically monitoring and overseeing implementation
of the contract.

DOC Needs to Develop Management Systems to Effectively Analyze
Health Care Costs and Implement Cost Containment Mechanisms. DOC has not
assigned any individual or organizational unit responsibility for analyzing health care
costs or making recommendations for systemic improvements to contain these costs. As
aresult, DOC has not effectively implemented needed cost containment approaches, such
as those outlined in Chapter IV of this report. At present, DOC leaves wardens and
regional administrators, who donot have expertise in these areas, to devise their own cost
containment approaches or to deal with the consequences of uncontrolled health care
costs. For example: :

When asked by JLARC staff how the region responded to significant
cost overruns in medical care at two of the region’s major institutions,
one regional administrator stated that maintenance and other needed
expenditures throughout the region were deferred. When asked how
much help central office staff were in controlling these medical costs,
the regional administrator stated that they meant well, but did not
provide much help.

One region that is located several hours from the Richmond metropoli-
tan area wanted to explore using a hospital in proximity to the region’s
facilities for inpatient and outpatient medical care. This would have
helped these facilities to reduce costs of security for transporting
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inmates to the Medical College of Virginia (MCV) for services. Accord-
ing to the regional administrator, DOC central office stoff did not
support this idea and the region continues to expend large sums on
transporting inmates and attendant staff.

DOC needs to designate a single indi vidual or organizational unit as responsible
for identifying opportunities for cost savings in the provision of inmate health care.
Chapter IV outlines several steps DOC could take immediately to contain costs and
rechannel funds to better use. DOC should clearly assign this responsibility to OHS and
assign priority to identifying cost savings in the provision of inmate health care.

Recommendation (45). The Department of Corrections should assign
responsibility for health care cost tracking and cost containment to the Office
of Health Services.

DOC Should Assign Responsibility for Needed Management Systems to
OHS. OHS is the logical organizational unit for DOC to assign responsibility for
implementing needed management systems. OHS is the department’s only organiza-
tional unit for overseeing the delivery of inmate health care, aside from the mental health
program director. OHS staff and the mental health program director are also the
department’s only central office staff with health care backgrounds of any type. OHS, in
cooperation with the mental health program director, should be assigned responsibility
for ensuring access to care through staffing, recruiting, and retention of health care staff;
contract oversight; as well as, cost analysis and cost containment..

OHS, however, will need to significantly improve its performance in order to
carry out additional responsibilities. OHS is presently responsible for several important
health care management activities. It hasnot successfully carried out these responsibili-
ties.

Recommendation (46). The Department of Corrections should assign
responsibility for developing needed health care management systems to the
Office of Health Services. The department should hold Office of Health
Services staff accountable for developing and implementing these manage-
ment systems.

OHS Performance Needs Improvement

In the instances in which DOC has assigned responsibility for health care
management, it has assigned this responsibility to the Office of Health Services. At
present, OHS has not successfully carried out these responsibilities for the oversight of
documentation of care, cost containment, or quality improvement. OHS needs torethink
its approach to areas where its performance has been inadequate, and to approach these
problems in terms of management systems. In particular, OHS needs management
systems to: (1) guide the documentation of care and medical transfers, (2) collect
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appropriate health care data for analysis of inmate health care costs and identify
opportunities for cost containment through utilization review activities, and (3) follow-
up on quality assurance reviews, infection control, and risk management.

OHS Needs Systems for Documenting Inmate Access to Care. OHShasnot
adequately developed systems to ensure access to quality care and appropriate documen-
tation of medical care. Problems with access and documentation of medical care are
discussed in Chapter III. OHS needs to develop management systems to address these
issues.

OHS Needs to Improve Performance of Utilization Review and Data
Collection. OHS could identify other cost savings by doing a better job of tracking
morbidity and patient data to assess the resource requirements of the correctional health
care system both now and in the future. Absent more comprehensive data, OHS has been
unable to effectively plan for the future. As illustrated in Chapter IV, OHS needs to
improve its performance of data collection and utilization review. Both data collection
and utilization review are important for identifying and containing costs of health care.
OHS has not collected complete, accurate morbidity and patient data; and OHS has not
sufficiently analyzed medical care data that have been collected or used the data to
identify opportunities for cost savings. Further, OHS has not fully utilized its contract
with MSVRO for utilization review. OHS could realize significant cost savings from fully
utilizing this contract.

OHS Quality Assurance Reviews Lack Follow-up. OHS has identified
management problems in its quality assurance audits but has not followed through on
these findings to correct problems noted. The health services administrator’s position
description states that he is responsible for “institutional evaluations and quality
assurance.” Currently, this responsibility is discharged by conducting an annual quality
assurance audit of each facility, which is typically performed by the chief nurse. JLARC
staffreviewed the findings from OHS quality assurance audits conducted in FY 1992 and
compared them with findings during JLARC staff’s site visits at DOC facilities in April
to July 1993. In many cases, OHS findings from the previous year’s quality assurance
audit had not been corrected at the time of the JLARC site visit. For example:

At one major institution, the quality assurance audit conducted in
December 1992 noted that the medical secretary reviewed bills for
inmate medical services and “found a number of duplications, errors,
etc.” JLARC staff noted the same problems on their site visit in
May 1993. Little action had been taken to correct the problems of
duplicate billing since they were noted in December 1992.

* * *

At a major institution housing handicapped inmates, the OHS audit
noted concerns about the handicapped inmates’ access to the medical
building. The audit, conducted in December 1992, stated that this
matter would be discussed with the OHS staff and that recommenda-
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tions would be developed. As of JLARC's site visit in April 1993, no
such recommendations had been developed and concerns about handi-
capped inmates’ access to the medical building continued to be ex-
pressed by institutional staff and inmates.

Recommendation (47). The Department of Corrections should require
the Office of Health Services to develop a system to ensure appropriate, timely
follow-up on the findings of quality assurance audits.

OHS Lacks a System for Infectious Disease Management. OHS has not
successfully fulfilled its responsibilities for tracking infectious diseases and has not
developed adequate policies and procedures for managing infectious diseases. DOP 726
states that “the Office of Health Services should maintain data bases on theincidence and
trends of all notifiable diseases.” When JLARC staff requested a copy of these data bases,
they were provided with statistics on Human Immunodeficiency Virus (HIV) and
Acquired Immunodeficiency Syndrome (AIDS) infections only, not other notifiable
diseases such as tuberculosis and hepatitis B. JLARC review of mail survey data from
major institutions and field units suggests that the existing OHS data base severely
understates the number of inmates with HIV and AIDS in the DOC system. Forexample,
in August 1993 the DOC chief physician provided JLARC staff with FY 1993 statistics
indicating 83 HIV positive inmates and 38 inmates with AIDS in the entire correctional
system. However, JLARC surveys and interviews with DOC medical care staff indicated
as many as 154 HIV positive inmates and 48 inmates with AIDS in the system.

DOC signed a memorandum of understanding with the Virginia Department of
Health (VDH)in March 1993 to track tuberculosis and toimplement tuberculosis testing.
VDH provided DOC with $25,000 in federal grant funds to assist in this effort. Asof June
1993, however, DOC’s chief nurse noted that “we are still not getting 100 percent
compliance in reporting” from DOC facilities. JLARC staff's review of the June 1993
report indicated that fewer than 50 percent of DOC facilities reported the requested data
to OHS.

Monitoring and reporting of all incidences of reportable communicable diseases
is important, because a disease can only be contained if its outbreak is identified. Public
health standards require that DOC report information on infectious disease occurrences
in the correctional system, because members of the public, such as correctional officers
and other staff and visitors come into contact with inmates. An outbreak that starts in
a correctional facility could potentially spread into the surrounding community.

In addition, a 1992 Board of Corrections standards compliance review con-
ducted by DOC of Greensville Correctional Center noted that there was “no written
department protocol for the management of communicable diseases.” DOP 726, the
department’s only policy on infectious diseases, is not comprehensive. Management of
patients with infectious diseases is not covered by the policy and it fails to address specific
issues regarding testing. OHS staff state that they are working on updating the policy,
but as of mid-July 1993 this had not yet been completed. As Chapter V illustrates, such
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a policy is needed, because DOC’s management and oversight of infectious disease cases
has been problematic, particularly regarding inmate transfers. These problems poten-
tially place the health of DOC employees and inmates in jeopardy.

Recommendation (48). The Department of Corrections should assign a
high priority to improving its monitoring and tracking of infectious diseases
in the DOC system. DOC should require the Office of Health Services to
immediately develop and promulgate needed policies and procedures on
infectious disease management.

OHS Has Not Implemented Risk Management Effectively. Risk manage-
ment is designed to reduce legal liability in a health care system by minimizing the sorts
of incidents that create liability. The health services administrator, according to the
position’s description, is responsible for risk management, but there isno health care risk
management system in place in DOC. DOC’s procurement office is responsible for
department-wide risk management such as worker’s compensation accidents and tort
claims, but not health care risk management. OHS needs to perform this function for it
to be carried out effectively.

The absence of a health care risk management system means that there is no
follow-up on incidents that create potential liability. DOP 706 states that OHS will
review all incidences of “serious ilinesses, injury, or death.” OHS staff were unable to
provide any information regarding improvements made or lessons learned as a result of
these reviews or to document these reviews. Moreover, this policy does not address all
potential sources of legal liability because it focuses only on incidents where the outcome
was serious illness, injury, or death, as opposed to cases which had the potential for these
outcomes. For example:

At a major institution visited by JLARC staff, an inmate with AIDS
experienced an outbreak of genital herpes, which is serious and even
potentially fatal for persons with AIDS. Because the institution wason
lock down and the case was not deemed an emergency, this inmate was
not treated for nearly three weeks. Once the inmate was treated, it took
an additional four weeks for the correct diagnosis of the inmate’s
problem to be made. No corrective action was taken as a result of this
case, which resulted in two legal actions against the Commonwealth
and its employees.

OHS staffindicate that they need torevise DOP 706 but have been unable tofind
the time to do this. OHS needs to assign a high priority to revising this policy to focus
on implementing lessons learned from serious incidents and from potentially serious
incidents. OHS also needs to document these reviews and the improvements made as a
result of them.

Recommendation (49). The Department of Corrections should require
the Office of Health Services to implement a proactive risk management
proMedical Care Services for Female and Handicapped Inmates.
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Appendix A
Item 15-A, 1992 Appropriation Act

The Joint Legislative Audit and Review Commission shall examine the
increasing costs of inmate health care in the state correctional system.
The objective of this study shall be to determine the appropriate level
ofinmate health care while developing mechanisms for restraining the
growth of costs. The Commission shall report on its progress to the
1993 General Assembly and to each succeeding session until its work
is completed. In carrying out this review, Virginia Commonwealth
University, the Departments of Corrections, Health, Medical Assis-
tance Services, and Mental Health, Mental Retardation and Sub-
stance Abuse Services, and the Auditor of Public Accounts shall
cooperate as requested and make available all records, information
and resources necessary for the completion of the work of the Commis-
sion and its staff.

Appendixes

Page 123



Appendixes Page 124



Appendix B
Agency Responses
As part of an extensive data validation process, the major State agencies
involved in a JLARC assessment effort are given an opportunity to comment on an
exposure draft of the report. Appropriate technical corrections resulting from the
written comments have been made in this version of the report. Page references in the
agency responses relate to an earlier exposure draft and may not correspond to page
numbers in this version of the report.
This appendix contains the responses of:
o the Secretary of Public Safety
e the Department of Corrections

¢ the Medical College of Virginia Hospitals
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COMMONWEALTH of VIKGINIA

O. Randolph Rollins Office of the Governor (804) 786-5351

Secretary of Public Safety Richmond 23219

TDD (804) 786-7765

September 10, 1993

Mr. Philip A. Leone

Director

Joint Legislative Audit and Review Commission
Suite 1100

General Assembly Building

Capitol Square

Richmond, Virginia 23219

Dear Mr. Leone:
I have received the copies of the exposure draft of your

report, Review of Inmate Medical Care and DOC Manaqemgnt of.
Health Services and your request for comments from this office.

This office has reservations concerning several
recommendations in the report. Specifically, recommendation 24,
which would require the Secretary of Public Safety to explore
mandatory HIV testing, HIV segregation, 'and medical parole
eligibility, entails a policy decision. Separation of inmates
based upon a non-contagious medical condition has been and
continues to be the subject of litigation in many states and may
create charges of discrimination and subject the Commonwealth to
challenges on constitutional grounds.

Recommendation 25, to require that inmates pay for medical
services, if implemented may be discriminatory. A large segment
of the inmate population is indigent. Charging inmates for
medical services would create a disparity of medical treatment
within the institutions.

Recommendation 36, that the General Assembly restrict the
Department's ability to contract for medical services, would
sarinucly impair the ability of the Department of Correct@ons
(DOC) tc operate. 1In many areas of the state, DOC's ability to
contract for medical services is the only option available to
provide service.
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Mr. Philip A. Leone
September 10, 1993
Page two

This office has reviewed the response by DOC and concurs
with many of the comments made by the Department during the
meeting with you and members of your staff.

Theophlise L. Twitty
Deputy Secretary of Public Safety

TLT/aka-p

cc: The Honorable O. Randolph Rollins
Mr. Edward Murray
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COMMONWEALTH of VIRGINIA

EDWARD W. MURRAY . P. 0. BOX 26963
DIRECTOR Department of Corrections RICHMOND. VIRGINIA 23261
{B04) 674-3000

September 10, 1993

Mr. Philip A. Leone, Director

Joint Legislative Audit and Review Comrission
Suite 1100, General Asserbly Building

Capitol sguare

Richrond, Virginia 23219

Dear Mr. Leone:

Enclosed are attachments 1 & 2 fror the Department of
Corrections®' technical review of your exposure draft of
August 27, 1993, "Review of Inmate Medical Care and DOC
Managemrent of Health Services". ,

While many of the recomrendations reguire additional study,
it is apparent that additional personnel and other resources
will be needed to execute any plan in consonance with the
recormrendations. I would welcore your support in developing
appropriate plans and budget addenda to address these needs.

erely,
éfun\

E. W. Murray

Enclosure

EWM/cfg
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Attachment 1

Department of Corrections Comments to Exposure Draft
of August 27, 1993

JLARC REPORT

Page 7, Paragraph last
JLARC Comment: DOC’s consultants contract was for $60,000.

DOC Response: The contract cost was $45,000.

Page 15, Paragraph 1
Page 61, Paragraph 2

JLARC Comment: Infirmary beds are not available at Deep Meadow if
inmates reqguire acute care.

DOC Response: Infirmary beds are available at Powhatan, which is
less than 1 mile away.

Page 22, Paragraph 3

JLARC Comment: DOC pays 100% of inpatient charges for female
inmates.

DOC Response: It is the DOC’s understanding that the negotiated
rate of $833.25 per diem applies equally for male & female
inpatients at MCV since July 1, 1992. This is less than 100% of
the inpatient charges.

Page 31, Paragraph last
JLARC Comment: Role of the chief nurse.

DOC Response The chief nurse also spends substantial Fime
arranging ijail inmates’ intakes into the Department for medical
reasons.

Page 38, Paragraph 1

JLARC Comment: OHS 1is responsible for assessing medical staff
needs....little has been done to address these problems.

DOC Response: Staffing is the number one DOC budget priority. OHS
has historically requested additional FTE through addendum budget
procedures. The General Assembly approved funding for 15 nurse
positions as of FY 93 and 3 as of FY 94. 130



Page 42, Paragraph 3
Page 43, Table 2

Page 49, Paragraph 3

JLARC Comment: DOC major institutions reported average waiting
periods to see a physician of between four and five days.

DOC Response: Inmates are triaged by nursing staff and are
referred to a physician the same day if necessary. A system is
available for emergency off-site care. After-hours institutional

physician coverage is not <clinically efficient or cost effective
inasmuch as the physician has no access to on-site laboratory or
radiology diagnostic support, specialty consultants, and staff to
support him/her. Physicians are on call at DOC infirmaries.

Page 52, Paragraph 2
JLARC Comment: DOC does not employ nurse practitioners.

DOC Response: DOC is considering the use of physician extenders at
VCCW & MCTC. However, it appears that nurse practitioners may be
as difficult to hire as MD’s.

Page 52, Paragraph 3

JLARC Comment: DOC considers a correctional health assistant
equivalent to a nurse practitioner.

DOC Response: DOC does not consider these positions to be
equivalent in terms of experience, knowledge, skills, or ability.

Page 54, Paragraph 2

JLARC Comment: The wuse of contract physicians is not as cost
effective as the employment of state institutional physicians.

DOC Response: Many institutions are located in medically
underserved areas which, because of physician unavailability,
precludes the hiring of full-time physicians. Consequently, DOC’'s
only option is contract physician coverage. Also, there are many
situations such as field units where full time state physicians
would not be cost effective,.
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Page 59, Paragraph 1

JLARC Comment: Additional clinic spaceé at VCCW is not comparable
with infirmaries for male inmates.

DOC Response: Environmental and space deficiencies at the VCCW
medical facility have been previously documented by the DOC. The
plans for the new women’s facility will contain necessary medical
and mental health treatment wunit and will serve as the women’'s
.primary medical facility. There is a need to renovate and expand
clinic space at VCCW and DOC is currently assessing options for
corrective actions.

Page 70, Paragraph 2
Page 77, Paragraph 1
Page 146, Paragraph 3

JLARC Comment: DOC lacks detailed data on health care expenditures
and services provided.

DOC Response: Data regarding work-load and morbidity has been
revised and will be analyzed through spreadsheet formats in
conjunction with staffing and financial data. This combination of
information will assist in substantiating subsegquent budget
reguests. Enhanced morbidity data collection commenced.on July 1,
1993.

Page 71, Table 3

JLARC Comment: Off-setting temporary nursing charges with improved
recruiting.

DOC Response: Dependence on temporary nursing charges is
substantially a result of insufficient staffing, particularly in
medically underserved areas. The savings identified in Table 3 are
hypothetical, and are based on uncertain assumptions.

Page 77, Paragraph 2

JLARC Comment : There are no staffing standards for medical
personnel.

DOC Response: Surveys on many states and inquirires to the
American Correctional Association and the National Commission on
Correctional Health Care, have indicated that nationally no

staffing standards exist for nurses in correctional facilities.
However, OHS staff is attempting to establish staffing standards
based upon acuity of illness, population, chronjic illness, and
handicapped conditions, and to some extent, geographic location of
the institution.

132



Page 86, Paragrah 3
JLARC Comment: Good financial management.

DOC Response: The reference to a lack of good financial management
is not an accurate statement. As the Department improves its
capture of health services information, opportunities for cost
savings will improve. :

Page 87, Péragraph 2
Page 91, Paragraph 2

JLARC Comment: DOC’s use of a contractor to review medical
procedures has not been employed to its fullest extent.

DOC Response: During contract renewal discussions, the Medical
Society of Virginia Review Organization was requested to perform
retrospective review as well as other initiatives to identify
savings to DOC. The contract renewal became effective August 1,
1993. All hospitals providing inpatient services for DOC will be
informed of this utilization review initiative. DOC will continue
to review the cost effectives of utilization reviews.

Page 90, Paragraph 1

JLARC Comment: It appears that DOC spent over $1 million more than
the cost of state employees to cover vacancies.

DOC Response: DOC has had to rely on agency nurses to cover
vacancies and to supplment expanded needs.-

Page 92, Paragraph 2

JLARC Comment: 100% payment for female inpatient care.

DOC Response: It is DOC’s understanding that the per diem rate for
men and women is the same. The $833.25 negotiated rate 1is less
than 100% of charges.

Page 95, Paragraph 2

JLARC Comment: Lack of negotiated reimbursement rates for other
hospitals and physician services DOC may have forgone as much as
$745,000 in FY 93.

DOC Response: Based upon DOC’s experience, it may be difficult to
gain meaningful savings because of the low patient volume outside

the Richmond area. - The DOC agrees with Recommendation #17 to
renegotiate rates with MCV.
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Page 100, Paragraph 3
Page 101, Paragraph 3
Page 158, Paragraph 3

JLARC Comment: DOC could use information obtained in retrospective
hospital utilization review to deny medically unnecessary services.

DOC Response: During contract renewal discussions, the Medical
Society of Virginia Review Organization was requested to perform
retrospective review as well as other initiatives to identify
savings to DOC. The contract renewal became effective August 1,
1993. All hospitals providing inpatient services for DOC will be
informed of this utilization review initiative. DOC will continue
to review the cost effectives of utilization reviews.

Page 104, Paragraph 3

JLARC Comment: The Health Services Administrator could not provide
JLARC staff with an accurate count of available medical beds in the
DOC system.

DOC Response: Medical beds are reflected on the daily bed
utilization report. JLARC was provided this report.

Page 106, Paragraph last
Page 108, Paragraph 1

JLARC Comment: An option is to implement mandatory testing and
separation of these inmates from general population inmates.

DOC Response: DOC does not consider separation of HIV infected
inmates to be an economic, clinical, or administratively viable
option in light of contemporary standards. HIV testing would have
to be conducted quarterly on all inmates because of the window of
infection probability extending beyond several years. Cost data is
significant in terms of 17,000 inmates who are currently
incarcerated. There is no definitive data available that reflects
any cost savings associated with separating HIV infected inmates.

Page 114, Paragraph 3

JLARC Comment: DOC could save $816,000 by terminating the contract
and use state employees.

DOC Response: JLARC contends that by canceling the CMS contract at
Greensville and delivering health care ourselves, that the DOC
could save about $800,000 per year. This assertion is based on the
assumption that CMS is realizing approximately 13% profit, an
amount the DOC would not pay on its own operations. However, there
is no evidence to indicate whether CMS 1is achieving any profit at
Greensville. 134



There may be other reasons to contract apart from saving money. In
many instances, the expertise required to operate cgmpllcated
medical facilities in remote areas can only be obtained on a
contract basis.

Page 117, Paragraph 2

JLARC Comment: Greensville had problems with TB testing and
follow-up.

DOC Response: CMS has corrected its TB testing and documentation
procedures and retesting will be completed by October 1, 1993.

Page 120, Paragraph 2

JLARC Comment: Since opening there has been little review of the
respiratory isolation rooms. DOC officials assured that the
negative pressure was functioning properly.

DOC Response: Improvements were completed in July 1993 and the
rooms meet CDC standards.

Pages 140, Paragraph 3
DOC Response: Cancelling Greensville contract.

JLARC Response: JLARC contends that by canceling the CMS contract
at Greensville and delivering health care ourselves, that the DOC
could save about $800,000 per year. This assertion is based on the
assumption that CMS is realizing approximately 13% profit, an
amount the DOC would not pay on its own operations. However, Fhere
is no evidence to indicate whether CMS 1is achieving any profit at
Greensville.

There may be other reasons to contract apart from saving money . In
many instances, the expertise required to operate complicated
medical facilities in remote areas can only be obtained on a
contract basis.

Page 156, Paragraph 4

JLARC Comment: One region wanted to use a hospital in proximity Fo
the regions facilities...central office staff did not support this
idea.

DOC Response: Emergency inpatient care is prov%ded in the
geographic area of the institution. Division Operating Procedut?
720, paragraph VII, I stipulates that "wherever and whenever
feasible medical and dental outpatient consultations should be
provided in the geographic area of the institution”. This
provision is consistently verbally communicated by OHS staff. 135



Attachment 2

DOC Comments to 8,/27/93 JLARC Exposure Draft

JLARC Recommendations/Medical Review

The Department of Corrections should ensure that
institutions and field unit staff take immediate steps
to improve documentation of inmate medical care. The
Office of Health Services should: (1) follow-up on
problems noted in quality assurance reviews to monitor
problems with compliance and the institutional and field
unit level, (2) complete the medical records manual for
facility medical care staff, and (3) design training on
documentation requirements for medical care staff.
Additional training on documentation procedures should
be provided to all institutional medical care staff with
medical record-keeping responsibility.

DOC Response: Concur

The Department of Corrections should implement changes
in its nurse recruitment and retention policies and
procedures to decrease position vacancy rates and use of
temporary nursing to fill these positions. The
department should work with the Department of Personnel
and Training to implement a full range of methods for
improving nurse recruitment and retention.

DOC Response: Concur

The Department of Corrections should assess physician
coverage in major institutions. At institutions which
are experiencing problems with adequate physician
coverage, DOC should consider alternatives for providing
physician coverage such as the use of physician
extenders or enhance physician recruitment efforts.

DOC Response: Concur

The Department of Corrections should expand its use of
physician extenders as a cost mechanism for delivery of
primary care at institutions which it determines
requires additional physician coverage. The Department
should consider providing existing staff with additional
education and training to enhance the number of i
physician extenders at its facilities.

DOC Response: Concur



The Department of Corrections should begin improving its
procedures for recruiting institutional physicians.
Improvements should include working with the Department
of Personnel and Training to explore physician
compensation issues, establishing linkages to State
teaching hospital programs for physician primary care,
better advertisement of positions, and exploring
scholarships for physicians with criminal justice
training. -

DOC Response: Concur

The Department of Corrections should take immediate
steps to begin addressing problems in delivering on-site
care at the medical infirmary at VCCW.

DOC Response: Concur

The Department of Corrections should track the number
and acuity levels of handicapped inmates in the
correctional system to better plan future facilities for
handicapped inmates. Once these data are collected, the
department should develop a plan to address the full
range of housing and medical care needs of handicapped
inmates within the system.

DOC Response: Concur

The Department of Corrections should evaluate the
current staffing patterns at Deep Meadow Correctional.
Center to determine if current levels are adeguate to
address the medical care needs of inmates housed at the
facility. The assessment should include consideration
of acuity levels of handicapped inmates housed at the
facility.

DOC Response: Concur

The Department of Corrections should revise policies and
procedures for inmate medical transfers to (1) provide
for adequate and appropriate notification of and input
from institutional physicians concerning inmate
transfers, (2) emphasize the need for appropriate
precautions in transporting inmates with active or
suspected infectious diseases (3) specify conditions
under which medical staff should accompany the inmate
and what provisions to make for an inmate’s access to
food, fluids, and bathroom facilities while in transit,



10.

11

12.

13.

and (4) implement training for medical and correctional
officers on revised procedures.

DOC Response: Concur

The Department of Corrections should use the element
option to distinguish medical, dental, and mental health
expenditures when processing financial vouchers for the
Commonwealth Accounting and Reporting System to
supplement the program and subprogram designation for
non-inpatient health services (379-10).

DOC Response: The DOC recognizes the importance of
being able to distinguish medical, dental and mental
health expenses. With the support of JLARC, the
Department would like to request DPB to introduce new
and revised subprograms in program 379 that would
separate the three areas of expenditures for the 1994-96
biennium.

The Department of Corrections should issue a department
operating procedure to institutional and regional office
accounting personnel to ensure there is a system-wide
uniform classification of health care expenditures.
Compliance with these standards should be incorporated
into the Board of Corrections standards audit.

DOC Response: Concur.

The Department of Corrections should ensure that
morbidity data are routinely collected, summarized, and
analyzed. The department should use these data to
evaluate the cost effectiveness of care and develop
workload standards.

DOC Response: Concur.

The Department of Corrections should develop and
implement a systematic method of tracking inmates with
special health care needs. Summaries of these data
should be used to compile the cost of care for inmates
with special needs, forecast trends, and justify health
budget requests.

DOC Response: Concur

138



14.

15.

16.

17.

18.

When submitting its budget proposal for health care, the
department should include statistics showing inmate
health care trends and costs associated with those
tends. sStatistics should include, but not be limited
to, the number of inmates with chronic conditions such
as AIDS and end stage renal disease and other conditions
such as the number of pregnancies.

DOC Response: Concur

The department should adjust each facility’s health care
budget based on inmate health needs and types of
services provided at the facility.

DOC Response: The DOC has examined the medical missions
of its institutions and has introduced a two-tier
budgeting system for medical Direct Inmate Costs in
FY1994. 1Institutions with major infirmaries (Powhatan
and Greensville) and those dealing with women’s medical
needs (VCCW) are funded at a higher rate than others.
These institutions also benefit from higher staffing
levels.

The DOC should develop a plan to reduce its usage of
temporary nursing. The report should be made to the
Senate Finance and House Appropriation Committees before
the next session of the General Assembly.

DOC Response: Concur

The Secretaries of Public Safety and Education should
direct the Department of Corrections and the Medical
College of Virginia to re-negotiate payment arvangements
for inmates receiving care at the Medical College of
Virginia Hospitals. The negotiated payment should
reflect the actual cost to provide care and apply to all
medical services provided by MCV to DOC inmates.

DOC Response: Concur

The General Assembly may wish to alter the Department of
Corrections and the Medical College of Virginia
hospitals budget addenda so renovations to the secure
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ward are funded by MCV. The Department of Couvrections
and the Medical College of Virginia Hospitals should
negotiate an interim rate to reflect increased operating
costs of the inpatient secure ward. The interim rate
should be effective for a specific time period.

DOC Response: Concur. If MCV is authorized to expend
its own funds for capital improvements for the DOC
security ward and imposes a temporary rate increase on
DOC to recover its expenditure, DOC will require an
appropriation to cover the temporary interim rate
increase.

The Secretary of Public Safety should establish a task
force to assist the Department of Corrections in
developing more cost effective mechanisms for purchasing
medical care services. This task force should be
comprised of representatives from the Department of
Personnel and Training, the Department of Medical
Assistance Services, the Virginia Health Department, the
Department of Mental Health, Mental Retardation, sind
Substance Abuse Services, and the State teaching
hospitals. DOC should also explore developing regional
purchasing pools to maximize inmate health care funding
in conjunction with the task force. Progress of the
task force should be reported to the Joint Commission on
Health Care by September 1, 1994.

DOC Response: Concur

The Department of Corrections should develop and
implement system-wide reimbursement policies for medical
care services immediately. The policies could be
modeled after State policies which already exist for the
Medicaid program and for the State Employee Health
Benefits Program. The detail of the policies could be
developed with assistance from the task force noted in
the previous recommendation. Reimbursement pnlicies
should be communicated to medical care providers as soon
as avallable.

DOC Response: Concur

The Department of Corrections should implement a plan to
conduct a full range of utilization review activities
for medical services. Utilization review should include
hospital pre-admission reviews, concurrent reviews,
retrospective reviews of services, and cost audits. The
department should consider expanding these reviews to
cover all hospital inpatient services and outpatient and
emergency room services.
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DOC Response: The contract with the Medical Society of
Virginia Review Organization, renewed August 1, 1993,
stipulates retrospective review. DOC will consider

the cost benefit of expanding the MSVRO role to include
ambulatory care and emergency care.

The Department of Corrections should establish
agreements with hospitals notifying them of utilization
review activities which could result in payment denials.
The department should increase its use of these
utilization review activities at all hospitals regularly
used which could result in cost efficiencies, such as
retrospective reviews and cost audits. Once agreements
are in place, the department should take steps to
recover payments that have been inappropriately made
based on utilization review activities.

DOC Response: Concur

The Office of Health Services should conduct a
comprehensive survey of medical services available,
medical equipment, and medical capacity at each DOC
institution to determine if existing DOC infirmaries
could be better used to provide medical care services.
Survey results should be made available to all medical
care staff at institutions and field units. In
addition, based on the survey information, plans should
be made on a regional basis to determine how existing
infirmaries can be better utilized to-provide needed
medical services to DOC inmates.

DOC Response: Concur
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29.

The Secretary of Public Safety should explore mandatory
HIV testing and HIV segregation and medical parole
eligibility. These options should be evaluated for
their legality, feasibility, and medical cost saving
potential. A report on this evaluation and potential
implementation should be made to the Senate Finance
Committee and the House Appropriations Committee.

DOC Response: None

The Deparcrtment of Corrections should explore the
legality, feasibility, and medical cost savings
potential of charging inmates fees for medical services.
If evidence becomes available from other states that
inmate fees are practical, legal, and have cost saving
benefits that exceed the cost of administration, DOC
should report on this issue to the Senate Finance
Committee and the House Appropriates Committee.

DOC Response: DOC does not concur. Evidence available
from other states does not support that the cost savings
benefits would exceed the cost of administration.

DOC should require CMS to improve its medical
documentation to meet DOC standards.

DOC Response: Concur

DOC should require CMS to conform with public health
standards regarding testing and necessary follow-up
testing of inmates at Greensville Correctional Center
for tuberculosis, and ensure that CMS follows these
requirements.

DOC Response: Concur

DOC should require CMS to comply with contract
requirements regarding physician access for inmates.

DOC Response: Concur

The Geneval Assembly may wish to defer consideration of
funding for additional respiratory isolation beds at

Greensville Correctional Center until the Department of
Corrections adequately demonstrates: (1) its ability to
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manage the existing respiratory isolation facility at
Greensville and (2) its need for additional respiratory
isolation beds at Greensville.

DOC Response: Do not concur. DOC should replace the
existing beds at Greensville and equip medical isolation
beds in any new construction to handle infectious
respiratory diseases as this is the most cost effective
way to add new respiratory isolation beds.

DOC should require CMS to specify the type of
accreditation that it intends to pursue for its
operations at Greensville Correctional Center and should
set a firm deadline for CMS to accomplish accreditation.
This deadline should not be later than June 30, 1994.

DOC Response: Concur

The Department of Corrections should immediately clarify
the costs of the medical care pool for FY 1993 and
report to the House Appropriations and Senate Finance
Committees before the next session of the General
Assembly on these costs, as well as on expected costs
for care provided in FY 1994.

DOC Response: Concur

The Department of Corrections should closely monitor and
evaluate Correctional Medical System’s performance of
utilization review activities to ensure that the State
pays only for medically necessary, appropriate medical
care.

DOC Response: Concur

The Department of Corrections should improve its
internal communication regarding contract modifications
to the Greensville contract. The director of the
Department of Corrections should ensure that DOC follows
its internal policies, state contracting guidelines, and
contract provisions for contract modifications on the
contract for inmate health services at Greensville
Correctional Center.

DOC Response: Concur 143

The Department of Corrections should designate the
health services administrator in the Office of Health
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Services as the central office official responsible and
accountable for: (1) effective monitoring of the
contract for medical care at Greensville Correctional
Center and (2) for DOC’s effective performance of its
support role in the delivery of health services at
Greensville.

DOC Respense: Concur

The Department of Corrections should require
Correctional Medical Systems to immediately comply with
all provisions of the contract for medical care at
Greensville Correctional Center. DOC should prepare a
plan to deliver inmate health care directly in the event
that the contractor does not immediately comply with all
the provisions of the contract. The Department of
Corrections should report to the next session of the
General Assembly on the status of this recommendation.

DOC Response: Concur

The General Assembly may wish to restrict the Department
of Corrections from entering into additional contracts
for direct delivery of inmate health care at major
institutions until the department (1) satisfactorily
addresses the findings and recommendations of this
report concerning the contract for inmate health care at
Greensville and (2) demonstrates that privatization is
more cost effective and provides at least the same
guality of care as inmate health services directly
delivered by the State.

DOC Response: Do not concur. Restricting this
management prerogative seriously compromises the
Department’s capability to provide medical services to
inmates, particularly in medically underserved areas of
the Commonwealth. Particular reference is made to our
continuing need to provide contract medical specialty
services at VCCW. Additionally the ability to
satisfactorily address the findings of the report will
require additional funding and positions. These
additional resources are not entirely within the control
of the DOC.

The Department of Corrections should clearly and
specifically state the goals and objectives to he
accomplished by the Office of Health Services, as well
as the relative priority of these goals and objectives.
DOC should hold OHS staff accountable for meeting these
goals.
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DOC Response: Concur

The Department of Corrections should clarify the role of
the Office of Health Services for inmate health care.
The department should articulate the role of the office
in directly supervising facility health care staff.

DOC Response: C(Concur

The Department of Corrections should integrate the
functions for dental, mental health, and medical care
within one organizational unit.

DOC Response: The Department will consider this
recommendation.

The Department of Corrections should revise the
reporting relationship of the Office of Health Services
to report directly to the department’s director.

DOC Response: The Department will consider this
recommendtion.

The Department of Corrections should .consider placing
control of funding for inmate health care in a central
office unit responsible for health care oversight.

DOC Response: The Department will consider this
recommendation.

The Department of Corrections should strongly consider
granting central office health care staff direct
supervisory authority over health care staff at major
institutions and field units. DOC should report to the
next session of the General Assembly on its plan to
remedy management.

DOC Response: Concur

The Department of Corrections should assess the
resources required to accomplish the mission and role it
determines appropriate for the central office oversight
of inmate health care.

DOC Response: (Concur
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45.
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47.

48.

The Department of Corrections should carefully assess
the qualifications required of its- central office health
care staff. The department should particularly consider
increasing the qualifications reguired of the position
of health services administrator. This position should
be re-advertised to reflect substantial changes in the
position’s responsibilities. DOC should consider
re-advertising for any other position where the duties
or qualifications are substantially revised.

DOC Response: The DOC will consider this
recommendation.

The Department of Corrections should assign
responsibility for health care cost tracking and cost
containment to the Office of Health Services.

DOC Response: The DOC will consider this
recommendation.

The Department of Corrections should assign
responsibility for developing needed health care
management systems to the Office of Health Services.
The department should hold Office of Health Services
staff accountable for developing and implementing these
management systems.

DOC Response: Concur

The Department of Corrections should require the Office
of Health Services to develop a system to ensure
appropriate, timely follow-up on the findings of guality
assurance audits.

DOC Respanse: Concur

The Department of Corrections should assign a high
priority to improving its monitoring and tracking of
infectious diseases in DOC system. DOC should require
the Office of Health Services to immediately develop and
promulgate needed policies and procedures on infectious
disease management.

DOC Response: Concur
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The Department of Corrections should require the Office
of Health Services to implement a pro-active risk
management program to reduce the State’s legal liability
in the provision of inmate health care.

DOC Response: Concur
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Medical College of Virginia Hospitals
Virginia Commonwealth University
September 10, 1993

Mr. Philip A. Leone

Director

Joint Legislative Audit and Review Commission
Commonwealth of Virginia

Suite 1100, General Assembly Building

Capital square

Richmond, Virginia 23219

RE: Exposure Draft: Review of Inmate Medical Care and DOC
Management of Health Services

Dear Mr. Leone:

Thank you for sharing this exposure draft with VCU/MCV
Hosplyals. The report is very informative, and your staff is to be
complimented on the work they have done.

Per your request, my written comments follow:

Page 71: Potentjgl Cost Savings from Management Activities:

VCU/MCV Hospitals has worked closely with the Department
of Corrections (DOC) to help ensure the most cost effective
management of health care resources. We will continue this
Cclose association, and will assist DOC as they more
effectively manage their health care -expenditures.

VCU/MCVH outpatient hospital services: VCU/MCV Hospitals
would agree to accept 80% of charges for outpatient services,
beginning in 1995.

Female inpatient hospital stays: VCU/MCV Hospitals
differentiated between female and male reimbursement rates
because females are not able to be cared for on the secured
unit, and are then more costly then males. This required
differential will no longer exist when the renovations to the
Secured unit are complete later this year. VCU/MCV Hospitals
has already agreed with DOC to a reimbursement rate that would
be equal for male and females in fiscal 1995.

Female inpatient hospital stays: The current arrangement
between DOC and VCU/MCV Hospitals is that charges should be
paid by DOC for female inpatient stays. During the past year,
DOC paid some female stays at the male rate, and VCU/MCV
Hospitals has requested that the differential be paid.
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Mr. Philip A. Leone September 10, 1993

2: DOC pays a hi r diem for care rendered in the
tensive care unit (of VCU/MCV Hospitals

Your report is correct in stating that intensive care is
more expensive. For your information, the per diem that DOC
pays for intensive care services was calculated so that
VCU/MCV Hospitals would not recover more then cost on this
service.

92: D ! e tes for v i -FY93:

Your report should note that VCU/MCV Hospitals FY 93
rates to DOC are at cost, and that the FY 92 rates were
approximately $(1,500,000) below cost.

P : i o VCU i S:

The reimbursement rates established between DOC and
VCU/MCV Hospitals were intended to approximate cost, and so
DOC should not pay a premium to VCU/MCV Hospitals. The
Inpatient male rate and ICU rate was established for 1993, and
not updated for 1994, in an attempt to negate any profit on
outpatient and female reimbursement.

a : ti i i its

VCU/MCV Hospitals would contend that the full payment of
renovations to the secured unit is only a sound financial
management decision if DOC funds the total project. VCU/MCV
Hospitals gets no benefit from this renovation since it will
be solely used for DOC patients. Immediate renovation to
obtain accreditation was necessary only because DOC could not
find suitable care in other local hospitals.

As stated previously, VCU/MCV Hospitals has already
agreed to an equal reimbursement rate for male and females
when the renovation to accommodate females is complete.

Again, thank you for the opportunity to comment on the study,

and if additional 1nformat10n or clarification is needed, please
contact me.

ccC:

Sincerely,

Carl R. Fischer
Hospital Executive Director

Dr. Eugene Trani
Dr. John Jones
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Appendix C

Department of Corrections Health Care Appropriations and Expenditures

EY 1992
| re
Eacility Appropriations

James River

St. Brides

FY 1992 and FY 1993
FY 1992 v
FY 1992 Expendituresas  FY 1993
HealhCare  Percstol . Healh Care
Expenditures  Appropriations  Appropriations

6,091,310

;108,

* Deetfield closed during FY 1992.

o001, 353 22033

FY 1993
Health Care = Percent of

Expendilures

1

97,365

1,681,219

3

FY 1993
Expenditures as

Appropriations

2

3,
6,654 B1E

4,895

** Ditlwyn and Haynesville began recelving inmates at the end of FY 1993,

Source: JLARC analysls of 1392 and 1993 Appropriation Acts and Department of Corrections reported health care expanditures,
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Appendix D
FY 1992 DOC Medical Care Cost Components by Facility

FACILITY
Bland Brunswick Buckingham  Deep Meadow Greensville James River Keen Mountain

SERVICE
DOC $133,481
Greensville Contract 5,204,085 0

29

Physician Services 158,203 205,581 230,829 179,269 82,695 176,654 115,030 385,235
Oite , 5 H6780
Total $1,091,204 $1,063,673 $946,463 $1,092,092 $421,846 $5,766,055 $461,704 $1,254,062

Soutbampton Southampton

Marion Mecklenburg Nottoway Powhatan Powhatan R&C Scuthampton - I R&C

SERVICE
DOC Personnel $85,213

Total $347,649 $587,344 $1,052,267 $2,837,067 $523,402 $494,013 $165,789 $235,320

Central Region Western Reglon  Office of Health
YCCW Field Units FieldUnits  Seryices

SERVICE

$2 6 $555,179

$207,734

RN X

Greensville Contract

Physician Services
Othe;

Total $1,179,692 $311,321 $1,420,661 $536,590 $169,744 $754,863 $1,401,848 $3,982,758

$28,097,428



AppoaulX U vontinued

FY 1993 DOC Medical Care Cost Components by Facility

FACILITY

Augusts Bland Brunswick Buckingham  Deep Meadow DRillwyn Greensyille James River
SERVICE

_(__;rcensville Contract 6,109,239

l;hysician Services 237,380 245,597 270,725 301,792 145,262 0 32,849 129,270
gf Edhad B T L A R e e L M L D L T T e AT ey R A
Total $1,204,804 $1,145,295 $1,076,323 $1,229,003 $657,451 $3,487 $6,446,965 $506,649

Southampton Southampton

Keen Mountain Marion Mecklenburg Nottoway Powhatan Powhatan R&C Southampton 1IC R&C

SERVICE

B

¢mnsville Contract

406,791

Total $1,043,664 $446,310 $711,829 $1,292,337 $3,286,692 $512,889 $384,785 $198,337 $174,122
Central Region  Eastern Reglon Northern Reglon  Western Region  Office of Health )
St, Brides ycew Field Units Field Units Field Units Field Units Services Al Facilities
SERVICE
$216,098

DOC Personnel $189,513 $302,870

332,541

%61

156,167

Total $1,409,594 $417,785 $1,950,713 $595,176 $187,427 $800,599 $1,355,141 $4,655,635 $31,693,011

Note: Service component amounts may not sum to totals due to rounding.
Sre---e: JLARC staff analysis of FY 1992 and FY 1993 expenditures obtained from Commonwealt™ Accounting and Reporting System.
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