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I ntroduction

Corrections agencies are currently providing many
specidized medical services to individuas in ther
inmate populations who require more extensve care
than that provided to most inmates. One result is rising
medica care codts for state corrections agencies. It is
in this context that the NIC Prisons Divison and Infor-
mation Center initiated a national survey on specia
issues in prison medical services.

The project was intended:

e To explore how corrections agencies are providing
medica care to three inmate populations with
specia needs: the elderly, the termindly ill, and the
chronicaly ill, particularly the degree to which
DOCs have consolidated specialized services a one
or more facilities, and

e To assess the use of cost management initiatives in
the medica division of each prison system.

NIC digtributed a survey instrument to departments of
corrections (DOCs) nationwide in May 1997. Staff
made follow-up contacts among the DOCs during the
summer to promote a high response rate. Completed
surveys were returned by 46 states; the Didtrict of
Columbia; New York City, New York; the Virgin

Idands, and the Federa Bureau of Prisons. A list of
agency respondents is provided as an appendix to this
report.

Findings in Brief

Results of the survey demonstrate that DOCs have
devoted consderable effort toward service efficiencies
and cost reduction.

e At least 27 DOCs have consolidated-at one or
more sites-their specialized medical care for popu-
lations targeted by the survey. Consolidation of
services is prevaent for terminaly ill populations
(23 DOCs) and somewhat less common for elderly
inmates (15 DOCs). It is rarely used as an approach
for chronic care.

e The numbers of DOCs using telemedicine, inmate
fees for medicd care, and use of computers to
manage medica services are increasing rapidly.

o More than 40 of the DOCs are now using or plan-
ning to implement managed care, privatization of
medica services, and/or centraization or regional-
ization of medica services.
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U.S. Department of Justice, National Institute of Corrections, under contract no. JJOOCOO17DQ9. The contents of this document do not
necessarily reflect the official views or palicies of the National Ingtitute of Corrections. To submit questions or comments, please write to
the NIC Information Center, 1860 Industrial Circle, Suite A, Longmont, Colorado, 80501, or call (800) 877- 1461.




PART 1. Care for Populations with Specialized Medical Care

Needs

Part 1 of the survey addressed provision of medica
care for three populations with speciaized needs:
elderly inmates, termindly ill inmates, and inmates
with chronic illness.

Among the 50 DOCs responding to the survey, 16 indi-
cated that they provide specid training for security
gaff on working with chronicaly ill, terminaly ill,
and/or ederly inmates. These agencies include the
DOCs in Colorado (limited training), Delaware,
Florida, Idaho, Illinois, Indiana, Louisiana, Maryland,
Minnesota, Nevada (training related to chronicaly ill
inmates only), Oregon, South Dakota, Texas, Utah,
Wyoming, and the U.S. Bureau of Prisons.

Medical Care for Elderly Inmates

Consolidation of specialized care. Most correc-
tions agencies provide specidized medica care to
elderly inmates at several facilities; 23 DOCs indi-
cated that these services are provided throughout their
systems. In 15 DOCs, however, medica care for
elderly inmates has been consolidated a one or more
main sites. Table 1, page 3, lists these DOCs and the
facilities where specialized care is provided.

Agency respondents noted several approaches to
providing hedth care for ederly inmates:

o lowas ederly inmates are “mainstreamed” in the
prison population and recelve specidized care
based on specific needs rather than age. The DOC
conducts routine hedlth reassessment tests and
procedures consistent with age. Similarly, the New
Jersey DOC provides medicaly indicated care as
needed, a each inditution or through regiona
clinics.

o Tennessee has a 40-bed unit for elderly inmates in
good hedlth; those with special medica care needs
are housed in a 104-bed hedlth care center.

e The Maine DOC uses nursing home beds for very
frall and medicaly compromised ederly inmates.

o Assgted living units are available in 20 agencies
and often house both elderly inmates and others
needing specia care. While the Colorado DOC
provides specialized medica care for ederly
inmates at severa gites, it houses those that need
moderate assistance at two particular facilities.

o Other DOCs house ederly inmates who have
specialized medica care needs in an infirmary
setting together with other acute and chronic care
inmates.

Responses to elderly inmates medical needs.
The most common approaches used to provide special-
ized medical care for elderly inmates include chronic
care clinics (42 DOCs), preventive care (41 DOCs),
and increased frequency of physica examinations (35
DOCs). In addition, more than haf the DOCs reported
the availability of special nutrition/dietary care,

gpecia housing, and the use of inmate aides to provide
non-medical assistance (eg., reading, pushing whed-
chairs) to the elderly.

Compassionate release is available (sometimes
through executive clemency provisions) in 22 date
DOCs as well as corrections agencies in New York
City and the Virgin Idands. Seven DOCs that
normally charge inmates fees for medica services
provide fee-exempt services for ederly inmates with
gpecia medica care needs.

Table 2 lists the agencies that use sdlected additional
approaches to respond to the medica care needs of
elderly inmates. Examples include physica therapy,
gpecial vistation policies, and specia recreation or
work opportunities. Other responses noted by respon-
dents include 24-hour physician access and orderlies
in the Massachusetts DOC and delivery of medica-
tions to reduce ambulation in the New York city DOC.
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Table 1. Main Facilities Housing Elderly Inmates with Special Medical Needs

Number of Beds Available
Facility Name and Location for Elderly Inmates

Alabama Hamilton Aged and Infirm, Hamilton (Number not available)

Arizona Arizona State Prison Complex, Florence 40
Arizona State Prison Complex, Tucson 30

Connecticut Osborn Correctional Institution, Somers 48

Idaho Idaho State Correctional Institution (infirmary), 13
Boise

Kentucky (Facility not identified) (Number not available)

Louisiana Louisiana State Penitentiary, Angola 120
Hunt Correctional Center, St. Gabriel 70
Dixon Correctional Institute, Jackson 30
Louisiana Correctional Institute for Women, St. 20
Gabriel

Massachusetts (Assisted living unit, facility not identified) 36

Minnesota Minnesota Correctional Facility, Faribault 100

Nevada Northern Nevada Correctional Center, Carson City 75
Southern Nevada Correctional Center, North Las 100
Vegas

New Mexico Central New Mexico Correctional Facility (chronic 50
care unit), Los Lunas

Ohio Hocking Correctional Facility, Nelsonville 340
Orient Correctional Institution, Columbus 232

Pennsylvania State Correctional Institution at Laurel Highlands, 100
Somerset

Tennessee Lois M. DeBerry Special Needs Facility, Nashville 104

Utah (Facility not identified), Draper (Number not available)

West Virginia Huttonsville Correctional Center, Huttonsville 100

Medical Care for Terminally 11l Inmates

Consolidation of specialized care. About haf the
responding DOCs (23 agencies) have consolidated the
provison of care for termindly ill inmates in one or
more facilities. Table 3, page 6, lists these DOCs and
the facilities where speciaized care is provided. Some
of these agencies dso use contracted hospital beds for
acute or long-term care as needed. For example, the
Massachusetts DOC can use beds in a prison ward in a
public hospital.

Responses to terminally ill inmates medical
needs. The most prevalent approaches to caring for
the termindly ill are compassionate release (available
in 36 DOCs), speciad visitation policies (30 DOCs),
and specia housing, including placement of termi-
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naly ill inmates near medical care or in areas with
special design or furnishings (29 DOCs).

Other mgjor specid provisions for the terminaly ill
include specia counsdling (26 DOCs), hospice care
(24 DOCs), and using inmates to provide non-medical
assistance (24 DOCs).

Specid policies on use of pain medications for termi-
ndly ill inmates have been developed in 18 DOCs.
Another agency noted that this is done in practice,
athough there is no policy addressing it. The New
Mexico DOC provides pain medication on a case-by-
case basis and notes that it is closely monitored by the
primary care physician.




Table 2. Responses Available for Elderly Inmates with Medical Care Needs

Compassionate
Release

Assisted Living

Physical
Therapy

Special
Visitation
Policies

Special
Recreation
Opportunities

Special Work
Assignments

Special
Release

Planning

Alabama

v

Alaska

v

Arizona

v

v

Arkansas

v
v

California

Colorado

AVERANAN

AN

Connecticut

Delaware

D.C.

Florida

Georgia

Hawaii

Idaho

Illinois

ASAY

Indiana

ANEEAYEEANAS

AYASAYERANAY

Iowa

Kansas

Kentucky

ASAYERANAYAYEEANAY

Louisiana

AN

AYAY

Maine

Maryland

Massachusetts

Michigan

Minnesota

ANAN

Mississippi

(No survey response)

Missouri

v

Montana

(No survey response)

Nebraska

v

Nevada

New Hampshire

New Jersey

v

New Mexico

v

New York

v

North Carolina

(No survey response)

North Dakota

Ohio

Oklahoma

| Oregon

Pennsylvania

ASAY

Rhode Island

South Carolina

South Dakota

Texas

Utah

ANASANASEEASAY AN

ANANERANENAN

AVAN

ASAY A EASAY

Vermont

ASANANAN

ANANANERLANASANAN

Virginia

(No survey res

onse)

Washington

<

A

West Virginia

ANAN

Wisconsin

ANANAN

ANAN

Wyoming

U.S. Bureau of
Prisons

New York City

Virgin Islands

ANAN
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Eleven DOCs that normally charge inmates fees for
medical services provide fee-exempt services for
terminaly ill inmates. In Massachusetts and other
DOCs, termindly ill inmates special trestment needs
are addressed in individudized treatment plans
addressing medication, housing, and counseling.

Availability of hospice care. Nearly haf of the
DOCs (24 agencies) offer hospice care for terminaly
ill inmates, some directly and others through specid
arrangements with publicly- or privately-funded
programs.

e Hospice care within the DOC-Twenty (21)
DOCs provide hospice care directly. Most of these
agencies are among those with the largest incarcer-
ated populations in the country. They include the
DOCs in Alabama (minima hospice care avail-
able), Cdifornia, Colorado, Florida, Georgia,
[llinois, Indiana, Kansas, Kentucky, Louisiang,
Maryland, Michigan, Minnesota, New York, Ohio,
Pennsylvania, South Caroling, Texas, Utah, New
York City, and the U.S. Bureau of Prisons. In addi-
tion, the New Mexico DOC is developing a hospice
unit. Inmate assistants in the Florida DOC facility
are trained by staff of a community hospice.

e Other publicly funded hospice car e-Five states
provide other publicly funded hospice care. DOCs
in Connecticut, North Dakota, and Washington
noted that inmates can be placed in publicly funded
hospice care outside the prison system. The South
Dakota DOC contracts for hospita beds.

o Privately funded hospice care-In four DOCs,
privately funded hospice care is available outside
the DOC system. States include Nebraska, North
Dakota, Vermont, and Hawaii.

o Self-funded hospice care-Five DOCs indicated
that hospice care may be available if funded by the
inmate, the inmate’s family, or an insurance policy
held by the inmate. Agencies include the Idaho,
New Hampshire, North Dakota, Vermont, and
Washington DOCs.
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Medical Care for Inmates with Chronic
[[Inesses

Consolidation of specialized care. Rather than
attempting to consolidate medical care for inmates
with chronic illnesses, nearly al agencies (43 DOCs)
provide such medica care at severd facilities. Consoli-
dation has been implemented in three DOCs:

o The Kentucky DOC uses 58 beds at a nursing
facility to house inmates with chronic illnesses.

e The New Mexico DOC operates a 50-bed chronic
care unit while also providing care at other facilities.

e In the Delaware DOC, only care for chronic mental
illness is provided at a consolidated location.

Responses to chronically ill inmates medical
needs. The most common approach to caring for
chronically ill inmates is through specialized clinics.
Agencies identified chronic care clinics for conditions
ranging from diabetes, HIV disease, asthma, and
cardiopulmonary problems to weight reduction, pain
control, generd medicine, oncology, dermatology, and
prenatal care.

Other common approaches to caring for the chroni-
caly ill include providing specid housing arrange-
ments (25 DOCs), using inmates to provide
non-medical assistance (22 DOCs), and exempting
chronicaly ill inmates from the payment of medica
co-pays or fees, especidly for participation in specia
chronic care clinics (14 DOCs).

Less common ways in which DOCs are providing care
for the chronically ill include the use of telemedicine
in the Louisana DOC for a chronic care specialty
clinic and in the Illinois DOC for a nephrology clinic
for dialyss patients. The New York City Department
of Correction has a separate infirmary that provides
specidized care for inmates with chronic illnesses.




Table 3. Main Facilities Housing Inmates with Terminal IlInesses

Number of Beds Available
Facility Name and Location for Terminally Il Inmates
Alabama St. Clair Correctional Facility, Springville (cancer (Number not available)
patients)
Limestone Correctional Center, Capshaw (AIDS (Number not available)
patients)
Arizona Arizona State Prison Complex, Florence (Number not available)
Arizona State Prison Complex, Tucson (Number not available)
Arkansas Pine Bluff Diagnostic Unit, Pine Bluff 66
California California Medical Facility, Vacaville 17
Central California Women'’s Facility (Number not available)
Colorado Colorado Territorial Correctional Facility, Cafion (Number not available)
City (licensed hospice unit)
Delaware Delaware Correctional Center (Number not available)
Idaho Idaho State Correctional Institution (infirmary), 13
Boise
Kentucky (Facility not identified) (Number not available)
Massachusetts DOC infirmary (facility not identified) 33
Minnesota Minnesota Correctional Facility, Oak Park Heights 10
Nevada Regional Medical Facility, Carson City 50
New Hampshire New Hampshire State Prison Complex, Concord (Number not available)
New Mexico Penitentiary of New Mexico (infirmary) (Number not available)
New York Coxsackie Correctional Facility, Coxsackie 60
Walsh 112
Bedford Hills Correctional Facility, Malone (in 30
design/construction)
Fishkill Correctional Facility, Beacon (in design/ 78
construction)
Wende Correctional Facility (in design/ 78
construction)
Ohio Corrections Medical Center (Number not available)
Oregon Oregon State Penitentirrectional Institution, 5
Waymart
State Correctional Institution, Laurel Highlands (Number not available)
State Correctional Institution, Muncy (Number not available)
South Carolina (Hospice services—facility not identified) (Number not available)
Tennessee Lois M. DeBerry Special Needs Facility, Nashville (Number not available)
Utah (Facility not identified) (Number not available)
Vermont Northern State Correctional Facility, Newport 6
Wyoming Terminal care provided only in men’s facility-only (Number not available)
place with 24-hour nursing care
U.S. Bureau of Prisons | (6 medical referral centers) 1,500 beds (approx.)
New York City Goldwater 6
HHC acute care facilities (Number not available)
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PART I1: Controlling Costs of Medical Services

The second section of the survey examined some
means that DOCs are using to contain or reduce their
overadl costs for medical services.

Current Trends in Cost Control

Among the many approaches DOCs use to contain
medical cogts, three are undergoing dramatic increases
in use among corrections agencies. telemedicine,
inmate co-payment for medical care, and computer-
based administration of medical services.

Telemedicine. DOCs are increasingly using
telemedicine to treat or diagnose patients from a
distance, as shown on Table 4, page 8. At least 31
DOCs either are using telemedicine now or are plan-
ning or developing systems.

o Eighteen (18) DOCs are adready using telemedicine
a one or more facilities. Among these agencies, Six
are expanding their systems to link additiona sites.

o Thirteen (13) agencies are currently developing
telemedicine capabilities for the firgt time.

The Hawaii DOC is considering the use of
telemedicine a two Stes.

Survey data were incomplete on the number of sStes
involved; at least six DOCs have implemented
telemedicine a only one ste. In contrast, the New
York DOC plans to have 30 sites operationa in 1998.

Inmate co-payment. Thirty-nine (39) DOCs, identi-
fied on Table 5, page 9, are charging or implementing
fees for inmate medica care:

o Twenty-four (24) DOCs now charge inmates a fee
or co-pay for medical services.

o An additiona 15 agencies are planning to imple-
ment such charges.
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Fourteen agencies have computer-based systems for
tracking inmates medical fees.

Use of computers to manage medical services.
At least 40 DOCs are using computers to manage
aspects of inmate medical care and its administration
and to control related costs.

¢ In 23 DOCs, one or more computer applications for
medica services cost containment are dready in
use.

o Anocther 17 DOCs are now developing computer
applications for medical services cost control.

The DOCs reporting the most extensive use of
computers in managing their hedth care codts are
Arkansas, Connecticut, Florida, Illinois, Kentucky,
Louisana, New York, Ohio, Oklahoma, Texas, Utah,
and West Virginia, aong with the U.S. Bureau of
Prisons. Contract providers administer al or most of
the agency’s automated medical systems in four
DOCs.

Major uses of computers include pharmaceuticas
inventory/purchasing (35 DOCs) and materids and
equipment inventory/purchasing (19 DOCs). Other
uses include tracking inmate fees for services (14
DOCs), adminigtration of in-patient and out-patient
(in-facility) medical services (each with 13 DOCs),
and monitoring of medical care by contracting hospi-
tals (12 DOCs). Nine DOCs currently have computer-
ized inmate medical records and another four agencies
are partidly using this approach or are planning to
implement it.

Agency respondents aso noted the following uses of
computer technology:

e The Michigan DOC tracks disabilities, chronic
diseases, TB follow-up, and mental hedlth referrds.

e The New Mexico DOC uses spreadsheets to track
HIV medication costs and project future needs.




Table 4. Use of Telemedicinein DOCs

Current Status of Telemedicine
System Being Developed
System Now in Use or Expanded Number of Sites
Alaska v 1 site planned.
Arizona v 1 site operational.
Arkansas v (Number not available.)
California v v 2 sites operational; 7 sites planned.
Colorado v 1 site operational.
Connecticut v 1 site operational.
Florida v (Number not available.)
Georgia v (Number not available.)
Ilinois v 1 site operational; no expansion planned.
Indiana v (Number not available.)
Iowa v 2 sites operational.
Louisiana v v 2 sites operational; expansion planned.
Maryland v (Number not available.)
Michigan v v 4 sites operational; expansion planned.
Minnesota v 7 sites operational.
Nebraska v 1 site operational.
Nevada v (Number not available.)
New Hampshire v 3 sites planned.
New York v v 16 sites operational; 14 added sites
planned.
Ohio v v 7 sites operational; 4 added sites planned.
Oklahoma v 5 to 6 sites planned.
Oregon v 3 sites planned.
Pennsylvania v v 1 site operational; expansion planned.
Tennessee v (Number not available.)
Texas v (Number not available.)
Utah v 2 sites planned.
Vermont v 4 sites planned.
Washington v (Number not available.)
Wisconsin v 1 site operational.
U.S. Bureau of v (Number not available.)
Prisons
New York City v (Number not available; pilot beginning
Nov. 1997.)

¢ In Oklahoma, DOC medicd staff use computers to
track funds paid to the medical services contractor.

o The Oregon DOC tracks hillings from private

providers, such as hospitals, clinics, and physicians.

e The Texas DOC uses computers extensively for
utilizetion measurement.
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Table 5. Inmate Fees for Medical Care

Current Status of Inmate Fees/Co-Pays

System Now in Use

System Being Planned

or Implemented

Does a Computer System Track
Payment of Inmate Fees/Co-Pays?

Alabama

v

Alaska

v

Arizona

v

Arkansas

v

California

Colorado

Yes

Connecticut

Delaware

Florida

Yes

Georgia

ANA AN

Hawaii

Idaho

AN

Illinois

AN

Yes

Indiana

Towa

Kansas

Yes

Kentucky

Yes

Louisiana

Yes

Maryland

Michigan

Minnesota

ANANANANAGANAN

Yes

Missouri

Nebraska

Yes

Nevada

Yes

New Hampshire

New Jersey

ASANAN

Ohio

Oklahoma

Yes

Pennsylvania

Rhode Island

South Carolina

South Dakota

Tennessee

Yes

Texas

Utah

Yes

Washington

Yes

Wisconsin

AUA AN

Yes

Wyoming

New York City
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Other Prevalent Cost Control Strategies

Three approaches to containing medica care costs
have been implemented by at least 40 DOCs and
continue to be adopted by others. These include
managed care, contract services/privatization, and

consolidation or regiondization of specialized medica

care.

Managed care. Forty (40) agencies use managed
care, dso known as defined levels of care, to control
their medical costs. An additiona four DOCs are now
implementing managed care approaches, for a total of
44 DOCs currently committed to this strategy. Severd
sates, including Maine and Ohio, are using a
managed care approach at some ingtitutions and are in
the process of implementing it at others.

Agencies differ in their approach to determining levels

of care to be provided, with approximately equa reli-
ance on DOC-developed definitions and on criteria
developed by private providers. Fewer agencies rely
on levels of care defined by Medicare or on some
combination of approaches.

e DOC-developed criteria-Fifteen (15) DOCsrely
on criteria developed within the agency. States
using this approach are California, Colorado,
Connecticut, Hawaii, Indiana, lowa, Kentucky,
Louisiana, Maine, Minnesota, Nebraska, New
Hampshire, Utah, Washington, and Wyoming.

e Private provider’'s criteria-Fourteen (14) agen-

cies using a system of managed care rely on criteria

defined by a private provider. DOCs using this
approach are Alabama, Alaska, Arkansas,
Delaware, Georgia, ldaho, Illinois, Kansas,
Michigan, Missouri, New Jersey, Pennsylvania,
South Dakota, and Tennessee.

e Medicaid criteria-Four (4) DOCs use Medicad

criteria in their managed care systems. They include

the DOCs in Arkansas, Maryland, and North
Dakota and the U.S. Bureau of Prisons.

10

Severa agencies use a combination of criteria as the
basis of their managed care systems:

e The Massachusetts DOC is using a combination of
a public assstance model, statewide public health
criteria, and criteria developed by the DOC and a
contracted vendor.

o Colorado uses a combination of criteria established
by the DOC, Medicaid, and a private provider.

o Florida uses a combination of Medicaid and private
provider guidelines, the DOC is now in the process
of developing its own criteria

e The Vermont DOC has developed criteria jointly
with its private provider. DOCs in Ohio and South
Carolina are working with private providers to do
the same.

Contract services for medical care. DOCs
involved in medical services contracting currently
total at least 43 agencies. Thirty-nine (39) responding
DOCs are now contracting for medical services, and
an additional four DOCs are planning to do so.

Consolidation of specialized medical care.
Thirty-nine (39) responding DOCs have consolidated
portions of their medical services a one or more Stes,
and five more agencies are planning to do o, for a
total of at least 44 DOCs. Findings in Part 1 indicated
that at least 27 DOCs have consolidated medica care
for elderly and/or terminaly ill inmates.

Other approaches to cost management. DOCs
use severa additiona approaches to controlling costs
for medica services. Among the remaining mgjor strat-
egies explored in the survey, dl are very commonly
used and none are now being adopted by additional
agencies. They include:

e Bulk pharmacy purchases (42 DOCs);
o Preauthorization of eective surgery (37 DOCs);

o Second medica opinions (37 DOCs);
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o Negotiated per diem rates for hospital-based care
(31 DOCs); and

e Use of medicd furloughs (16 DOCs).

In addition to dtrategies identified within the survey
instrument, agencies dso noted the following unique
approaches to reducing medical costs.

¢ In the Arizona DOC, medica expenses related to
assaults and self-abuse are paid from the athletic
and recreation fund. The DOC adso has eiminated
weight lifting, which has reduced orthopedic costs.

o Speciaty consultations must be pre-approved in the
Michigan DOC.

e The Ohio DOC uses diagnostic related groupings
(DRGS) in establishing costs for hospital care and
aso contracts for the services of individua phys-
cians.

o The Oklahoma DOC refers cases to the state
hospital system for secondary and tertiary care.

o Oregon DOC inmates pay for certain items that
then become their persona property; examples are
eyeglasses, dentures, splints, and shoes.

e The Texas DOC uses a system of capitation, paying
its private provider a fixed per inmate/per diem
amount, which provides an incentive for the
provider to emphasize preventive care and to avoid
non-essential - services.
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Formal Evaluations of Cost-Reduction
Strategies

Among the 50 DOCs that responded to the NIC
survey, 15 have conducted some forma evaluation of
thelir cost-reduction strategies. Severd other agencies
noted that evaluations are underway or planned for
recently implemented cost control measures.

e A Michigan DOC evduation of telemedicine found
an approximate break-even point of 83 to 124
consultations per month, or 29 to 44 consultations if
equipment costs were ignored. The Oregon DOC
found that its telemedicine system saved the agency
money when it was used for 43 or more consulta-
tions per month.

e An evaluation of the inmate co-payment program in
Oklahoma found that use of sick call decreased by
34 percent, over-the-counter medications by 67
percent, and prescription medications by 49 percent.
Implementation of inmate co-payments resulted in
drops in sick call of from 39 to 45 percent in the
Michigan system, depending on the site.

o Review of prospective specidty consultations in the
Michigan DOC has reduced consultations from a
high of 817 in 1994 to 731 in 1996.

Some of these studies were included with agencies

survey responses and may be requested from the NIC
Information Centerm
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Appendix A. DOC Contacts

Jm Burkett

Medica Services Director
Algbama Department of Corrections
P.O. Box 301501

Montgomery, AL 36130

(205) 242-9390

Phyllis A. Winston, R.N.

Nurse Coordinator

Alaska Department of Corrections
4500 Diplomacy Drive #109
Anchorage, AK 99508

(907) 267-7307; fax (907) 269-7310

John Byns, Administrator

Medica Services

Arkansas Department of Correction
P.O. Box 8707

Pine Bluff, AR 71611-8707

(501) 247-6331; (501) 247-6363

Dr. Thomas Lutz

Deputy Director, Hedth Services
Arizona Department of Corrections
363 North First Avenue

Phoenix, AZ 85003

(602) 255-4222; fax (602) 255-4231

Chris Cummings, Ph.D.

Health Planning Specidist 11

Hedth Care Services Division
Cdifornia Department of Corrections
P.O. Box 942883

Sacramento, CA 94283-0001

(916) 322-8592; fax (916) 327-0660

Carolyn Schilling, R.N.

Director of Nursing

Colorado Department of Corrections

2862 S. Circle Drive, Suite 400

Colorado Springs, CO 80906

(719) 540-4890 or (719) 540-4851; fax (719) 540-4788
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Patricia A. Ottolini

Director, Nursing and Field Services
Connecticut Department of Corrections
24 Wolcott Hill Road

Wethersfield, CT 06109

(860) 692-7645; fax (860) 692-7646

Pier A. Broadnax, Ph.D.

Interim Assistant Director for Health Services
D.C. Department of Corrections

1923 Vermont Avenue, NW, N- 124
Washington, DC 20001

(202) 673-5909x128; fax (202) 673-2311

Ms. Kathryn Pippin

Management Analyst

Delaware Department of Corrections
80 Monrovia Avenue

Smyrna, DE 19977

(302) 736-5601 x231

John G. Burke, Chief

Health Services Adminigtration
Florida Department of Corrections
2601 Blairstone Road

Talahassee, FL 32399-2500

(904) 922-6646; fax (904) 922-6015

Joseph E. Paris, Ph.D., M.D., CCHP
Medica Director

Georgia Department of Corrections
2 Martin Luther King, Jr. Drive, SE.
Atlanta, GA 30334

(404) 656-6002

Alan Taniguchi

Health Care Divison Administrator
Hawaii Department of Public Safety
919 Ala Moana Boulevard

Honolulu, HI 96814

(808) 587-2536; fax (808) 587-1338
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Paul Loeffelholz, M.D.

Medica Director

lowa Medica and Classification Center
lowa Department of Corrections
Oakdale, 1A 52319

(319) 626-4202; fax (319) 626-2141

Mark Carnspis

Idaho Department of Corrections
500 S. 10th Street

Boise, ID 83702

(208) 332-8328; fax (208) 331-2443

Harry 1. Shuman, Medica Director
[llinois Department of Corrections
100 W. Randolph Str., Suite 4-200
Chicago, IL 60601

(312) 814-3233; fax (312) 814-2186

Dean Rieger, M.D., MPH

Director, Hedth Care Services
Indiana Department of Correction
E 335, 302 Washington
Indianapolis, IN 46236

(317) 233-5735; fax (317) 233-4948

Robert Harrison, Corrections Manager Il
Kansas Department of Corrections

900 S.W. Jackson, 4th Floor

Topeka, KS 66612

(913) 296-4501; fax (913) 296-0250

Dr. Patrick Sheridan

Director of Medica Services
Kentucky Department of Corrections
State Office Building, Room 503
Frankfort, KY 40601

(502) 564-4726; fax (502) 564-5037

Dr. Michael Hegmann, Medica Director

Elayn Hunt Correctiona Center

Louisiana Dept. of Public Safety and Corrections
P.O. Box 94304

Baton Rouge, LA 70804-9304

(504) 642-3306; fax (504) 642-4595
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Kathleen Dennehy

Associate Commissioner

Classification, Programs, and Hedth Services
Massachusetts Department of Corrections
45 Hospital Road, S. Building, P.O. Box 317
Medfield, MA 02052-0317

(617) 727-8528, x130; fax (617) 727-8569

Anthony Swetz, Ph.D., Director, Medical Services
Maryland Divison of Corrections

6776 Reisterstown Road, Suite 309

Batimore, MD 21215

(301) 764-4081; fax (410) 764-5112

Ms. Joyce L. Harmon, Hedth Planner
Maine Department of Corrections
State House Station #111

Augusta, ME 04333

(207) 289-4383; fax (207) 287-4370

Gayle Lafferty
Administrator, Bureau of Hedth Care

Michigan Department of Corrections
P.O. Box 30003, Grandview Plaza
Lansing, M| 48909

(5 17) 373-3629; fax (5 17) 335-0045

D. Baumgartner

Minnesota Department of Corrections
1450 Energy Park Drive

St. Paul, MN 55105

(612) 642-0248; fax (612) 603-0150

Randee Kaiser

Asst. Director, Hedlth Services
Missouri Department of Corrections
P.O. Box 236

Jefferson City, MO 65102

(573) 526-6497; fax (573) 526-8156

Dr. Stanley Russdll

Medical Director

Mississippi Department of Corrections
723 North President Street, Suite 200
Jackson, MS 39202

(601) 354-6454
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Herbert A. Rosefield

Asst. Director, Medica Services

North Carolina Department of Corrections
214 West Jones Street

Raleigh, NC 27603

(919) 733-4926

Kathleen Bachmeier

Director of Medical Services

North Dakota State Penitentiary
PO. Box 5521

Bismarck, ND 58506-5521

(701) 328-6232; fax (701) 328-6307

Robert Whitson, Medicd Administrator
Nebraska Department of Correctional Services
P.O. Box 94661

Lincoln, NE 68509

(402) 471-2654; fax (402) 479-5679

Joseph  Panarello

Director, Medica & Forensics Services
New Hampshire Department of Corrections
P.O. Box 2828

Concord, NH 03302

(603) 271-1843; fax (603) 271-1836

Thomas D. Farrell, Supervisor

Health Services Unit

New Jersey Depatment of Corrections
CN-863, Whittlesey Road

Trenton, NJ 08625-0863

(609) 984-4102; fax (609) 633-2187

John M. Robertson, M.D., M.P.H.
Medica Director, Hedth Services

New Mexico Department of Corrections
P.O. Box 27116

Santa Fe, NM 87502-7 116

(505) 827-8762; fax (505) 827-8337

Mike Fitting, D.O.

Medicad Director

Nevada Department of Prisons

P.O. Box 7011

Carson City, NV 89702

(702) 887-3392; fax (702) 887-3262
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Lester Wright, M.D., M.P.H.

Chief Medica Officer

New York Department of Correctiona Services
Building #2, 1220 Washington Avenue

Albany, NY 12226

(5 18) 457-7073; fax (5 18) 457-2115

Audrey Compton, M.D.

Asssociate Executive Director
Correctiond Health Services

New York City Department of Corrections
125 Worth St.

New York, NY 10013

(212) 788-4864; fax (212) 788-5479

Lawrence H. Mendd, D.O.

Medicd Director

Ohio Department of Rehabilitation and Corrections
1050 Freeway Drive North

Columbus, OH 43229

(614) 752-1700; fax (614) 728-1196

Dennis Cotner

Director, Hedlth Services

Oklahoma Department of Corrections
3400 N. Martin Luther King, Jr. Avenue
P.O. Box 11400

Oklahoma City, OK 73136

(405) 425-2604; fax (405) 425-2572

Catherine M. Knox

Adminigtrator, Hedth Services
Oregon Department of Corrections
2575 Center Street, N.E.

Salem, OR 97310

(503) 945-2823; fax (503) 945-2836

Kathleen Zwierzyna

Director

Bureau of Hedlth Care Services
Pennsylvania Department of Corrections
P.O. Box 598

Camp Hill, PA 17001-0598

(717) 731-7031; fax (717) 731-7000
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Joseph R. Marocco

Hospital Administrator

Rhode Idand Department of Corrections
Medium Security Administration

PO. Box 8274

Cranston, RI 02920

(401) 464-2266; fax (401) 464-3222

Hunter Rentz, M.D.

Deputy Director, Hedth Services

South Carolina Department of Corrections
4444 Broad River Road

Columbia, SC 29210

(803) 896-2707; (803) 896-2252

Steve Lee, Deputy Warden

Kay Wilka, Director of Nursng

South Dakota Department of Corrections
PO. Box 5911

Sioux Falls, SD 57117-5911

(605) 367-5130 or (605) 367-5046; fax (605) 367-5134

Robert Bradford

Director, Hedth Services
Tennessee Department of Correction
320 6th Avenue North

Rachel Jackson Bldg. 4th Floor
Nashville, TN 37243

(615) 741-2607; fax (615) 532-3065

Allen S. Sapp, Jr., Assstant Director
Correctiond Managed Hedth Care

1300 11th St., Suite 415

Huntsville, TX 77340

(409) 294-2972; fax (409) 294-2970

Dr. Robert Jones

Chief, Bureau of Medica Services
Utah Department of Corrections
P.O. Box 250

Draper, UT 84020

(801) 576-7114; fax (801) 576-4051

Thomas Powell, Ph.D.

Clinica Director

Vermont Department of Corrections
103 South Main Street

Waterbury, VT 05671

(802) 241-2380; fax (802) 241-2565
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Robert L. Jones

Health Care Coordinator

Washington Department of Corrections
P.O. Box 41127

Olympia, WA 98504

(360) 586-5176; (360) 586-4577

Cynthia M. Thorpe, Chief

Hedth Services Sector

Oshkosh Correctiona  Indtitution
Wisconsin Divison of Corrections
P.O. Box 35

Oshkosh, WI 54901

(414) 236-2630; fax (414) 236-2628

Robert G. Casto, Staff Assistant-Programs
West Virginia Department of Corrections
112 Cdifornia Avenue, Third Foor
Charleston, WV 25305

(304) 558-2036; fax (304) 558-5934

Jm Davis, Administrator

Hedth Services

Wyoming Department of Corrections
700 w. 21st St

Cheyenne, WY 82002

(307) 777-58 18; fax (307) 777-7479

Kenneth Moritsugu, M.D., M.P.H.
Medica Director

Health Services Divison

Federal Bureau of Prisons

320 First Street, N.W.

Washington, DC 20534

(202) 307-3055; fax (202) 307-0862

Dr. Neville Connéll, Medicd Officer
Bureau of Corrections

Department of Justice

Rurd Route 1

Kingshill, St. Croix

U.S. Virgin Idands 00850

(809) 778-0400x4245; fax (809) 778-2929
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