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I.    INTRODUCTION

During the course of this litigation CFMG has worked with Plaintiffs’ counsel to

develop a comprehensive Implementation Plan designed to ensure that inmates at the

Monterey County Jail (MCJ) receive medical, mental health and dental services that meet

or exceed community and constitutional standards.  In reality, Plaintiffs’ counsel and

CFMG share a common goal. They each want to see a medical, mental health and dental

care delivery system at MCJ which provides constitutionally adequate treatment for all

inmates. Unfortunately, the Parties are not in complete agreement on how to reach that

goal.  

CFMG’s Implementation Plan has been revised on numerous occasions in response

to various recommendations and objections which have been raised by Plaintiffs’ counsel. 

Attached hereto as Exhibit A is a copy of the Implementation Plan most recently proposed

by CFMG.  CFMG requests that the Court approve this Implementation Plan in its entirety

and allow them 45 days to train their staff regarding the provisions of the Plan before

requiring its implementation.

In a Joint Letter Re: Implementation Plan Status filed with this Court on March 18,

2016, (Dkt. 527) the parties set forth two lists: (1) Issue on which the parties continued to

negotiate and which may need to be briefed and (2) Disputed issues which were fairly

certain to require briefing.  CFMG and Plaintiffs’ counsel have been able to resolve many

of the issues on which they continued to negotiate since March 18, 2016.  However,

CFMG and Plaintiffs’ counsel have not been able to resolve any of the disputed issues. 

Plaintiffs’ counsel continues to raise a number of specific objections to CFMG’s

Implementation Plan. CFMG contends these objections are unfounded and include

requirements that were never contemplated nor negotiated as part of the Settlement

Agreement approved by the Honorable Paul Grewal on August 18, 2015.  In addition,

many of Plaintiffs’ objections require CFMG to exceed community standards or guidelines

published by the Institute of Medical Quality (IMQ) or National Commission on

///
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Correctional Health Care (NCCHC). This is not what CFMG bargained for when entering

into the Settlement Agreement. 

II.  PLAINTIFFS’ SPECIFIC OBJECTIONS TO 

CFMG’S IMPLEMENTATION PLAN

A.  Restraint Chairs and Other Physical Means of Restraint

Plaintiffs contend that placement in a restraint chair “should be considered an

emergency–with evaluation by a Qualified Mental Health Provider (QMHP) as soon as

possible and no later than one hour after placement, and hourly thereafter.” (DKT 515 at

page 11, lines 20-22.)  After consultation with Plaintiffs’ counsel regarding this issue

CFMG amended their Implementation Plan to include the following language:

Physical restraint devices shall only be utilized on inmates who
display bizarre behavior which results in the destruction of
property or reveals an intent to cause physical harm to others.
Physical restraints should only be used when it appears less
restrictive alternatives would be ineffective in controlling the
disordered behavior. 

Any inmate placed in a restraint chair will be seen and
evaluated by a medical provider no later than one hour from
the time of placement.  The medical evaluation may be
performed by trained nursing staff, physician assistant, nurse
practitioner or physician.  If the medical provider believes the
inmate is experiencing a mental health crises  the medical
provider  will promptly contact a qualified mental health
provider who will see and evaluate the inmate within one hour
of being contacted by the medical provider. (CFMG
Implementation Plan at page 40.)

B. Pharmacy.

Plaintiffs contend CFMG seeks “to maintain the status quo in which Licensed

Vocational Nurses dispense medications from stock bottles into individual doses – despite

the fact that California law and a minimal respect for patient safety reserves dispensing for

licensed pharmacists.”

Plaintiffs mistakenly believe that CFMG uses Licensed Vocational Nurses (LVNs)

to dispense medication. The parties do not dispute that LVNs are authorized to administer

and deliver medications to inmates because this is clearly within the scope of an LVN’s

practice.

///
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California Code of Regulation, Title 15, §1006 provides definitions for the terms

“administering,” “dispensing,” and “delivering” medications. These regulations state:

“Administering Medication,” as it relates to managing legally
obtained drugs, means the act by which a single dose of
medication is given to a patient. The single dose of medication
may be taken either from stock (undispensed), or dispensed
supplies.” (Italics added.)

“Dispensing,” as it relates to managing legally obtained drugs,
means the interpretation of the prescription order, the
preparation, repackaging, and labeling of the drug based upon
a prescription from the physician, dentist or other prescriber
authorized by law.

“Delivering Medication,” as it relates to managing legally
obtained drugs, means the act of writing one or more doses of a
prescribed and dispensed medication to a patient. (CCR, Title
15, §1006.)

Delivery of medication may be done by either licensed or
nonlicensed personnel, e.g., custody staff, acting on the order of
a prescriber. (CCR Title 15, § 1216(b)(7)).

As more fully set forth in the Declaration of Kathy Wild, R.N., attached hereto as

Exhibit B, the LVN’s at the MCJ do not dispense medications.  Instead, Diamond

Pharmacy dispenses the medications used at the MCJ and they are then administered by

the LVNs.  

Diamond Pharmacy dispenses many of their medications to the MCJ in bulk or stock

supply.  The LVNs at CFMG are trained to take a single dose of medication from the

properly labeled stock supply and them administer the medication to the inmate.  This

method of administering medications is within the scope of an LVN’s practice and does

not violate Title 15, state, or federal laws.  This method is also consistent with the Institute

of Medical Quality (IMQ) and National Commission on Correctional Health Care

Standards (NCCHC).

C. Plans for Treatment in Addition to Medication.

Plaintiffs claim the MCJ “has no regular program of mental health treatment other

than medication.”  This is inaccurate. CFMG provides on-site mental health services by

qualified mental health providers seven days a week. An on-call qualified mental health
3 5:13cv2354 PSG
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provider is available 24/7.

The on-site mental health team at MCJ is comprised of a psychiatrist, psychologist,

marriage family therapist, licensed clinical social worker and psychiatric Registered Nurse.

(CFMG Plan at page 32.) Mental health services provided on site include crisis

intervention, socialization programs, group therapy, medication management, psychiatric

evaluations and individual therapy. (CFMG Plan at page 32.)  CFMG and custody staff

also conduct monthly meetings to discuss the treatment and care of inmates with serious

mental health conditions. 

The mental health services as set forth in the CFMG Plan comply with the

provisions of the Settlement Agreement approved by this Court on August 18, 2015. There

is no need to expand CFMG’s Proposed Implementation Plan beyond what was intended

and contemplated by the Settlement Agreement which was agreed upon by the parties after

substantial negotiations and input from the Honorable Nathanael Cousins.

D. Telepsychiatry.

Plaintiffs are attempting to limit CFMG’s use of telepsychiatry. They recognize it

may be appropriate for followup but not for patients beginning mental health treatment or

in a mental health crisis. Plaintiffs believe CFMG’s telepsychiatry program should be

revised to provide that telepsychiatry referrals be made by a psychiatrist or psychiatric

nurse after an inmate has first received face-to-face care to start treatment and limit the use

of telepsychiatry during a mental health crisis. 

Plaintiffs are attempting to impose conditions which were never contemplated by

CFMG during settlement negotiations. Instead, CFMG argued that the definition of

“face-to-face interview” did not preclude the use of telemedicine and/or telepsychiatry

services. (Settlement Agreement at page 4, lines 19-21). CFMG does not believe the use

of telepsychiatry should be limited to followup psychiatric encounters. It is appropriate to

use the services whenever an inmate is in need of psychiatric services, unless specifically

precluded in CFMG’s Plan.
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E. Safety Cells.

The use of safety cells in the correctional setting has been approved by the Ninth

Circuit in the case of Henderson v. County of Kern, 45 F.3d 1310 (9th Cir. 1995).  Their

use has been regulated per CCR Title 15, §1055, as follows:

An inmate shall be placed in a safety cell only with the approval
of the facility manager, the facility watch commander, or the
designated physician; continued retention shall be reviewed a
minimum of every eight hours. A medical assessment shall be
completed within a maximum of 12 hours of placement in the
safety cell or at the next daily sick call, whichever is earliest.
The inmate shall be medically cleared for continued retention
every 24 hours thereafter. A mental health opinion on placement
and retention shall be secured within 24 hours of placement.
Direct visual observation shall be conducted at least twice every
thirty minutes. Such observation shall be documented. (Italics
added).

CFMG and the County have agreed to limit the use of safety cells and no inmate will

remain in a safety cell for greater than 24 continuous hours.  In addition, CFMG has agreed

to perform a Suicide Risk Assessment, including use of the Suicide Risk Assessment Tool

recommended by Dr. Hayward, “after placement in or release from a safety cell.  Plaintiffs

believe the Suicide Risk Assessment should be performed by a qualified mental health

provider within 15 minutes of placement. This is an unrealistic requirement which is not

supported by any national or state standards. Title 15 requires that the mental health

evaluation should be performed within 24 hours. However, CFMG’s Implementation Plan

requires that the evaluation occur within four hours of an inmate’s placement in the safety

cell. (CFMG’s Amended Plan at p. 33).

F.     Dental

CFMG has submitted a Dental Service Plan with staffing provisions which are

greater than existed when Plaintiffs’ dental expert toured MCJ.  The adequacy of these

staffing levels will be determined by the neutral monitors and adjusted as needed.

CFMG’s Dental Service Plan reflects a two-tiered system of services which are

provided to inmates who are (1) incarcerated less than one year and services to inmates

who are (2) incarcerated more than one year. (CFMG’s Implementation Plan at pages 98

to 112).
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CFMG’s Dental Service Plan includes  the Settlement Agreement requirement that

dental services are provided in a “safe and sanitary” facility.  (CFMG’s Implementation

Plan at page 96). In addition, the Plan requires that Dental Intake Screening will be

performed by a qualified health care professional who has been trained by the dentist.

(CFMG’s Implementation Plan at page 98).

XI.     CONCLUSION

The Implementation Plan submitted by CFMG complies with or exceeds the

requirements of the Final Settlement Agreement approved on August 18, 2015.  CFMG

requests that this Court approve its Amended Implementation Plan and allow for a 45-day

training period before actual implementation is required.

DATED:  April 1, 2016 BERTLING & CLAUSEN, L.L.P.

By:      /s/Peter G. Bertling                       
Peter G. Bertling
Jemma Parker Saunders
Attorneys for Defendant
C A L I F O R N I A  F O R E N S I C
MEDICAL GROUP, INC.

I hereby attest that I have on file all holograph signatures for any signatures
indicated by a “conformed” signature within this e-filed document.
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CFMG’s Implementation Plan  

   

Jesse Hernandez v. County of Monterey 
United States District Court Northern 

District of California  
Case No. CV 5:13 2354 PSG 

 
 
 
 
 

CFMG’S IMPLEMENTATION PLAN 
 
 
 
The  CFMG  Implementation Plan  addresses  all  of  the  issues  identified  in  the 
Settlement Agreement approved by the Honorable Paul Grewal on August 18, 2015. 

 
 
All CFMG health services staff will participate in classroom orientation and training 
regarding compliance with all aspects of the CFMG Implementation Plan. Orientation 
and training will be conducted by a qualified health services instructor. Counseling, 
training or appropriate discipline may ensue from failure to comply with the 
Implementation Plan. 

 
 
The CFMG Implementation Plan is designed to be used in concert with the County of 
Monterey's Implementation Plan. If there are any inconsistencies between the plans, 
they shall be resolved through a meet and confer process which shall include a 
representative from CFMG, the Monterey County Office of the Sheriff and the 
Monterey County Office of the Public Defender. 

 
 
Post-implementation monitoring will include focused process and outcome audits 
to measure compliance with the elements of the CFMG Implementation Plan. 
Corrective action plans will be developed and instituted for identified deficiencies, 
including re-audits within a stipulated time frame. All monitoring and audit findings 
will be reported to the Quality Management Committee at its quarterly meetings. 
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1 

I.  INAKE HEALTH SCREENING 

 
All arrestees detained in the Monterey County Jail (MCJ) will be screened by a 
Registered Nurse (RN) at the time of intake using the MCJ Medical Intake 
Questionnaire, a copy of which is attached hereto as Exhibit A. The screening will be 
conducted in a manner to ensure the inmate’s privacy. Translators and interpreters 
will be used whenever necessary to ensure effective communication. 

 
 
A. The following three levels of medical conditions will be identified initially upon 

arrival of the arrestee. 
 
 

1. Those obvious and acute conditions which would preclude acceptance 
into custody prior to "outside" medical evaluation and clearance. 

 
 

a. Arrestees who are unconscious or who cannot walk under their 
own power. 

b. Arrestees who are having or have recently had convulsions. 
c. Arrestees with any significant external bleeding. 
d. Arrestees with any obvious fractures. 
e. Arrestees with signs of head injuries. 
f. Arrestees with any signs of serious injury or illness. 
g. Arrestees displaying signs of acute alcohol or drug withdrawal. 
h. Pregnant women in labor or with other serious problems. 
i. Arrestees who display symptoms of possible internal bleeding or 

with abdominal bleeding. 
j. Arrestees with complaints of severe pain or trauma. 
k. Arrestees who by reason of mental health disorder are a danger 

to others or themselves, or gravely disabled except for arrestees 
who have been released from a County-designated LPS 
involuntary detention facility with the previous 12 hours. 

 

Exhibit A 
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CFMG’s Implementation Plan 
2 

2. Those conditions which are identified during the completion of the MCJ 
Medical Intake Questionnaire by the Booking RN may or may not be 
deemed to require "outside" medical evaluation and treatment. 

 
a. If the Booking RN determines that the arrestee requires medical 

evaluation and clearance prior to incarceration, the arrestee will be 
transported to Natividad Medical Center for medical clearance prior 
to booking. 

 
b. All acutely positive findings identified on the MCJ Medical Intake 

Questionnaire will be assessed by the Booking RN using the CFMG  
 

3. Those conditions which are identified during the completion of the Intake 
Triage Assessment will be evaluated by the Booking RN and treated in 
accordance with CFMG Standardized Procedures or referred to the 
medical provider as indicated. 

 
 
B. The arresting officer shall report any signs of trauma or acute illness to the 

reception officer prior to transfer of custody. The information obtained by the 
arresting officer will be communicated to the Booking RN. If the arrestee is 
taken to an emergency treatment center for medical evaluation and clearance 
prior to booking, documented evidence of such evaluation, treatment and 
clearance must be returned to the jail so as to become part of that inmate's 
medical record. The Booking RN in booking will review the treatment records 
to determine the course of treatment and/or contact the medical provider as 
indicated. 
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CFMG’s Implementation Plan 
3 

C. Receiving Health Screening by Booking RN during the Intake Screening Process. 
 
 

The MCJ Medical Intake Questionnaire will be completed on all inmates at the 
time of intake into the facility by the Booking RN. The receiving screening shall 
include vital signs and, inquiry into: 
 
1. Current illness and health problems, including medical, mental health, 

dental and communicable diseases (including sexually transmitted 
diseases and tuberculosis and other aerosol transmissible diseases). 

 
 

2. Medications and special health requirements. 
 
 

3. Substance use, including type, methods, amount, frequency, date or time 
of last use, and history of withdrawal problems. 

 
 

4. History or appearance of suspected mental illness, including suicidal 
ideation or behavior. 

 
 

5. Appearance or history of developmental disability. 
 
 

6. Appearance or history of recent sexual abuse or abusiveness. 
 
 

7. For females, a history of gynecological problems, possibility of current 
pregnancy, recent delivery and present use of birth control. 

 
 

Observation of: 
 
 

1. Behavior, to include state of consciousness, mental status, appearance, 
conduct, tremors and sweating; 

 
 

2. Body deformities and ease of movement; 
 
 

Exhibit A 
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CFMG’s Implementation Plan 
4 

3. Condition of skin, including bruises, trauma markings, lesions, jaundice, 
rashes and infestations, needle marks or other indication of drug abuse; 
and, 

 
4. Slowness in speech or lack of comprehension of questions suggestive of 

developmental disabilities. 
 
 

Disposition: 
 
 

1.  Positive receiving screening findings will be referred to the provider for 
 further evaluation as deemed necessary by the Booking RN. 

 
2.  Inmates with chronic medical conditions will be referred to and seen 

by a medical provider within five to seven days of arrival.  
 
 

3. Immediate  referral  to  the  local  emergency  room  for  clearance,  if 
warranted. 

 
 

4. Persons with possible communicable disease will be isolated from others 
pending evaluation by health services staff. 

 
 

5. Refer to classification for housing. 
 
 
D. Developmental Disabilities Screening by the Booking RN during the Intake 

Screening Process. 
 
 

All inmates at time of booking are screened using the Guide to Developmental 
Disabilities, a copy of which is attached as Exhibit C. If an inmate is believed to 
have a developmental disability, the San Andreas Regional Center will be 
contacted within 24 hours. 
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1. The Booking RN performing the intake screening will determine if new 
detainees have known or suspected developmental disabilities. 

 
2. The Booking RN shall complete an initial assessment to determine the 

level of disability and need for special housing and/or care, and contact 
the psychiatric provider on-call. 

 
3. The Booking RN shall consult with shift supervisor regarding appropriate 

housing such as protective custody. 
 
 

4. The CFMG Program Manager or designee will notify the San Andreas 
Regional Center within 24 hours of the presence of inmates believed to 
have developmental disabilities. 

 
 

5. If the San Andreas Regional Center cannot be reached by phone at (831) 
759-7500, a letter will be sent notifying them of the developmentally 
disabled inmate. 

 
 

6. The San Andreas Regional Center is mandated by law to assure provision 
of services to individuals in whom developmental disability criteria are 
met. 

 
Criteria include: 

 
I.Q. of 70 or lower with epilepsy, autism, or significant neurological 
impairment which occurred before age 18 and resulted in a significant 
handicap. 

 
 

The medical staff is encouraged to develop an ongoing relationship with 
the San Andreas Regional Center. 
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CFMG’s Implementation Plan 
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E. Mental Health Screening by Booking RN during the Intake Screening Process. 
 
 

1. All new inmates shall be observed and queried for signs/presence and 
history of mental illness, including suicidal behavior/ideations, and use of 
medication for psychiatric treatment as part of the intake health 
screening completed by the Booking RN. Verification of medications and 
request of treatment records will be initiated for inmates indicating 
current or recent treatment including medications, hospitalization, 
emergency department visits and/or outpatient services. Any inmate 
exhibiting or testifying to presence or history of mental illness is referred 
to mental health services staff for further evaluation.  A physician's 
opinion is secured within 24 hours or the next scheduled sick call. 

 
 

2. The  Booking  RN  will  complete  a  Nursing  Psychiatric  and  Suicidal 
Assessment Form on all inmates with a positive mental health history. A 
copy of the Nursing Psychiatric and Suicidal Assessment form is attached 
as Exhibit D. 

 
 

3. The on-site  mental  health  team  is  comprised  of  the  psychiatrist, 
psychologist, Marriage and Family Therapist and Psychiatric Registered 
Nurse. A licensed psychiatrist and psychologist are available on-site and 
on-call to health services staff at the jail for consultation, referral and 
treatment. 

 
4. Inmates in safety cells whose condition deteriorates, or for whom the 

nurse is unable to complete a hands-on assessment including vital signs 
after six hours of placement shall be transferred to Natividad Medical 
Center for further assessment. 
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II.  CONTINUATION OF MEDICATIONS BEGUN PRIOR TO INCARCERATION 
 
 
Continuation and bridging of all medications begun prior to incarceration is essential 
to the health and well-being of inmates.  It is the policy of CFMG to ensure that 
inmates will not miss any medications whether verified or unverified, formulary or 
non-formulary. 

 
 
A. The  following  information shall  be  obtained from  the  inmate or  his/her 

attending physician: 
 
 

1. Drug name, dosage and frequency ordered. Time the previous dose was 
ingested (prior to incarceration). 

 
 

2. Name of physician who prescribed the medication and the last time the 
inmate was seen by the physician. 

 
 

3. The frequency with which the medication was taken. 
 
 
B. Confirmation of the information should be attempted by calling the pharmacy 

to confirm legitimacy of the prescription and/or: 
 
 

1. Seeing the prescription or bottle of medication and verifying that the 
contents have not been tampered with and are as labeled. 

 
 

2. Communication with the prescribing physician or his office. 

C. Ordering Verified Medications for Continuation and Bridging. 

1. If the RN verifies the medication with the prescribing physician or 
pharmacy, the RN will provide the medication after contacting the on-call 
provider for an order. During this consultation the on-call provider, based 
on clinical judgment, will schedule a date for a provider to see the patient 

Exhibit A 
 16

Case 5:13-cv-02354-BLF   Document 532   Filed 04/01/16   Page 17 of 140



CFMG’s Implementation Plan 
8 

face-to-face within 7 days. The date of the appointment will be reflected 
in the written record of the order. 

 
 
D. Ordering Unverified Medications or Medications that Have the Potential for 

Abuse. 
 
 

1. If possible, find out what chronic conditions the inmate is being treated 
for or has been treated for in the past. 

 
 

2. If inmate was on medications, inquire whether s/he remembers names 
or dosages. 

 
 

3. Obtain random blood sugar on inmate if s/he states history of diabetes. 
 
 

4. If female inmate states she is on opiates, request urine sample for 
pregnancy test. If inmate is pregnant, contact on-call provider for orders 
or send to ED for evaluation and possible emergency three-day 
methadone or buprenorphine prescription. FOR THE SAFETY OF THE 
FETUS, pregnant inmates should not be allowed to withdrawal for opioids 
and may need to be sent to the ED or methadone clinic or buprenorphine 
provider daily to avoid withdrawal. 

 
 

5. By the end of the nursing shift, the RN will contact the on-call provider for 
orders to address critical unverified medications or medications with 
abuse potential and obtain orders to either continue, discontinue, or 
substitute with a clinically equivalent formulary alternative. During this 
consultation the on-call provider will set the time for a provider to see 
the patient within 5-7 days. The date of the appointment will be reflected 
in the written record of the order. 
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6. Submit all medication orders to emergency backup pharmacy to ensure 
inmate-patient will not miss any doses within 12 hours of booking. 

 
 
E. Ordering Psychotropic Medications 

 
 

1. The Booking RN will assess all arrestees who state they are taking 
psychotropic medications upon arrival at the facility. 

 
 

2. The Booking RN will obtain a signed release for records and attempt to 
verify current prescriptions. By the end of the nursing shift, the RN will 
consult with the on-call psychiatrist regarding any verified or unverified 
medications. The on-call psychiatrist will give an order to either continue, 
discontinue or substitute the medication with a clinically equivalent 
formulary alternate. During this consultation, the on-call psychiatrist will 
set the time to see the inmate within 5-7 days.   The date of the 
appointment will be reflected on the written record of the order. 

 
 

3. No psychotropic medications shall be unilaterally discontinued without 
consultation with the facility physician or psychiatrist. 

 
 

4. Psychotropic medication shall not be ordered for longer than 90 days, 
new psychiatric medications will not exceed 30 days, until condition is 
documented stable by the ordering physician. The prescribing provider 
will renew medications only after a clinical evaluation of the individual is 
performed. 

 
 

5. Absent an emergency, inmates will not be administered involuntary 
psychotropic medications at the Monterey County Jail. 

 
 

6. Psychotropic  medication  will  not  be  administered  for  disciplinary 
purposes. 
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7. Absent an emergency or a court order for treatment, an inmate shall give 
his or her informed consent and refusal. 

 
 

8. The on-call psychiatrist will be contacted whenever an inmate refuses his 
or her medications on three consecutive occasions. 
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III.  INMATE ACCESS TO HEALTH CARE 
 
 
A. Health Care Philosophy 

 
 

Inmates shall have access to emergent and medically necessary non-emergent 
health  care  services  as  deemed  appropriate by  qualified  health  services 
professionals to maintain health and safety of the inmate during his/her period 
of incarceration. Elective procedures shall not be performed unless, in the 
opinion of qualified medical/dental professionals, the postponement of such 
procedures would adversely affect the immediate health and safety of the 
inmate or future course of treatment and/or prognosis of the individual. 
Medically necessary services which are not provided on-site shall be made 
available by referral to County or private medical/health services providers. 
Health services shall be provided by licensed health care professionals in 
accordance with community standards and professional ethical codes for 
confidential and appropriate practices. 

 
 

1. CFMG personnel provide health care services for inmates and act as their 
advocates in health care matters. Health services shall be rendered with 
consideration for the patient's dignity and feelings and in a manner which 
encourages the patient's subsequent utilization of appropriate health 
services. 

 
 

a. Medical procedures and interviews shall be performed in a private 
clinical setting in accordance with facility security procedures. 

 
b. Chaperons shall be present when indicated. 
 
c. Verbal consent shall be obtained and implicit for all direct patient 

contact. Written informed consent shall be obtained for all invasive 

Exhibit A 
 20

Case 5:13-cv-02354-BLF   Document 532   Filed 04/01/16   Page 21 of 140



CFMG’s Implementation Plan 
12 

and  other  procedures  in  accordance  with  established  CFMG 
procedure and community standards of practice. 

 
 

d. Inmates  have  a  right  to  refuse  treatment.    Inmates  refusing 
treatment will be counseled regarding any untoward effects of such 
refusal.   Refusals shall be documented in the medical record 
progress note and refusal of medical treatment form completed, 
signed by the inmate and filed in the medical record. If the inmate 
refuses to sign the form, such refusal shall be noted on the form and 
witnessed by two staff members. 

 
 

e. Refusal of essential medications and treatment (i.e., the absence of 
which would jeopardize the health and safety of the inmate) shall be 
reported to the responsible medical provider after three sequential 
refusals. 

 
 

2. Inmates shall have access to their private physician and/or dentist at 
their own expense. 

 
 

3. The patient/provider confidentiality practices of the community shall 
prevail in all inmate-patient/jail provider encounters except where state 
statute supersedes. 

 
 

a. Patient information necessary for the protection of the health and 
safety of facility staff and inmates shall be communicated to the 
facility manager or his/her designee by the responsible physician or 
other designated health services staff. 

 
 

b. Access to medical and psychiatric records shall be under the control 
of the Health Authority. Confidentiality of health records shall be 
maintained at all times. 
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4. Inmates requiring medical or mental health services beyond the scope 
of services provided by CFMG shall be transferred to a community 
provider in accordance with CFMG Policy and Procedures. 

 
 

5. Inmates retain all the recognized rights of an ordinary citizen relative to 
informed consent and self-determination of health care.   This shall 
include the ability to appoint a Durable Power of Attorney for Health 
Care, and to create a Natural Death Act Declaration addressing end-of-life 
care. 

 
 

a. Health services and custody staff will work cooperatively to provide 
access to the means necessary for the creation and recognition of 
properly executed advance directives. County counsel shall be 
consulted in the creation of advanced directives. 

 
 

b. A documented end-of-life care plan will be developed when 
warranted by the inmate-patient's condition. The plan will include, 
but not be limited to, the inmate-patient's input and consent, 
properly  executed  DNR,  advanced  directives  and  durable 
power-of-attorney, pain management, and provision for 
psychological/spiritual support. 

 
 
B. Protocols and Standardized Procedures. 

 
 

RNs function under standardized procedures developed in accordance with 
California Board of Registered Nursing requirements. All treatment is pursuant 
to protocol, standard procedures and/or direct MD orders by personnel licensed 
to carry out such functions in the State of California. Physician Assistants and 
Nurse Practitioners shall function under agreements specific to their scope of 
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practice with the supervision of the responsible physician in accordance with 
the Medical Board of California regulatory guidelines. 

 
 

1. Standardized procedures and PA protocols are developed by PA/nursing 
staff, CFMG Administration, Program Manager, Director of Nursing, and 
the responsible physician. All orders are subject to the approval of the 
responsible physician. 

 
 

2. When utilized, a minimum of ten percent (10%) of all 
protocol/standardized procedures initiated care/treatment provided by 
a physician assistant, nurse practitioner and registered nurse charts shall 
be reviewed and countersigned by the responsible physician. 

 
 

3. All RN protocols/standardized procedures and PA and NP practice 
agreements are reviewed by the Program Manager, responsible physician 
and administrative staff at least annually and revised as necessary. 

 
 
C. Access to Treatment. 

 
 

Information regarding access to health care services shall be communicated 
verbally and in writing to inmates upon their arrival at the facility. Upon 
confirmation of pregnancy, females shall be informed of their rights to services 
while in custody and use of restraints prohibition. Provision shall be made to 
communicate this information to non-English speaking inmates. 

 
 

1. Verbal explanations of the sick call procedure shall be communicated to 
all detainees at the time of booking by the Booking RN. Verification of the 
nurse's verbal explanation is documented on health screening form. 
Direct referral to health services staff shall be made in any case of an 
immediate health need upon booking or as soon as possible after the 
individual enters the facility. 
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2. Signs posted in English and Spanish describing sick call availability and 
procedure shall be posted in booking and in the common areas of the 
living units. 

 
 

3. Information regarding access to medical and mental health services is 
provided in English and Spanish versions of the Inmate Rules booklets 
given to all inmates. 

 
 
D. Daily Management of Health or Mental Health Care Requests. 

 
 

Health and mental health complaints of inmates shall be collected, processed 
and documented on a daily basis. Health services staff shall triage and treat 
health complaints as appropriate. Medical complaints will be triaged to the 
medical provider as appropriate.  Mental health care complaints will be 
triaged to a qualified medical health care provider as appropriate. 

 
1. Medical and/or mental health sick call slips are triaged daily. Urgent sick 

call requests are seen by the on duty medical provider, Monday through 
Friday. On weekends and holidays, urgent complaints/requests are 
communicated to the on-call medical provider by the nurse on duty. The 
on-call provider will treat or refer the patient as deemed medically 
appropriate. 

 
 

2. Emergency requests are seen immediately by on-duty, on-call staff 
and/or transported to Natividad Medical Center. 

 
 

3. All medical or mental health care sick call request slips are reviewed by 
licensed health services staff on a daily basis. Sick call slips will have the 
following notations: 
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a. date and time reviewed 
b. signature of medical staff 
c. disposition 

 
4. Sick call slips are filed in the inmate's medical record and the sick call 

roster shall be kept on file in the medical record room. 
 
 

5. Health care providers shall record sick call visits in the inmate's personal 
medical record. 

 
 
E. Sick Call 

 
 

1. Sick  call  is  conducted  five  days  per  week  in  a  designated  clinical 
environment ensuring privacy for all inmates. 

 
 

2. Inmates wishing to be seen on sick call will fill out a slip, listing name, 
location, date of birth, and complaint. 

 
 

3. Slips are collected and triaged daily by health services staff. Sick call slips 
received prior to 2300 hours will be scheduled for the next sick call. If an 
inmate's custody status precludes attendance at clinic, such as going to 
court or visits, the inmate must reschedule his/her self for the next 
scheduled sick call.  Exceptions will be assessed by physician or other 
medical providers. 

 
 

4. Inmates housed in holding and isolation are visited by an MD or RN every 
Monday, Wednesday and Friday. 

 
 

5. Inmates requesting sick call services may be charged a $3.00 co-pay as 
defined in Penal Code Section 4011.2.   Inmates shall not be refused 
services because of inability to pay. 
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F. Individualized Treatment Plans 
 
 

A written individualized treatment plan shall be developed by qualified health 
services staff for inmates requiring close medical and/or mental health 
supervision, including chronic and convalescent care, and includes directions to 
health services and other staff regarding their roles in the care and supervision 
of these inmates. 

 
 

1. Inmates with medical and/or psychiatric conditions identified during 
intake screening or returning to the jail from off-site hospitalization shall 
be assessed by the Booking RN who will begin initial treatment planning 
by initiating the continuation of essential care and treatment at the time 
of intake; consultation with the on-call provider as necessary; and, 
scheduling referrals for follow up evaluation by the responsible physician 
mid-level provider or RN who will be responsible for further developing 
and documenting an individualized plan of treatment. 

 
 

2. Treatment plans shall include specific medical and/or psychiatric 
problem, nursing interventions, housing, dietary, medication, observation 
and monitoring, and follow-up referral and/or evaluation as appropriate. 

 
 

3. The Facility Manager or his designee shall be informed of aspects of the 
treatment plan which include custody staff, e.g., housing, observation, 
transportation, etc. 

 
 

4. A treatment plan is a series of written statements which specify the 
particular course of treatment. A thorough plan will be included in the 
plan portion of S.O.A.P. progress note and problem lists will reflect 
current problems or conditions being followed. Monitoring the efficacy 
of treatment while in custody, and discharge planning are essential 
components of the treatment plan. 
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G. Chronic Care 
 
 

CFMG will provide a system for managing patients with chronic health 
conditions through screening, identifying and monitoring these patients while 
incarcerated in the Monterey County Jail. 

 
 

Chronic illness is any health problem/condition lasting at least six months which 
has the potential to, or actually does, impact an individual's functioning and long 
term prognosis. Such conditions may include, but are not limited to, 
cardiovascular disease, diabetes mellitus, gynecological disorders or diseases, 
chronic infectious diseases, chronic pulmonary diseases, seizure disorders and 
psychiatric disorders. 

 
 

Chronic Care Clinic: Routinely scheduled encounters between an FNP, PA or MD 
and a patient with an identified chronic medical or mental condition for the 
purpose of treatment planning, monitoring the patient's condition and 
therapeutic regimen while in custody. Such encounters shall be scheduled at 
least every ninety days, but may occur more frequently at the discretion of the 
medical provider. Routinely scheduled Chronic Care Clinic monitoring shall apply 
to the following conditions: diabetes; cardiac disorders, hypertension, seizure 
disorders, communicable diseases, respiratory disorders, and psychiatric 
disorders. Other conditions may be included as appropriate at the discretion of 
the medical provider.  
 
Inmates with chronic care conditions will be managed pursuant to chronic 
care protocols and standardized procedures that are consistent with 
national practice guidelines. National Practice Guidelines constitute 
recommendations regarding patient care and are not intended to preclude 
clinical judgment. Any national practice guidelines must be applied in the 
context of clinical care and with adjustments for individual preferences, 
comorbidities, and other patient factors.   
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1.       Screening/Identification 
 
 

a. Intake Health Screening 
 
 

(1) Individuals giving a history of a chronic medical or psychiatric 
condition and/or  are  taking  essential  medication  for  the 
management of a chronic medical or mental  condition 
will be identified at the time of jail intake screening by the 
Booking RN. 

 
 

(2)  The RN will:  
 

(a) Complete an assessment, document and verify all 

current medications. 
 

(3)  Continue verified, current medication prescriptions that 

are on CFMG formulary in accordance with CFMG 

Medication Continuation Policy and Procedure. 
 
 

(a)   The nurse will contact the on-call medical provider 

by the end of the nursing shift to obtain  an order  for 

all medications, whether verified or unverified, 

formulary or non-formulary. 
 
 

(b)  Schedule the patient to be seen on medical provider 

line, within five to seven days if the inmate's 

condition is stable. Refer individuals for whom 

medications cannot be verified or whose condition is 

unstable to the medical provider on duty or contact 

the on-call medical provider for orders. 
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(c)   Attempt to obtain an authorization from the inmate for 

a release of his/her medical records from outside 

providers and use the authorization to try and obtain 

the outside medical records.  
 

(4) The medical  provider will  complete a baseline  physical 

examination and history, order  a therapeutic regimen  

and schedule the patient  to be seen at least every ninety  

days for chronic  care management. 

 

(5)   Any patient whose chronic condition cannot be managed at 

MCJ will be transferred offsite for appropriate treatment 

and care.  

 
2. The medical/mental health condition and other pertinent problems will 

be entered on the Patient Problem List in the health record. 
 
 

a. 14-Day Health Inventory & Communicable Disease Screening 
 

(1) Chronic problems identified during the 14-day health 
inventory and communicable disease screening that have not 
previously been identified will be referred to the next 
medical or psychiatric provider line for evaluation and follow 
up. 

 
(2) The medical or psychiatric provider will complete a baseline 

history and physical or psychiatric examination; order a 
therapeutic regimen, as appropriate; and, schedule the 
patient to be seen for chronic care clinic at least every ninety 
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days for the length of the jail stay. Patients on psychiatric 
medications will be seen by the psychiatrist every thirty days 
until determined stable and then at least every 60 to 90 
days. 

 
(3)  The medical / mental condition will be entered on the Patient 

Problem List in the health record and in the IMS computer 
system. 

 
b. Sick Call. 

 
(1) Chronic medical/mental health conditions identified during the 

routine sick call process shall be evaluated; baseline history and 
physical examination completed; a therapeutic regimen 
ordered as appropriate and, scheduled to be seen at least every 
ninety days for the length of jail stay. Patient’s on psychiatric 
medications will be seen by the psychiatrist every thirty days 
until determined stable and then at least every sixty/ninety 
days.  More frequent evaluations by a psychiatrist will be 
scheduled if necessitated by the patient’s condition. 

 
3. Monitoring. 

 
 

a. Patients with identified chronic medical/mental health conditions 
shall be scheduled for Chronic Care Clinic and seen by the physician 
or the psychiatrist at least every ninety days if condition is stable or 
more frequently if condition is unstable while in custody. 

 
 

b. The medical/psychiatric provider conducting the chronic care clinic 
will assess at minimum: 
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(1) History: 
 
 

(a) Current medications 
(b) Complaints/problems 
(c) Compliance with therapeutic regimen 

 
 

(2) Examination: 
 
 

(a) Vital  signs  and  weight  recorded  each  visit  (medical 
conditions; patients on psychotropic medications with 
metabolic side effects). 

 
 

(b) Systems examination in accordance with the nature of the 
chronic condition. 

 
 

(3) Assessment: 
 
 

(a) Diagnosis, degree of control, compliance with treatment 
plan and clinical status in comparison to prior visit. 

 
(4) Plan: 

 
 

(a) Periodic laboratory and diagnostic tests as indicated by 
medical and professional practice standards. 

 
 

(b) Strategies to improve outcomes if the degree of control is 
fair or poor or the clinical status has worsened. 

 
 

(c) The plan also includes: 
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i) Medications. 
 
 

ii) Vital signs and other condition specific key indicator 
monitoring (e.g., blood glucose monitoring in 
diabetes; peak flow monitoring in chronic 
pulmonary conditions, serum drug levels, etc.), as 
clinically indicated. 

 
 

iii) Health care education (e.g., nutrition, exercise and 
lifestyle changes; medication management). 

 
 

iv) Referral to MD or specialist, as clinically indicated. 

v) Interval to next visit. 

vi) Discharge  planning  in  preparation  for  release  or 
transfer from the facility. 

4. Documentation: 
 
 

a. Chronic care clinic interactions will be documented in the health 
record in a SOAP format progress note or on approved, 
standardized, condition specific Chronic Care Clinic forms. 

 
 

b. Chronic medical/mental conditions and other pertinent problems 
will be recorded on the Patient Problem List. 

 
 

5. Health Inventory & Communicable Disease Screening. 
 
 

A complete gender specific health history inventory and communicable 
disease screening shall be completed on all inmates within 14 days of 
arrival at the facility by a Registered Nurse who has completed 
appropriate training that is approved or provided by the responsible 
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physician.  A copy of the Health Inventory & Communicable Disease 
Screening Form is attached as Exhibit E. Communicable disease screening 
shall include at a minimum, screening for diseases in accordance with the 
findings of the health inventory and prevalence data for the local 
community.  The extent of communicable disease screening shall be 
determined by the responsible physician in collaboration with local public 
health officials. Individuals returning to custody within 3 months of the 
prior incarceration shall have vital signs and communicable disease 
screening repeated; the remaining history will not be repeated unless the 
individual indicates a change in historical information since the prior 
documented history. 

 
6. Inmates will complete a gender specific self-health history form which 

has been approved by the health authority. The health history form will 
include, at a minimum: 

 
 

• prior illnesses 
• operations 
• injuries 
• medications 
• allergies 
• systems review 
• relevant family history, e.g., heart disease, cancer, substance abuse, 

etc. 
• substance abuse 
• risk factors for sexually transmitted disease 
• history of sexual abuse and/or abusiveness 

 
 

7. The completed history form and the intake health screening will be 
reviewed with the inmate by a qualified health professional, i.e., 
licensed vocational nurse, registered nurse, mid-level provider, or 
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physician. The date and outcome of the review and signature of the 
reviewer shall be documented on the approved form. 

 
 

8. Temperature, pulse, respirations, blood pressure, height and weight will 
be recorded on the approved form. 

 
 

9. The STD Supplemental form will be completed. Positive responses will be 
referred to the medical provider. 

 
 

10. Positive findings shall be recorded onto a problem list. A follow-up plan 
of action shall be developed and documented in the health record by a 
qualified  health  professional  (i.e.,  physician,  mid-level  provider  or 
registered nurse in accordance with approved standardized procedures). 

 
 

11. All  positive  health  inventory  findings  and  plans  of  action  shall  be 
reviewed by the responsible physician. 

 
 

12. Positive findings and conditions requiring further evaluation and/or 
treatment shall be referred to the appropriate provider, i.e., medical, 
mental health and dental, next scheduled sick call. Urgent conditions will 
be referred immediately to on-site or on-call provider resources. 

 
 

13. Individuals returning to custody within 3 months of prior incarceration: 
vital signs and communicable disease screening will be repeated at each 
jail admission; inmate will be queried regarding any changes in health 
status since last documented health inventory. All assessment data will 
be documented, dated, timed, and signed by the health services staff 
completing the assessment. 

 
 

14. Inmates  refusing  the  Health  Inventory  &  Communicable  Disease 
Screening will be counseled by medical staff as to the confidentiality and 
medical importance. If an inmate still refuses, a refusal form will be 
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signed by the inmate and medical staff. Document in the inmate's 
medical chart that he/she was counseled and contact a provider for 
orders. 

 
 
H. Mental Health Screening and Evaluation. 

 
 

1. Within 14 days of admission to the Monterey County Jail all inmates will 
have an initial mental health screening performed by a qualified mental 
health professional on the mental health staff. 

 
2. The initial mental health screening will consist of a structured interview 

including inquiries into the following: 
 
 

a. A history of psychiatric hospitalizations and outpatient treatments, 
substance use   hospitalization,   detoxification   and   outpatient 
treatment, suicidal behavior, violent behavior; victimization, 
special education placement; cerebral trauma or seizures and sex 
offenses. 

 
 

b. The current status of psychotropic medications, suicidal ideations, 
drug or alcohol use and orientation to person, place and time. 

 
 

c. Emotional response to incarceration. 
 
 

d. A  screening  of  intellectual  function  (i.e.,  mental  retardation, 
developmental disability and learning disabilities). 

 
 

3. Inmates who score positive for mental health problems will be referred 
to a qualified mental health provider for further evaluation. 

 
 

4. Inmates who require acute mental health services beyond those available 
on site are transferred to an appropriate facility. 
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I. Health Care Maintenance. 

 
 

A complete physical examination for the purpose of health maintenance will be 
completed by health services staff within six months of the date of 
incarceration. The components of the physical examination shall be determined 
by the responsible physician and will include a review of body systems; breast 
exam for all females; a rectal exam and PSA for males 50 years of age or older. 
 
1. A computer generated list of inmates requiring a physical examination 

(those who have been in custody 170 days) will be utilized to schedule 
physical exams Monday through Friday (holidays excluded). 

 
 

2. The exam will be completed by the responsible physician, physician 
assistant or nurse practitioner. 

 
 

3. The physical examination shall include: 
 
 

a. Review of the health inventory and communicable disease 
screening; 

 
b. Vital signs, height and weight; 

 
 

c. A full body system review and assessment consistent with 
community standards and guidelines. 

 
 

d. A documented assessment of the individual's health status based on 
the physical findings; 

 
 

e. A plan for follow up, treatment and referral as indicated; and, 

f. Review and countersignature by the responsible physician. 
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4. All examination findings will be recorded on an approved CFMG physical 
examination form and filed in the inmate's medical record. 

 
 
J. Continuity of Care 

 
 

Patients will receive continuity of care from admission to discharge while in this 
facility, including referral to community care when indicated. 
 
1.   If possible, health providers will obtain information regarding 

previous care when undertaking the care of a new patient. 
 
 

2. When the care of the patient is transferred, appropriate health 
information is shared with the new providers in accord with  consent 
requirements. 

 
 

3. A  Transfer of Medical Information form will be  completed and 
accompany inmates being transferred to another 
detention/corrections system who have been receiving medical and/or 
mental health treatment while detained within the Monterey 
County Jail system. 

 
 

4. A prescription  for a 30-day supply of medications taken while in jail 
may be given to inmates upon discharge by order of the responsible 
physician. 

 
 

5. Referral to public health and/or community clinics for follow-up care 
and treatment will  be made as appropriate  to  need and 
availability  for inmates who are released prior to resolution of a 
continuing medical/mental health condition. 

 
 

6.  Inmates  released  to  the  community   will  be  provided  with  
written instructions for the continuity of essential care, including, but 
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not limited to, name and contact information of community 
providers for follow up appointments, prescriptions and/or 
adequate supply of medication for psychiatric patients. 

 
K. Outside Appointments. 

 
 

Inmates will have access to outside health care providers in one of two ways: 
 
 

1. The  medical  staff  (M.D.  N.P.  or  P.A.)  determines  that  a  medical 
consultation is indicated for which the cost for service will be the 
responsibility of CFMG. 

 
 

2. When an inmate requests to see a private health care provider which is 
not determined necessary by the in-house medical staff. In this case, the 
inmate will assume responsibility for all costs incurred. All requests to see 
off-site providers must be approved by the physician and by custodial 
staff for security reasons. 

 
 

a. The Program Manager or his/her designee will: 
 
 

(1) Establish   contact    with    outside    provider   to    schedule 
appointments 

(2) Arrange transportation services 
(3) Complete medical referral forms only for inmates that they 

determine need outside medical consultation 
 
 

b. The Inmate: 
 
 

(1) If inmate assumes responsibility for cost, must contact outside 
provider to arrange payment for services.  Once arrangements 
are made, the medical records coordinator will schedule 
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appointments and transportation services. CFMG medical 
referral forms are not completed for this type of appointment. 

 
L. CFMG Medical Referral Form. 
 

The CFMG Referral Form is utilized at all times when the medical staff refers an 
inmate off-site for medical information to the outside provider as well as 
authorize payment. A copy of the CFMG Referral Form is attached as Exhibit F. 

 
 

1. The M.D. N.P. or P.A. may refer an inmate to an outside provider for 
medical care which cannot be provided on-site.  When this occurs, the 
medical staff will complete the medical referral form, and give it to the 
medical record clerk, who will then arrange the appointment. 

 
 

2. In  an  emergency, when  an  ambulance is  called,  medical  staff  will 
complete two medical referral forms, one for the hospital and one for the 
ambulance company. 

 
 

3.       Medical staff should not complete the medical referral form for: 
 
 

a. Inmates who are refused at time of booking (CFMG is not financially 
responsible for these inmates). 

b. Inmates  going  off-site  to  see  their  private  physicians  at  their 
expense. 

 
 

4. All  sections of  the  referral  form  should  be  completed except the 
section, "Recommendations to the Referring Agency."    The Medical 
Insurance Section should be completed and all pertinent information 
noted. 

 
 

5. A copy is retained in the inmate's medical chart.  Two copies are given to 
transportation to pass on to the outside provider. One of those copies is 
then returned with recommendations for follow-up. 
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IV.  INMATE ACCESS TO MENTAL HEALTH SERVICES 
 
 
Outpatient mental health services to include screening, evaluation, diagnosis, 
treatment and referral services shall be available to all inmates in the Monterey 
County Jail. All mental health outpatient services will be provided by qualified mental 
health providers.  Inmates requiring services beyond the on-site capability at the 
Monterey County Jail shall be referred to appropriate off-site providers. 

 
 
A. All new inmates shall be observed and queried for signs/presence and history 

of mental illness, including suicidal behavior/ideations, and use of medication 
for psychiatric treatment as part of the intake health screening completed by 
the Booking Registered Nurse. Verification of medications and request of 
treatment records will be initiated for inmates indicating current or recent 
treatment including medications, hospitalization, emergency department visits 
and/or outpatient services. Any inmate exhibiting or testifying to presence or 
history of mental illness is referred to mental health services staff for further 
evaluation. 

 
 
B.    Mental Health Screening and Evaluation. 

 
 

1. Within 14 days of admission to the Monterey County Jail all inmates will 
have an initial mental health screening performed by a qualified mental 
health professional on the mental health staff. 

 
 

2. The initial mental health screening will consist of a structured interview 
including inquiries into the following: 

 
 

a. A history of psychiatric hospitalizations and outpatient treatments, 
substance use   hospitalization,   detoxification   and   outpatient 
treatment, suicidal behavior, violent behavior; victimization, special 
education placement; cerebral trauma or seizures and sex offenses. 
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b. The current status of psychotropic medications, suicidal ideations, 
drug or alcohol use and orientation to person, place and time. 

 
 

c. Emotional response to incarceration. 
 
 

d. A  screening  of  intellectual  function  (i.e.,  mental  retardation, 
developmental disability and learning disabilities). 

 
 

3. Inmates who score positive for mental health problems will be referred 
to a qualified mental health provider for further evaluation. 

 
 

4. Inmates who require acute mental health services beyond those available 
on site are transferred to an appropriate facility. 

 
 
C. The on-site mental health team is comprised of the psychiatrist, psychologist, 

Marriage and Family Therapist, Licensed Clinical Social Worker and Psychiatric 
Registered Nurse. A licensed psychiatrist and psychologist are available on-site 
and on-call to health services staff at the jail for consultation, referral and 
treatment. 

 
 
D. Mental  Health  services  provided  on-site  will  include  crisis  evaluation, 

socialization programs, group therapy, medication management, psychiatric 
evaluations and individual therapy. 

 
 
E. Inmates requiring special in-jail housing and/or observation for psychiatric 

reasons will be housed in single cells and/or the Outpatient Housing Unit 
pursuant to consultation with the Facility Manager or Watch Commander and 
the responsible on-duty medical/mental health staff. 
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F. Individual treatment plans shall be developed by the responsible mental health 
provider and the Program Manager or designee to meet the outpatient 
treatment needs of the inmate during his/her period of incarceration including 
the opportunity for social interaction and participation in community activities. 
If the inmate is unable to participate, the reason will be documented by the 
responsible mental health professional. 

 
 
G. Crisis intervention and management of acute psychiatric episodes shall be 

handled initially by on-duty medical and/or mental health team staff with 
referral to the psychologist and/or psychiatrist on a 24 hour per day basis. 

 
 
H. A suicide risk assessment, including use of the Suicide Risk Assessment Tool, a 

copy of which is attached as Exhibit G, will be performed by a qualified mental 
health provider when the booking R.N. identifies suicidality during the Initial 
Health Screening; within four hours after placement in a safety cell; 
before release from a safety cell;  o r after placement in Administrative 
Segregation.  Any qualified mental health provider who performs a suicide 
risk assessment will be trained in the use and interpretation of the Suicide 
Risk Assessment Tool.  

 
 
I. Inmates with  a  serious  mental illness  who  are  housed in  Administrative 

Segregation will be scheduled for a weekly appointment with a qualified mental 
health provider. Nursing staff shall conduct mental health rounds in 
Administrative Segregation daily, separate and apart from medication 
distribution. 

 
 
J. Inmates  requiring  psychiatric  care  beyond  the  on-site  capability  will  be 

transferred to an appropriate off-site facility as deemed necessary by 
responsible jail psychiatric staff. The shift supervisor or his/her designee will be 
contacted to process the documents required for transfer. 

 
K. A prescription for a 30-day supply of medications taken while in jail may be 

given to inmates upon discharge by order of the responsible physician. 
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L. Referral to public health and/or community clinics for follow-up care and 
treatment will be made as appropriate to need and availability to inmates who 
are released prior to resolution of a continuing mental health condition. 

 
 
M. Inmates released to the community will be provided with written instructions 

for the continuity of essential care, including, but not limited to, name and 
contact information for community providers for follow-up appointments, 
prescriptions, and/or adequate supply of medication for psychiatric patients. 

 
 

N. Tele-Psychiatry Program 
 
 

1. All  inmates  within  the  Monterey  County  Jail  have  access  to  the 
tele-psychiatry program. 

 
 

2. Referrals to the tele-psych program can be made by the following: 
 
 

a. MD 
b. Registered Nurse 
c. Program Manager 
d. Mental Health Provider (LCSW, MFT, Psych RN) 

 
 

3. Tele-Psych Clinic Procedure 

a. Inmates being referred to the clinic will be placed on the sick call list. 

b. The mental health worker will set up the clinic for the scheduled day. 
The tele-psych referral form will be completed and sent to the 
psychiatrist for each individual patient being seen. 

 
 

c. All the information on each patient will be faxed to the psychiatrist 
at  least  1  hour  before  the  start  of  the  clinic.  All  pertinent 
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information, i.e., pertinent history, lab results, progress notes from 
mental health provider, medication compliance, etc., will be 
included. 

 
 

d. Once the clinic begins the mental health worker will facilitate the 
process: 

 
 

(1) Provide privacy for  the patient by closing the room door, 
whenever possible. There may be times when the door cannot 
be closed for security/safety reasons. If this occurs, the mental 
health worker will make sure there are no inmates and/or 
non-essential staff seated outside the room or within hearing 
distance of the room. The medical assistant will work with the 
facility staff to do everything possible to ensure privacy for the 
patients. If at any time the patient requests to speak to the 
doctor privately, the medical assistant will advise the 
appropriate detention staff and leave room. 

 
 

(2) Assist the psychiatrist   with information needed from the 
medical record and will write the doctor's orders in the chart. 
The psychiatrist's orders will then be faxed to the doctor at the 
corporate office for signature, and will be returned to the 
county to be put into the patient record. 

 
(3) Assist the inmate by explaining the process and providing 

support during the procedure. 
 
(4) Medication 

 
 

(a) Informed consent for medication 
 
 

i) The psychiatrist will verbally provide the inmate with 
the rationale for the use of the specific medication, 
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the benefits, and potential side effects; the potential 
risks of refusing to take the medication; and 
document this information and the patient's level of 
understanding in the medical record. 

 
 

ii) The medical assistant will complete the consent form, 
obtain the patient's signature and fax the consent 
form to the psychiatrist for signature. The completed, 
signed form will be faxed back to the county and filed 
in the inmate's medical record. 

 
 

(b) Medication monitoring 
 
 

i) Patients on psychiatric medications will be seen by a 
psychiatrist every thirty days until determined stable 
and then every 60 to 90 days.  More frequent 
evaluations by a psychiatrist will be scheduled as 
necessitated by the patient's condition. 

 
 

(5) Onsite monitoring / follow up of patient status 
 
 

(a) The onsite mental health provider will routinely monitor 
patient status and report significant changes to the 
psychiatrist between scheduled tele-psychiatry clinics. 

 
(b) Urgent or emergent patient conditions will be referred to 

local community providers through consultation with the 
onsite medical director. 
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(6) Documentation 
 
 

(a) The tele-psychiatrist will document all patient progress 
notes and transmit them electronically to the facility for 
inclusion in the patient's medical record within 24 hours of 
the clinic visit. 
 

O. Medical and mental health staff shall be consulted before any planned use 
of force on an inmate.   

 
P. Mental illness will be considered in administering any disciplinary measures 

against an inmate. Custody staff shall contact the appropriate qualified 
mental health care staff when evaluating the level of discipline for an 
inmate with mental illness.  

 
Q.  Physical restraint devices shall only be utilized on inmates who display 

bizarre behavior which results in the destruction of property or reveals an 
intent to cause physical harm to others. Physical restraints should only be 
used when it appears less restrictive alternatives would be ineffective in 
controlling the disordered behavior.  

 
Any inmate placed in a restraint chair will be seen and evaluated by a 
medical provider no later than one hour from the time of placement.  The 
medical evaluation may be performed by trained nursing staff, physician 
assistant, nurse practitioner or physician.  If the medical provider believes 
the inmate is experiencing a mental health crises  the medical provider  will 
promptly contact a qualified mental health provider who will see and 
evaluate the inmate within one hour of being contacted by the medical 
provider.  
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V.  TREATMENT OF ALCOHOL WITHDRAWAL 

 
 
A. Policy 

 
 

Individuals booked into the Monterey County Jail who are intoxicated, a threat 
to their own safety or the safety of others are placed in the protective 
environment of the sobering cell will be under close observation by custody and 
health services staff.   Detoxification from alcohol, when performed in this 
facility, will be done under medical supervision in accordance with direct orders 
from the responsible medical provider using approved protocols/standardized 
procedures. 

 
 
B. Circumstances under which the RN may perform the function: 

 
 

1.       Setting - CFMG Monterey County Correctional Facilities. 
 
 

2. Supervision - Direct supervision required prior to starting any 
prescription medication. 

 
 

3. Patient conditions - Registered nurses may routinely assess and care for 
patients' in a state of alcohol intoxication and/or withdrawal following 
procedures approved by the responsible physician.  

 
4. Access to the on-site or on-call medical provider for consultation. 

Medical Provider consultation is required prior to initiation of 
prescription medication. 
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C. Protocol 
 
 

1.       Definition: 
 
 

a. Intoxication  -   behavior  and  physical  abnormalities  that  are 
manifested when the  amount of substance exceeds the person's 
tolerance. 

 
b. Withdrawal - signs and symptoms that appear when a substance 

known to cause physiological dependency is stopped. 
 
 

c. CIWA(Ar) (Clinical Institute Withdrawal Assessment, revised) is a 
common measure used in to assess and treat Alcohol Withdrawal 
Syndrome. 

 
 

d. Alcohol abuse - use of alcoholic beverages to excess, either on 
individual occasions ("binge drinking") or as a regular practice. 

 
 

e. Alcohol dependence also known as alcoholism is a  chronic, 
progressive, and potentially fatal disease. The characteristics 
include: 

 
 

(1) Drinking excessive amounts frequently. 
 
 

(2) Inability to curb drinking despite medical, psychological, legal or 
social complications. 

 
 

(3) Increased tolerance to alcohol. 
 
 

(4) Occurrence of withdrawal symptoms when the person stops 
drinking. 
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f. Tolerance - a state in which increased amount of psychoactive 
substance is needed to produce a desired effect. 

 
 

g. Alcohol Withdrawal Syndrome (AWS) -a defined clinical syndrome 
of autonomic hyper-excitability that develops on cessation of 
prolonged alcohol consumption because neuroreceptors previously 
inhibited  and  up-regulated  by  alcohol  are  no  longer  inhibited 
resulting in the clinical manifestations of AWS. 

 
 

(1) Eighty-five percent of people have only very minor symptoms 
or none at all. 

 
 

(2) Fifteen percent develop major symptoms. 
 
 

(3) One percent of those will develop significant morbidity and/or 
death. 

 
 

(a) Alcohol withdrawal follows a bimodal pattern of clinical 
evolution with minor symptoms generally occurring in the 
first 48 hours and major symptoms occurring thereafter. 

 
 

(b) Minor symptoms: 
 
 

i) Anxiety and agitation 
ii) Tremors 
iii) Nausea and vomiting 
iv) Headache 
v) Insomnia 
vi) Tachycardia 
vii) Elevated blood pressure 
viii)  Flushed face 
ix) Diaphoresis 
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(c) Major Symptoms 

i) Seizures 
ii) Delirium 
iii) Arrhythmias 

 
(d) Treatment Goals 

 
 

i) Reduce the generalized hyper-excitability and make 
patients more comfortable 

ii) Prevent the development of major symptoms 
iii) Reduce the overall morbidity and mortality 

 
 

(e) Treatment 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
D. Data Base 

 
1. Subjective: 

i) Benzodiazepines 
ii) Beta blockers 
iii) Clonidine (Catapres) 
iv) Adjunct medication such as Gabapentin, Tegretol, 

atypical antipsychotics 
v) Nutrition, fluids, multi-vitamins, thiamine 
vi) Treat underlying medical problems 

 
a. Obtain consumption history: amount, kind, frequency, and 

date/time of last consumption. 
 

b. Obtain withdrawal history: seizures*, delirium tremens*, 
arrhythmias*, other complications. 

_____________ 
*High risk factors. 
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c. Obtain past medical history: 
 

(1) Particularly heart disease* and/or pulmonary disease* 
(2) Recent trauma, particularly head trauma* 
(3) Determine if other drugs or prescriptions taken, date/time last 

taken. 
(4) Females: determine if pregnant. 
(5) Allergy history 

 
2. Objective: 

 
 

a. Initial assessment includes vital signs and somatic symptoms: Pulse, 
blood pressure, respiration, diaphoresis, tremor, nausea and 
vomiting; and, headache. Look for signs of head trauma, i.e., 
abrasions, lacerations, bruising, raccoon eyes, blood from ears 
and/or nose; 

 
 

(1) Initial   assessment   also   includes   behavioral   symptoms: 
Agitation, contact, hallucinations, and anxiety 

 
 

(2) Patient appears under the influence of alcohol such as smells of 
alcohol, has withdrawal symptoms*, or has a measurable blood 
alcohol content in the presence  of active signs/symptoms of 
withdrawal* 

 
 

(3) Tachycardia greater than 120* 
 
 

(4) Alcohol Withdrawal Scale (AWS) score of eight or greater on 
initial evaluation* 

 
 

(5) Access previous jail medical records for history of in custody 
AWS protocol treatment*. 
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E. Assessment 
 
 

1. Altered nutrition: less than body requirements related to poor dietary 
habits. 

  
2. Altered thought processes related to potential delirium tremors. 

  
3. Anxiety related to withdrawal. 

  
4. High risk for fluid volume deficit related to (specify: excessive 

diaphoresis, agitation, decreased fluid intake) 
  

5. High risk for violence related to substance withdrawal. 
  

6. Sensory/Perceptual Alterations; visual,  auditory,  kinesthetic, tactile, 
olfactory related to neurochemical imbalance in brain. 

 
F.  Plan 
 

1. Level 0 - Alcohol Withdrawal Scale (CIWA-Ar ) 8 or less & NO Identified 
Risk Factors. 

   
a. A CIWA-Ar monitoring every 4 hours x 72 hours; if scores less than 

8 for 72 hours, discontinue monitoring. 
   

b. House per custody classification 
 

 (1) Encourage fluids 
  

2. Level I - Alcohol Withdrawal Scale (CIWA revised) 8 or less with one or 
more identified risk factors (i.e., measurable blood alcohol level in the 
presence of active signs/symptoms of withdrawal; tachycardia above 
120; history of withdrawal seizures, DT's, arrhythmias, or other 
complications; past medical history of heart disease, pulmonary disease 
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and/or head trauma). 
 
 

a. Valium (Diazepam) 10 mg PO with initial CIWA-Ar assessment; then, 
every 6 hours x 72 hours, then, if stable every 8 hours; then 
discontinue if stable. 

 
 

b.     CIWA-Ar monitoring every 6 hours x 72 hours; then, if stable every 
8 hours x 24 hours; then, if stable, discontinue the monitoring and 
Diazepam. 

 
 

c.     Push fluids, 1 quart (32 ounces) every 6 hours. 
 
 

d.     Clonidine (Catapres 0.1 mg PO tid x 5days (hold if systolic less than 
95). 

 
 

e.     Multivitamins one daily PO x 5 days. 
 
 

f. Thiamine (Vitamin B1) 100 mg PO every day x 5 days. 

g. Folic acid 1 mg PO every day x 5 days 

h.     Ondansetron Hydrochloride (Zofran) ODT 4 mg PO bid PRN 
nausea/vomiting x 5 days. 

 
 

i. Acetaminophen 500 mg. PO every 6 hours PRN for headache x 5 
days. 

 
 

j. Notify medical provider if CIWA-Ar score worsens or shows no 
improvement in one hour of protocol medication administration. 
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k. Notify  medical  provider  if  inmate  refuses  medications  and/or 
CIWA-Ar monitoring. 

 
 

l. Consult with medical provider daily until score < 5. 
 
 

m. If  released  prior  to  completion  of  the  protocol,  give  written 
discharge instructions. 

 
 

3. Level II - Alcohol Withdrawal Scale (CIWA-Ar) score 9-14 with or without 
 risk factors as noted above. 

 
 

a. Diazepam (Valium) 10 mg PO with initial assessment; then, every 2 
hours until CIWA-Ar score less than 10; then, Diazepam 10 mg. PO 
every 6 hours to complete x five full days of protocol. 

 
 

b. CIWA-Ar score assessment every 2 hours until score less than 10; 
then, if stable, every 6 hours to complete full five days of protocol. 

 
 

c. Notify medical provider if CIWA-Ar score is 15 or greater; worsens; 
or shows no improvement in one hour following initiation of 
medications for consideration of hospital transfer. 

 
 

d. PRN medication response assessment: CIWA-Ar 30-60 minutes after 
medication administration. 

 
 

e. A Clonidine (Catapres 0.1 mg PO tid x 5days (hold if systolic less than 
95). 

 
 

f. Gabapentin 400mg PO qid x 5 days (for a full 5 days). 

g. Continue all other medications as for Level 1. 
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h. House in OPHU, Medical Observation Status. If no OPHU beds 
available, contact medical provider for consideration of transfer to 
Natividad Medical Center. 

 
 

i. Next medical provider sick call. 
 
 

j. If CIWA-Ar score is less than 8 x 24 hours may move to custody 
housing; and continue Level I protocol to complete 5 full days. 

 
 

k. Must be assessed prior to release for possible transport to hospital 
if not stable, or in need of additional medical intervention. 

 
 

4. Level III - Alcohol Withdrawal Scale (CIWA-Ar ) score 15 or greater with 
 or without risk factors as noted above. 

 
 

a. Diazepam (Valium) 20 mg PO, continue Diazepam dosing based on 
CIWA-Ar score every 1 hour; when CIWA-Ar score less than 15: give 
Diazepam 10 mg. PO every 6 hours to complete five full days of 
protocol. 

 
 

b. Continue all medications; as for Level II. 
 
 

c. CIWA- Ar assessment/ vital signs: every hour until score less than 15; 
then, if stable, 4 hrs x 72 hrs; then, if stable, every 6 hours to 
complete full five days of protocol. 

 
 

d. House in OPHU, Medical Observation Status. If no OPHU beds 
available, contact medical provider for consideration of transfer to 
Natividad Medical Center. 

 
 

e. Next medical provider sick call; and daily. 
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f. Notify medical provider if CIWA-Ar score shows no improvement 
within one hour following initiation of medications for consideration 
of hospital transfer. Immediately contact on-call provider for any 
patient at any AWS level who complains of respiratory distress 
and/or chest pain. Immediately send patient to the emergency 
department for any patient failing to improve after one hour 
from valium dosing on any AWS level or for active seizing. 

 
 

g. If CIWA-Ar score less than 8 x 24 hours move to custody housing 
 
 

h. Must be assessed by medical prior to release for possible transport 
to hospital if remains at a protocol level II or III, or is not stable. 
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VI.  TREATMENT OF DRUG WITHDRAWAL 

 
 
A. Policy: 

 
 

This procedure is to facilitate and guide in the evaluation and treatment of drug 
withdrawal. Medical response will be initiated within one hour of the 
identification of drug withdrawal treatment need at any time during the 
inmate's incarceration. Drug withdrawal is characterized by physiologic changes 
that occur when the addicting drug is discontinued. 

 
 
B. Circumstances under which the RN may perform the Function: 

 
 

1.       Setting - Monterey County Correctional Facilities 
 
 

2.     Supervision - Direct supervision required for initiation of prescription 
medications. 

 
 

3. Patient conditions - Registered nurses may routinely evaluate and care 
for patients' health complaints following procedures approved by the 
responsible physician. 

 
        4.  Access to the on-site or on-call medical provider for consultation. 

Medical Provider consultation is required prior to initiation of 
prescription medication. 

 
C. Data Base 

 
 

1.       Opioids (opiates, heroin, methadone, buprenorphine): 
 
 

Withdrawal from opioids can generally be managed safely in a jail setting, 
however, there are certain criteria for when hospitalization is the 
preferred setting for managing withdrawal (see below). 
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a. Subjective: 

 
 

(1) Patient relates history of opioid use or addiction. 

(2) Patient relates one or more of the following complaints: 

(a) Craving and demanding of addicting drugs 
(b) Lacrimation - tearing of the eyes 
(c) Restless sleep, insomnia 
(d) Gooseflesh - pilomotor erection 
(e) Hot and cold flashes 
(f) Generalized aches and pains 
(g) Nausea and vomiting, abdominal cramping 
(h) Diarrhea 
(i) Methadone may be asymptomatic 48-72 hours after last 

dose 
 
 

b. Objective 
 
 

(1) Yawning 
(2) Diaphoresis 
(3) Rhinorrhea-watery discharge from the nose 
(4) Lacrimation - tearing of the eyes 
(5) Fever 
(6) Increased rate and depth of respirations 
(7) Tachycardia 
(8) Vomiting 
(9) Agitation, anxiety 
(10) Piloerection 
(11) Dilated pupils 
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(12) Access previous jail medical records for history of in custody 

drug protocol treatment. 
 
 

2. Benzodiazepines:  (Klonopin,  Alprazolam  (Xanax),  Chlordiazepoxide 
(Librium), Diazepam (Valium), Lorazepam (Ativan) and BARBITURATES: 
(Phenobarbital, Secobarbital Sodium (Seconal), and Pentobarbital 
(Nembutal)). Withdrawal from these sedatives can generally be managed 
safely in a jail setting; however there are certain conditions when 
hospitalization is the preferred setting for managing withdrawal that 
determination will be made by the medical provider. 

 
 

a. Subjective: 
 
 

(1) Patient relates history of benzodiazepine (barbiturate) use 
 
 

(a) Name of medication. 

(b) Amount, route, frequency, duration of use and last use. 

(c) Other  substance  and/or  prescription  drug  use/abuse 
(name/type, frequency and dose/amount), 

 
 

(d) In  the  past  year  has  patient  used  opioids,  cocaine, 
amphetamines, heroin, pain pills, or marijuana. If yes, last 
use. If used within last week determine amount and 
frequency of use. Is daily drinker of alcohol, determine 
amount and if there is a history of withdrawal. 

 
 

(2) Withdrawal  symptoms per   Benzodiazepine  Withdrawal 
Symptom Questionnaire (2) (refer to questionnaire below). 
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(3) Additional symptoms: 

 
 

(a) Itching or peculiar feeling in the skin (e.g., hot patches, 
tingling, wet legs) 

(b) Buzzing in the ears (tinnitus) 
(c) Blurred vision 
(d) Flu-like symptoms ( runny nose, sore throat) 
(e) Anxiety/irritability 
(f) Dizziness 
(g) Breathlessness 
(h) Vomiting, retching 
(i) Relates current history of possible psychotic behavior; 

suicidal or homicidal thoughts: report to on-call medical 
provider during consultation. 

 
 

(j) Relates history of current medical conditions for which 
receiving treatment (e.g., cardiac, pulmonary, seizure 
disorders): include in consultation with on- call provider. 

 
 

(k) Relates history of alcohol and/or sedative withdrawal; loss 
of consciousness, delirium, loss of bowel and/or bladder 
control, etc.); ever hospitalized and/or treated for alcohol 
or sedative withdrawal while hospitalized for another 
problem: include in consultation with on-call provider. 

 
 

b. Objective: 
 
 

(1) Physical Assessment 
(2) Vital signs: elevated heart rate, blood pressure, respiratory rate, 

and temperature 
(3) General: sweating, retching, increased motor activity. 
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(4) Neuro-motor:  not  fully  oriented,  unable  to  track/follow 

commands, tremor, myoclonic jerks 
(5) Other: signs of chronic or acute illness 
(6) Access previous jail medical records for history of in custody 

drug protocol treatment. 
 
 

3. Cocaine/Methamphetamine/Designer Drugs:(LSD, PCP, Ecstasy): 
 
 

a. Subjective: 
 
 

(1) Patient  relates  history  of  cocaine,  methamphetamine,  or 
designer drug use. 

(2) Patient relates one or more of the following complaints: 

(a) Drug craving 
(b) Paranoia 
(c) Desire to sleep a lot and/or insomnia 
(d) Loss of energy 
(e) Depression 
(f) Apathy 
(g) Suicidal ideation 
(h) Nausea 
(i) Palpitations 
(j) Increased appetite 
(k) Feeling cold  
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b. Objective: 
 

(1) Anxiety, agitation or lethargy 
(2) Tremulousness  
(3) Tachycardia 
(4) Hypertension 
(5) Hyperventilation 
(6) Diaphoresis  
(7)  Dilated pupils  
(8)  Psychosis 
(9)   Seizures may be caused by severe toxicity 
(10) Unresponsive/coma 
(11) Access previous jail medical records for history of in custody 

drug protocol treatment. 
 
 

4. Assessment: 
 

a. Altered Nutrition: less than body requirements related to poor 
eating habits 

b. High risk for injury related to hallucinations, drug effects 
c. High risk for violence related to poor impulse control 
d. Ineffective individual coping related to situational crisis, withdrawal 
e. Sensory/perceptual alterations as evidenced by symptoms related 

to substance intoxication 
f. Sleep pattern disturbance related to effects of drugs or medications 

 
 

5. Plan: 
 

a. Opioid (Opiates, Heroin, Methadone, Buprenorphine) Withdrawal 
Treatment: 
 
While opioid withdrawal is generally considered safe, dehydration 
and electrolyte imbalance from prolonged vomiting can lead to 
serious health consequences including death.  Additionally, the 
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cardiovascular stress of opioid and other drug withdrawal can 
lead to serious health complications including myocardial 
infarction and cardiac arrest especially in patients with underlying 
chronic medical conditions such as heart disease and diabetes.  

    
 
 (1) If patient is pregnant or lactating consult with on-call medical 

provider and DO NOT USE THIS PROTOCOL as patient may 
need to continue or be started on methadone or 
buprenorphine. 

 
 

(2) If patient is withdrawing from or has the potential to 
withdrawal from Opiates and Alcohol: include this information 
to medical provider when obtaining orders to initiate protocol; 
also, see section d. Multiple Substance Withdrawal in this 
protocol. 

 
 

(3) The Clinical Opiate Withdrawal Scale (COWS) will be used to 
assess all inmates stating a history of opiate use and/or 
withdrawal, as well as vital signs and assessment for 
dehydration. 

 
 

(4) Withdrawal from longer acting opioids like methadone or 
buprenorphine generally begin later and last longer duration 
than heroin withdrawal, especially when on larger doses, i.e., 
methadone at greater than 50 mg/day; buprenorphine at 
greater than 16 mg/day. For patients that admit to or are 
known to be using methadone or buprenorphine, COWS 
assessment monitoring and vital signs will continue for a full 
10 days, or until discontinued by the provider. Monitoring 
and treatment will follow the levels described below.  

 
 

(5) Consider drug-to-drug interactions and drug contraindications 
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when ordering medications. Consult with medical provider prior 
to initial of prescription medications. 

 
 

(6) Baseline labs at the discretion of the medical provider. 
 
(7) Mild Withdrawal/Level 1 - COWS score 5-12; HIGH-RISK inmates 

(those having co-morbidities such as CAD, DM, COPD and/or 
inmates >50 years of age) should be started at LEVEL 2: 

 
 

(a) Tylenol #3, 2 tabs PO bid x 3 days 
(b) Gabapentin 400mg PO qid x 3 days 

 
(c) Ondansetron (Zofran) ODT 4mg PO tid x 3 days PRN 
(d) Clonidine (Catapres) 0.1 mg PO bid x 3 days (Hold 

Clonidine if BP below 80/60) 
(e) Multi vitamins one PO every day x 3 days 
(f) Loperamide (Imodium) 2 mg PO tid x 3 days PRN. 
(g) Push fluids 
(h) COWS assessment and vital signs bid x 3 days 
(i) Sick Call in 72 hours for re-evaluation 
(j) Notify medical provider if inmate refuses medications 

and/or COWS monitoring. 
 
 

(8) Moderate Withdrawal/Level 2 - COWS Score 13-24 or ALL high 
risk (see above) inmates with score <24 

 
 

(a) Tylenol #3 2 tabs PO bid x 3 days 
(b) Gabapentin 400mg PO tid x 3 days 
(c) Ondansetron (Zofran) ODT  4 mg PO tid x 3 days PRN 
(d) Clonidine (Catapres) 0.1 mg PO tid x 3 days (Hold Clonidine 

if BP below 80/60). 
(e) Multivitamins one PO every day x 3 days. 
(f) Loperamide (Imodium) 2 mg PO tid x 3 days PRN. 
(g) Push fluids. 
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(h) COWS assessment and vital signs tid until score <13. 
(i) Medical Provider Sick Call in 24 hours for re-evaluation or 

contact on call provider. 
(j) Notify medical provider if inmate refuses medications 

and/or COWS monitoring. 
 

(9) Moderately Severe Withdrawal/Level 3 - COWS Score 25 - 36: 
 
 

(a) Tylenol #3 2 tabs PO tid x 3 days, then bid x 3 days. 
(b) Gabapentin 400 mg PO qid x 6 days. 
(c) Ondansetron (Zofran) ODT 4 mg PO tid x 3 days PRN. 
(d) Clonidine  (Catapres)  0.1  mg  PO  tid  x  6  days. (Hold 

Clonidine if BP below 80/60). 
(e) Multivitamins one PO every day x 3 days. 
(f) Loperamide (Imodium) 2 mg PO tid x 3 days PRN. 
(g) Push fluids. 
(h) COWS assessment and vital signs q 6 hours x 2 days or 

until score <25, then tid until score <13. 
(i) Notify medical provider if inmate refuses medications 

and/or COWS monitoring. 
(j) Medical Provider Sick Call daily for re-evaluation or contact 

on-call daily until score <25. 
(k) Scores  greater   than  30  that   do  not  improve  with 

medication after one hour consult with medical provider 
and order ambulance for transport to emergency 
department. 
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  b.    Benzodiazepine and Barbiturate Withdrawal (BWS) Treatment: 
 

(1) Conduct initial assessment which includes current symptoms 
and physical findings including full vital signs. 

 
 

(2) Consult on-call medical provider with assessment findings 
for consideration of starting withdrawal protocol and baseline 
labs.  Provider may elect to monitor only or, for high risk 
patients, may elect to start a diazepam (Valium) withdrawal 
taper. 

 
 

(3) Benzodiazepine Taper: 
 
 

(a) Days  1,  2  and  3:  Diazepam  10  mg  tid  PO  (total  of 
30mg/day) 

(b) Days 4, 5 and 6: Diazepam 5 mg qid PO (total of 20 
mg/day) 

(c) Days 7,8 and 9: Diazepam 5 mg tid PO (total of 15 
mg/day) 
(d) Days 10, 11 and 12: Diazepam 5 mg, bid PO (total of 10 

mg/day) 
(e) Days 13, 14 and 15: Diazepam 5 mg day PO.  

 
(4) Monitoring of vital signs during the withdrawal period 

begins with TID monitoring for the first three days and 
decreases to BID for an initial seven days.  If patient is high 
risk for withdrawal complications as noted above* and 
diazepam (Valium) was ordered by the provider, continue 
the BID monitoring for nine days, then daily x 3. 

 
 

(5) Attempt to confirm benzodiazepine use through pharmacy 
verification/outside provider office verification and/or urine 
toxicology, if available at your site. 

 
(6) All inmates placed on benzodiazepine withdrawal 

monitoring or withdrawal medications should be housed 
lower bunk and lower tier. 
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(7) Consideration should be made for special medical housing 

for withdrawal patients and especially for those abusing 
multiple substances. 

 
(8) Generally, benzodiazepine withdrawal symptoms fluctuate.  

It is not recommended to increase the dose of Valium when 
symptoms worsen; instead, continue the current dosing 
schedule until symptoms improve. 

 
(9) Schedule patient to see medical provider within three days 

and refer to psychiatrist or psychiatric NP for evaluation 
within seven days. 

 
(10) If the patient is pregnant consult with on-call medical 

provider.  Abrupt withdrawal from benzodiazepines is 
potentially dangerous for both patient and fetus.  Patient 
should have urgent referral to OB provider.  Onsite provider 
will need to give guidance on whether to continue patient’s 
current benzodiazepine or switch to diazepam for the 
process of tapering the patient off the benzodiazepine.  It is 
suggested to reduce daily dose no more than 10% from 
previous daily dose.  (Please also refer to the Pregnancy 
Standardized Procedure). 

 
(11) If the patient is using alcohol and benzodiazepines, use the 

alcohol withdrawal protocol (AWS) and schedule with 
provider within 3 days to determine if Valium needs to be 
continued for an extended period beyond AWS treatment. 

 
(12) If the patient is using opioids and benzodiazepines, use the 

opiate withdrawal protocol and contact on-call provider to 
add Valium especially for high-risk patients. 

 
(13) Notify the medical provider immediately for possible 

ambulance transport to the nearest emergency room if patient 
shows any of the following signs of severe withdrawal: 
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• Heart rate > 120 BMP 
• Severe prolonged vomiting greater than 4 hours 
• Grossly visible tremor 
• Profuse perspiration 
• Temperature > 101º F 
• Currently  worsening  sedative  withdrawal  despite 

appropriate pharmacotherapy at the highest level 
of lower care. 

 
(14) Patients considered high risk for complicated benzodiazepine 

withdrawal (especially when confirmed on chronic high 
doses of a benzodiazepine) and should be considered 
potential candidates for hospitalization are: 

 
• History of seizure disorder including history of 

withdrawal seizures from any substance 
• History of requiring hospitalization due to withdrawal 

from any substance 
• Known diabetes, renal disease, and cardiovascular 

disease. 
• If the patient is in any of these subgroups of 

benzodiazepine withdrawal, notify your provider for 
possible hospital admission. 
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c. Cocaine, Methamphetamine & Designer Drug Treatment: 

(1)  Monitor vitals every 6 hr until stable; 
 
(2)  For BP above 160/100, HR above 100, and symptomatic call 

medical provider; 
 

(3)  Consider a urine dipstick to rule out rhabdomyolysis. 
 
(4)  Watch for depression, suicidal behavior; and 
 
(5)  Refer to next mental health staff sick call. 

 
 

d. Multiple Substance Abuse Withdrawal: 
 
 

(1)  Alcohol and benzodiazepine: contact on-call provider for use AWS 
Protocol. 

 
 

(2)  Alcohol and opioid: Contact on-call provider for Use AWS Protocol 
and the addition of clonidine. 

 
 

(3)  Opioid and benzodiazepine: Contact on-call provider for use BWS 
and the addition of Clonidine.  

 
(4)  Other combinations of drugs of abuse: Contact on-call provider for 

orders. 
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VII.  SUICIDE PREVENTION 

 
 
A. Identification 

 
 

1. The receiving screening procedure completed at the time of intake into the 
facility by the Booking Registered Nurse   shall include questions and 
observations regarding mental status and presence and/or potential for 
suicidal behavior. 

 
 

2. Custody and health services staff shall be trained and alerted to the need 
to continuously monitor inmate behavior for suicide potential during 
incarceration. 

 
 
B. Training 

 
 

1. Regularly scheduled training for all custody and health services staff shall 
be provided to include identification and management of suicidal behavior 
in the jail setting including high-risk periods of incarceration, suicidal risk 
profiles and recognition of verbal and behavioral cues that indicate 
potential suicide. This training is an adjunct to training required by the 
Sheriff's Department and in no way is intended to meet all the training 
needs of the department. 

 
 
C. Assessment 

 
 

1. Initial  assessment of  inmates identified  as  exhibiting signs  of  or  the 
potential risk for suicidality shall be performed by a qualified mental health 
provider and will include the use of CFMG's Psychiatric Suicide Assessment 
Tool: 

 
 

2. Mental health staff shall be available on-site 7 days per week and on-call 
for assessment of an inmate's level of suicide risk upon referral by health 
services and/or custody staff. 
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D. Housing and Monitoring 

 
 

1. Inmates identified as potentially suicidal shall be placed on  suicide watch or 
suicide precautions by custody, health services or mental health staff: 

 
 

a. Safety cell: 
 

In the case of an inmate who is placed in a safety cell because of suicide risk, 
CFMG (1) shall promptly evaluate the inmate to determine the level of 
suicide precautions necessary in the immediate term (promptly defined as 
immediately to no later than 4 hours), and (2) shall make a medical decision 
regarding whether the inmate needs to be transferred to an in-patient 
mental health facility in lieu of suicide watch/suicide precautions at the jail. 
If CFMG determines, based on appropriate clinical judgment informed by a 
suicide risk assessment evaluation, that the inmate requires prolonged 
suicide precautions or suicide watch (prolonged defined as longer than 24 
hours) CFMG shall work with custody to place the inmate in the most 
appropriate setting.  Options for placement include: an in-patient mental 
health facility; the Outpatient Housing Unit; a receiving cell located in the 
booking unit; or dorm A.  

 
When CFMG determines that an inmate is no longer suicidal, and clears the 
inmate from suicide precautions or suicide watch, CFMG shall make a 
medical recommendation regarding transitioning the inmate from suicide 
precautions or suicide watch.  CFMG shall work with custody to place the 
inmate in the most appropriate setting.  Options for placement include: an 
in-patient mental health facility; the Outpatient Housing Unit; Transition 
Cells in Administrative Segregation; receiving cells in the booking unit; dorm 
A or general population.  CFMG Mental Health Clinicians will provide these 
inmates with supportive contact and will follow-up with them until such 
time the clinician determines the inmate's step-down plan is discontinued.   

 
For any inmate who has been housed in a safety cell for 24 consecutive 
hours or for more than 36 cumulative hours in any 3-day period, custody 
shall promptly begin processing the inmate for transfer to either an 
appropriate in-patient mental health facility or the Natividad Medical 
Center emergency room for assessment.  It is recognized that on occasion 
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there may be exigent circumstances which prevent compliance with these 
requirements. If such circumstances occur, a memo detailing the 
circumstances shall be written and directed to the Custody Operations 
Commander. 

 
Should there be a disagreement regarding where an inmate should be placed 
following release from a safety cell; the on duty sergeant will be contacted in 
an attempt to reach an agreement.  If a dispute still exists as to the placement 
of an inmate, an on-call commander will be contacted.  The on-call 
commander will have final decision-making authority as to placement.  
However, any time there is a disagreement between medical and custody 
staff as to placement of an inmate following release from a safety cell, a 
report outlining the reasons for disagreement will be generated by the on-call 
sergeant.  These reports will be reviewed on a monthly basis by the 
Operations Commander, who will meet with the medical director when 
necessary to identify any systemic disagreements or issues.  Custody staff will 
be briefed at staff briefings as to any changes which need to be made or 
issues that are identified as a result of the meeting between the Operations 
Commander and medical director.  

 
 

b. Open observation (occupied cell or dormitory). 
 
 

2. Inmates placed on suicide watch or suicide precautions shall be monitored 
by custody staff twice in 30 minutes; by health services staff every six 
hours; and mental health staff at a minimum of once per duty shift. 
Precautions will be taken to ensure that the inmate has no materials on 
his/her person to inflict harm to his/her self or others. If necessary, dress 
inmate in an approved safety garment. 

 
 

a. All monitoring/supervision shall be documented on a log to include 
date, time, patient status, intervention (when appropriate) and 
signature/initials of individual monitoring. 

 
 

b. Nursing staff will document all monitoring findings on the CFMG 
Sobering/Suicide Watch/Safety Cell/Restraints Log. 
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E. Referral 

 
 

1. Referral of all inmates identified as displaying suicidal ideation, gestures 
and/or attempts shall be immediately referred to the on-site/on-call mental 
health staff by nursing staff. 

 
 

2. Inmates on Suicide Precautions in safety cells whose condition deteriorates, 
or for whom the nurse is unable to complete a hands-on assessment 
including vital signs after six hours of placement shall be transferred to 
Natividad Medical Center for further assessment.   

3.  A qualified mental health provider is responsible for developing individual 
treatment plans for those inmates suffering from mental illness. A qualified 
mental health provider will perform a suicide risk assessment, including use 
of the CFMG Suicide Risk Assessment Tool, whenever an inmate is released 
from the safety cell.  

 
4.  In the case of an inmate who is placed in a safety cell because of suicide 

risk, a qualified mental health provider may recommend transfer of the 
inmate to an appropriate in-patient mental health facility. Depending on 
the assessment of the level of suicide risk, whenever possible, the inmate 
will be transitioned from the safety cell to an open dormitory setting until 
the inmate has stabilized. Other transition options may include housing in 
a transition cell or one on one observation in the OPHU.  Mental health 
providers and custody will collaborate to ensure classification needs of 
an inmate are considered. 

 
 

5.  CFMG will inform classification, through medical treatment orders, as to 
any classification issues an inmate has due to mental illness.  CFMG and 
custody will review the appropriateness of an inmate’s placement in a 
safety cell because of suicide risk at least once every twelve hours. 

 
 

6.  Any inmate who has been placed in a safety cell for Suicide Precautions for 
24 consecutive hours shall be transferred to either an appropriate in-
patient mental health facility or the Natividad Medical Center emergency 
room for assessment. 
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F. Intervention 
 
 

1. Intervention and treatment shall be carried out in accordance with direct 
order of the responsible medical or mental health provider and/or CFMG 
protocols/standardized procedures. 

 
 

2. Inmates placed on Suicide Precautions will be housed as indicated in Item 
D above and be provided with a suitably designed safety garment to provide 
for their personal privacy unless specific identifiable risks to the inmate's 
safety or to the security of the facility are documented. 

 
 
G. Communication 
 
 

1.  Custody,  nursing  and  mental   health  staff  will  maintain open  lines  
of communication to  insure  that  all  parties  are  kept  apprised  of  
suicide potential; suicide  precaution placement, retention, and  
release  status; monitoring findings  including general  status  
reporting through time  of event and end-of-shift reporting and on-
call contacts to insure appropriate continuity of care and follow-up. 

 
 

H. Reporting 
 
 

1.   Reporting  of inmates  identified or suspected of being at risk for  
suicidal behavior will occur through the referral process. Referrals 
may be made by custody  to  nursing  or  mental  health  staff  at any 
time.    Current  status reporting will  be  carried  out  as described  in  
Communications section, above, and CFMG Safety Cell Policy and 
Procedure. 

 
 

2. Reporting completed suicides shall be a joint  responsibility of the 
CFMG Program Manager  and Facility Manager  in accordance with  
CFMG Inmate Deaths Policy and Procedure. 

 
 

a. The  CFMG  Program  Manager   or  nursing   staff   on  duty   shall  
be responsible for reporting all potential and/or attempted and 
completed suicides to the Facility Manager  or Shift Supervisor. 
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3.   CFMG management shall be notified of completed suicides within 
one working day. 

 
 

I.  Notification 
 
 

Family members  shall be notified in accordance with the CFMG 
Notification of Next of Kin Policy and Procedure. 
 

 
J. Review: 

 
 

All completed suicides shall be subject to a medical and psychiatric  review 
and review by the Quality Management and Peer Review Committees in 
accordance with CFMG Inmate  Deaths Policy and Procedure. 
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VIII.  TUBERCULOSIS IDENTIFICATION, CONTROL AND TREATMENT PROGRAM 

 
 
 
A. Tuberculosis screening of all inmates will be performed at the time of intake by 

a registered nurse using the Standardized Monterey County Jail Intake Health 
Screening Form. During the initial intake screening the registered nurse will ask 
each inmate whether they have a history of TB disease, or if they have 
previously been treated for LTBI or TB Disease.  If possible, documentation of 
any such history should be obtained from an inmate's prior medical records. 

 
 
B. All incoming inmates will immediately be screened for symptoms of pulmonary 

TB by being asked if they have had a cough lasting greater than three weeks, 
bloody sputum, chest pain, fever, chills, night sweats, easy fatigability, loss of 
appetite and weight loss. Inmates will be interviewed systematically to 
determine whether thy have experienced symptoms in recent weeks. Inmates 
will be observed for the presence of cough or evidence of significant weight loss. 

 
 
C. Any inmate with positive TB screening findings at the time of intake will be 

followed-up by a registered nurse in accordance with the CDC 
recommendations. A TB screening will be considered positive when an inmate 
answers yes to any of the following questions: prolonged cough for greater than 
3 weeks, bloody sputum, weight loss/poor appetite, fever/chills, night sweats, 
unexplained chest pain or unusual fatigue. 

 
 
D. Inmates who have symptoms suggestive of TB disease at the time of intake or 

a history of inadequate treatment for TB disease, will immediately be placed in 
an Airborne Infection Isolation Room until they have undergone a thorough 
medical evaluation by a medical provider which including a TST, chest 
radiograph, and, if indicated, sputum examinations. If deemed infectious, these 
inmates will   remain   in   isolation   until   treatment   has   rendered   them 
noninfectious. 

 
 
E. Inmates who are placed in an Airborne Infection Isolation Room because they 

are suspected to have Infectious TB can be discontinued when infectious TB is 
considered unlikely and either another diagnosis is made that explains the 
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clinical syndrome or the patient had three negative acid-fast bacilli sputum-
smear results.  Patient for whom the suspicion of TB disease remains after the 
collection of three negative AFB sputum-smear results should not be released 
from airborne precautions until that are on standard multidrug anti-TB 
treatment and are clinically improving. However, these inmates should not be 
housed in an area in which other patients with immune-compromising 
conditions are housed. 

 
 
F. All inmates with confirmed TB disease should remain in an Airborne Infection 

Isolation Room until they have had three consecutive AFB sputum-smear results 
collected 8 hours apart, with at least one being an early morning specimen; 
having received standard multidrug anti-TB treatment; and have demonstrated 
clinical improvement. 

 
 
G. The Airborne Infection Isolation Rooms will be monitored, inspected and 

maintained in accordance with the CFMG ATD Procedure, a copy of which is 
attached as Exhibit H. 

 
 
H. Tuberculosis signs and symptoms screening and skin testing (when indicated) 

shall be initiated within 7 days of admission to the facility; as part of the kitchen 
workers' clearance examinations; as a component of the six-month physical 
exam; and annually thereafter, for the duration of incarceration. 

 
 
I. Procedure: 

 
 

1.    Timing of TST Testing: 
 
 

a. An LVN will place the TST within seven days of incarceration. 
 
 

b. An LVN will read the TST between 48 and 72 hours of placement. 
 
 

2.    Prior to applying the TST test the following information shall be obtained: 
 
 

a. Has inmate ever had a positive reaction to TST test? 
 
 

(1) If yes, when and name of clinic/jail/prison/provider? 
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(2) If yes, has the inmate had a chest x-ray in the past 6 months? 

(3) If yes, name of clinic/jail/prison/provider and results of x-ray. 

b. Is the inmate an immigrant from Latin America, Southeast Asia, the 
Philippines, equatorial Africa, former Soviet Union, Eastern Europe or 
the Caribbean? 

 
 

c. Has the inmate ever received BCG vaccine? 

(1) If yes, when was vaccine given? 

d. Is the inmate HIV positive or have AIDS? 
 
 

3. Inmates with positive TB symptom screen (answering yes to any of the 
following: prolonged cough > 3 weeks, hemoptysis/bloody sputum, weight 
loss/poor appetite, fever/chills, night sweats, unexplained chest pain, 
unusual fatigue) for active TB. 

 
 

a. Place surgical mask on patient. 
 
 

b. Move patient to an Airborne Infection Isolation (AII) room; if no AII 
room is available move to well ventilated room/cell and isolate from 
other inmates until patient can be transferred by ambulance to the 
Natividad Medical Center emergency department for isolation and 
further evaluation. Notify emergency room staff that patient needs 
evaluation and isolation for possible active TB. 

 
 

c. Contact provider on-call. 
 
 

d. Contact local department of public health (within 24 hrs). 
 
 

e. Schedule patient to be seen by provider within 24 hours; if unable to 
have a provider evaluate the patient within 24 hours, transfer to the 
emergency department for evaluation. 
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f. Place TST/ppd on patient unless the inmate has a documented history 

of a positive TST result, a documented history of TB disease, or a 
reported history of a severe reaction to tuberculin.  Inmates with a 
history of severe necrotic reactions and without a documented positive 
result with a millimeter reading, may have a QFT-G test. 

 
 

g. If evaluation by provider and active TB is still felt to be possible, order 
CXR and obtain 3 (done at least 8 hours apart) sputum samples for TB 
testing. 

 
 

h. Patient must remain in AII room until cleared by a negative chest x-ray 
AND three negative sputums.  

 
i. Any staff entering the AII room must wear a N-95 fitted mask; inmate 

to wear a surgical mask when staff present in room and/or when out 
of the AII for any reason. 

 
 

4. Inmates who have been re-booked into the facility or are transferring from 
another county or state facility; have a documented TST within the last 
three months and are signs and symptoms free on the TB questionnaire do 
not require a new skin test. 

 
 

5. Verified previous positive skin test: 
 
 

a. Do not apply skin test. 
 
 

b. Complete CFMG TB History signs and symptoms review. 
 
 

(1) Signs and symptoms free and a previous negative chest film can 
be verified, no further follow up is required. 

 
 

(2) Signs and symptom free and no verified negative chest film: order 
chest x-ray. 

 
 

(3) Signs and/or symptoms present: place in respiratory isolation and 
schedule a chest x-ray. 

Exhibit A 
 80

Case 5:13-cv-02354-BLF   Document 532   Filed 04/01/16   Page 81 of 140



CFMG’s Implementation Plan 
72 

 
 

6. Inmates reporting history of BCG vaccination; document BCG vaccination 
history, proceed with the skin test and reading using the usual norms. 

 
 

7. Inmates reporting HIV/AIDS positive and those who are at risk for HIV but 
whose status is unknown; apply skin test; schedule a chest x-ray and 
follow-up by medical provider post x-ray for evaluation for further 
testing and/or treatment.  If inmate is a re-admission with a verified 
negative chest film in the medical record and signs/symptom free, skin test 
only. 

 
 
J. Application: 

 
 

1. Give 0.1 ml of 5TU of purified protein derivative (PPD) slowly intradermally, 
right forearm, if possible. Enter information on the medical record; site of 
injection, solution and amount, manufacture & lot number, inmate's name, 
housing location, identification number (if applicable), date and time done 
and date and time read, signature of individual giving and reading the test, 
signature of individual applying the reading test. 

 
 

2. Instruct inmate that test must be read in 48 - 72 hours. 

K. Reading: 

1. Measure all TB Skin Tests 48 - 72 hours after placement. 
 
 

2. Record all test results in mm, including negative results. 
 
 

a. Document induration (not erythema) on 14 day PE form.  Note date 
and time results were read and individual responsible for reading. 

 
 

3. A reaction of 5mm or more of induration should be considered positive in 
the following individuals who are considered high risk for TB and a CXR 
should be ordered and completed within 72 hours: 

 
 

a. Persons with close recent (within one year) contact to a case of 
infectious tuberculosis. 
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b. Persons with HIV infection or with behavioral risk factors for HIV 

infection, but decline HIV testing. 
 
 

c. Persons who use intravenous drugs (if HIV status is unknown). 
 
 

d. Persons with fibrotic changes on the chest radiograph consistent with 
previous TB disease. 

 
e. Organ transplant recipients and inmates with other 

immunocompromised conditions, i.e. inmates requiring greater 
than 15 mg. of prednisone for greater than one month.  

 
 

4. A reaction of 10mm or more induration should be considered positive in all 
other persons who are considered lower risk for TB and should have a 
CXR ordered and completed within 72 hours. 

 
 

5. All individuals who have a positive tuberculin skin test should receive 
counseling and risk assessment for HIV infection. 

 
 
L. Follow-Up to Chest X-Ray: 

 
 

1. Negative chest x-rays: 
 
 

a. Schedule with provider to discuss treatment options. 
 
 

b. See treatment and management options below (Latent TB Infection). 
 
 

2. Positive or questionable x-ray results, consult with MD/PA/NP regarding 
ordering sputum specimens times three and further follow-up. Reported to 
Public Health TB Control and isolation until results of AFB sputum return. 

 
 

a. Inmate should not be cleared for kitchen duty. 
 
 

b. Call County TB Control Program to check master index for previous 
treatment or history within the county. 
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c. Close contacts, i.e., cell mates, should be followed up in accordance 
with CFMG Aerosol Transmissible Disease Exposure Control Plan, and 
recommendations from the County Public Health Officer. 

  
d. If inmate is determined to be likely to have active TB disease, County 

TB Control shall be notified within 24 hours.  
 
M.   Latent TB Infection (LTBI):  LTBI continues to be a major public health problem 

in the United States. Infected persons usually have a positive tuberculin skin test 
(TST) reaction or positive Immune-Globulin Release Assay (IGRA), a normal chest 
x-ray (any abnormal chest x-ray needs referral to your provider for sputum 
testing and additional imaging) and have no symptoms related to the infection 
and are not infectious: 

 
 

1. Candidates for Preventive Therapy: All persons with suspected LTBI and 
normal chest x-ray should be considered for therapy and the following list 
are those considered to be at highest risk for developing an active infection: 

a. Persons known to have HIV infection (TST result of 5mm or greater). 

b. Person at risk for HIV infection (including persons who inject drugs) but 
whose HIV status is unknown (5mm or greater). 

 
 

c. Close contact of a person with infectious TB (5 mm or greater). 
 
 

d. Persons who have chest radiograph findings suggestive of previous TB 
and who have received inadequate or no treatment (5 mm or greater).  

 
e. Persons who inject drugs and who are known to be HIV negative (10 

mm or greater). 
 
 

f. Persons who have medical conditions known to increase the risk for TB 
disease such as Diabetes Mellitus and other immune suppressive 
diseases (10 mm or greater). 
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g. Persons whose TST reaction or IGRA result converted from negative to 
positive within the past 2 years (10 mm or greater increase if younger 
than 35 years of age). 

  
2. Tracking of all TST results, chest x-ray results, and treatment must be done 

on all patients regardless of their expected length of stay.  Tracking will 
occur in each patient's chart as well as in the TB tracking log which is kept 
in the medical department. 

 
 

3. Treatment Recommendations and Medication Regimens: All persons with 
a positive TST or IGRA will get a chest x-ray and will be referred to the jail 
medical provider to discuss treatment options. An important point to 
remember is that starting therapy that cannot be completed is worse than 
not starting treatment due to the development of drug resistant strains of 
TB. The following categories of inmates will help guide whether therapy 
should be started and which therapy is preferred. 

 
 

a. Pregnant women: Generally preventive therapy should not be given to 
pregnant women who are found to be TST or IGRA positive on 
screening with the following exceptions noted below. Isoniazid (INH) 
therapy should be considered for pregnant women who were 

 
 

(1) likely to have been recently infected with TB; or 
 
 

(2) who have high-risk medical conditions, especially HIV infection 
 
 

(3) Pregnant minors with positive TST or IGRA will be referred to the 
responsible medical provider for evaluation and consultation with 
OB/GYN specialist for the decision of whether Isoniazid (INH) 
therapy is to be initiated. 

 
 

b. Persons who are confirmed to be incarcerated for greater than 6 
months should receive 6 months of INH therapy or, if HIV infected, 9 
months of INH therapy. 
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c. Persons who are confirmed to be incarcerated for greater than 3 
months, but less than 6 months should receive 11 doses or 12 weeks 
of INH with Rifapentine (INH-RPT) weekly. Per the CDC, this must be 
Directly Observed Therapy (DOT). 

 
 

d. If an inmate is unexpectedly released early, every effort should be 
made to arrange for completion of treatment on the outside, 
particularly if treatment was nearly complete. 

 
 

e. Persons for whom INH therapy is contraindicated (such as past drug 
reaction, etc.), should be considered for Rifampin therapy. 

 
 

4. For all persons who have no contraindications to begin therapy: 
 
 

a. Obtain a signed CFMG Consent for TB Therapy Form from patient, 
parents or guardian; counsel patient, parents or guardian regarding the 
side effects and toxicity problems associated with Isoniazid (INH) or 
other drug therapies noted above and the need to complete the full 
course of therapy. Verify a normal chest x-ray and instruct patient to 
report any symptoms to health services staff. 

 
 

b. Isoniazid (INH) 900 mg. PO bi-weekly; or, 300 mg PO daily, directly 
observed therapy (DOT) for 6 or 9 months, depending on immune 
status. Pyridoxine supplementation is not typically needed when using 
INH with exception of patients who are pregnant, have diabetes, HIV, 
renal failure, and alcoholism. 

 
 

c. For those patients needing Pyridoxine (Vitamin B6) supplementation 
(see #2 above) 100 mg PO bi-weekly; or, 50 mg daily, for 6 or 9 months, 
depending on length of INH therapy. 

 
 

d. Isoniazid (INH) 900mg (max dose and based on body weight) with 
Rifapentine 900mg (max dose and based on body weight) given once 
weekly with Directly Observed Therapy (DOT) for 3 months. 
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e. Rifampin 600mg daily (max dose and based on body weight) for 4 

months.   
f. Schedule for medical provider sick call every month for evaluation for 

signs and symptoms of medication toxicity (i.e., loss of appetite, weight 
changes, nausea, vomiting, fatigue, dark urine, jaundice and/or rash. 

 
 

g. Patients exhibiting any signs or symptoms of toxicity: refer to medical 
provider sick call as soon as possible. 

 
 

h. Individuals who are released from custody prior to completion of the 
full course of treatment: need referral to own medical provider, health 
plan, or county public health agency. This is critical to avoid risk of 
development of resistance to any of these drug regimens. 
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IX.  PHARMACEUTICAL ADMINISTRATION 

 
 
The procurement of pharmaceuticals is done under the supervision of a licensed 
pharmacist in accordance with all applicable federal and state laws. Prescription 
medications will be administered to inmates by licensed nursing staff in 
accordance with CFMG’s Implementation Plan regarding pharmacy 
administration. A consulting pharmacist will be used for documented inspections 
and consultation on a regular basis, not less than quarterly. 
 
Administering medication, as it relates to managing legally obtained drugs, 
means the act by which a single dose of medication is given to the patient. The 
single dose of medication may be taken either from stock (undispensed), or 
dispensed supply. 
 
Dispensing, as it relates to managing legally obtained drugs, means the 
interpretation of the prescription order, the preparation, repackaging, and 
labeling of the drug based upon a prescription from a physician, dentist, or other 
prescriber authorized by law. 
 
Delivering medication as it relates to managing legally obtained drugs, means the 
act of providing one or more doses of a prescribed and dispensed medication to a 
patient. Delivering of medication may be done by either licensed or non-licensed 
personnel, e.g., custody staff, acting on the order of a prescriber. 
 
A. Administration of Medication 

 
 

To assure safe, accurate methods of administering medication, the following 
procedures will be strictly adhered to: 

 
 

1. As a general policy, prescribed and over-the-counter medications will be 
administered twice daily at intervals approximately 12 hours apart. Inmates 
requiring more frequent medications will receive such as medically 
indicated. 

 
 

2. All patients must be identified by the medication nurse by checking inmate's 
armband and/or I.D. badges.  Verify last names, first name and middle 
where applicable. If the inmate is not wearing an armband/I.D. badge, the 
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medication will be held until the inmate is identified by correctional staff 
and armband/I.D. badge is obtained. 

 
 

3. The medication nurse is responsible for and will verify: 
 
 

a. Appropriate medication, as ordered 
b. Proper dose 
c. Given to correct inmate 
d. Given at correct time 
e. Given by correct route (po, r, sq, etc.). 
f. Vital signs taken where indicated. 

 
 

4. The medication nurse is responsible for taking every reasonable precaution 
to assure that the inmate actually ingests the medication by: 

 
 

a. Watching the inmate take the medication. 
 

b. Checking for "cheeking" or "palming" to assure that medication has 
been ingested.  

c. Having the inmate speak after taking the medication and/or drinks 
water. 

 
 

5. The medication nurse will keep the medication envelopes well out of the 
reach of inmates at all times. 

 
 

6. The medication nurse will never: 
 
 

a. Reach into a cell. 
 

b. Put face near a door opening. 
 
 

7. When a prescribed substance is administered it will be recorded on the 
inmate's medication administration record (MAR). 

 
 

8. If a prescribed substance is refused or withheld, a notation will be made on 
the medication administration record (MAR) and the prescribing medical 
provider shall be notified after three consecutive refusals. 
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B. Prescription Medications 
 
 

Medications, except those specifically listed on the policy regarding 
non-prescription drugs, will be given only on the order of the Physician. 
Long-term use of minor tranquilizers is discouraged. Psychotropic medications 
are prescribed only when clinically indicated and are not given for disciplinary 
reasons.  
 
All nurses administering medications will be trained to recognize the 
common side effects associated with the use of psychotropic medications.  If 
a nurse observes that an inmate is experiencing any of these side effects they 
will document their observations in the medical record and schedule the 
patient to see a medical provider at the next available sick call.  

 
1. Medication will be ordered in writing on the patient's chart by the 

Physician or FNP/PA, or written as a verbal order by the nurse. Verbal 
orders must be co-signed by a physician within 7 days. 

 
 

2. Medication orders will be transferred to the inmate's medication record 
and envelope.  Orders will be signed off in red ink when completed with 
date, time and signature of the individual transcribing orders. 

   
3.    New orders will be written clearly as new orders on the medication record. 

Absent a change in order medication records will never be altered.  No 
correction fluid will be used on any permanent record. 

 
 

4.    D/C dates will be marked clearly in red. 
 
 

5. Every health care provider who gives medication will sign the medication 
record. 

 
 

6. If a prescribed substance is refused or withheld, a notation will be made on 
the medication record, and the provider will be notified after three 
consecutive refusals. 
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7.    Medication may only be administered according to the direct order of the 

Physician or P.A./F.N.P. 
 
 

8. Each nurse will set up and give his/her own medication.  

C. Non-Prescription Medications 

Inmates are encouraged to purchase non-prescription medications through the 
commissary for self-care. Indigent inmates and those requiring over the counter 
medications when commissary is not available may request such medications 
from health care staff through the sick call process. The responsible 
physician/health authority along with custody administration will determine 
what medications will be sold over-the-counter at the commissary. 

 
 

1. The  responsible  physician/health  care  authority  along  with  custody 
administration has determined which medications and medical supplies will 
be sold over-the-counter through commissary. 

 
 

2. There is a limit on the amount of medications that can be purchased and 
held by inmates. 

 
 

3. Medications are provided to the inmate with their weekly commissary 
purchases in unit dose, sealed, labeled packaging. The commissary vendor 
confirms that each inmate may only obtain maximum allowed each week, 
when filling the commissary order. 

 
 

4. Inmates found to have more than the weekly allowed amount in their cell 
are subject to confiscation of the medication and disciplinary proceedings 
by custody staff. 

 
 

5. Indigent inmates and those who are not eligible for medications from the 
commissary purchases are provided medications as prescribed on regularly 
scheduled medication pass after being seen on sick call. 
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D. Medication for Inmates Going to Court 
 

 
Inmates on essential medications will receive medication while in court. 
 

 
1. The midnight nurse will review court lists nightly for inmates taking 

prescribed medications. 
 

 
2. Inmates who are on essential medication will have medication set up for 

transportation officers to take to court with inmate. 
 

 
3. Medication will be placed in envelope labeled with:  

a. Patient's name 
b. Date 
c. Name of medication 
d. Number of tablets or capsules 
e. Time medication should be ingested 
f. Location of court 

 
 

4. The court list will be marked indicating inmates who will be receiving 
medication. 

 
 

5. If no one on the court list is to receive medication, this will be indicated on 
the court list. 

 
6. The court list and medication envelopes will be left with the receiving 

deputy in the receiving area. 
 
 

7. The officer delivering the medication will: 
 
 

a. Verify correct inmate by checking name of inmate on envelope against 
wrist band. 

 
b. Deliver the medication at correct time. 

 
c. Write on envelope, date; time taken ; if not, why not, and officer's 

signature. 
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d. Return envelopes to nurse's box in Control I. 

 
 

8. The nursing staff will pick up envelopes from box in Control I and record 
medication given or not given on medication sheets. 

 
 

E. Management of Controlled Substances 

Controlled substances will be kept under maximum security storage and 
counted at each shift change. 

 
 

1. All controlled substances will be kept in a locked narcotics drawer/cabinet, 
inside a locked medication room, within the locked medical office. 

 
 

2. All controlled substances will be signed for when administered. 
 
 

3. The nurse going off duty will count every shift with the nurse coming on 
duty using the End of Shift Narcotics Inventory form. 

 
 

4. If count is incorrect, a report will be made using Report of Error in End of 
Shift Narcotics Count form. 

 
 

5. Records will be kept in a 3-ring notebook in the pharmacy. 
  

6. All controlled substances are purchased in narcotic counters. The supplying 
pharmacy will note the following information on each narcotic counter: 

 
a. Name of medication 
b. Dosage 
c. Expiration date 
d. Lot number 
e. Signature of physician 
f. Date packaged 

 
 

7. The nursing staff will administer the medication as prescribed.  
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F. Medications at Time of Release from Jail 

Personal medications brought in with inmate at booking will be returned to 
him/her at the time of discharge. 

 
 

A 30-day supply of essential medications taken while in jail may be given at the 
time of discharge only by order of jail physician who is responsible for personally 
dispensing such medication or providing a written prescription. 

 
 

1. Nursing staff and the responsible medical provider will identify, through 
discharge planning, patients who will require either a written prescription 
or a limited supply of essential medications upon release from custody. 

 
 

2. Nursing staff will notify custody in advance of the inmate's release of the 
need to be cleared through medical prior to transfer or release to ensure 
receipt of essential medication or a prescription. 

 
 
G. Procurement of Pharmaceuticals 

 
 

Under the direction of the Medical Director and in accordance with Pharmacy 
and Business Code, the Medical Program Manager or their designee acting as 
an agent of the Medical Director will procure, store, and manage 
pharmaceuticals for use in the Monterey County Jail and Juvenile Detention 
Facilities. 

  
1.    All stock medication will be ordered electronically or telephonically from 

Diamond Pharmacy Services, Inc.  
 

2. In cases of emergencies, the Medical Director will be contacted and a 
prescription will be called into a local pharmacy. 

 
 
H. Storage of Drugs 

 
 

All prescription and non-prescription drugs stocked for the purpose of 
administration to inmates will be stored in a locked area, and/or refrigerators 
located in the treatment area accessible only to the medical staff. 
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1. Containers which are cracked, soiled or without secure closures shall not be 
used. Drug labels shall be legible. 

 
 

2. Internal use drugs in liquid, tablet, capsule or powder form shall be stored 
separately from drugs for external use. 

 
 

3.    Drugs shall be stored at appropriate temperatures. 
 
 

4. Drugs shall be accessible only to medical personnel. Only licensed nursing 
personnel shall have access to controlled drugs. 

 
 

5. Drugs shall not be kept in stock after the expiration date on the label and 
no contaminated or deteriorated drugs shall be available for use. 

Exhibit A 
 94

Case 5:13-cv-02354-BLF   Document 532   Filed 04/01/16   Page 95 of 140



CFMG’s Implementation Plan 
86 

 
X.  INVOLUNTARY ADMINISTRATION OF PSYCHOTROPIC MEDICATIONS 

 
 
Involuntary psychotropic medications will only be given when a psychiatric 
emergency exists or when an inmate, following and Incapacity Hearing, is found to 
lack the capacity to consent to medications.  Medications shall not be used for 
punishment, for the convenience of staff, as a substitute for program, or in quantities 
that interfere with the treatment program.  The responsible physician, Program 
Manager and Director of Nursing in cooperation with the Facility Manager will be 
responsible for identifying appropriate community resources and developing 
procedures to obtain an Incapacity Hearing and to transfer inmates requiring 
involuntary psychotropic medication administration to an appropriate community 
facility. 

 
 
PSYCHIATRIC EMERGENCY - a situation in which action to impose treatment over 
the inmate's objection is immediately necessary for the preservation of life or the 
prevention of serious bodily harm to the inmate or others, and it is impracticable to 
first gain consent. It is not necessary for harm to take place or become unavoidable 
prior to treatment. 
 
 
A.    Medication Order 

 
 

Involuntary psychotropic medications for a psychiatric emergency shall be given 
pursuant to a direct written or verbal one-time order from the responsible 
facility psychiatrist or physician following an on-site evaluation.  A telephone 
order will not be acceptable unless the inmate in question has been 
personally evaluated by the prescribing physician no longer than 24 hours prior to 
the psychiatric emergency. If the physician is not available on-site or if the 
inmate has not been evaluated by the on-call physician prior to the 
emergency situation, physical restraint should be used and the inmate 
transferred to the hospital emergency department for physician evaluation. 

 
 

1. At no time prior to a Court Order, will an order for involuntary psychotropic 
medication be a PRN (as needed) or a standing order. 

 
 

2. Verbal orders shall be entered into the inmate's medical record and signed 
by the prescribing physician within 72 hours. 
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3. The Medical Program Manager and Custody Facility Manager will be 

notified in writing or by telephone if not available, within 24 hours of the 
administration of involuntary psychotropic medication. 

 
 
B. Patient Supervision and Monitoring 

 
 

Inmates receiving involuntary psychotropic medications will be admitted to the 
infirmary or a safety cell. 

 
 

1. Intermittent supervision by the custody staff will be provided at a minimum 
of every 30 minutes. 

 
 

2. Monitoring by nursing staff will be provided at a minimum of every 15 
minutes for the first hour and every 30 minutes thereafter until otherwise 
ordered by prescribing physician to assess response to medication, mental 
status, general physical appearance, behavior, and hydration. 

 
 

3.     All monitoring findings will be documented in the inmate's medical record. 
 
 

4. The inmate will be evaluated by the responsible prescribing physician at a 
minimum of every 72 hours. 

 
 
C. Duration of Involuntary Therapy Prior to Riese Hearing 

 
 

The determination of need for continued involuntary administration of 
medications shall be the responsibility of the responsible facility psychiatrist or 
physician commensurate with psychiatric evaluation findings and availability of 
timely treatment options necessary to protect the inmate from harm and 
consistent with CCR Title 15, Section 1217.   Continued involuntary therapy 
thereafter is pursuant to a competency hearing and/or transfer to a clinically 
appropriate community treatment facility. 

 
 

1. Inmates exhibiting any clinical deterioration at any time during involuntary 
therapy will be transferred immediately to a clinically appropriate 
treatment facility. 
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2. The facility will manage inmates meeting the psychiatric emergency criteria 

as follows: 
 
 

a. The inmate will be transferred to a clinically appropriate treatment 
facility outside of the jail, or 

 
 

b. If the inmate, for clinical or custodial reasons must remain at the jail, 
the health services staff shall coordinate with County Mental Health 
Psychiatric Emergency Services to evaluate for competency to refuse 
medications pursuant to Riese v. St. Mary's Hospital (Riese Hearing). 

 
 
D. Review 

 
 

All cases involving the need for involuntary psychiatric medication 
administration will be reviewed by the Quality Management Committee to 
evaluate the appropriateness of treatment, the process and whether or not the 
criteria for psychiatric emergency were met. 
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XI.  CFMG DENTAL SERVICES IMPLEMENTATION PLAN 

 
 
CFMG will provide a tiered dental services delivery program at the Monterey County 
Jail.  All dental services will be provided in a safe and sanitary environment.   

 
 
A. Screening for All Inmates: 

 
 

A qualified health care professional who has been trained by the dentist 
shall obtain a dental history regarding any current or recent dental 
problems, treatment including medications during the Receiving Health 
Screening at intake with follow up to positive findings; perform an initial health 
screening on each inmate at the time of the health inventory and 
communicable  disease  screening,  the  general  condition  of  the  patient's 
dentition, missing or broken teeth, evidence of gingival disease, mucosal 
lesions, trauma,  infection,  facial  swelling,  exudate  production,  difficulty 
swallowing, chewing and/or other functional impairment will be noted; 
urgent/emergent  dental  needs  identified.  All  screening  findings  will  be 
documented on the health inventory form including the odontogram. Follow 
up referral and/or consultation with onsite or on call medical provider and/or 
dental provider (if onsite) will determine treatment plan and schedule for 
initial provider evaluation. 

 
 

Definition:  Emergency care requiring immediate treatment: Inmate-patients 
requiring treatment of an acute oral or maxillofacial condition, which is likely to 
remain acute, worsen, or become life threatening without immediate 
intervention. 

 
 

1. Results of the Initial Health Screening: 
 
 

a. In the case of a dental/medical emergency, in which a licensed 
dentist is not present, the patient will be seen, treated and 
managed immediately by medical provider staff. If in the opinion 
of the medical staff/licensed health care provider, the dental 
condition is likely to respond to immediate administration with 
antibiotic and/or analgesic medication this will be given. If in the 
opinion of the medical staff person/licensed health care 
professional in charge, the acute dental emergency is life 
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threatening, the patient will be transported to an urgent care 
facility or hospital to protect the life of the patient. The contracted 
dentist will be notified and provide necessary post-discharge 
dental care at the next scheduled dental clinic. 

 
 

b. If the medical staff/licensed health care professional determines 
the  dental issue to be urgent, the patient shall be referred to and 
evaluated by the dentist at the next scheduled dental clinic. 

 
 

2. At the time of the health inventory, examination includes notation of the 
general condition of the patient's dentition, missing or broken teeth, 
evidence of gingival disease, mucosal lesions, evidence of infection, recent 
trauma, difficulty swallowing, chewing or other functional impairment. 

 
 
B. Services for Inmates Incarcerated for less than One Year 

 
 

1. Dental Hygiene: 
 
 

Professional dental hygiene services are currently not provided. Inmates 
are given toothbrushes and can receive instruction in proper brushing 
technique from the medical staff upon request.  Dental floss loops are 
available through the commissary for routine flossing.  Indigent inmates 
shall be provided with dental care supplies. 

 
 

2. Dental Treatment: 
 
 

Dental floss loops are available through the commissary for routine 
flossing. Indigent inmates shall be provided with dental care supplies. 

 
 

a. Treatment provided is based on the inmate's needs, length of stay 
and the priorities listed below: 

 
 

(1)  Relief of pain and treatment of acute infections and other 
urgent  conditions. This would include hemorrhage, 
toothaches, broken, loose or knocked out teeth, abscesses, 
dry sockets after extractions and severe periodontal disease. 
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(2)  Extraction of unsalvageable teeth. 

(3)  Treatment of bone and soft tissue diseases. 

(4)  Repair of injured or carious teeth.   
 
(5) Removal of irritation conditions which may lead to 

malignancies. 
 
(6)  Replacement   of lost teeth and restoration   of function,   if 

dental function is markedly limited. The attending dentist will 
determine necessity and priority 

 
b.  Although treatment is not limited to simple extractions, elective 

restorative work which can reasonably be deferred without 
serious detriment to the patient should be considered the 
inmate's responsibility. Such work may, with custody's approval, 
be done during the period of incarceration at the inmate's 
expense; otherwise, appropriate referral information should be 
supplied upon release. 

 
 MCJ will maintain a periodontal disease program for the diagnosis 

and treatment of periodontal disease. Periodontal screening shall 
be available to all patients, regardless of length of stay. Treatment 
will be based on periodontal disease classification, Dental Priority 
code, and special medical needs (i.e. pregnancy, diabetes, 
HIV/AIDS). 

 
 3.      Oral Surgery 

 
a. MCJ dental clinic shall provide necessary oral surgery services to 

all inmate- patients onsite or through a local community provider. 
 
b.  Routine extraction of non-pathologic and/or asymptomatic 

erupted,  partial erupted, partial impacted or complete impacted 
third molars is an excluded service. 
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c. Removal of third molars to prevent crowding or future pathology is 

an excluded service. 
 
 

d. Referral to and priority of offsite oral surgeon will be the 
responsibility of the facility dentist in accordance with the Dental 
Priority System. 

 
 

4. All dental complaints are assessed, provided treatment for obvious 
infection and pain relief at regularly scheduled medical sick call by the 
MD, PA or RN to be seen within one day of the request. The complaint 
is prioritized and referred to Dental Sick call as deemed necessary. 
Interim treatment for pain and infection is provided until the patient 
is seen by the dentist. 

 
 

5. Dental Priority System 
 

a. Dental  treatment  will  be  provided  in  accordance  with  the 
following Dental Priority System: 

 
 

(1)  Emergency Care (Immediate Treatment): 
 
 

Inmate-patients requiring treatment of an acute oral   or 
maxilla-facial condition, which is likely to remain acute, 
worsen, or become life threatening without immediate 
intervention. 

 
 

(2)  Treatment within 1 calendar day: 
 
 

Inmate-patients with a dental condition of sudden onset or in 
severe pain, which prevents them from carrying out essential 
activities of daily living. 
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(3)  Treatment within 30 calendar days: 

 
 

Inmate-patients requiring treatment for a sub-acute hard or 
soft tissue condition that is likely to become acute without 
early intervention. 

 
 

(4)  Treatment within 60 calendar days: 
 
 

Inmate-patients requiring early treatment for any unusual 
hard or soft tissue pathology. 

 
 

(5)  Treatment within 120 calendar days: 
 
 

Advanced caries or advanced periodontal pathology requiring 
the use of intermediate therapeutic or palliative agents or 
restorative materials, mechanical debridement, or surgical 
intervention.   Moderate or advanced periodontitis requiring 
non-surgical periodontal treatment (scaling and/or root 
planing). 

 
 

b. The need and schedule for follow up dental clinic appointments 
will be determined by the responsible dentist. 

 
 

c. Complicated dental problems are referred to an oral surgeon as 
deemed necessary with priority determined by the responsible 
dentist in accordance with the Dental Priority System. 

 
 
C. Services for Inmates Incarcerated for Greater than One Year 

 
 

Inmates incarcerated for 12 months or greater and whose dental conditions 
meet treatment eligibility requirements as determined by a licensed dentist in 
accordance with the established definitions and guidelines within this 
document shall be provided such medically necessary services during their 
period of incarceration. 
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1. Comprehensive Dental Examinations 

 
 

Inmates incarcerated for  12 months or greater are eligible to 
receive a comprehensive dental exam.  The purpose of the dental 
examinations shall be for the identification, diagnosis, and treatment 
of dental pathology which impacts the health and welfare of inmate 
patients. 

 
 

a. Inmates will   be   notified  of eligibility   for   a   comprehensive 
examination through the inmate information booklet issued to all 
inmates at intake into the facility. 

 
 

b. Examination  findings   and   proposed  treatment  plan   will   be 
documented on   standardized   comprehensive   dental   exam, 
periodontal exam and treatment planning forms which will be filed 
in the patient medical record. 

 
 

c. Panoramic radiograph may be requested from an outside source 
when, in the discretion of the dentist, it will assist in diagnosis and 
treatment planning. 

 
 

2. Periodontal Disease Program 
 
 

MCJ will maintain a periodontal disease program for the diagnosis and 
treatment of periodontal disease. Periodontal screening shall be 
available to all patients, regardless of length of stay. Treatment will be 
based on periodontal disease classification, Dental Priority code, and 
special medical needs (i.e. pregnancy, diabetes, HIV/AIDS). 

 
 

a. MCJ will have available, either through commissary purchase or 
through  jail-issued personal  hygiene kit, interproximal  cleaners 
(e.g. floss   loops)   and   a   flexible   handled   tooth   brush   for 
inmate-patient self-dental care. 

 
 

b. A per diem Registered Dental Hygienist (RDH): will be scheduled, as 
needed, to  provide  dental  hygiene  education  and  periodontal 
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hygiene treatment consistent with dentists' treatment 
recommendations. 

 
 

c. Treatment  regimens will provide  maintenance  services only. No 
periodontal surgery, periodontal soft tissue grafting, or 
reconstructive procedures will be provided. 

 
 

3. Removable Prosthodontic Dental Services 
 
 

CFMG shall provide limited removable prosthodontic dental services to 
inmate-patients in the custody of MCJ. Inmates incarcerated for 12 
months or greater a completed comprehensive examination, and a 
treatment plan may qualify for removable prosthodontic services. 

 
 

a. A patient's need for a dental prosthesis shall be based on medical 
necessity defined as: Medically Necessary means health care 
services that are determined by the attending dentist/physician to 
be reasonable and necessary to protect life, prevent significant 
illness or disability, or alleviate severe pain, and are supported by 
health outcome data as being effective medical/dental care. 
(California Code of Regulations (CCR), Title 15, Division 3, Chapter 1, 
Subchapter 4, Article 8, Section 3350 (b) (1) "Provision of Medical 
Care and Definitions".) 

 
 

b.    A removable dental prosthesis shall be constructed only when: 
 
 

(1) The dentist believes the patient can tolerate it and can be 
expected to use it on a regular basis to aid mastication and 
support the physiologic relationships of the maxilla and 
mandible. 

 
 

(2)  A patient is edentulous or has seven or fewer posterior teeth in 
occlusion. 
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(3)  All restorative, endodontic and oral surgery procedures have 

been completed and adequate healing has occurred to proceed 
with removable prosthodontic procedures. 

 
 

(4) The active phase of periodontal therapy has been completed 
and the patient is in periodontal maintenance. 

 
 

(5) Time requirements are calculated from the date impressions 
are taken and are as follows: 

 
 

(a) The patient has a Dental Priority 2 prosthetic need (e.g. 
complete denture) and a minimum of six (6) months 
verifiable, continuous incarceration remaining before 
release or parole. 

 
 

(b)  The patient has a Dental Priority 2 prosthetic need (e.g. 
partial denture) and a minimum of twelve (12) months 
verifiable, continuous incarceration remaining before 
release or parole. 

 
 

(c) The  patient,  where  applicable,  has  acceptable  oral 
hygiene for long term  stability  of  the  removable 
prosthesis. 

(6)  Partial dentures for anterior cosmetic purposes are excluded. 

(7)  When a patient's treatment plan includes a removable dental 
prosthesis, the treating dentist shall inform him or her of the 
possibility that the prosthesis may  not be completed prior to 
the patient's parole date. The patient shall provide the name 
and address of a private dentist who can be contacted by CFMG 
dental staff, to deliver the completed appliance, in case the 
patient is released before the completed appliance is delivered.  
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(8)  Patients are responsible for paying for the prescribed appliance 
by following the procedures, designated by the county and 
CFMG, to transfer funds from their account to CFMG, on or 
before dental impressions are taken for the appliance and the 
case is considered initiated. If a patient is indigent (wholly 
without funds at the time they were eligible for withdrawal of 
funds for canteen or other purchases) a prescribed dental 
prosthesis shall be provided at CFMG expense. Otherwise, 
patients shall purchase prescribed appliances through the 
department or an approved vendor as directed by the CFMG 
medical program manager. 

 
 

(9)  A patient who is purchasing a removable dental appliance with 
their own funds may choose an approved local dentist to 
construct his/her appliance. A patient who is determined 
indigent will choose from a list of local contract dental 
providers. 

 
 

c. Approved,   prescribed   removable   dental  prosthesis/dentures 
will be provided by contract with a local dental services provider. 

 
 

d. Fitting, adjustment and maintenance of removable prosthesis will 
be provided onsite when feasible or through contract with a local 
dentist. 

 
 

4. Dental Restorative Services. 
 
 

Inmate-patients with comprehensive examinations and treatment plans 
are eligible to receive permanent restorations in accordance with their 
established treatment plan. 

 
 

a. All restorative material utilized in CFMG dental clinics shall have the 
approval of the American Dental Association. 
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b. Acceptable materials for restorations are amalgams, light cured 
composites, and light cured and self-cured glass ionomers. The 
material of choice shall be selected by the dentist based upon 
clinical considerations. 

 
 

c. CFMG dental staff shall verify that every patient has received a copy 
of the Dental Materials Fact Sheet. Prior to initiating any restorative 
procedure the patient shall sign the Acknowledgment of Receipt 
of Dental Material Fact Sheet. This signature acknowledges 
acceptance of possible risks, denial of alternate procedures, and 
consents to the proposed procedure and use of the materials as 
recorded in the dental record. 

 
 

d. Based upon the comprehensive examination, teeth lacking adequate 
structural integrity for a long-term prognosis or with advanced 
periodontal disease shall not be eligible for permanent or temporary 
restorations. 

 
e. Permanent and temporary restorations will not be provided for 

cosmetic purposes. 
 
 

5. Oral Surgery 
 
 

MCJ dental clinic shall provide necessary oral surgery services to all 
inmate-patients onsite or through a local community provider. 

 
 

Routine extraction of non-pathologic and/or asymptomatic erupted, 
partial erupted, partial impacted or complete impacted third molars are 
an excluded service. 

 
 

Removal of third molars to prevent crowding or future pathology is an 
excluded service. 
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6. Endodontics. 
 
 

All patients in custody of county detention centers with CFMG dental 
contracts shall be eligible to receive palliative endodontic therapy 
limited to upper and lower anterior teeth. 

 
Endodontic services shall be performed in accordance with 
established criteria and within the specific guidelines of this section. 

 
 

Palliative endodontic therapy-the procedure in which pulpal 
debridement is performed to relieve acute pain shall be provided to all 
inmate-patients. 

 
 

Inmate-patients incarcerated for 12 months or greater are eligible to 
receive   root canal therapy limited to upper and lower anterior teeth 
performed in accordance with established criteria and within the 
specific guidelines of this section. Eligibility for root canal therapy 
will be in accordance with their dental treatment plan, PI score, and 
with the approval of the treating dentist. Any routine root canal 
procedure that cannot be accomplished by CFMG dentist at MCJ will be 
referred to a contracted dentist in the outside facility. 

 
 

Definition:  Routine Root Canal Therapy is the procedure in which the 
pulpal chamber and canals undergo cleaning, shaping and obturation. 

 
 

a. Endodontic procedures shall not be performed when extraction of 
the tooth is appropriate due to non-restorability, periodontal 
involvement or when the tooth can easily be replaced by an addition 
to an existing or proposed prosthesis in the same arch. 

 
 

b. Endodontics, or root canal therapy, shall only be performed for an 
inmate-patient on the upper and lower six anterior teeth when all 
of the following conditions are met. 

 
 

(1)  The retention of the tooth is necessary to maintain the integrity 
of the dentition. 
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(2)  The  tooth  has  adequate  periodontal  support  and  a  good 
prognosis for long- term retention and restorability. 

 
(3)  The patient is maintaining an acceptable level of oral hygiene, 

defined as a plaque index score of 20% or less, necessary to 
preserve the health of his or her oral cavity. 

 
 

(4)  The tooth is restorable using available restorative materials 
approved by the American Dental Association and does not 
require extensive restorative treatment including pin or post 
retained core build up and /or a crown. 

 
 

(5)  There is adequate posterior occlusion, either from natural 
dentition of a dental prosthesis to provide protection against 
traumatic occlusal forces. 

 
 

(6)  A local contract dentist will be available for referral when in the 
opinion of the treating dentist the procedure could be handled 
more predictably by an endodontic specialist. 

 
 

c. A Consent for Root Canal Treatment Form must be completed by the 
dentist and signed by the patient and witness (dentist) prior to the 
provision of root canal treatment. 

 
 

d. Apicoectomies, retrograde fillings, posterior root canal therapies, 
hemi-sections, root amputations and re-treatment of root canal 
therapies are excluded procedures. 

 
 

7. Fixed Prosthesis (Crown and Bridge). 
 
 

Fixed prosthetic services, (i.e., lab processed crowns and bridges), 
shall  be  considered  an excluded service and shall not be routinely 
provided to patients by dentists employed by the CFMG. 

 
 

Fixed prosthetics: 
 
 

a. Shall not be utilized to restore missing or defective teeth if an 
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adequate restoration can be placed, (e.g., a stainless steel crown, 
polycarbonate crown, a bonded composite, or an amalgam with 
cuspal coverage), or if a removable partial denture can be 
fabricated to replace the missing teeth. 

 
 

b. May be provided if all of the following criteria are met: 
 
 

(1)  The teeth involved in fixed prosthetic therapy have adequate  
periodontal support, with no mobility other than normally 
occurring physiologic movement. 

 
 

(2)  All Dental Priority 1 and 2 dental care has been completed 
prior to commencing fixed prosthetic treatment. 

 
 

(3)  The inmate-patient has demonstrated a PI score of 20% or less 
for two (2) consecutive months after the completion of all 
Dental Priority 2 dental care. 

 
 

(4)  The inmate-patient has a minimum of at least six (6) months 
of verifiable, continuous incarceration time remaining on his 
or her sentence. 

 
 

c. Patients undergoing fixed prosthetics that are in progress but not 
completed at the time of their incarceration, shall have their dental 
needs met with CFMG authorized restorative materials and 
procedures only, (e.g., removable prosthetics, stainless steel crowns, 
polycarbonate crowns). 

 
 

8. Implants 
 
 

CFMG dentists shall not initiate the placement, completion, or repair of 
dental implants for patients. 

 
 

a. A patient with dental implants begun but not completed at the time 
of his or her incarceration shall not have their dental implants 
completed by a CFMG dentist. The patient, at his/her own expense, 
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may request to be seen by a local licensed dentist, upon 
authorization by the county, to complete the implant treatment. 

 
 

b. Patients shall be referred to a dental specialist experienced in the 
management and placement of dental implants (e.g. oral surgeon, 
periodontist, endodontist) to have a failing dental implant evaluated 
for possible removal. 

 
 

9. Orthodontics 
 
 

The MCJ dental clinic shall not initiate orthodontic procedures, (i.e., 
braces), or continue orthodontic treatment for inmate-patients 
incarcerated while in active orthodontic treatment. 

 
 

a. Inmate-patients may request to have orthodontic bands/brackets 
removed by the CFMG dental department. 

 
 

(1)  CFMG shall not be held liable for changes to the inmate-
patients' dentition once the orthodontic bands/brackets are 
removed and shall of orthodontic bands/brackets and 
discontinuation of their orthodontic treatment. 

 
 

(2)  CFMG shall not be held liable for changes to the inmate’s 
dentition once the orthodontic bands/brackets are removed 
and shall obtain informed consent from all inmates who request 
removal of orthodontic bands/brackets and discontinuation of 
their orthodontic treatment. 

 
 

(3) Every attempt shall be made to contact the treating 
orthodontist prior to removal of orthodontic bands or brackets. 

 
 

(4)  Removal of orthodontic bands/brackets and/or arch wires shall 
be at the discretion of the treating dentist. 

 
 

(5) CFMG shall not be held liable for the replacement of 
orthodontic bands that are damaged or removed in the process 
of providing dental procedures on banded teeth. 
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XII.  HEALTH RECORDS 

 
 
CFMG is working toward implementing an Electronic Medical Record system 
(EMR) for use at the Monterey County Jail that will enhance the delivery of 
health care services.  The EMR is being designed to try and accomplish the 
following: 
 

1. The EMR will contain the complete medical record of each inmate at the MCJ. 
 
2. Health care staff will use the EMR to closely track all requests for health care 

including the date of submission, date of triage, date of evaluation, disposition 
and date of any necessary follow-up care. 

 
3. Health care staff will use the EMR to closely track all medications administered 

to an inmate including the name of the medication and dose required.  
 

4. The EMR will contain a catalog of all Standardized Nursing Procedures and the 
appropriate algorithm of care that must be followed and documented by the 
health care provider who is treating an inmate pursuant to the Standardized 
Nursing Procedure. 

 
5. The EMR will identify any inmates who require Chronic Disease Management 

and health care staff will use it to closely track the condition/s that need to be 
monitored, the nature of the treatment required and the frequency of any 
required follow-up care. 

 
CFMG is committed to implementing an Electronic Medical Record system at the 
Monterey County Jail.  Until the EMR is implemented the following medical record 
procedures will apply. 
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A.    Contents of Medical Record 
 
 

The health record of an inmate contains the following items as applicable to 
his/her case: 

 
 

1. The completed Receiving Screening form. 
2. Health Inventory/Communicable Disease Screening forms. 
3. Problem list. 
4. All findings, diagnosis, treatments, dispositions. 
5. Prescribed medications and their administration. 
6. Laboratory, x-ray and diagnostic studies. 
7. Consent and Refusal forms. 
8. Release of Information forms. 
9. Place and date of health encounters (time, when pertinent). 
10. Health service reports (i.e., dental, psychiatric, and other consultations). 
11. Hospital Discharge Summaries. 
12. Jail Medical Record Summaries (transfer forms). 
13. Individual treatment plan 

 
 
B.    Maintenance 

 
 

All health services staff is responsible for maintaining current, accurate and 
legible medical records.  

 
C. The physician-patient confidentiality privilege applies to the medical/psychiatric 

record.  Access to the inmate's medical record is controlled by the Medical 
Director, CFMG. 

 
 

1. Medical records shall be maintained in secure, locked storage cabinets 
within the medical unit. 

 
 

2. Access to medical records shall be limited to licensed health services 
personnel and medical records personnel. 
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3. The health authority or his designee shall share information with the 
facility manager as necessary to deliver medical treatment and to 
preserve the health and safety of inmates and staff in accordance with 
state regulations. 

 
 

4. All requests for medical information will require written consent of the 
inmates or subpoena. 

 
 

5. Mental health, alcohol and drug abuse information is confidential under 
federal regulations and can be disclosed only by specific written consent 
of the inmate. 

 
 

6. Release  of  information  forms  shall  be  processed  by  the  program 
administrator or his/her designee. 

 
 
D. Records Retention 

 
 

Inactive medical records are to remain confidential and protected from 
destruction for a minimum of 7 years past the last health encounter. Retention 
of medical records of inmates that were pregnant during an incarceration shall 
be stamped to identify them as OB records and will be kept at a minimum of 25 
years. CFMG will not be responsible for medical records destruction. Medical 
records which have been inactive three years will be returned to the County. 

 
 

1. Inactive medical records are stored in a secure room designated for 
medical records. 

 
 

2. Inactive medical records over three years will be returned to the County 
for storage. 

 
 

3. Inactive OB  records shall be  stored separately from other inactive 
records in the storage area. 

Exhibit A 
 114

Case 5:13-cv-02354-BLF   Document 532   Filed 04/01/16   Page 115 of 140



CFMG’s Implementation Plan 
106 

 
XIII.  CFMG STAFFING PLAN 

 
 
There shall be, at all times, sufficient staff to ensure compliance with the CFMG 
Implementation Plan.   The CFMG Staffing Plan for the Monterey County Jail is 
attached hereto as Exhibit I. CFMG will ensure that staffing levels are sufficient to 
consistently and adequately fill all positions identified in the CFMG Staffing Plan. 
Relief factors for each position will be calculated into the staffing analysis to ensure 
staffing levels consistently meet requirements.  CFMG will evaluate on an on-going 
basis its staffing levels to ensure that all staffing positions are filled and sufficient 
staff is employed to ensure compliance with the CFMG Implementation Plan. 
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Fz
uJ
Eao
IIJo
@

o
UJ-uJ
ng

Hx Diabetes: ! NIooV n fon]\. Diet: Date & Time Last Meal: BS (if indicutetl)

Insulin Type Dose & Freq Last Dose Taken

Oral Diabetic Asent Dose & Freq Last Dose Takon

Fz
lrl
E
v)o
IJJo
U'

C)z
z
(9
IJJ

o.

Pregnant: ! No ! Yes HCG: X neg I pos Gravida: Para: LMP

FetalMovement; ENo nYes BlurredVision: n No n Yes ElevatedBlP nNo n Yes tIA: nNo n Yes

Weightloss: lNo nYes EpigastricPain: nNo n Yes Edema nNo E Yes N/V nNo n Yes

Vaginal Discharge: I No ! Yes Other:

Prenatal Care: nNo E Yes Physician / Clinic: Last Exam:

Substance Use /Abuse: lNo n Yes (complete substance nse section of fonn) Methadone: ! No I Yes

Comments

E Pregnancy Protocol initiated (See Doctor order sheet)

SEXU AL A]3USE/A-B USI\'ENESS

History of sexual victimization? X Yes* n No History of sexual abusiveness? n Yes* n No
*Complete Sexual Abuse/Abusiveness Assessment Form

orz
LrJ

E
E
o
od

z
J
o- n RoI sent n PSYCH Assessment (See Form) I Chronic Care Protocol

tr
llju
ul
tr

n caflocp

nsn
nMDSCon

n Next SC

f] SCPRN

n nnS category 

--fl MFI / Psych Nulse Line

E other:

Fz
tu

=UI

1

n House per classilication ! Sobering Cell (start "CIWA" log)

n Safety Cell (start "Safety/Sobering" log) n OPH / SH (Special Housing)

n Resp. Isolation n rs/LT n Other:

Sta.ff Signqhn'e & Iitle Date &Time

kN / NP / PA / MD Co-Sisnature Date &Time

Exhibit B 
Page 2 of 2

Exhibit A 
 122

Case 5:13-cv-02354-BLF   Document 532   Filed 04/01/16   Page 123 of 140



Exhibit C

Exhibit A 
 123

Case 5:13-cv-02354-BLF   Document 532   Filed 04/01/16   Page 124 of 140



QUICK REFERENCE GUIDE TO DEVE,LOPMENTAI DISABILITIES

Name: Date: BK#

i!,tttt!!!e's resognse in the app.fopriatg box-

I have a reading problem?
Wben I went to school, I was in classes for
'slow learners
I have been told I am mentally retarded.
I get seizures (Ppilepsy)-
Do you have a disability?

How many months are in one year?

What time is it? (Show inmate yow watch or a clqck on the wall)
Was the answer correct?
Calculate the values of the following coins?

Yes D No fl

The following items when pres€nt may indicate that an individunl mry have a
developmental disability :
Yes ! No tr The person is slolv in answering questions'
Yes I No f] The inmate has a difEcult time following more then one direction at a time.

Yes I No ! The inmate has difficulfy recalling his/her frll name, address, phone number, ect..

YesE No E Theinmateisunabletoreadasiponthowall,theoloclgorsigrhisAternametoaform'
Yes H No n The inmate is ulable to identiff or count various coins correctly.
yes E No D The inmate states tlat he/sbe is a slow leamer, was placed in special classes in school,

. and / or attended a workshop orjob Faining for the handicapped
yes E No E The inmate is in possession of a card / ID card from a "Regional Centef"
Yes E No fl The inmate states he/she resides in a "group home" or "facility"'
Yes ! No E The inrnate's speech is unclear.
Yes E No tr The inmate's motor coordination is poor.
yes n No F The inmato hat seizures and is on medication for seizure control.

Medical Disposition:
Protective Custody n Safety Cell n Custodies Discretion n
CVRC (central Vnllcy Regional Cenrer; COntacted? Ye s fl t to n( uuo, copy form und forwnrd to Prograrn Manugcr)

Nurse Signature: Date:

No
U

D
tr
n
tr

Ycs
tr

n
tr
tr
q

1)
?)

r)
4)
J)

Monterev Countv Adult Detention Facilitv Policv & Procedure Manual 209
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Colifornio Forensic Medicol Group '

NURSING ASSESSMENT OF PSYCHIATRIC & SUICIDAL INMATE
Date: Time:

DOB_ BKc#.Previous Jail Record: fl No E yes

When &Where:

4LLERGIES:

U)l
F
F
U'
Fz
uJ
tr.(l
f,o

Cooperative: lNo EYes VS Defeued: E No E Yes Reason:

B/P: P T: R: LOC: A/O x

UI (drugs/alcohol): E No fl Yes speech: E Non-Verbal E clear E Slurred E Mumbles fl Rapid./pressured

Gait: E Steady E Unstable Eye Contact: ! Good E Poor Thought Process Organized: E No E Yes

Other:

Medical Problems tr No E Yes If yes and new inmate, complete intake triage assessment,

EF
Depressed/Iearful trNo EYes Angry/Hostile E No E yes llabile/Manic E tqo E yes

FIat E No EYes Other:

oO

rJ
:i uJ<or

Auditory Halluc n No EYes Visual Halluc E No E yes lother Halluc:

Grandiose Delusions E No E Yes Paranoid Delusions E No E yes lOther Delusions:

cr
oF
U)

I
o
lr
F

=()
U)
(L
oU

J

o
o
ut

Under psychiatrist care: E No n Yes

Dx:

VD Name: Dates:

Tel & Address:

Hospitel(s): Dates:

Reason:

Hospitalizations: E No fl Yes Medication Name: Dose Fre q. Inrt Dorc

Medications ENo EYes
Phtrmacy:

8a
F{o4
Qu
63

hol: fl Denies E Yes

Amt: Last Use: A nxwtp
rqs: E Denies E Yes Type:

PO aN aIN EOther_ Freq: Amt: Last IJse: Z UxWtO

F
=o
o
l
U)

Past Suicidal ldeation: E No E Yes

Past Suicidal Gesture / Attempt E No E Yes W,en.' How:

Current Suicidal Ideation ENo lYes Prarr.'

last Homicidal Ideation: E No E Yes Current Homicidal Ideation: tr No tr Yes Who/Plan:

IMPRESSION: Inmate is currently at risk to harm self or other(s) E No ' E Yes

|'JJu)>z>ootro<urotz

E Inmate to be placed / remain on Suicide

Watch ( HOUSE IN SAFETY CELL oT

OBSERVATION CELL)

tr

E Inmate to be housed per classification E Inmate to follow up psychiatric evaluation

o
Fz
ul

oo

I'or other ORDERS & REFERP.#.L, refer to Doctor's Order Sheet

notffied D lVo E Yes MD Name Date_Time_
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' 

Suicide Prevention Assessment Form 

Name ---------------------
DOB ________________ __ 

~ ______________________ ID# __________________ __ 

QUESTIONS YES NO 

1. Do you have serious problems that worry you? 
Serious health or money problems? 1 0 
Family or relationship problems (children, parents, significant other)? 1 0 
Problems in the jail? Other serious problems (drugs/alcohol) 1 0 

2. Have you experienced any of the following in the past year? 
Loss of relationship? I 0 
Loss of job or income? 1 0 
Loss of housing? 1 0 
Death in the family? I 0 

..., 
Have you ever seriously considered suicide? 1 0 .). 

Are you thinking of killing/harming yourself now? 1 0 
What do you think you might do? 
Lethal plan or refuses to answer 2 0 

4. Have you ever tried to kill yourself? 2 0 
Were you hospitalized? I 0 
Has anyone in your family committed suicide? I 0 

5. Do you have communication with friends? Family? 0 1 
Will anyone visit you in jail? 0 1 
Will family/friends put money in your account? 0 1 

6. What are your plans for the future? (Prison or no plans = 1) 0 1 
Will you have employment, school or financial resources? 0 1 
Do you have a place to live? Chemical dependency program? 0 1 

7. Signs of depression: 
Withdrawn, sad, tearful, psychomotor retardation, other 1 0 
Does not want to talk; halting or slowed speech 1 0 
Feels hopeless 3 0 

8. Signs of psychosis or impaired reality contact: 
Agitated, responds to internal stimuli or is pressured 1 0 
Delusional or paranoid thoughts or bizarre thoughts/behavior 1 0 

9. Charges are serious 1 0 
Charges include murder, attempted murder, rape, kidnapping, mayhem, 
child molest, domestic violence or other serious offenses 2 0 
Charges involve a child/minor or family member 1 0 

Exhibit G 
Page 1 of 2

Exhibit A 
 133

Case 5:13-cv-02354-BLF   Document 532   Filed 04/01/16   Page 134 of 140



... • 

QUESTIONS YES NO 
10. What will (or has) happen to you if convicted? 

Expect sentence of at least 90 days? 1 0 
Expect to be sent to prison? 1 0 
Expect more than 3 years? 1 0 

11. Arresting/transporting officer reports that: 
Arrestee may be at risk of self-harm/suicide 1 0 
Arrestee made suicide threat 1 0 

12. Inmate is under the influence of alcohol and/or drugs 2 0 

13. Inmate anticipates problems with withdrawal 2 0 

14. Inmate is dependent on alcohol and/or drugs 2 0 

15. Inmate has a position of respect in the community 1 0 

16. Inmate feels embarrassed, ashamed or humiliated 2 0 

17. Inmate is anxious, afraid or angry 1 0 

18. Inmate is impulsive or unable to cope with jail (e.g. first arrest) 1 0 

19. Inmate has significant health problems 1 0 

20. Prior records suggest suicide risk 1 0 

21. Inmate has history of mental health treatment or counseling 2 0 

22. Inmate has a serious mental disorder 2 0 

23. Inmate is male = 2 female= 0 2 0 

Total Points 

Suicide risk level is determined by clinical evaluation of the inmate. A higher number of points 
suggests a higher risk level. Protective factors such as supportive relationships and positive 
future plans may reduce the risk level. Assign a higher risk level if you are unable to obtain 
sufficient information to complete the assessment. The risk level can be reduced when you 
acquire additional information that indicates a lower risk. 

No Precautions Minimal Risk Moderate Risk High risk Acute risk 

Comments: 

Clinician: --------------------------------------- Date:---------
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1. ATD Plan Implementation Checklist 
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POSITION S M T W T F S HRS FTE FAC

Program Manager 8-4 8-4 8-4 8-4 8-4 40 1 Jail

Director of Nursing 8-4 8-4 8-4 8-4 8-4 40 1 Jail

RN 7-3 7-3 7-3 7-3 7-3 7-3 7-3 56 1.4 Jail

RN 7-3 7-3 7-3 7-3 7-3 7-3 7-3 56 1.4 Jail Booking

PA/FNP 7-3 7-3 7-3 7-3 7-3 40 1 Jail

PA/FNP 7-3 7-3 7-3 7-3 7-3 40 1 Jail

LVN 7-3 7-3 7-3 7-3 7-3 7-3 7-3 56 1.4 Jail

LVN 7-3 7-3 7-3 7-3 7-3 7-3 7-3 56 1.4 Jail

PSYCH RN/LCSW 7-3 7-3 7-3 7-3 7-3 40 1 Jail

PSYCH RN/LCSW 7-3 7-3 7-3 7-3 7-3 40 1 Jail
Medical Record 
Supervisor 7-3 7-3 7-3 7-3 7-3 40 1 Jail

Clerk 7-3 7-3 7-3 7-3 7-3 40 1 Jail
CNA/MA 7-3 7-3 7-3 7-3 7-3 7-3 7-3 56 1.4 Jail
CNA/MA 7-3 7-3 7-3 7-3 7-3 7-3 7-3 56 1.4 Jail

LVN 1-9 1-9 1-9 1-9 1-9 1-9 1-9 56 1.4 Jail

RN 3-11 3-11 3-11 3-11 3-11 3-11 3-11 56 1.4 Jail

RN 3-11 3-11 3-11 3-11 3-11 3-11 3-11 56 1.4 Jail

RN 3-11 3-11 3-11 3-11 3-11 3-11 3-11 56 1.4 Jail Booking

LVN 3-11 3-11 3-11 3-11 3-11 3-11 3-11 56 1.4 Jail

LVN 3-11 3-11 3-11 3-11 3-11 3-11 3-11 56 1.4 Jail

CNA/MA 3-11 3-11 3-11 3-11 3-11 3-11 3-11 56 1.4 Jail

CNA/MA 3-11 3-11 3-11 3-11 3-11 3-11 3-11 56 1.4 Jail

RN 11-7 11-7 11-7 11-7 11-7 11-7 11-7 56 1.4 Jail

RN 11-7 11-7 11-7 11-7 11-7 11-7 11-7 56 1.4 Jail

RN 11-7 11-7 11-7 11-7 11-7 11-7 11-7 56 1.4 Jail Booking

LVN 11-7 11-7 11-7 11-7 11-7 11-7 11-7 56 1.4 Jail

LVN 11-7 11-7 11-7 11-7 11-7 11-7 11-7 56 1.4 Jail

CNA/MA 11-7 11-7 11-7 11-7 11-7 11-7 11-7 56 1.4 Jail
Medical Director/ 
Physician 40 1 Jail

Psychiatrist 40 1 Jail

Dentist 12 0.3 Jail

Dental Assistant 12 0.3 Jail

Physician On-Call Jail

Psychiatrist On-Call Jail

Days
Evenings
Nights

MONTEREY COUNTY JAIL STAFFING PLAN

24 hours a day, seven days a week

40 hours To Be Determined

40 hours To Be Determined

12 hours To Be Determined

12 hours To Be Determined

24 hours a day, seven days a week
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