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FOR E W 0 R 0 

The issues of adequacy, accessibility, and quality of health care 
service delivery in correctional institutions are increasingly receiving 
\'/ell-meriied attention. Long plagued by neglect and paucity of resources, 
most correctional agencies throughout the country have recognized the need 
for clear direction in address'ing these issues. The unique characteristics 
of prison populations and facilities pose a problem in applying directly 
the standards and policies which prevail in cummunity health care settings. 
Once the basic ingredients common to good health care practice have been 
identified, the challenge remains of their adaptation without essential 
compromise to the correctional environment. Implementation of a system 
which meets statutory and professional standards 1S the responsibility 
of correctional health care administrators in the 1980's. 

Through a grant from the Law Enforcement Assistance Admin; stration, 
the Michigan Department of Corrections has provided technicai assistance to 
ten states with a view to improving their health care system for residents 
of correctional institutions. 
under auspices of the grant. 

This manual is one of a series published 
Together, the manuals will support and extend 

the training sessions and technical assistance efforts of the past two 
years. Their purpose is to define concisely the major elements which must 
constitute a comprehensive health care program for a correctional agency. 

There is no substitute for proper planning, adequate resources, and 
good management. These manuals can assist in the planning effort to 
identify the kind of resources which will comprise an adequate program. 
In addition, they address the alternatives which must be considered, the 
integration of various components, and establish a foundation for the 
decisions' \'ihich must be made by each agency. 

The manuals have been compiled by persons who are experts in their 
professional field and by persons active in the delivery of health services 
to correctional residents. There are too many divergencies among correc-



tional agencies to permit a single approach to be universally applicable. 
For this reason, the manuals are intentionally broad in scope and will 
require careful analysis and specification by each user. 

A health care system does not stand alone and isolated from its 
envi ronment. It can succeed only through a cooper'dt; ve and carefully 
planned effort which involves healtl1 care personnel, staff of the correc­
tional system, community health resources, and residents ns interested 
consumers of the services. Where multiple institutions exist within a 
state correctional agency, approp'riate central dit'ection and coordination 
are essential for coherent and consistent form and quality of the services 
provided. It is at this 1evel, in particular, that the overall planning, 
resource development, and management of policy should occur. 

These manuals are written in a simple "how-to" format and are intended 
to be self-explanatory. Local regulatory agencies and other community and 
professional health resollrces can be he1pful in their interpretation and 
application. 

The goal which has prompted development and issuance of this manual 
and of others in the series has been attainment of professional quality 
health care for residents of correctional institutions comparable to that 
available in the community. The sponsors will consider their efforts 
well rewarded if, as a result, changes are implemented which improve 
access and cost-efficient delivery of needed health setyjces. 

oj 1 i 

Jay K. Harness, M.D. 
Director 
Correctional Health Care Program 



PREFACE 

This resource manual.represents one of ~ series of manuals resulting 
from the planning and implementation of an intensive workshop and technical 
assistance program conducted at Michigan State University. These and 
other educational and professional development materials have been produced 
to assist correctional he~lth c~re providers in dev~loping and implementing 

, 
more effective programs for the populations they serve. The manual h.as 

. . . 

been designed as a practical guide for program development based on 
current state of the art, advice from prominent experts in the field, and 
information drRwn from direct experience with health care providers in 
the Correctional Health Care Program Project. As such, the concepts, 
methods, and practices presented will contribute to the need for advanced 
knowledge in this highly specialized area of health care delivery. 

Through the Department of Community Health Science, the Colleges 
of Human Medicil.le and Osteopathic Medicine at ~lichigan State University 
have been privileged to work with the Michigan Department of Corrections' 
Offi ce of Health Care and the Law Enforcement Assistance Administration 
as part of the Correctional Health Care Program. Participation in this 
challenging and worthwhile endeavor has allowed us to further ou~ commit­
ment to improved health care services and to extend knowledge and experience 
in this recognized area of need. 

Joseph Papsidero, M.P.H., Ph.D. 
Oi rector 
Correctional Health Care Project 
t'li c:higan State University 

iv 

Thomas Gunnings, Ph.D. 
Director 
Correctional Health Care Project 
~Iichigan State University 
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Q-lAPTER 1 

INTRODUCTI (J\J 

The problems associated with the delivery of adequate health care in 
correctional institutions has justifiably given rise to increasing concern 
fot the improvement of services in what has been called "the last frontier 
of modern medicine." The United States General Accounting Office recently 
reported that, "health care delivery systems of most prisons and jails are 
inadequate and many correctional agencies are under increasing pressure 
particularly from courts to provide more adequate levels of care." 

In every sector rising costs, budgetary constraints, recruitment of 
qualified personnel, and other difficulties cause grave concern to those 
responsible fm~ providing care and to the recipients of that care. 
In nearly every major prison riot in recent years, inmates have included 
health care issues in their grievances, thus demonstrating their concern 
for availability and quality of care. Without question, prison health 
care personnel face problems different from and in addition to those 
experienced on the outside. Methods must be sought, and efforts made, 
to facilitate the dissemination of current me~ical knowledge .1 correc­
tional health care personnel and to assist in applying such information 
to the establishment of effective and efficient health care programs 
within the prisons. 

The design and development of effective health care programs, or 
the initiation of significant programmatic changes \'lith regard to 
existing procedures, requires several important ingredients. Sound and 
workable ideas, the support and commitment of key staff members, and the 
employment of systematic methods for establishing and managing the proposed 
endeavo~ are each significant factors which must be considered. This 
program development manual is designed to serve as a gen<:~ral guide for 
program development in the correctional setting. As such, it proposes 
sp~cific program recommendations and decision .... making guidelines to Rid 
those responsible for caY'rying out the various program deve"'opment functions. 

, , 
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Whil e references are made throughout the manua 1 to hypotheti ca 1 IIprogram 
planners ll and formalized "planning committees", this work is) in fact, 
intended to accomodate a wide range of program needs and circumstances. 
It is recogni zed that the purposes and scope of parti cul ar programs wi 11 
differ and these differences will influehce the process of its development. 
Thus, the infonnation presented here should be considered in light of 
the unique qualities, constraints, and -interests of the individual setting 
in question. 

The development of successful programs is seldom a simple and easy 
task. This manual has been written on a practical level, based on actual 
experiences in the field of corrections. It is meant to aid in determining 
both a vi able course of acti on and appropri ate methods for achi eYing the 
anticipated program goals. 

It should be emphasized that the primary aim of this manual is to 
assist program planners and managers in ~he promotion of systematic 
program strategies. In this regard, Chapter 2 describes in detail the 
overall features of the program, while subsequent chapters are devoted 
to key aspects of the development process: planning, development, 
implementation, and evaluation. Guidelines within each of the chapters 
devoted to the program development process (Chapters 3, 4, 5, and 6) are 
objecti ve-based and task-speci fi c with con crete exampl es and worksheets. 

Following the initial description and rationale for establishing a 
clinical protocol program outlined in Chapter 2, Chapter 3 G2fines practical 
considerations and actions to be taken during the planning phase of the 
program development process. This includes the immediate steps of 
clarifying the problem, appraising alternative solutions, setting 
programmatic goals and objectives, and establishing program management 
pro ced ures . 

Chapter 4 is concerned with the program development phase. Activities 
related to the preparation of a "pl an of action ll

, and decisions as to 
program methods and materials are reviewed. 

Guidelines for implementing the program are del'ineated in Chapter 5. 
In general, this involves establishing systematic procedures for managing 
and monitoring the progress of the project and the use of eVdluative 
infoY'mdtion in arriVing at p.1tr:i<:IlL-u' ll]'lnfi~lp.I'i~nt de('jc;ions. 
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The final chapter, Chapter 6, presents an overvie\~ of the program 

evaluation process. Basic guidelines are, provided vlith respect to drafting 

an appropriate evaluation plan, designing evaluation instruments, and 

utilizing evaluation findings. The appendices display supplementary 

materials keyed to sections of the manual and list available resources. 

It is hoped that the program development process descr'i bed in thi s 

manua 1 wi 11 begi n to pravi de some of the answers to qUesti ons that ari se 

during the establishment of a clinical protocol program in your particular 

setting. An attempt has been m~de to present, tn' a st~aight~forward and 

logical manneY', basic principles and procedures to rr.eet the needs of 

planning groups "lith a variety of expertise) experience; and resources. 

This manual is organized to help define the action y'ou \'/ant to take, 

conve.Y that message to those participating in the process, and subsequently 

to Ci'\rry out the successful accomplishment of the proposed program. 



CHAP1ER 2 

PROTOCOL-DIRECTED HEALll1 CARE IN CORRECTIOOS 

Objective: To define clinica.l protocols and to provide a rationale for 
establishing protocol-directed health care in the prison 
setting. 

AI. What is a 
Protoco'i? 

The terms protoc0l and algorithm are often confused 
and sometimes used interchangably. Before considering 
the use of protocols in the correctional setting, 

it; s important to cl arif.Y these concepts: 

A clinicB.l protocol is a set of specifically defined and delineated 
steps to be taken for the management of a health condition. Further, 
a clinical protocol ;s a data collection and decision-making tool to 
be' used by non-physician care providers in the process of providing 
medical care. ----

The word algorithm, as used in relation to health care, is simply a 
very refined clinical protocol. Algorithms are refined to the point 
thllt data items are obtainable by answering lIyes ll or "no" to a series 
of questions. They are also generally designed so that data can be 
prclcessed by computer. Throughout thi s Manual, the more generi c term 
"pr'otocol" wi 11 be used. 

If the use of clinical protocols in health care delivery is a new 
concept to the reader, it is strongly suggested that some time be spent 
in background reading. While this Manual provides some discussion of 
the rationale for development and use of pY'otocols, reviewing other 
resources will give a broader understanding of the concepts discussed. 
Reviewing how protocols have been used in other health care settings, 
as well as the difficuities encountered and the benefits derived, will 
enhance the reader's ability to make inforllled decisions later. A list of 

'suggested readings can be found in the Reference section of this Manual. 
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Clinical protocols are designed to reflect the specific needs and 
purposes of the p.articular setting in which they are employed. Con­
sequently, the content and format will likely vary significantly. 

Clinical protocols 'are generally condition-specific. That is, 
any particular protocol 'can be expected to be useful i.n managing only 
one health condition such as the Headache protocol in Figure 1. Most 
are not so specific as to manage only one diagnostic entity (e.g. 
migraine headaches), A protocol that is too specific will be useful 
in managing only a very small percentage of complaints. For use in 
delivery of primary care, protocols have been developed for the triage 
(U.S. Army Health Services Command, 1978) and treatment (Komaroff and 
Winickoff, 1977) of a majority of common conditions including minor 
and chronic illness, health maintenance, and emergencies. 

In some settings, protocols are used by non-physicians primarily as 
tools for collection of data prior to the patient being seen by a 
physician. The Dysmenarrhea protocol in Figure 2 is an example of this 
type of protocol. 

Flow sheets are another type of data collection protocol. Familiar 
to most health care providers, flow sheets are invaluable in the long­
term management of chronic diseases such as hypertension and diabetes. 

,Their utility stems from the amount of data displa.:ved on a single 
sheet. Deviations from previous patterns and current therapy can be 
seen immediately. Any data items that are omitted are also' readily 
apparent. Figure 3 is a flow sheet for the managerrEnt of hypertension. 

In settings where non-physicians are responsible for making 
decisions about diagnoses and treatment, protocols have played an 
important role. Physicians are generally the only persons recognized 
as legally sanctioned to make medical diagnoses. Protocols such as 
the URI protocol in Figure 4, represent the mechanisms whereby persons 
designated by a physician may invoke physician-gener'ated rules for 
making medical decisions. If those rules are followed precisely (and 
this fact can be demonstrated), then non-physicians are enabled to 
provide medical care that is accountable and acceptable. 

,I 
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Fi gure 1 

HEADACHE PROTOCOL© (11/75) 
Chief complolnt(s) and headache location: 

yes no 

STAT 

STAT 

STAT 

STAT 

STAT 

STOP 

~ 

oil 

PRELIMINARY OBSERVATIONS 

Pt disoriented 
Appears very sleepy 
Appears to be in great pain 
Has trouble talking 
Has trouble walking 

HISTORY 

Head injury in last 48 hours 
Headache at this moment 
Worst headache pt ever had 
Became severe in first 5 min. 
Followed by: 

Numbness of hand/arm/leg 
Weakness of hand/arm/leg 
Difficulty speaking 
Difficulty walking 
Vomiting 
Fainting 

Hit hard in head, in last year 
Headaches began/worse after blow 

Similar headaches in past 
Age >50 

Defi n i fe Dx., i n past 2 years 
On protocol-acceptable regimen 
Acceptable relief 
Seeks refi II Refill 

Sx occurring near onset: 
Flashes/spots before eyes 

Dx vascular headache 
One eye gets redltearful 
Weakness of hand/arm/leg 
Difficulty speaking 

Pain deep behind only one eye 
Throbbing/pounding pain 
Often when resting after hard work 
Usually nausea or diarrhea with HA 
Usually begins on one side 

Hx of MD·diagnosed "migraine" 

Pain over frontal/maxi Ilory sinuses 
Chronic nasal/postnasal drip 
Awakens congested 

ID tt.: Date: 

Name: 

Birthdate: Phone: 

Protocol User: 

EE 

m 
PHYSICAL EXAMINATION 

Temperature '>100.0 __ --:-_-: ___ _ 
BP :-.200 systolic or >105 diastolic 

One eyelid drooping 
Cloudy cornea(s} 
Red/tearful conjunctiva 
Asymmetric pupi Is 

I 

8 Headache at this moment 
~-+--I Acutely tender sinus(es) 

EE 
Efj,mt:t 

':f:;i. 
@ 

SlOP 

SlOP 

Dx acute sinusitis 
Redness/edema over sinuses 

Dx acute sinusitis 
Purulent discharge Dx acute sinusitis 

Stiff neck 
Arm dri ft 

IMPRESSION 

Any reds Consult .ltD 
Wi II consu It MD for other reasons 

Dx of acute sinusitis Rx 
Any::~r:~Y.'~::: Dx chronic sinusitis, Rx 
,,1 blue Dx vascular headache 

Ox vascular HA Rx 

T a Jlr~!;:::~:f~~~i:~::1-;~~:Vi:i11~l:: 
HAs worse since starting pi lis 

Consult MD 

PLAN (Rx regimen on back) 

Aliergy/contraindicQlion to Rx 
Consult :!fD 

ASA ______________________ _ 

Ergotamine ____________ _ 
01 azepam -:-___________ __ 

Hot packs/massage 
Psychiatric evaluation 

Copyright: '1'1,,· I!<:lh Israel Hospital Asso<'illtion, Boston, and Massuehusells 

Institul(' of Tl'f·hnology, C,"ubridHt·, 197;)··111';1'1 Coutra'" No. IISM 110·7:3-.135. 



Figure 2 

DYSlvlENORRHEA PROTOCOL 

A. SUBJECTIVE: Chief Complaint 
---------------------------~~~~----~------------1. Age ___ Occupation Cultural Background ------2. Gynecological History 

a. Menarche began at age 
b. Date of last menstrual period -------::----c. Cycle: days; Duration: days; Flow: pads or tam-

pons used in a day. 
d. Last Pelvic Exam ; Pap Smear GYN Surgery -----e. Onset of menstrual discomfort.began at (check one): 

1. 1-2 years after onset of menarche (primary dysmenorrhea) 
2. 5+ years after onset of menarche (secondary dysmenorrhea) 

f. Symptoms: (circle the ones present) 
lower abdominal pressure, backache, premenstrual headaches, breast 
tenderness, feeling of bloating, mood change, weight gain prior to 
period ( 1bs.), nausea, vomiting, diarrhea, other: 

g. Menstrual Symptoms: (check one) 
1. relieved by menstruation (within 24-48 hrs. after the onset of 

a period) (primary) . 
2. lasts throughout total length of period (secondary) 

h. Onset of symptoms: 
symptom: days before period 
symptom: 12-24 hrs. before period ___ _ 
symptom: with onset of period _______ _ 

i. On a scale from 1-10, how severe is your discomfort? 
(1 = mild cramping; 10 = total incapacitation) 

3. Other Problems: anemia, constipation, fatigue, thrombophlebitis, other: 

4. Sexual History 
a. Sexually active? No Yes 

Are you satisfied? ---dissatisfied? 
b. Gravida ; Para ; Abortions--
c. Contraceptive method used: ----------c. Ex of venereal disease: No~ Yes __ 

5. Explanation of body functions during menstrual cycle: No Yes 
6. Family 'fix . 
7. Social Ex "stress" factors: home, B~hool, work, etc. 
8. Allergies to medication, food, etc. 
9. Previous modes of therapy used _________________________________ effectiveness 

10. What does patient do to relieve the discomfort? 

B. OBJECTIVE: Physical Exam 

Temperature Pulse_______ Weight. ___________ Height~ __________ _ 

General Appearance ~-~~~ __ --------------------------------------------------Secondary Sex Characteristics ___________________________________________ __ 
Hair Growth and Distribution ______________________________________________ __ 
Posture ___________________________________________________________________ __ 

Breast Exam: Tender ___________________________ Lumps ____________________________ __ 
Nodes (specify) 
Abdominal Exam: Tenderness ____________________________ Mass _______________ __ 



Figure 3 

fORM l 

High Blood Pressure Patient Management Record 

Name 
Last First Middla 

--

I I I LJ I I I 
-r-

I I _1 DATES L __ -
DRUGS DOSE 

.,-_. --r- =+=- -- =-?~.~--F=~~~ ----+----------- --

."'- -.- .~- .. ~. ......... .... ____ ~~ T' 
~ .. _- -- ~- .. - -.. - - .->_.-.-..- - ----~ -

- -

BLOOD I PRESSURE 

240 -
220 

-- -
200 

180 

160 
---

140 
,- --

120 - r------ ~--- --
100 

f----
80 

~-- ----
60 ----

--
WEIGHT I IJ 
LAB FINDINGS 
--------~----'~---~----~----+---4----r__---+-----I~---_r---r_,--_+----~ 

--t----i__--t------t----\----t------I-------I---_t_----l-------r-
---------I---~---~--~----r_--_+_---i__-_t_---_t_---~~----------r____-

------- r----i----t---+-----\----j--- -t----\----i--

-- --'--

ASSOCIATED PROBLEMS -----.. ---------==f --------
~--=-~~-=-~-=----=--~---,-------=~.~--~~=-----~~=~~=---.=-==~=-~---=--=--=--=--===t=------ ----=-~~==-===-= 

Cllidt'liflp.~ for the l:valu.Ilion and -'v\.1l1.1gempnt of the 83 
HypPrt!:'mivp P.lliPnt DHf:W Pllblicdtioll :--10 (~IH) 76-744 

li .' ;!J 
,'I 

-, 



CRI ICOUG~ I EAR P?0BLEMS ALGORITHM#' 13 
7 ;50,:5~ 

ISooe th-oct \"'~ l Ex"d::'e 110- SIRE? THROAT. 
::)~ sWCitOlVlr'(,; • -- cr ,) -~ t. Af1tibiotic prot. r--
.;:o,r, tei'"'p~IO;OI 2.Sympl.protocol 

no 5 JOO 3::' 103,1':1,150 
~=.=~---, 

II Age 12 ~ Swollen ~ I. Culture thro. of 1--'" 
to 35 J -T tonsils 2. Sympt p~otocol 

;10 pre sent 3. Treat posillves 
no 151 

'--___ -1-*_--1 Symptomatic L 
treatment only \ . 

ICl,42 23,39 153,152 

Facial/dental yes Temp~lOlo or yes ACUTE Slfl.USITlS: 
pcm or sinus ~ purulent nasal t---"'1 1. Ant ibiotic prot. r---
tenderness discharge 2. Runny nose 

protocol 
no no 

II ~15::.2 ___ -. 

Runny or yes Runny nose \ 
sluffy nose I-'-----'--------"'l protocol ,1----+1 

no 

44 + 1""2,'-3,:".,4 ___ --. 110,109,102 

Post. cervical ~ Illness durol. lYes RULE OUT MONO: 
lymph nodes·· 1 > 1 week 1--"'1 1. Mono spot 
enlarged no 2. WBC t DIFF 

no 

13 

Cough I yes. 
present r 
~-.,---' 

no 

2 

29,46,12 

ANY OF THESE: 
1 Temp.;? 101°, yes 
2. Abn.chest exam r-----. 
3. Hx shaking chills 
~--~--~ no 

no 

3. MDexam 
J 

30.93,20 

ANY OF THESE: 102 

1.Resp.rate ?30 F§''3S MD 
2.Hx asthma/C.LD. exam 
3.Precordial/substernal 

lexertionol pain 
111.217.167,221 

RIO PNEUMONIA: 
1. Chest Xray 

a. Pneumonia prot 
if infilfrale f----'""I 

b. Cough [}rotocol 
if no infiltrafe 

2. Verbal consult MD 
6 221 

Age;? 55 yes VerbalMD consult 'f----..l>f 
,--...:c--Tn-:o---l 167 

F-:-------. 
"--____ "!J Cough protocol 

Fi gure 4 

.t ..• . ,. 

_ • " l'" ·t. 
\f... '. ,.'" r'"!-rt 

~:; ~ { j 

URI/COUGH/EAR PROB;...::\!\S ALGORITHM;lf::: 

25'26'27'5~ Fonol'! this :cgic for each a!;~0rmol ear 

ANY OF THESE: ! 57,58 5::.50 

Ear pain, tinnitus, 
,yes. 

Foreign body i Obstruction 
yes loss of hearing, or wax ~. present after 

removal f---" 
or abn. ear exam. present aaempt 

no no Ino 
61,62 ~ 63,64 102 
Ext. canol 
~ 

Tympanic ~y'MD exor h , inflamed, or membrane ; 
i' pus present obscured , , , !§4 I lno 

, 
: Otitis ext, no 

: 
, - treatmer:: j 

, ~j 
t 

<' protocol I 1 
! , 

I . : ~~ : J .. -.. ' ~ i 
.{ ~,rl . 

67.68 155 1 .. , ~ i 65,66 I 
I Tympanic Rf'd or bulging Olilis med. I , 

yes ~ membrane ~ tympanic treatment r-
; abnormal membrane protocol 

. ! .. .. no l no 
.. ; 69,70,7~ 72.73,74 152 . ; 

, 
i ANY OF· THESE: Runny rose , 

Loss of light reflex, ~ treafmer:, .( , 1 '" .. loss of landmark, proIa COl 
air-fluid level. 

.: t I ina , 
" 

. 
i j 

37,41,77,78 221 

Other unlisted I yes J Verbal 
abnormal findings I I MD consl.Ilr 

[no , 
.j.' 

Did algorithm I yes' .1 Obtain lab tests 1 recommend lab tests I I 

~ 1.[10 
I~ 

Were treatment I yes Prescribe . ~ ! 

protocols recommended I treatment protocols .. 
1 

. 1110 ; 
\' t 102 ; 

Did algorithm [ yes Send to MDJ 
. ~ 

recommend MDexom I ~ 

no 
221 : 

\MD verbal consult , yes .( Consult M D J ; 

recommended I ! , 
.• no : , ..; I 

222 , .. 

··l Home I MD no! inllOlved I .. . . , , ' .. '. . , 
!, . ~ , , _, r!.;· 
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In large, very busy health care settings, it is generally someone's 
responsibility to sort out, or triage, incoming complaints so that 
those who need care immediately do not have to wait. The triaging 
function also provides a systematic means of determining which patients 
may be seen by non-physician care providerl> and how soon the condition 
should be evaluated. An example of a protocol that was developed solely 
to aid in the sorting and routing of patients ' complaints is seen in 
Figure 5. It too is primarily a decision-making tool. 

As can be discerned from the example protocols, their uses fall 
into two general categories--those protocols used for treatment and 
those used for triage. More detailed information regarding these 
two types of clinical protocols are found in Section 0 of this chapter. 



Figure 5 

TRIAGE PROTOCOL - ABDOMINAL PAiN 

Abdominal pain is pain anywhere belovi the ribs and above the groin in the front half of the body. The 
Dack may also hurt, but if the pain is confined to the back, triage under'the back pain algorithm. At 
times, it may be difficult to distinguish pain in the upper abdomen from that in the lower chest. If 
there is any question, send the patient to the PA. 

1. Severe abdominal pain should be sent 
to the Dr/PA immediately, so the 
patient can be evaluated for serious 
disease and treated promptly. 

2. Abdominal pain frequently accom­
panies nausea/vomiting/diarrhea, 
and evaluation by that sequence 
is appropriate. 

3. Black or bloody stools may indicate 
serious internal hemorrhage. The 
patient needs immediate evaluation. 

4. Abdominal pain associated with 
recent trauma could indicate a 
I ife-threatening situation such 
as a ruptured spleen. 

5. Abdominal pain of more than seven 
days duration usually indicates a 
chronic problem that is best 
evaluated at the cl inic on a 
routine basis. 

*Answer determined by 
observing patient. 

Is pain severe ~patient 
bent over clutching 
abdomen)? ,'( 

1. Yes -------+---4) Dr/PA STAT 
2. No---, 

Is there nausea, vomiting 
or d i a rrhea? 

1. Yes -------+---4) Triage as Nausea/Vomiting, 
2. No ---, Diarrhea 

~ 
Is there black or bloody 
stools? 

1. Yes -------+---/'4' Dr /PA STAT 
2. No---, 

Abdominal trauma within 
72 hours? 

I. Yes -------+---~ Dr/PA STAT 
2. No 

Duration over 7 days? Is patient uncomfortab Ie 
1. Yes 
2. No 

Make appt. with Dr/PA/NP 
within 1 week. 

, 
, 

.I ,,-

now? 
1. Yes 
2. No -----, 

I 

I 
I 

I I 

Dr/, 
\II 
DA/NP 

\.! I th i n 
24 hrs. 
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This question leads in~ediately to another 
question. Are there more health problems 
and/or requests for health services than the 

available physician(s) can manage? If the answer is in the negative, then 
there is absolutelY no reason to use protocols. If this is the case, the 
remainder of this Manual will likely be of little value. 

If the answer to the question is affirmative, however, clinical 
protocols are used in prison health care delivery for the same reasons 
that they are used in other settings. Commonly, protocols are used 

to: 

- Provide data collection and decision-making tools for non­
physician care providers. 

- Set a minimum standard of care for common acute ar~ chronic 
health conditions. 

- Assure uniformity and consistency when health care is provided 
by multiple personnel with differing levels of education and 
experi ence. 

- Facilitate audit of care and performance. 
- Improve the thoroughness and accuracy of documentatiun. 
- Provide a standard data base for health information systems. 
- Improve control of institutional resources. 

Put the responsibility for medical decision-making only in 
the hands of persons licensed to practice medicine. 

C. Advantages and 
Limitati ons of 
Protocol Use 

Tools for Data Collection and Medical Decision-Making 

No health care provider can be expected to remember to ask every 
history question or to complete every part of the examination that should 
be done for every health condition. The most well-trained and competent 
practitioners will omit items on occasion. In some cases, important 
information may be ignored due to inadequate training. In either 
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instance, the availability Cif a data collection guide precludes 
the human inability to remember every detail. Thus, one of the primary 
functions of clinical protocols is to provide a mechanism for insuring 
thoroughness of the data collection process. 

In several settings clinical protocols have been used specifically 
as educational tools in the process of teaching what data. needs to be 
collected in a given clinical situation (Charles et al., 1974; Sox et al., 1973; 
Sullivan, 1976; Yarnall, 1975), For use as pre-ser,'ice and in-service 
training aids, protocols have great potential for enhancing the skills of 
care providers in correctional settings. It is assumed that, once learned, 
the protocols and the skills required to use them will be incor[)Qrated into 
daily practice. Thus, the thoroughness with which inmates' health complaints 
are explored is improved and potentially severe problems are identified and 
managed early. 

Complete and accurate data collection is a vital component of medical 
care but the decision making involved in clinical diagnosis and selection 
of appropriate treatment is the most difficult. Medical schools exist to 
educate people in precisely these skills. In recent years, however, the 
emergence of a host of non-physician health practitioners has altered our 
notions of who may deliver medical care. Many functions, previously the sole 
responsibility of physicians, are being delegated to others. Repeatedly, 
nurses, physicians assistants, and other properly trained personnel have 
been shown to provide quality medical care, at least in terms of patient 
outcome and patient satisfaction (Charles et al., 1974; Grimm et a1., 1975; 
Hastings, 1976; Komaroff et ai., 1976; Vickery et a1., 1975; Thompkins 
et al., 1977). 

In most instances, research has also demonstrated that care provided 
by these non-physicians is less costly, or at least no more costly, than 
care provided by doctors. These advantages plus the difficulties in 
physician recruitment for correctional institutions makes utilization of 
non-physician care providers not only essential but also desirable 
(Brecher and Della Penna, 1975). 
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Protocols Vs. Standing Orders 

In delegating certain functions to othel~ personnel, physicians have 
always relied on written orders with the expectation that those orders 
would be carried out. Sometimes these orders become so commonplace and 
repetitive they take the form of standing orders. This type of management 
tool is highly 'useful when a diagnosis has already been mad!=', when a 
diagnosis must be made and treatment started instantaneously (e.g. cardiac 
care units), or when therapy is not necessarily initiated as a result of 
a medical diagnosis (e.g. immunizations). 

Effective and responsible non-physician management of the acute and 
chronic problems seen in primary car'e practice requires more than standing 
order's, howevel~. There must be 'guidelines available to assist with the 
diagnostic process as well as the therapeutic. The portions of this 
medical decision-making function that are committed to writing are clinical 
protocols. In this sense then, protocols are like elaborate standing 
orders. They are physician-generated rules for how certain health 
coroitions are to be managed. The use of clinical protocols by non­
physician care providers is a matter of intelligently carrying out 
expanded physicians orders. In this manner, diagnostic and therapeutic 
decisions remain with only those individunls legally sanctioned to make 
them. 

Protocols and Quality of Care 

In the course of delegating medical responsibilities, physicians are 
fully aware of the responsibility they r'etain over the quality of care 
ultimately delivered. For this reason, the responsible physician and the 
potential protocol users should inspect the protocol (if written by someone 
else) and use it only if they agree with the medical judgments involved. 
Once agreed upon, the protocol becomes like a physician's order to be used 
as standing orders have been used in the past. 

Published pr')tocols such as those in Commor: Acu~_ Illnesses: A 
Problem-Qriented Textbook :~ittL.f.rot9_cols_, edited by Komaroff and Winickoff, 
have received extensive testing with hundreds of patients and have each 
been revised many times. It is obvious that these represent highly refined 
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versions quite different from the originals. Becau~e of this continuous 
refinement, it is recommended that published protocols be given first 
consideration when the decision is made to begin implementation of a 
protocol system. 

These protocols are in a state of constant evolution, however, and it is 
the responsibility of ~the physician and the protocol user to make certain 
they are using the most current version. If they have written their own, 
it remains their responsibility to change the content over time to reflect 
the newest medical knowledge. 

It has been suggested that protocol use can encourage practitioners 
to conform to current standards and that non-physician providers, backed 
by physician consultants, can deliver care of quality which is comparable 
to care by physicians. But how good are those standards? All health 
practitioners tend to practice by unwritten, internal protocols in the 
process of patient care. Ideally, individual decision-making is based 
on current, sound, scientifically derived information. However, due to 
the inexactness of current knowledge, many important clinical questions 
are left unanswered. The only recourse is to make educated guesses 
based upon the best available information at the time. Protocols, too, 
are subject to limitations reflecting not truth, but the current state 
of the art. Careful research of protocol logic, however, has contributed 
not only to validation of the logic and therefore the usefulness of the 
protocol, but'aiso has added new knowleuge to the art and science of patient 

care. Protocols are not at all infallible but should represent the most 
current, accurate, and complete scientific information. 

Good patient care is certainly more than following protocols, however. 
Patient care is both an art and a science. Protocols can assist the 
practitioner in systematic collection of data and in sound, rational 
decision-making based upon scientifically produced strategies for 
approaching patient problems. In doing so, protocols help free the pro­
vider to engage in creative and resourceful management of the patient, 
the art of patient care. Good patient care requires not only good 
science, but it requires sensitivity, the ability to convey competence, 
confidence and warmth, as well as skill in explaining the problem and its 
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management. Utilizing protocols does not mean a mechanical, depersonalized 
approach to patient 'care as some would say. Instead, it means assistance 
with the rational science of patient care toward the real art of caring. 

Contrary to the opinion of some, protocols are not rigid paths to be 
followed by unthinking, programmed providers (Ingelfinger, 1973). As 
Komaroff (1977) indicates, a protocol should be a floor unoer, not a ceiling 
over, the practitoner. It should serve as a support not a constraint. 
Although a protocol indicates the history questions to be asked with 
regard to a specific problem, information should be acquired according 
to the natural flow of conversation, not as dictated by questions on a 
sheet of paper. If at any point the patient demands to see a physician 
or the practitioner believes there is a reason to deviate from the 
protocol, the practitioner should not be inhibited from following a 
different course of action. To only follow the protocol or ignore the 
human aspects of care is to provide inadequate, inhumane, and negligent 
care (Komaroff, 1977). 

Clinical Protocols and the Health Record 

Appropriateness and effectiveness of medical care is generally 
assessed by review of the health record. Whether examined by peer 
review for quality assessment or in court through the process of litigation, 
the health record is viewed as reflecting the quality of care provided 
tn an individual. All too frequently~ information offered by the patient, 
examinations that were done or other data pertinent to the case are 
omitted. Many individuals, institutions, and whcle correctional systems 
have suffered the consequences of poor documentation. The old adage, 
Iwhat wasn1t recorded, wasnlt done' rings all too true. 

In correctional settings, the health record often becomes the 
inmate's best communication link when seen by several care providers or 
when transferred to another institution. If all necessary information 
is not available, receiving care from another practitioner or in a 
different setting will likely disrupt the care process. Continuity can 
only be assured by a complete health record available at all times. 

Clinical protocols offer the potential for resolving the documentation 
problem. Used properly, protocols allow for a complete and legible 
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progress note perfectly suited to a problem-oriented record system. The 
resulting prog~ess note generally contains complete subjective data, 
describes what was found through physical examination and lab procedures, 
indicates the probab1e diagnosis based on the presenting information, 
and suggests an appropriate plan. The logical, lucid flow of information 
p1us any additional comments from the care provider allows '{Or' as complete 
and reliable a record as possible .. 

Additional Benefits 

Physicians working in settings that utilize non-physician care providers 
and clinical protocols report a high degree of professional satisfaction. 
Because they are afforded a support staff that can manage common problems, 
physicians are allowed more freedom to manage the more difficult and 
perhaps, the more interesting patient problems. Likewise, for non-physician 
providers, increased involvement in patient management and responsibility 
for a major portion of patient care heightens their sense of professional 
satisfaction. All providers are encouraged by working i.n a health care 
setting that is effective, rational, and coordinated. These character­
istics can decrease the emotional and physical toll of working in 
correctional institutions and improve the professional esteem sensed by 
care providers. Such benefits would seem to have positive implications 
for the recruitment of qualified personnel. 

There remain, as yet, unresolved legal questions about non-physicians 
making diagnostic and therapeutic decisions despite the fact that protocols 
have been in use for l;lany years. The medical-legal opinions to date, however, 
indicate that there are legal safeguards if protocols clearly spell out and 
defend a particular course of action. Several states have recently changed 
thei r nUl~se practi ce acts and physi ci an assi stant 1 aws to encourage the 
development and use of jointly agreed upon protocols (Washington State Board of 

Nursing, 1974). Therefore, it appears the legal atmosphere is positive and 
supportive of the concept. As protocols are continually tested and 
refined, this support is expected to increase. 

j 
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Treatment protocols function initially as data 
collection guides, defining specifically what 
information about the patient is to be obtained. 

Included are the history questions, the elements of the physical exam, 
and those laboratory tests which need to be done in order to manage the 
problem. Protocols not only indicate what data needs to be collected, 
they also identify that data which need not be collected. Dependent upon 
the particular characteristics of each patient (e.g. age, sex, past 
medical history, severity of the problem, and associated symptoms), 
branching decision points or logic rules enhance individualizing the 

',.q' 

process of care for each patient. For example, the type of data to be 
collected would be quite different for two patients complaining of cough, 
one with no fever and needing only cough medicine, and the other who 
comes in febrile. 

Another important feature of protocols is sensitivity to unusual 
conditions. Protocols indicate specifically those clinical findings which 
are worrisome or questionable enough to require referral or consultation 
with a physician. This characteristic renders protocols particularly 
useful to non-physician care providers in correctional settings who are 
frequently responsible for deciding under what circumstances the physician 
is to be called in or consulted. 

Lastly, protocols offer precise rules for arriving at diagnostic 
impressions and for making management decisions including additional 
evaluation, therapy, and patient education. In contrast to this wel1-
defined process are the standing orders available in most clinical settings. 
Standing orders only identify the treatment plan for a specific problem 
and are subject to variable interpretation by different practi ~ioner$. 

One of the major difficulties faced by large correctional facilities 
is the management of sick call and triaging of inmates' complaints. Whether 
sick call is held in a central location or takes place in the institution's 
living units, problems and requests need to be sorted out so that those 
persons needing care can, in fact, receive it. A systematic means of 
sorting requests, especially at times of peak attendance, is mandatory 
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if there is any expectation of maintaining orderliness and sanity. There 
must also be an available means of insuring that limited physician time 
is not taken up with reque'sts that are more appropriately handled by 
another level of care provider. 

Several groups around the country have developed and tested protocols 
specifically to be used for the tria~ing Of sick call. These were designed to 
aid in the routing of patients, dependent upon severity of the condition, to 
the appropriate level care provider. One example,relevant to the correctional 
setti ng is the tri age protocol system by Dr. Barry \~o 1 cott and associ a tes that 
was designed to a~sist the management of military sick call at Fort Sam Houston, 
Texas (U.S. Army Health Services Command, 1978). The triage protocols were 
written in such a way that serious or life-threatening conditions can be quickly 
screened and referred to a physician. However, they also include the branching 
logic rules that permit individualization of the patient's disposition to 
several other care sources including self-care, pharmacy for over-the-counter 
medications, or referral to a mid-level care provider. 

The military's experience has many implications for triaging of 
prison or jail sick call. Most noteworthy is that the protocols were 
designed to be used by persons \IJith little or no formal medical or 
nursing training. The only skills required are being able to read, being 
familiar with the content and vocabulary, and being able to follow 
directions. Thus, they can be used by health aides or assistant~ or 
others with only brief preparation. 

It is also envisioned that triage protocols can be used by correc­
tional officers during those times that care providers are not available 
or in settings such as field units, where access to health care is 
limited. While not necessarily acceptable or desirable, the fact remains 
that officers in some facilities are often faced with having to make 
decisions about an inmate's health. In situations such as this, providing 
the tools by which an officer can make informed, rational decisions would 
be of tremendous benefit to both the officer and the inmate. 

The ex~erience at Fort Sam Houston and in other health care settings 
has demonstrated the role non-professional personnel can play in the 
process of delivering health care. For the many states whose correctional 
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institutions rely on non-licensed (although, oftentimes experienced) 
personnel, utilization of well-substantiated triage methods can offer not 
only a systematic approac~ but can help to provide validation in the event 
of litigation against non-licensed care providers. 

E. Audit of 
Protocol Use 

protocols without a 

Auditing is the process of mO'1itoring the use of 
clinical protocols and is as important an issue as the 
protocols themselves. To J~velop and implement 
parallel auditing mechanism would greatly limit the 

usefulness of the new system. If non-physicians are to be giv~n the 
responsibilities of providing medical care, then there must be a way of 
insuring that instructions and rules in the protocol were carried out 
explicitly. 

Audit of the Practitioner 

The primary purpose of the audit is to detect omissions of important 
clinical data, and to detect situations in which the actions taken by the 
protocol user were not in keeping with the instructions of the protocol. 

One of the most important reasons for implementing the use of 
protocols 'in the first place is to improve the thoroughness of the health 
record data base. Too often subjective and objective data are omitted 
leaving an uncertain clinical picture and no rational chain of information. 
Audit of information that is collected by each care provider will indicate 
exactly what information is missing. On-going audit will also determine 
whether the omission is an oversight or whether there is a pattern. For 
example, a particular care provider is noted to consistently neglect 
recording (or examining for) the presence or absence of enlarged lymph 
nodes in patients with sore throats. Protocols are developed to include 
the data that must be collected for a given condition. Audit helps to 
assure that the data was, in fact, collected. 

The second purpose of the audit is to detect situations in which the 
care provider did net take action in compliance with the rules of the 
protocol. For instance, audit can determine that an antibiotic was given 
for sore throat in the absence of a positive throat culture or that 
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back x-rays were ordered without indication. Once again, protocols are 
developed ,to indicate exactly those situations 1.n whi.ch the throat culture 
and back x-rays are appropriate and ,thoseforwhich they are inappropriate. 
Wi,thout audit, controlling this aspect of the quality of care is impossible. 

Without question there are li~itations to the value of auditing. Anyone 
can record information th~t actually was not obtained from the patient and 
anyone can record infor~ation in such a way that it appears every patient 
with a sore throat require~ an antibiotic. Audit is simply no substitute 
for honesty--nothing is. 

Auditing also does not indicate ,those situations in which a care 
provider does not possess a particular skill, such as taking blood pressure 
properly or ausc~ltating the chest. It remains the responsibility of all 
protocol users and the responsible physician to be cerain that competencies 
are in keeping with the requirements of the protocol. 

Several other advantages of audit for the correctional health services 
delivery system may be gleaned from the previous paragraphs. Omissions of 
data and inappropriate action should indicate immediately the need for 
in-service pr?grams, retraining,or other educational approaches. The focus 
and content of those programs can be developed in response to a documented 
educational need .. 

The audit also helps to control institutional resources. Many x-rays 
and laboratory procedures are rather expensive. Performing them only when 
absolutely necessary could result in sUbstantial savings. Even dramatically 
decreasing the use of the less expensive procedures, such as throat cultures, 
will result in large savings over a long period of time. 

Finally, audit of protocol use also lends itself to the compilating 
of utilization data. Number of patients seen, diagnoses and disposition, 
numbers and types of diagnostic procedures, etc. are examples of the kinds 
of information audit can yield. Planning for future resource needs, 
evaluations of health care, and health care delivery are enhanced with 
the information available through protocol audit. 
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CHl\PTER3 

TI-lE PROGMr1 DEYELDP~,£NT PROCESS: 

LEVEL I INITIATE PLANNING 

Objective: To initiate the formation of a committee responsible for the 
development and implementation of clinical protocols in a 
particular setting and to provide guidelines for systematic 
program development. 

Overview of Level I 

Task 1 - Problem Clarification 

Task 2 - Setting Goals and Objectives 

Task/3 - Analysis of Institutional Setting 
/,r 
" Step A: . Organizational Structure and Functioning 

Step B: Analysis of Factors Affecting Organizational 
Change 

Task 4 - Resource Assessment 

Task 5 - Establishment of Support Within System 

Task 6 - Development of a Plan of Action 

-24-
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While the interest and enthusiasm of one person may serve as the 
stimulus for change, it is extremely difficult and probably impossible 
for any single individual to initiate large-scale change in a complex 
system. A cooperative, collabor~tive effort on the part of many persons 
is necessary if any new program or procedure is to be useful and successful. 
The most appropriate mechanism for eliciting this broad base of organizational 
support is the for'mation of a planning committee (or task force). 

Since the planning committee has a large, difficult task to accomplish, 
the work of many persons comnitted to implementing the new program can make 
the job easier. Gathering input from various categories of personnel can 
also positively affect the survival of the program. Additionally, the 
committee can provide the day-to-day implementers with a support base for 
carrying out their tasks and provide initial direction for their efforts. 

The Organization and Functioning of the Planning Committee 

Although initia,lly only one health care provider or administrator 
may be familiar with the use of clinical protocols, others must soon 
become interested and involved. Persuasion efforts in the form of casua.l 
conversations, staff meetings, or in-service programs can plant the idea 
and allow it to grow. Ultimately, a small group of people will emerge 
who share a common interest and the motivation to actually plan, develop, 
and implement the use of protocols in a particular setting. It becomes 
the responsibility of this interest group to obtain official sanction 
for the organization of a formal planning committee. 

In the process of establishing a planning committee, several 
guidelines should be kept in mind: 

A. The personnel selected foy' the committee should be committed 
to implE !nting the utilization of clinical protocols. 

B. The committee should be comprised of line and. administrative 
staff including representatives of all types of personnel 
who would be affected by the change. 

C. The group should generally not be larger than twelve members. 
D. A planning committee may be established on a state-wide basis 

(i.e. representatives from various institutions). In addition, 
committees should be established within the institution where 

the program is to be implemented. 
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In order to do its work effectively, the committee must be able to 
operate as smoothly and effi~iently as possible. Therefore, part of the 
energy expended by the corrmittee must be used to enhance its own functi oni ng. 
Clarifying certain procedural issues early in the life of the committee 
will help insure the long-term survival of the group as well as to help to 
make the group more productive. 

The fonowing are minimal areas to be considered: 

Membership 

The committee should discuss the following issues regarding membership: 

a. Will membership be apRn to any other persons? (i.e. those 
~nterested in the program or those who mi ght have val uable 
contributions to make such as knowledge or experience.) 

b. Are there other individuals who should be requested to parti­
cipate because of the unique contribution they may be able to 
make? 

c. What are the members expected to do, minimally? 

Leadership 

a. Who will coordinate the activities of the committee? 
b. If a chairperson is named as coordinator, is this position 

to be appointed, elected? 
c. How long will chairperson serve? 
d. Are other officers needed? (i.e. if minutes to be taken, 

recorder needed. ) 

Process and Procedures 

a. How often will meetings be held? Where? What time? 
b. How will members be informed about meetings? 
c. Will agendas be circulated prior to meetings? 
d. Will minutes of meetings be recorded? If yes, will they be 

circulated to committee members? Others? 
e. Will special effort be made to communicate with important 

administrative persons? If yes, how will this be done? 
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Establishing the working ground rules e,arly in the life of the 
committee will help to prevent diffic4lties later. The comnittee 
is encouraged to periodicall~ dis~uss and assess its own functioning 
to determine if ch~nges in membership, ~eadership, or process are needed. 

Tasks of the Planning Comm'ittee' 

The primary responsibility of the planning corrunittee is to establish 
a "blueprint" for the planning, development, and implementation of an 
alternative health services delivery method, i.e., the ,utilization of 
clinical protocols. 'This committee will: 1) analyze problems in the 
current service delivery system, 2) determine which problem areas might be 
improved via the use of clinical protocol~, 3) make initial decisions 
regarding the scope and content of the protocols to be used, 4) propose 
measures to determine the effectiveness of the new program, and 5) explore 
strategies for the smooth integration of new procedures into the existing 

health care delivery system. 

Prob:~m Clarification 

To begin the planning phase, it is first necessary to determine the 
nature of the problem to be addressed. Clarification of the problem is 
essential in beginning to assess the applicability of protocol use in 
a particular setting and to define the scope of a new program. 

In attempting to clarify the problem, the planning comnittee should 
first determine those conditions which presently exist with respect to 
the provision of health services. The assessment of present conditions 
should then be compared to an appraisal of conditions as they "sh')uld" 
~~xist. In other words, the status quo should be compared to the ideal. 

The descrepancy between: 

EXISTING 
CONDITIONS \ 

(Status QUO! 
and 

DESIRED 
CONDITIONS 

Ideal) 

represents the genetal problem at issue. By identifying the descrepancy 
between the status quo and the ~deal, the planning corrunittee can start to 
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define the overall scope of the intended program, basic needs and 
priorities, and the level of commitment to program purposes and goals. 

TASK 1 \ 

ACTIVITY 
Problem Clarification 

Directions: The following worksheet is intended to assist in clarifi­
cation of the problem. Individually, the planning committee 
memb(.=rs should first list service delivery/personnel/or other 
problems as they exist currently. Then the committee chair­
person should have the group members share and discuss the 
problems they cited. A list should be completed of the major 
or most frequently identified problems. 

Working Notes 
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Problem Clarification-Worksheet 

Set'vice Delivery/Personnel/Or Other Problems As They Currently Exist 

1-

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

Major or Most Fre9uen~tly Identified Problems 

1 . 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 
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Committee Members: 

Since not every problem cited will likely be amenable to improvement 
by using clinical protocols, discuss and identify the two or three most 
significant problem areas for which protocols may offer a solution. 

List these: 

1. 

2. 

3. 

This brief list of problem areas will help direct subsequent decisions 
that must be made regarding the content and scope of a protocol system. 
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~ Setting Goals and Objectives 

The establishment of goals and objectives should evolve from the 
health service delivery problems identified in theproblemclarification 
exerci se. The group may estab 1 i sh a goa-l for the 'program by expandi ng 
on the anticipated benefits envisioned as'an end product of the program. 
The program goal statement may be described as a broad statement of 
intent describing what is to be achieved by the 'establishment of a 
specific program. 

The program objectives are used to attain the goal. There may be 
any number of objectives that will be used to obtain the desired goal. 
Goals and objectives are dynamic ·concepts. Revision and refinement 
in them can occur at any time with the addition of new or more detailed 
information. The planning committee may wish to periodically re-evaluate 
the statement of goals and objectives. If there has been a shift in 
focus, a new statement should be written so that all members retain a 
clear understanding of what they are trying to accomplish. 

TASK 2 

ACTIVITY 
Statement of Goals and Objectives 

Directions: The following worksheet is intended to assist in preparing 
a statement of the goal(s) for initiating the use of clinical 
protocols and the objectives by which the goal(s) will be 
realized. Using the results of the problem clarification 
exercise, prepare a tentative goal statement. Specifically 
include: 

a) the type of protocols to be developed and used, 
b) by whom, 
c) for what purpose, and 
d) to begin within what time frame. 

The steps in the process of accomplishing the goal become the 
objectives. Discuss what these steps will be and list them. 
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Statement of Goals and Objectives Worksheet 

Goal Statement: 

Objectives: 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 
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Analysis of Institutional Se~ting 

Organizational structure and functioning. 

Initiating the use of clinical protocols in the correctional setting 
will generally require persons to alter some aspects of how they do their 
job and to whom they are directly responsible. Changes of·this nature 
are tremendously difficult to promote and they rarely occur easily. 

For these reasons, the planning committee should review the organi­
zational structure, identify lines of authority, and begin to anticipate 
future difficulties. Preparing for this early will help the committee to 
capitalize on the facilitating factors of the organization and minimize 
the limiting factors. 

STEP A 

ACTIVITY 
Analysis of Organizational Structure 

Directions: The following worksheet is intended to assist with the analysis 
of the organization. Draw an organizational chart and identify 
lines of authority. Minimally include all branches of per­
sonnel who will be affected by the introduction of protocols 
into the health service delivery system (e.g., physicians, 
nurses, assistants, dentists, lab and x-ray personnel, etc.). 

,~. 
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Analysis of Organizational Structure Worksheet 

Organizational Chart: 

Will lines of authority be altered because of the proposed goal? How? 
Discuss methods of facilitating smooth transitions and record for later 
reference. 



STEP B 

ACTIVITY 
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Analysis of factors affecting organizational change. 

Directions: There are many brganizatipnal factors that can influence the 
progress of program'development and .implementation. Assess 
,some' of those factors listed on the following worksheet. 
ofscuss strategies for how the facilitating factors can be 
maximized and limiting factors eliminated or minimized. 
After cQmpleting this exercise, identify any changes that 
should be made in the statement of goals and objectives. 
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Factors Affecting Organizational Change Worksheet 

FACILITATING 

- External authority requires your organization to support your 
effort (i.e. courts). 

- External support available (outside agencies, persons). 
- Administration support of involvement. 
- Supervisor involvement. 
- Good staff relationships. 
- Physical facilities aid the effort. 
- Knowledgeable personnel. 
- Moti vated staff. 
- Funds available if needed. 
- Effective leadership. 
- Clear organizational goals and priorities. 
- Other: ----------------------------------------------------

LIMITING 

- Lack of power or authority of the organization. 
- Unclear or shifting goals, programs, or assign~ents. 
- Lack of administrative support. 
- Lack of supervisor support. 
- Difficulties in staff rela:tionships, cohesiveness, communication, etc. 
- Lack of funds. 
- Lack of necessary physical facilities. 
- Ineffective leadership. 
- Inadequately trained personnel. 
- Other: 

----------.-~------
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Resource Assessment 

Planning any organizational/service delivery change requires 
careful assessment of the resources required to implement the change. 
It is important to take account of those resources that are available 
as well as those that are needed. 

TASK 4 

ACTIVITY 
Resource Assessment 

Directions: The categories of resources list~d on the following work­
sheet must be assessed: 

Working Notes 
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Resource Assessment Worksheet 

Information/Input 

Do you need more'information about clinical protocols in order to make 
further decisions? 

Are there persons from whom further input is needed (administrators~ care 
providers, etc.)? What input is needed? 

What information is already available upon which decisions can be based? 

Other: 

Materials/Supplies/ ? /Personnel 

Is the proposed goal affordable? 

What materials/supplies will be needed? 

What materials/supplies dre available? 

What are the personnel requirements of the stated goal? 
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Are additional personnel needed? 

Will current personnel, be given different responsibilities from those they 
already have? If yes, how will they be prepared for their new responsibilities? 

Other: 

Time 

Do the planners and implementers of the proposed goal have enough time to 
devote to their tasks? 

How can tasks/responsibilities be shifted so that time is made available? 

Other Resources 
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Establish Support Within System 

For institutional change to occur, it is essential to secure the 
support of key administrators and other correctional personnel that will 
be involved in any level with the proposed incorporation of clinical 
protocols into health service delivery. The first step in this process 
is to identify all the people that will need to be contacted. The planning 
committee can then assign the tasks of contacting these persons to its 
members. 

Development of a Plan of Action 

Utilizing the steps identified as necessary in order to accomplish 
the proposEd goal (see worksheet for statement of goals and objectives), 
a plan of action can be developed. 

The plan of action will function as the guide by which the planning 
committee will perform its duties. The plan should include a total 
listing of tasks to be assigned and accomplished within specific time 
frames. 

TASK 6 

ACTIVITY 
Action Plan 

Directions; The following worksheet is intended to n)SiSL in developing 
the plan of action. As tasks are completed ti1ey can be 
checked off. As additional tasks become necessary, they can 
be added to the l.ist and assigned to a comrr,Htee member. 

As a group, discuss and list a'l of the major steps that will 
have to be taken in order to implement the goal a~; stated. 
(Usp the statement of goals and objectives as a tentative 
list.) Be sure to consider resource needs, communication 
with other personnel (administrators, care providers), and 
decisions that must be made before proceeding, etc. 



Priority 
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Prioritize the list to determine the order in which tasks 
should be accomplished. 

Determine a time line for accomplishment of tasks. Set 
interim goals or benchmarks so that progress can be easily 
measured. 

As a group, review the list of tasks and check for completeness. 
Assign each task to a member of the committee. Review the time 
frames within which each task must be completed. 

A. 

B. 

C. 

D. 

E. 

F. 

G. 

H. 

1. 

J. 

K. 

L. 

M. 

N. 

O. 

P. 

Q. 

Task Time Frame Assignment I 

\ 

I 
I 
I 



CHAFfER 4 

THE PROGRAM DEVELOPf''ENT PROCESS: 

LEVEL II PROGRAM DEVELOPfVENT STRATEGIES 

Objective: fo reach decisions with regard to the specific protocols 
to be lised, the relationship between the protocol system 
and the health record, staff orientation, and program 
evaluation. 

Task 1 - Identify the Content and Format of Clinical Protocols 
to Be Util i zed 

Step A: 
Step B: 
Step C: 

Determ'ine number and variety of protocols 
Analyze the characteristics of the health care setting 
Assess care providers' skills 

Task 2 - Determine Method for Incorporating Protocols into the 
Health Record 

Task 3 - Plan for Staff Orientation 

Task 4 - Prepare Audit Design 

Task 5 - Prepare Evaluation Design 

Task 6 - Review Program Development Tasks 

-42-
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To develop a system for the use of clinical protocols which will be 
effective and efficjent, attention must be given to several special issues 
because of their potential for influencing the success of the program. 
Included are decisions that. must be made regarding the protocols to be 
used, the method of incorporating them into the existing service delivery 
structure, strategies for informing and preparing personnel, and prepara­

tion of an evaluation and audit design. 

The issues and strategies discussed in this chapter are an extension 
of the process initiated in the Program Planning Phase, Chapter 3. The 
goals, objectives, and plan of action developed in the initial planning 
stages should provide the direction and impetus for the next stage, 
Program Development. The planning committee remains the primary decision­
making body but may, at this time, desire the 'input and involverrent of 
additional persons including other health service personnel, outside 

agencies, and/or consultants. 

~ Identify the Content and Format of the Clinical 
Protocols to Be Utilized 

The unique features of the clinical setting will dictate the content 
and format of the protocols that will ultimately be used. Protocols 
developed for one setting may be partly or entirely inappropriate when 
used in another setting. Consequently, a process of adaptation or modi­
fication must occur to individualize protocols to reflect the character­
istics of the setting in which they will be implemented. 

Just as protocols cannot be "borrowed" from a different setting in 
total, the opposite extreme should also be avoided. That is, no one 
should feel compelled to start from scratch in developing their own 
protoco 1 s. t,1any g\~OUPS a round the country have expended countl ess hours 
and large sums of money to develop, test, and refine protocols covering 
the majority of common acute and chronic health conditions. To not 
capitalize on these efforts would be an unfortunate oversight. 

The task of adapting existing protocols is not an easy one. The 
process will require a cooperative, collaborative effort on the part of many 
persons. In particular, the care providers who will be using the protocols 
and the responsible physician must have input into their development. 
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Determine number and variety of protocols. 

It is encouraged that development and implementation of clinical 
protocols start on a small scale. As already discussed in Chapter 3, 
utilizing protocols may altel~ considerably the way in which persons 
accomplish their responsibilities. Introducing one or two protocols 
initially, then adding others later, may help to avoid the resistance 
most of us experience when confronted with a change in the way we do 
things. 

The characteristics of the patient population served by an institu­
tion will influence the variety of protocols used. A review of the 
age range, sex, and the health problems most frequently encountered should 
readily indicate the kinds of protocols that will be most helpful. For 
instance, protocols to be used in an institution for female offenders 
would likely cover genitourinary conditions and health maintenance 
strategies such as breast exams and pap smears. Those used in a facility 
for young people should include a protocol for acne and other skin 
conditions. If the inmate population tends to be somewhat older, 
protocols for chronic conditions such as hypertension and diabetes 
should be considered. 

One useful way to determine what protocols are needed is to keep a 
log of every chief complaint presented for a period of time, such as two 
or three weeks. Protocols to manage the four or five most frequently 
noted conditions will likely account for a large percentage of health 
service requests. 

A common procedure is tc introduce on or two protocols for common 
acute/self-limiting conditions, sLlch as upper respiratory infection 
and headache, and one or two flow sheets for chronic conditions, such 
as .hypertension and diabetes. The usefulness of these protoc01s can 
serve to demonstrate the benefits of the program and can also indicate 
problematic areas that may need some attention. 
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A1alyze the characteristics of the health care setting. 

A host of factors characterizing the practice setting will have an 
effect on the nature of the P}~otocols implemented. Of critical importance 
is the availability of physician consultation. In those settings where 
a physician is readily available. the complexity of the protocol may be 
diminished and referral to the physician can be ir:cluded at an earlier 
poi nt in the management proc.ess. In contrast~ hi ghly detailed di agnosti c 
strategies, specific treatment plans, and stringent guidelines for 
phys'ician refer;"al should be included in those Pl~otocols used. by practitioners 
without close physician support. 

Many Pt'otocols require the availabil ity of labor'atory or x-ray services. 
The types of services available on-site, the demand placed on those services, 
and costs involved must be considered. While experience in some settings 
has indicated a noticeable decrease in the demands for certain procedures 
(e.g. throat cultures), utilization patterns may change. Involvement of 
key support service personnel in the planning process is strongly advised 
sa that difficulties may be anticipated or even avoided. 

~. Assess care provide~' skills. 

Regardless of the variety, content, or format of the clinical protocols 
used in a particular setting, there should ultimately be a close "match ll 

between the skills required by the protocols and those demonstrated by the 
protoco; users. It would be a tremendous waste of time and energy to 
proceed with the planning and implementation of a set of protocols without 
first dOing a careful assessment of providers ' skills. 

Since nearly all clinical protocols require obtaining a history of 
the presenting condition, skill in history-taking and recording is impera­
tive. Most protocols also require the care provider to perform an 
examination of the patient. Depending on the specifics of the protocol, 
the physi ca 1 exam ski 11 s requi red coul d range from taki ng temperatures 
and measuring b100d pressures to auscultating the chest. Certain 
protocols require that simple laboratory procedures be done. For example, 
the protocol user may be asked to prepare a slide foy' microscopic 
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examination. 
be ascertained 
those skills. 

Whatever skills a particular protocol requires, it must 
that the potential protocol users do, in fact, possess 

A suggested method of assessing providers' skills is to carry out 
the following two~step assessment. The first step involves having each 
care provider assess their own skills. The second requires having the 
skills verified by a supervisor, in-service instructor, or other resource 
pe rson. 

To prepare the skills inventory, a complete listing of the skills 
required by the protocol(s) must be completed. For example, by reviewing 
the Low Back Pain Protocol in Figure 1, it can be determined that the 
following skills are required in order to use this particular protocol: 

- obtain history of presenting problem 
- observe gait 
- inspect and palpate abdomen 
- percuss for eVA tenderness 
- perform neurological examination of lower extremities (knee jerk, 

ankle jerk, sensation) 
- perform musculoskeletal examination of lower extremities 
- obtain urinalysis and culture 
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Figure 1 

LOW BACK PAIN PROTOCOL@ (6/76) 10#: Date: 

yes no SUBJECTIVE 

EE 

It 

Seen <4 wks ago for same problem 
Improved 

Duration of pain. __ ~ __ _ 
Any previ ous episodes 
Age ~60 

located in central back 
Right side 
Left side 
Groin Do urinalysis & culture 
Abd~rnen 
Buttock (which side ? __ ) 
Thigh (which side ? __ ) 
Below knee (which side ? __ ) 

Tried bed rest (3 hrs, firm mattress, 
on back or side) 

Some relief during bed rest 

Made worse by coughing/sneezing 
Numbness/paresthesias below waist 
Blow (direct trauma) to low back 

in past 3 months 
Diarrhea 
Constipation 
Rectal bleeding 
Fecal/urinary incontinence 
Trouble urinating in last 12 hrs 
Unable to walk 

Dysuria Do urinalysis & culture 
Urinary frequency 

Do urinalysis & culture 

Male 
Urinalysis ordered 
Urethral discharge 

OBJECTIVE 

A Pt appears in severe pain 
Temperature ~ 100 ____ _ 
Scoliosis/pelvic tilt 

:;:::;::: Normal heel w~lking 
t--~o:-:1 

:::::::: Normal toe walking 
l--'-l"-""e""'r Abdominal pain by Hx 

Abdominal tenderness by Px 

Unilateral eVA tenderness 
Do urinalysis and cullllre 

Tenderness in back 
Describe location 

Localized to sacroiliac joint 

Name: 

Birthdate: Phone: 

Protocol User: 

right left 

Sciatic notch exam normdl 
Straight leg raising normal 
Big toe elevation normal 
Sensation in foot normal 

Knee jerk 
An~le jerk 

Any reflex 4 + 
Knee jerks about equal 
Ankle jerks about equal 

PLAN 

Any reds Consult MD 

Will consult MD for other reasons 

Return visit 
Signs better Advance Rx 

Consult !rID 

Urinalysis ordered 
Do UTI protocol, return 

Dx of UTI 
Dx Low Back Strain 

Rx Bed Rest 

Any ~~w.~: Dx Low Back Strain 
with possible root irritation 

Rx Bed Rest Return in 3 weeks 

Copyright: Th·~ Beth Israel Hospital Association, Boston, 1976-

.~ 
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1. Provider Self-Assessment 

Directions: Using the example skills noted above, the following checklist 
can be developed. The checklist is then distributed to each 
potential care provider to be used as a self-assessment. 

Inventory of Individual Care Provider's Skills 
Worksheet 

Skills Required by Protocol Can Perform Can Perform 
Without But Need (Examples) Supervision Assistance 

1- Obtain history of 
presenting problem 

2. Observe gait 
. 

3. Inspect and palpate 
abdomen 

4. Percuss for CVA 
tenderness 

r:: Perform neurological .. ,. 
examination of lower 
extremities (knee jerk, 
ankle jerk, sensation) 

6. Perform musculoskeletal 
examination of lower 
extremities 

Unable to Perform 
Need 

Traininq 
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ACTI~ 
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2. Instructor Assessment 

Directions: Taking the completed self-assessment forms, the instru'tor or 
other person responsible for verification must then actually 
observe each care provi der in the performance of those items 
identified in the IICan Perform" column. Ideally, this is done 
in the clinical setting during routine activities. If this 
is not pOSSible, time may have to be set aside for an in­
service session. 

The provider self-assessment and instructor assessment, taken together, 
should offer a fairly clear picture of the clinical capabilities of the 
potential protocol users. With this information on hand a decision must 
then be made regardi ng how to improve the "match" between the ski 11 s requi red 
and the documented skill: care providers actually possess. 

One approach would be to eliminate those items in which most care pro­
viders demonstrated knowledge or skill deficits. This strategy would likely 
decrease the need for educational programs but would also reduce to the 
lowest common denominator the expectations placed on personnel. It would 
also decrease the number of patierlts who could be managed without physician 
referral. For these reasons this is not considered the best strategy. 

The second approach involves improving and expanding the skills of 
care providers so that all personnel progress to a higher level of clinical 
competency. In-service programs, community college courses in physical 
assessment, and/or peer tutoring are all possible means of improving skills. 
The skills inventory should assist in planning for which skills on which 
to focus and assures some identifiable, documented evidence of proficiency. 

ACMe 11'1. Po1n.:t: 

One .6m,te c.otUte.e-UonCLt .6 Y6:tem 1.6 :taiUng :the c.onc.e.p:t a n :the. .61Uil,,6 

-i .. nve.n.:tolLlj one .6:tep 6aJt..the.IL. Ll.61ng a .6Y6.tem 06 pJto:tOc.o.to .6:tancl.o..lLcUzed 

:thILou.ghou..:t aU. .6.ta.:te. 1Yl.6Wu:UoYl.6, c.a.JLe pJtov1de.1L6 Me e.xpe.c.:te.d .. to be. 

able. :to Pe.ILnol1m a.U 06 :the. nUYl.C-tf.OVL.6 Jte.qu1lLe.d :to U.6e. :the pJto:tOc.o.to. Onc.e. 

:the. 1ndlv1du..a.i. c.Me. plWv1de.M have. de.moYl.6:tJta.-ted a ptLe.-de.:te.Jtm1ne.d le.vel 

06 c.qmpe.:te.nc.lj; c.e.Jt:t16·Lc.a.;te,.~ Me. awa.lLde.d c.tLe.den.;UaUng :the.m :to WOtLk. w1:t.hi.n 
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:th.a..t l.J:tate l.Jy.6tem. It )A a.too an.;tf..upated that Jte.-c.~{yLc.a:Uon. w,[.U be. 

Jtequ-i.Jr.ed at JtegulCVt -i.YLteJwa.to and will pJwmpt heaLth c.aJte peJr..Oon.n.e1. :to 

ma,LntcU.n. an.d upda.te the)A 15 fU..U,o • 

A '1ist of suggested resource material for enhancing history taking 
and physical exam skills is included in the reference section of this 

Manual. 

Determine Method for Incorporating Protocols Into 
the Health Record 

A decision that must be made at some point in the program development 
phase regards the incorporation into the health record of information from 
the protocols. The planning committee should discuss this issue early in 
this phase although a final decision wil'l be influenced by many factors. 
Once the content and format of the protocols are established and the audit 
design is prepared, the decision may be an obvious one. 

Involvement of the health records administrator is strongly suggested 
at this point. The planning Committee should not make a final decision 
on this particular matter until the impact of the use of protocols on the 
health record is assessed. 

~ Staff Orientation 

At this point in the program development process, it may be too early 
for the actual activities involved in staff orientation. However, informing 
staff prior to implementation of protocols will be absolutely necessary and 
therefore, the planning committee is requested to discuss strategies for 
staff participation. 

As has been emphasized earlier, using protocols will undoubtedly require 
a change in the way people do their work. It is critical that time and 
attention be devoted to becoming familiar and comfortable with that change. 

The most effective method of preparing staff and overcoming any resis­
tance is for as many persons as possible to be involved in program planning 
and development from its inception. This is not always practical, however, 
so alternative routes must be identified. 
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The purposes of staff orientation are two-fold.' First, it will be 
important for all persons involved in or affected by the implementation 
of protocols to have an understanding of why they are going to be utilized. 
Secondly, staff must know how to use them. Knowing how to use protocols 
encompasses knowing when to use them. 

Staff meetings or in-service'education'sessions are useful as methods 
for staff ot'ientation although being lectured to is not nearly as interesting 
and motivating for adult learners as actually performing. To foster maximum 
participation, role-playin~ with one staff person as patient and one as 
care provider is suggested as an instructional methodology. Other staff 
members can observe and critique the role-play until they have the oppor­
tunity to be an actor too. 

This type of learning environment enhances knowledge/skill competencies 
because it requires active learning. Lectures, on the other hand, do not 
necessarily require active participation. Because the use of protocols is 
a behavioral and cognitive change, staff orientation to the use of protocols 
should be a practical, useful experience. 

~ Prepare Audit Design 

As important a task as the development of protocols is the development 
of an audit procedure. The format of the protocols used will dictate to a 
large degree the structure of the audit. Whatever the design, the audit 
must include a process for determining that all data required by the 
protocol was collected and recorded and that the actions taken by the 
protocol user were in compliance with the rules of the protocol. 

In most systems, audi t wi 11 be done by hand' by an appoi nted person 
or persons. The responsibilities include actually determin1ng the errors 
or omissions of each care provider using the protocols and then giving 
feedback directly. 

The planning committee must address this issue and determine 
the procedure for audit prior to actual implementation of the protocols. 
The procedure must then be made familiar to the persons who will be 
doi ng the audit. 
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NOTE: IT MAY NOT BE NECESSARY TO AUDIT EVERY HEALTH RECORD EACH 
TIME A PROTOCOL IS USED. HOWEVER, A RANDOM SELECTION OF 
EACH PROTOCOL USER'S RECORDS SHOULD BE AUDITED REGULARLY. 

~ Prepare Evaluation Design 

The planning committee should also begin designing an evaluation 
component to determine the interim and overall effects of protocol use 
on the health services delivery system. A detailed description of this 
component can be found "in Chapter 6. Preliminary discussion shoUld, begin 
to consider the following: 

a) Who will conduct the evaluation? 
b) Who will participate in the evaluation? 
c) When will the evaluation take place? 
d) Where wi1 1 the evaluation take place? 
e) What will be evaluated? 
f) What will be included in the evaluation? 
g) How will the evaluation results be used? 

Review Program Development Tasks 

1. Review and revise goal statement and objectives, 
if necessary (Chapter 3). 

2. Review and update action plan worksheet (Chapter 3). 
Add new tasks, assignments, needed resources, etc., 
as necessary. 



CHAPTER 5 

THE PROGRAM DEVELOPf\'ENT PROCESS: 

LEVEL I I I· . PROGRAM IfVPLEJVENTATION 

Objective: To establish systematic procedures for managing and monitoring 
the implementation of a clinj"cal protocol program. 

Task 1 - Management of Program Implementation Activities 

Step A: 
Step B: 

Identify implementation tasks 
Prepare management ~ime line 

Task 2 - Monitoring Program Implementation 

Step A: Determine information needs. 
Step B: Monitor and document program implementation 

process 
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Management of Program Implementation Activities 

Identify implementation tasks. 

To implement the planned system of clinical protocols in an effective 
and efficient manner, attention must be given to managing speoific aspects 
of the implementation process. Essentially this involves identifying 
each of the major tasks and sub-tasks required during this phase, desig­
nating individual work assignments, and finally, preparing a detailed 
management time line. 

The major steps to be un~crtaken at this level are actually an 
exten~ion of some of the procedures initiated as a part of the program 
p'lanning phase (Chapter 3). At this juncture in the program d0velopment 
process, the action plan was prepared which identified general categories 
of significant tasks related ultimately to the initiation and use of 
clinical protocols. The purpose of the action plan was to serve as a 
planning tool and progress measure by indicating those tasks that were 
necessary to accomplish the goal identified by the planning committee. 
A portion of the action plan included estimated time fram~s during which 
the tasks were to be completed. 

It is now necessary to also prepare a management time line for program 
implementation activities. The function of the management time line is 
two-fold. First it snrves to display, in a non-linear fashior, all of 
the necessary tdsks to be completed in carrying out a particular phase 
of the program development process. Secondly, by outlining program tasks 
in this way, those responsible for managing the program can determine the 
relative status of the program by ref':rring to the estimated dates assigned 
to each individual task. 

Step A consists of reviewing the action plan and identifying in detail 
those tasks which must be completei,tn properly implement a system of 
clinical protocols in an organizedl fashion. The program planning committee 
must carefully consider all of the ~nticipated events and activities which 
must necessarily occur during the impl~mentation. 
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ACTIVITY 
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Specification of Implementation Tasks 

Directions: The planning committee, worKlng as a group, should identify 
all significant tasks which need to be performed during the 
implementation phase of the program development process. 
While it is not necessary at this time to order the tasks 
with respect to their anticipated sequence, it may be helpful 
to group sub-tasks accordi ng to,najor categori es. 

Sample: Implementation Tasks 

I. Staff Orientation 

A. Arrange release time 
B. Schedule meeting place 
C. Contact health administrator 
D. Etc. 

II. Printing and Distribution of Protocols 

A. Finalize content and format of protocols 
B. Arrange for typing, printing, and/or duplication 
C. Distribute protocols to units 
D. Etc. 

III. Design Audit Procedures 

A. Finalize items to be included in audit 
B. Develop audit tally sheet and provider feedback form 
C. Etc. 



-

l. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

ll. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

19. 

20. 
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Program Implementation Tasks Worksheet 
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Prepare man.agement time 'j ine. 

Once the planning committee has identified the major tasks to be 
undertaken '...!uring the implementation process, the next activity should be 
to display this list of tasks in a management ti.me line. As mentioned~ 
the management time line is similar to the action plan worksheet, but contains 
more detail and include3 specific personnel assignments. In general, 
StepB involves organizing and refining the list of implementation tasks, 
est.imating completion dates, and assigning tasks to particular members 
of the program planning committee. 

Preparation of Management Time Line 

Directions: Having completed the list of tasks related to the program 
implementation process, the planning committee should review 
the list of overlapping or redundant task descriptions. 
Next, an attempt should be made to sequence the major task 
categories in a linear time frame. 

The list of program implementation tasks should then be 
displayed on the Time Management Form provided on the next 
page and information with regard to the anticipated completion 
dates and personnel assignments recorded. 
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Monitoring Program Implementation 

Determine information needs. 

Monitoring program implementation activities is prima.rily a management/ 
evaluation function to ensure that initial pr0gram plans are being p~operly 
discharged and major program goals met. More specifically, the methods 
and procedures outlined below are designed to document and describe on-
going program activities. The purpose is to provide program planners with 
current information for determining program status and the need for revisions. 
In this sense, such monitoring procedures are directly related to both 
formative and summative evaluation as will be further discussed in Chapter 6. 

The first step in designing an appropriate implementation monitoring 
strategy is to assess basic information needs. What types and how much 
information should be collected in monitoring the program implementation 
activities? In making this judgement, it could be kept in mind that 
monitoring program implementation involves the collection of two broad 
categories of information: 

1. descriptive data related to program materials, events, and 
administrative fUnctions, and 

2. back-up data to sUbstantiate the program events Q8scribed. 

In deciding the information needs of a particular program, the planning 
committee should consider what aspects of the program are most critical 
for their specific purpose. This decision will obviously be based, in part, 
on the time and resources available. It will also depend on the scope and 
complexity of the program and the intended recipients of the information. 

SecondlY$ determining program information needs requires that program 
planners consider thp. quality and quantity of the back-up data to be 
collected. This decision centers on the question of how much evidence 
is desired to verify the program description information. Again, time, 
resources, and the nature of the program will be the central factors. 
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STEP A 

ACTIVITY 
Determining Information Needs 

Directions: The program planning committee should work together to decide 
specific information needs regarding the procedures for 
monitoring the implementation process. First, a decision 
should be reached on what elements of the program to monitor 
and at what level of detail to report these findings. This 
can be accomplished by ascertaining which elements of the 
program context need to be described and which program 
activities require assessment. Using the sample given below 
as a guide, the planning committee should complete the 
Program Implementation Information Needs Worksheet. 

NOTE: IT IS IMPORTANT TO REMEMBER THAT THESE DECISIONS SHOULD BE 
BASED ON THE AGREED-UPON PURPOSE OF THE MONITORING PRO­
CEDURES, AND ON THE NATURE AND INTENT OF THE PROGRAM. 

Sample: Program Implementation Information Needs 

.----------------'------'--------,--------------------------, 
Program Context Information 
1. Number and type o·f protocol s 

developed. 
2. Personnel involved. 
3. Resot' ~es utilized (e.g. 

instructional materials, 
published protocols, etc.) 

4. Site of impleffientation 
{i.e. descripticn 0f 
facility, staffing patterns, 
inmate population, etc. 

1. Adaptation and/or 
development of protocols. 

2. Provider1s skills inven­
tory. 

3. Staff orientation (e.g. 
instructional methods, 
et.:.) 

4. Administrative arrange­
ments (e.g. decision­
making process) 
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Program Implementation Information Needs Worksheet 

Program Context Information Program Activity Information 

1 . l. 

2. 2. 

3. 3. 

4. 4. 

5. 5. 

6. 6. 

7, 7. 

I 
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Monitor and document program implementation process. 

After having decided on the nature and scope of the implementation 
rnonitoring procedures to be employed, the planning committee must next 
decide on the methods for collecting the required program information. 
In other words, 'given the specific .type of.questions to be asked, how 
will the information be obtained. 

The purpose of Step B is to assist in making the above decisions. 
Various methods for data collection are ·suggested below. Using this 
'information and the resulting decisions made during Step A, the planning 
commi ttee shoul d attempt to match t.he appropri ate method with the appro­
priate inFormation category on the forms provided. 

Alternative Data Collection Methods* 

I. Examine Program Records 

Examples of records useful for this purpose ,include: 
memorandums, instructional plans, attendance records, 
program Y'eports, management time lines, budget records, 
participant profiles, sick call records, etc. 

II. Conduct Observations 

Program personnel can be assigned to systematically 
observe various activities of the program and prepare 
summary reports on an on-going basis. 

III. Self-Reports 

Program personnel and participants (e.g. instructors, 
administrators, consultants, aides, students, etc.) can 
provide detailed descriptions of various program activities. 
Information of this kind can be collected. through the use 

. of intervi ews, survey questionna ires, or structured 
reports. In general, this method is most often employed 
when attempting to verify findings from other sources. 

*For further explanation of data collection methods, refer to Chapter 6. 



SAMPLE 

DATA COLLECTION PROCEDURES 

Information Category Methods Source 

Program Context Information 

l. Physical Resources 1. Observation I. Observation check lists 
II. Progress records II. Program reports 

III. Se 1 f-report III. Personnel survey 
. 2. Program Personnel 1. Program Records I. Program reports, memols, etc. 

3. Etc. 

• 0'1 
.j::> 

Program ActivitY-1!lformatiqjl • 

1.. Utilization of Materials 1. Observation I. Observation check lists 
II. Self-report II. Staff and participant surveys 



>---
I --------.----. Information Category 

, 
I 

WOR"SHEET 

DATA COLLECTION PROCEDURES 

Methods SouY'ce 

I 
0"1 
U1 
I 



CHAPTER 6 

THE PROGRAf'1 DEVELOPI\'ENT PROCESS: 

LEVEL IV PROGRAf'1 EVALUATION 

Objective: To develop methods and procedures for assessing the effec­
tiveness and efficiency of the use of clinical Jjrotocols. 

Overview of Level IV 

Task 1 - Establish Evaluation Plan 

Step A: Assessment of evaluation needs 
Step B: Identification of evaluation measUt'es and 

information sources 

Iask 2 - Develop Evaluation Instruments 

lask 3 - Report Evaluation Find'ings 

-66-
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[TASK 1 :) Establish Evaluation Plan 

e Assessment of evaluation needs. 

The evaluation process is an ,integral part of any systematic program 
~. 

development strategy. Properly designed and implemented, program evaluation 
can assist in assuring the successful accomplishment of program goals and 
objectives and promote effective" and efficient program operations. 

The basic purpose of program evaluation is to provide valid and 
reliable information for making various types of programmatic decisions. 
Such decision-making information is necessary to all levels of the program 
development process: from plann~:1g through final program implementation. 

In evaluctingthe use of clinical prot9cols thought should be given to 
both formative and summative evaluation procedures. Program evaluation 
conducted during the developmental stages is called formative evaluation. 
The process of formative evaluation concerns the systematic collection of 
information to assess the effectiveness of program methods ard materials 
prior to the final installation of the program. Assessing selected 
program components as they are designed and developed allows program 
planners and decision makers to make necessary rev"jsions and improvements 
with the least amount of cost in time and effort. This type of an 
evaluation also insures the quality of the final product by identifying 
program weaknesses and omissions before the program is actually established. 

Fonnative evaluation normally consists of field-testing various 
aspects of the program uSlng a representative sample of the intended 
target audience or qualified program consultants. The judgments must 
be made as to which aspects of the program need to be evaluated in this 
way. These decisions should be based on the nature of the program 
activity to be evaluaLed, its significance ir terms of program outcJmes, 
and the cost of revisions after the program has been implemented. 

The other major pt'ogram evaluation activity which needs to be 
considered is sumrnative. evaluation. The purpose of summative evaluation 
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activities is to measure the. final outcomes of the overall program. In 
other words, to assess the extent to which stated program goals and 
objectives were accomplished. 

Thi s type of eval uation shoul d be conducted after the program has 
been imp'lemented. While the process of forrnatiye evaluation is meant to 

assess specific components of the.program on an on-going basis during the .... 
various developmental stages, summative evaluation is designed to provide 
infor:nation regarding the effectiveness and efficiency of the total 
program. 

The first step in constructing a sound evaluation design for the 
implementation of protocols is to determine the intended purpose of the 

evaluation. Depending on how the evaluation information is to be used, 
the design and scope of the evaluation procedures can vary significantly 
from program to program. A small-scale program, for instance. may require 
very little in terms of evaluation activities and be intended only to 
keep immediate staff members informed as to the status and results of 
the program. On the other hand, a large-scale program designed for 
replication throughout the system could require much more extensive 
documentation of program operations and results as well as detailed 
reports to various decision makers throughout the system. 

Thus, the planning team must agree on a general statement of purpose 
with respect to program evaluation activities. This statement of purpose 
should include the specific goal(s) of the evaluation effort and the 
intended recipients ,for the evaluative information. 

Following this, the plann:ng ccmmittee should determine precisely 
what is to be measured. As has been emphasized, it is extremely important 
to identify clearly d~\fined program goals and, objectives. These goals 
and objectives can then serve as a basis for establishing program 
evaluation questions. It should be noted that the program evaluation 
questions should be based not only on profjram ohject; ves but a'iso cC\n 

include variuus other pr00Y'cunrmrt'ic r(!dl.uY'e~; consiclc'Y'C'd siUn-ificilnt "in 
a(is(~<,s"ing the pY'o~rdm. 
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Identification of evaluation measures and information 
sources. 

After having identified the major evaluation questions, the next 
step in designing an evaluation plan is to attempt to determine the 

This appropriate methods for gathering data related to these questions. 
i~volves .deciding what measures will be employed in documenting each 
pr'ogram activity specified .. As discussed in the preceding chapter, there 
are three main catsgories of evaluation measures which can be·employed. 
Such measures include: (1) program tecords, (2) observations, and 
(3) self-report measures (see page 63, Chapte~ 5). 

During this step, the planning committee should give careful con­
sideration to exactly what type of measures will be utilized and what 
will be the source of the evaluation data. To assist in this task, a 
number of alternative evaluation measures have been listed below: 

Participant Performance 

Knowledge test 

Skill Performance Test 

Interviews 

Questionnaires 

Rating Sr.ales 

Attitude Measures 

Program Procedures 

Staff ratings and 
reports 

Observers' ratings 
and reports 

Attitude Measures 

Performance tests 

Questionnaires 

Implementation Process 

Observers' reports 

Staff reports 

Rating scales 

Questionnaires 

Directions: The planning committee should outline their evaluation design 
by completing the evaluation plan worksheet supplied below. 



Statement of Purpose: 

I Program Objective i 
I -I 

1. All hypertens i ve I 

1 
. patients will have 

the Hypertension 
I Flow Sheet recorded 

in their health 
record each visit. 

I 2. Mid-level care pro-
I viders will find 

I protocols assist in 
I data collection. 
I 
I 
I 

I 
I 
I 

I 

I 

Program Evaluation Plan 
Sample 

Evaluation Question Measure 

Are Flow Sheets in each Chart review 
hypertensive patient's 
charts? Do the records 
show evidence of on-
going management and 
therapy? 

To what extent do mid- Staff ratings 
level care providers find 
the protocols an enhance-
ment to the data collec-
tion process? 

I 

Information Source 

Health records 

) 

Unit staff 

I 
'-.J 
o 
I 



Stutcment of Purpose: 

Program Evaluation Plan 

Worksheet 

~I ____ p_r_Og_r_a_m __ O_bJ_·e_c~t_iv_e ____ r_--E-V-al-u-a-t-i-on--Q_u_e_st_'_·o_n __ -r ________ M_ea_s_u_r_e ________ ~--I-nf-o-r-m-a-tl-'o_n __ 3_o_u~ 
I I 
I I 
I 

I 
I 

I 
"-J 
-' 
I 
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Development of Evaluation Instruments 

As mentioned above, there are a variety of evaluation techniques and 
inst\'ulllents that can be employed to assess the outcomes of the use of 
clinical prot~cols. The difficulty lies in selecting the proper instrument 

and technique for the collection of specified information. If trained 
. 

personnel are not available wi thin the organization, it is recommended that 
outside consultants be used to assist in the selection and development of 
the most appropriate measurement devices. 

It is recommended that the following factors be kept in mind in 
making decisions about the use of particular evaluation instruments. 

1. The selection of the most appropriate evaluation instruments 
and methods for collecting information should be considered 
in view of the particular group being evaluated and the 
conditions under which the evaluation will take place. 

2. The evaluation instruments should be as brief as possible 
and be designed to measure specific program objectives 
or other critical variables. 

3. Directions for administering and collecting information 
should be clear and concise. 

4. ~\Ihenever possible, responses to the evaluation instruments 
should be kept confidential. 

Validity, reliability, and utility of the evaluation instruments is 
a1so a primary concern. It is important that the evaluation instruments 
measure It,hat they are intended to measure and that there become ev; dence 
of this fact. Secondly, the~'e must be overall consistency and stability 
in terms of the evaluation ~evices. Lastly, the evaluation measures 
se'lected should have utility; should be practical in tel"nlS of the 
circumstances of the program in question. How real ist~c for the program 
sta ff to desi gn and produce evaluation i nstruments? t~i 11 the information 
gathered be used and reported in an appropri ate "JaY? These quest'j ons 
are important, a program can be over-evaluated and thus a proper balance 
must be maintained. 
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l. 

- .--..... ---- ----I 
TI\SK 3 

.. _... . ... - " .. ~ . 

Report [valuation Findin~J':; 

After the evaluation design has been completed, instruments for the 
collection of data selected and program evaluati6n information collected, 
the next step is '"(;0 systematical1y tabulate, analyze, and disseminate 
program evaluation information to_the appropriate decision makers. Most 
often thi s wi 11 take the form of a 'seri es of program status reports and 
a final report which reports an overall assessment of the project. In 
developing such reports, it is imperative that they be written in a concise, 
clear, and attractive fOl1nat. The following is a brief outline of a 
typical evaluati·on report. It should be noted that information contained 
within the evaluation report should be consistent with the intent and 
purpose of the evaluation and the time and resources available. 

1. Summary 

A. Program Title 
B. Purpose of Evaluation 
C. Significant Findings and Recommendations 

II. Overview and Context of Program 

A. PY'ogram Setti ng 

B. Program Ori gi ns 
C. Program Goals and Objectives 

D. Historical Background 

E. Program Target Group 

F. Program Personnel 

G. Program Management Procedures 

H. Budget Summary 

III. Program Description 

A. Program t'lethods 

B. Methods Rationale 

IV. Evaluation t'lethods 

A. Purpose of Evaluation 
B. Evaluation Measures and Dnta Collection Methods 
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V. Evaluation Findings 

A. Overview and General Considerations 
B. Specific Findings and Conclusions 

In sumnary, the method Llsed for reporting evaluation findings should 
be carefully prepared in light of .its importance to the on-going program 

~ 

efforts. To expend the kind of energy and time necessary to properly 
evaluate a program and then to report the results in a less than a~propriate 
fashion, is not only costly but. may well jeopardize the program's success. 
The evaluation report can serve to disseminate essential decision-making 
information, promote the accomplishments of a successful program, gain 
wider support for program activities, and provide valuable insights and 
justification for improving, or extending the program. 



APPENDIX A 

AN ANNOTATED BIBLIOGRAPHY 



BIBLIOGRAPHY 

Acuna, H. R. The physician's assistant and extension of health se1(lvices. 
Bulletin of the Pan Americ~n Health Organization, 1977, 11(3), 189-l~4. 

This speech, delivered to the Fifth Conference on Health Practi­
tioners, very clearly underscores the utility of p~'grams in­
volving the delivery of services by auxilliary hsalth personnel 
(i.e., medical and physician's assistants) to !10pulations typically 
not treated directly by physicians. Such p:'ograms appear to offer 
services which are at once expedient and economically feasible for 
remote, poor, or disadvantaged peoples. 

Alexander-Rodriguez, T. Could prison nursing be the specialty for you? 
Nursing 78, March, 94-97. 

Ms. Alexander-Rodriguez presents an interesting and positive 
overview of prison nursing. 

Bottom, P. A., Bottom, W. D., DiMicco, W. A. P., Elledge, C. D., Retief, Z. M., 
Setzer, F. B., Stephens, G. G., Thompson, R. W., & Young, W. O. Inter­
disc;p'linary health care: Adjunct to family medicine. Alabama Journal 
.9f the Medical Sciences, 1978, 15(2), 134-136. 

This brief report summarizes the methodological and philosophical 
buses of interdisciplinary health care programs. Receiving parti­
cular emphasis are the needs for patient education, and for 
supplanting crisis-oriented intervention with continuity in healtil 
care delivery. 

Derro, R. A. Admission health evaluation of inmates of a city-county 
workhouse. Minnesota r~edicin~, 1978, §l(l), 333-337. 

This report discusses the design and implementation of a protocol 
intended to facilitate the expedient detection and treatment of 
health problems in prisoners. Additionally, comparisons of 
incidence and prevalerlce of a variety of diseases and disorders 
between inmate and general populations are offered. 

Engebretson, B. & Olson, J. ~J. Primary care in a penal institution: A 
study of health carp ~roblems encountered. Medical Care, 1975, 13(9), 
775-781. 

Health problems of inmates reporting to sick call were identified 
indi~ating a large number of psychosocial problems and a wide 
diversity of problem categories. The questior.dble suitability of 
the mediGa1 model for health care in this type settinJ is discussed. 
The implications for primary care delivery ar.d education are also 
considered. 

-76-



.... 



-77-

Freemon, F. R. Computer diagnosis of headache. Headache, 1978, 8(1), 
49-56. 

This article r~ports the development of a relatively sjmple 
computer algorithm which has proved useful in the diagnosis 
(i.e. classification of headaches. The author also emphasizes 
the utility of algorithm writing as a means of forcing one to 
elucidate the logical processes involved in medical diagnosis 
and decision making. 

Goldsmith, Seth B. The status of prison health care. Public Health 
Reports, 1974, 89(6), 569-575. 

A review of the literature to date indicating that the organi­
zation and delivery of health services within penal institutions 
is less than satisfactory. Reviews national, state, and local 
studies of prison health care delivery systems and studies of 
inmate health status. 

Golladay, F .. L., Miller, M., & Smith, K. R. Allied health manpower 
strategies: Estimates of potential gains from efficient task delegation. 
Medical Care, 1973, 11(6), 457-469. 

This study analyzes the potential impact of physician extenders 
on the product; vi ty of primary care practi ces and consi ders c:>n­
sequent implications for future health manpower requirements. 

Greenfield, S., Anderson, H., Winickoff, R. N., Morgan, A., & Komaroff, A. L. 
Nurse-protocol management of low back pain: Outcomes, patient satis­
faction, and efficiency of primary care. Western Journal of Medicine, 
1975, 123, 350-359. 

This article presents i'ln algorithm employed by nurses in diagnosing 
and in treating low back pain. The validity of the instrument 
was evaluated by comparing a nurse-protocol treated group with a 
group treated in the regular manner by physicians. The groups wey'e 
indistinguishable insofar as s:")i1ptom" relief was concerned and greater 
patient satisfaction was reported by the nurse-protocol group. 

Greenfield, S., Bragg. F. E., McCraith, D. C., & Blackburn, J. Upper­
respiratory complaint protocol for physician-extenders. Archives of 
Internal Medicine, 1974, 133, 294-299. 

This report discusses the development and testing of an algorithm 
designed for the diagnosis of upper-respiratory illness and the 
referral (e.g., to physician or to home and self-treatment) of 
patients with these illnesses. Both the efficier.cy and the safety 
of this protocol appear to be excellent. 



-78-

Greenfield, S., Friedland, G., Scifers, S., Rhodes, A., Black, W. L., 
& Komaroff, A. L. Protocol management of dysuria, urinary frequency, 
and vaginal discharge. Annals of Internal Medicine, 1974, §l, 452-457. 

The authors discuss the design and evaluation of an algorithm 
used in diagnosing and referring patients with dysuria, frequent 
urination, and vaginal discharge. The instrument proved useful 
in terms of saving time, and ~lmost without exception did not lead 
to treatment or outcome differences relative to individuals treated 
by a physician. 

Greenfield, S., Komaroff, A. L., & Anderson, H. A headache protocol for 
nurses. Archives of Internal ~1edicine, 1976, [36(10), 1111-1116. 

This report discusses the utility of a nurse-administered protocol 
designed to aid in the differential diagnosis and treatment of 
various classes of hea'daches. A group of patients seen by nurses 
armed with this protocol were compared with a similar group of 
patients seen by physicians not aided by the protocol. The groups 
did not differ in terms of symptom relief, and the group seen by 
nurses expressed greater satisfaction with the care they had re­
ceived than did the control group patients. 

Kennedy, J. A. Health care in prison: A view from inside. American 
Journal of Nursing, 1975, ~(3), 417-420. 

An ex-inmate and nurse described the attitudes, values, and 
policies of one prison community and how they affected'the 
health care prisoners received or did not receive. 

King, L., Reynolds, A., and Young, Q. Utilization of former military 
medical corpsmen in the provision of jail health services. Americari 
Journal of Public Health, 1977, §l(8) , 730-734. 

Dr. King describes how utilization of medical corpsmen has been 
associated with improved rates of medical delivery, infectious 
disease control, and more appropriate utilization of physician 
services. 

Komaroff, A. L. Protocols for new health practitioners: Implications 
and experience. In M. Kallstrom & S. Yarnall (Eds.), Design and Use 
of Protocols. Seattle: MeSA, 1975. 

Dr. Komaroff offers a definition of protocols and contrasts 
the elements of protocols, general guidelines, and standing 
orders. He also describes use of protocols in specific clinicai 
situations stating benefits and limitations of their use. 
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This abstract discusses the evaluation of a project utilizing an 
automated system of diagnosis and treatment of non-serious illnesses. 
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