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THE LESSONS I LEARNED AS  
A PRISON HOSTAGE
By Karen Gedney, MD, ABIM, ABAARM

ctober Friday the 13th, 1989 will always be 
etched in my mind as the day I was taken 
hostage at Northern Nevada Correctional 

Center, a male medium-security prison.

I survived to tell the tale. The inmate, Kenneth Meller,  
who had a life without parole for killing a police 
officer, did not. Every tale that is told is done for 
a specific reason. Mine today is to educate others 
through my personal story and point out the lessons  
I learned. 

 When an incident occurs, one must first look at 
one’s own culpability. I tend not to have a problem 
with that, which is probably related to being the 
oldest child of a strict German mother. When 

I looked at 
myself after the 
incident I saw an 
inexperienced, 
naïve, 
compassionate 
young doctor 
who did not 
trust custody 
and made the 
grave mistake of 
thinking that she 
could deal with 
problem patients 
on her own. I had 
seen Mr. Meller 

on multiple occasions for minor medical problems 
and mental health issues. I knew he was becoming 
emotionally attached to me, but I thought I could 
handle it without involving custody, which I had 
seen overreact in similar instances. 

The prison also had culpability in not recognizing my 
lack of experience. I was placed by the National Health 
Service Corps in the prison in July of 1987 to do a 
four-year payback at a time when there was no medical 
director, no in-service training and the only people who 
seemed to want me to be there were the inmates. 

The first and most important learned lesson to avoid 
hostage situations in medical units is that medical 
and custody staff have to trust each other and act 
as a team. I must admit I had a very hard time 
doing that after I was investigated by the Inspector 
General’s office during my first year. Following that 
investigation, the Prison Director called me into his 
office and told me to read the report. He also said, 
“I want you to know your enemies, so you can get 
them before they get you.” 

I was shocked by the misogyny and the bigotry 
(I’m a tall blonde married to a black man), but 
more than anything I was shocked that a Prison 
Director would think that I would lower myself 
to fight in the mud and get them before they got 
me. The ‘them’ were custody officers, Assistant 
Wardens and the nurses they were married to. 

O
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ally Lamb, author of 
She’s Come Undone 
and I Know This Much 

is True, taught a writing class at 
the women’s correctional facility 
in York, CT. Out of that course, 
came some incredibly personal 
literary works which he compiled 
into a collection of short stories, 
entitled Couldn’t Keep It To 
Myself: Testimonies from Our 
Imprisoned Sisters.

Each story is written by an inmate 
student; Lamb takes no literary 
credit but rather was a teacher, an 
editor, helping each tell their stories 
in powerful and grammatically-
correct speech. The students range 
in age, but the threads have consistent themes. All the vignettes tell the 
story of how the student eventually became incarcerated. All have some 
description of a path of poor choices flanked by some element of abuse - 
physical, emotional, or psychological. 

I chose to read the book as I thought it might help understand what my 
female inmate patients were going through while incarcerated, why 
sometimes they acted out in behaviors that seemed counterintuitive to 
survival or even respect for their own personal health. The collection 
not only helped me understand, but helped me become a better 
caregiver as I recognized many of my patients in those short stories. 
Their stories outlined the conflicts they were faced with and how  
they evolved in their abilities to resolve them (if they even could).

One particular story began for me with confusion; a young teenage 
girl who seemed smart, really smart, got involved with a gang. It 
bothered me that she would make such a bad choice when it was 
obvious she wanted to be a good person. She had strong family 
supports, which few of the other authors had. I saw me. Her story 
led me down her slippery slope of innocent lovestruckness, peer-
pressure, petty pranks followed by full-on crime. She was awful in 
prison. Disrespectful, nasty, hateful. She became one of those patients 
that was always self-destructive, always “in the hole,” until she met 
one provider who was able to reach her. They weren’t coddling, they 
weren’t too involved. In fact, they came across as a little aloof, but 
made a couple of observations, asked her a couple pointed questions 
that made her think about what she was doing and if this was her 
actual goal. It wasn’t. She turned around. Perhaps just in time.

There aren’t too many books out there that are centered on our working 
environment that are not of political lean or of fantastical fiction. 
Couldn’t Keep It To Myself: Testimonies from Our Imprisoned Sisters 
is balanced. Full of emotion but not too dark or depressing; not lecturing 
to an audience about what we didn’t do. It does give insight as to why 
people make the choices they do, choices many of us wouldn’t make, 
and I believe that knowledge helps us negotiate with our patients,  
as sometimes we do, to try to help them make better ones.

COMPASSIONATE RELEASE – 
WHAT IS YOUR EXPERIENCE? 
A REQUEST FROM THE ACCP
By Keith Ivens MD, FACCP

COULDN’T KEEP IT TO MYSELF:  
TESTIMONIES FROM OUR  
IMPRISONED SISTERS -  
A BOOK REVIEW
By Rebecca Lubelczyk, MD, FACCP, CCHP-P

recent article from The NY Times (March 7th, 2018, https://
www.nytimes.com/2018/03/07/us/prisons-compassionate-
release-.html) states that only six percent of inmates that 

request compassionate release from federal prisons are actually 
released. The article implies the system poorly processes these 
requests and that deserving inmates die in custody. 

The topic of compassionate release has been around for decades.  
I personally have completed requests since the 1990s. The correctional 
physician is often the first to recognize candidates for compassionate 
release. We need to apply a compassionate release policy for the relevant 
jurisdiction. Most policies ask us to estimate the life expectancy of the 
patient in question. This can be very difficult. If we estimate wrong 
in either direction, justice is not served. After the medical review is 
completed, many laws require an assessment of the community risk 
in case of release. The NY Times article disagreed with Bureau of 
Prison officials for not releasing inmates thought to be too dangerous  
for release. The article did not take into account the full scope of  
a case review. If the laws give inmates the right to apply for  
release, then apply the entire law.

In my experience, applying compassionate release laws is not an arbitrary 
process. Requests for medical parole are approved or denied based on the 
entirety of the case. Many states across the country have compassionate 
release laws. Unfortunately, many requests I see do not show an 
understanding of the statute(s). Many physicians submit requests based  
on pressure from families, inmates, administrators, and lawyers. When  
the requests are reviewed, they simply don’t meet the intent as established 
by law makers. 

 We at the American College of Correctional Physicians would like  
your input. Tell us about your circumstances. Have you felt pressure  
to submit for a sentence reduction for non-medical reasons? What are 
the rules for compassionate release in the system you serve? Is there  
a written policy? Who submits the requests? Who reviews the  
requests? Who approves the requests? What is required of the 
correctional physician? 

As an organization, the 
ACCP advocates for both 
high quality physicians 
and good medical care  
for the detainees we 
serve. We are considering 
a position statement on 
compassionate release. 
If this is a relevant topic 
for you, please write 
our executive director, 
Christine Westbrook, 
at christine@accpmed.
org. Your submissions 
may aid our Policy 
and Position Statement 
Committee as they 
research the topic. 

A W

Continued on Page 9...
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MARGARET COLLATT, BSRN, CCHP-RN, CCHP-A -   

A DEDICATION
By Steve Shelton, MD, CCHP-A, CCHP-P, FACCP

argaret Collatt, a long-time friend of ACCP, died Feb 19, 2018 
after a rough three-year fight with liver failure from NASH. 
She was my friend.

Margaret Collatt was born in John Day, Oregon (a small town of about 
1,500), and attended school in Mt. Vernon (even smaller-about 500). 
After high school, she earned an accounting degree, her R.N. degree,  
and later a B.S. in Nursing, all as a single mother with two children. 

With her R.N. degree, her first job was caring for individuals with 
mental health problems in a state hospital. She then joined the 
Oregon Department of Corrections (ODOC) in February of 1984. 
She was part of the nurse group that wrote the first set of health care 
Policies and Procedures for health care within Oregon DOC Health 
Services. These Policies and Procedures have been borrowed by 
institutions across the nation and even by other countries. 

During this time Margaret, in addition to raising her own children and 
working, was also a foster mother, with long-term fostering of over  
15 young boys and girls.

While with ODOC, Margaret wore many hats including but not limited 
to: direct patient care nurse, nurse manager, survey preparation expert, 
Health Services education trainer, and our conference organizer. 

Over her 35 years, she strived for increased professionalism in health 
care in corrections among nurses, practitioners, and physicians. 
Margaret earned the certificate of CCHP in the late 1980s and soon 
after, earned a CCHP – Advanced Standing. Margaret gave many 
national talks, manned hundreds of registration booths, sat on several 
committees for NCCHC including the creation of the CCHP-RN 
certificate and test. She was one of the founders of the CCHP Academy. 
After 33 years of service, she retired in April 2017. This past fall 
Margaret was awarded the NCCHC’s Bernard Harrison award. 

Margaret was always a friend 
to SCP / ACCP - working the 
registration table, greeting 
attendees, working with the 
vendors, helping with odds-
and-ends during conferences. 
I was just talking to another 
ACCP colleague who said 
“Margaret was one of the first 
people I met at a National 
Conference, and she always 
remembered me. I felt 
included”. I know that is true 
of many others as well. 

What do I remember most 
about Margaret? All of the 
accolades and achievements? 
Not really. Margaret was my 
friend. She was down-to-
earth, full of energy, open, 
joyful, and honest. She 
welcomed everyone  

to join her and had the ability to let them feel included. With Margaret, 
everyone was worth knowing and enjoying. 

Margaret was never full of herself, and she was also never full of  
you. No matter how special or ordinary you might think you were,  
no matter how many titles or letters you might have after your name - 
you all started equally with Margaret as people worth knowing,  
worth talking with, and worth befriending. On the other hand, you 
knew where you stood with Margaret; you always got Margaret  
being honest. 

At a recent award acceptance Margaret closed with these words: 

“Thank you, to all of you who have been my friends, and now 
family, over all the years. A few thoughts I would like to leave 
with you at this time. Remember:

+  Find and cherish good mentors and good friends  
-  To share the burden stories and the triumph stories
-  For occasional “reality checks”
-  And for talk when times are confusing

+  Every encounter is a teachable moment and extends into  
the future

+  Treat everyone with respect just as you would a family 
member

Love you, Margaret. Goodbye for now and thank you.

M

ACCP Career Center 
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HUNGER STRIKES, FLUIDS,   

AND LAWSUITS
By David OL. Thomas, MD, JD, EdD

ll correctional medicine practitioners are or will be faced with 
patients on hunger strikes. In a correctional system there are 
very few issues over which inmates have control. Refusing to 

eat can be a means of protesting, attempt to control or, as commonly 
seen in a correctional system, a manifestation of mental health issues. 
At a loss of 5% of body weight it becomes a concern and at 10% loss  
of body weight it can be critical.
For many of us this is so common that we take it for granted and 
unfortunately become casual in our approach. Recently, this author 
was involved in a lawsuit in which a correctional physician was being 
sued by the parents of an inmate who died from fluid replacement 
while on a hunger strike.
There are several lessons we should all learn from this litigation.  
We need to review the facts of the case and how the federal case 
known as Washington v. Harper impacted it, and then extract  
several important take-home messages.
The patient was a 22-year-old male with a long history of mental illness 
who was told by Jesus that he “should not eat or drink anything” until 
God told him to resume nutrition. He followed “God’s” instructions  
and stopped eating and drinking. He was clearly psychotic.
Washington v. Harper, decided in 1990, is a landmark United States 
Supreme Court decision which created due process conditions through 
which prisoners could be provided with medication against their 
wills. Most states permit psychiatric professionals to request panels to 
approve non-emergent use of involuntary psychotropic medication for 
gravely disabled mental ill prisoners who are refusing this treatment, 
but not Florida. In the 1980s the Legislature in Florida expressly 
forbade such panels. Therefore, each time a medication is given against 
a patient’s will, a judicial determination must be sought. Federal 
Supreme Court case law is not pre-emptive in this type of situation. 
The United States Supreme Court said states “could set up panels” not 
that they must. Florida has developed statutory law which prohibits this 
type of treatment irrespective of the due process protections identified 
by the Court. This means that, instead of seeking authority from an in-
prison panel, a specific judicial determination is still required whenever 
non-emergency psychotropic medication is thought to be necessary  
to treat a gravely disabled mentally ill patient. 
Judicial determinations are awkward because they require a judge, a 
public defender, a prosecuting attorney, and the prison medical personnel 
seeking the forced medication, all to be present, off site in the courtroom. 
Even the inmate must be given to opportunity to attend. He may not 
understand what that means, but he must be given the option, although 
his presence is not necessary as long as he is represented. In rural areas 
of Florida where there is a large concentration of prisons, the outside 
community has become experienced; this process is generally handled 
quite adroitly- frequently with “simple” telephonic conferencing. In urban 
areas, however, because of the press of large dockets and the relatively 
small impact of corrections on the community, there is generally no 
judicially organized streamlined approach.
Over the course of his care in an urban environment this patient had two 
of these judicial determinations. Although he had two emergency-ordered 
psychotropic interventions, his improvement was temporary, and he 
never rejected his strong faith and belief that he was fasting for religious 
reasons and would resume nutrition only when directed by God. 

A Florida physician can write for an emergency treatment order, but this 
is limited to reasonably short acting agents. For instance, immediate-
acting Haldol could be legally administered, but Haldol Decanoate 
(Haldol-D) would be proscribed. This patient never got enough 
antipsychotic medication on board to move him away from his  
fixation on his religion. 
As his hunger strike went on, he slowly became more and more 
dehydrated. He was appropriately sent from the institution to an 
emergency room, where he was evaluated and very judiciously had 
intravenous fluid therapy administered. The physician caring for him 
understood the old adage “if you lose fluid rapidly it must be replaced 
rapidly; if you lose fluid slowly it should be replaced slowly.” Very 
carefully and judiciously over a period of several days his dehydration 
and electrolyte imbalance was treated with normal saline and added 
electrolytes at a rate of 150 cc per hour. This rate occasionally varied 
depending upon the results of close monitoring.
Upon discharge from the hospital back to the institution, the patient 
continued his fasting. Because his mental health status was never 
adequately treated by forced medication, he continued to believe that 
Jesus was telling him to refrain from eating or drinking. Occasionally 
he would imbibe water, but he refused Gatorade or any other electrolyte 
solutions, and totally refused food. Within about two weeks or so he 
was sent back to the emergency room in a dehydrated state. 
Unfortunately, this time he was seen by a different emergency room 
physician who recognized his significant dehydration but treated him 
as though this had been a rapid fluid loss. He administered a bolus of 
1000 cc of normal saline over about two hours. Although the patient 
was conscious, talking and interactive when received by the emergency 
room, shortly after this large bolus of fluid and provision of additional 
fluid in large volumes, the patient lapsed into semi-consciousness and 
then unconsciousness. A short while later he required an endotracheal 
tube and was placed on a ventilator. 
The patient remained on the respirator for approximately 30 days, never 
regaining consciousness and responsive only to deep pain stimulation. 
(There is some question in the record by some observers a at about 
day twenty concerning 
voluntary movement of one 
of his digits.) On or about 
the thirtieth hospital day 
the family determined he 
could be an organ donor 
and discontinued artificial 
respiration. His demise 
followed shortly after and 
his organs were harvested for 
transplantation. The rest of his 
remains underwent autopsy. 
Unfortunately, the only 
definitive article we have  
on fluid requirements is  
from 1930. In this work  
the author reported five  
days of a 60 kg subject  
sitting in the laboratory  
losing approximately  

A





Page 5 /

2700 cc per day. Insensible loss was measured at around 1100 cc per 
day and urine loss varied from around 1200 to about 2200 cc per day. 
(Cited in the WHO Document: Newburgh L, Johnston M, and Falcon-
Lesses M, (1930) Measurement of total water exchange. J. Clin. 
Invest. 8: 161-196. and in World Health Organization 2004 Water 
Requirements, Impinging Factors, and Recommended Intakes). 

By tradition and common usage it is generally assumed that the average 
person loses about 2400 mL of fluid a day, comprised of about 1000 to 
1400 cc of urine and 800 to 1000 cc of insensible losses. Under normal 
circumstances we believe that patients require approximately 2400 cc 
daily, from all sources. This requirement goes up if our patients are 
febrile, have a naso-gastric tube to suction, or other documented or 
suspected losses such as occult bleeding or third space shifting. 

Concurrent with the loss of fluid can be a loss or alteration of electrolytes. 
Electrolyte imbalance is extremely common in dehydration conditions 
and must be carefully monitored. This was done very appropriately  
for the extant case.

The family brought suit against the correctional institution and the 
correctional physicians involved for wrongful death. Interestingly the 
hospital was not sued. The family was happy that the hospital and all 
hospital physicians and personnel did everything they could for him. 

At autopsy the cause of death was determined by the medical examiner 
to be death by electrolyte imbalance secondary to dehydration. There 
was no intracranial examination of the decedent. The findings of autopsy 
fly in the face of logic. The patient was in the hospital for 30 days prior 
to his demise, with electrolytes being measured almost daily and indeed 
the day before his death were normal. 

It is most likely that this young man’s death was due to a massive fluid 
shift such as one can see in a poorly treated diabetic in ketoacidosis who 
initially receives hypotonic fluids. (This type of fluid administration 
leads to swelling of the intracellular space and increased intracranial 
pressure in the confined area of the skull, with subsequent loss of brain 
function, unconsciousness, and death.) The real if not likely possibility 
of fluid shifting was not considered by the hospital staff, the pathologist 
who performed the autopsy, or the plaintiffs’ attorney. 

Unfortunately, this case is still pending. It was not dismissed on summary 
judgment and will eventually go to a jury trial or settlement. We can learn 
important lessons from this patient’s experience and can apply them to the 
treatment we provide our dehydrated patients, whether that dehydration is 
secondary to psychiatric or other causes.

The old adage is quite correct. Fluid that is lost quickly must be replaced 
quickly, but fluid that is lost slowly must be replaced slowly. The first 
hospital physician to see this patient recognized that and very carefully 
and slowly, over a period of 2 1/2 days, replaced the patient’s fluid, 
treating both the dehydration and the electrolyte imbalance. Unfortunately, 
the second hospital physician treated this patient as though his fluid loss 
was from a hemorrhage and used bolus and other rapid replacement 
techniques. This likely led to significant and sudden fluid shifting in 
the emergency room, which was evident by the patient’s change in 
consciousness and responsiveness within hours of receiving massive  
fluid doses and was probably responsible for his eventual demise. 

Dehydration and its associated fluid loss is serious and can be fatal.  
It must be kept in mind that fluid replacement can also be fatal and  
it is incumbent upon us to replace fluid in the manner in which it is 
lost. Rapid loss, rapid replacement; slow loss, slow replacement.  
This patient may well have died because of physician error, but  
the correctional physicians were not responsible for his demise.  
It remains to be seen how the jury will respond.

TM
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Anyone in the correctional field knows that custody and medical have 
two entirely different jobs and perspectives that can be at odds with  
one another. Both need to understand that they are an asset to each 
another, not a pain in the ass. 

The second lesson was learned by custody. They learned that they 
needed to check what an inmate carried into a medical clinic with 
them when they saw a doctor. This inmate brought with him a buck 
knife, ropes made out of torn tee shirts, a carton of Marlboros,  
a lighter, marijuana, Junior Mints, Maalox etc.

The third lesson is what I learned after being taken by force, raped and 
held hostage for ten hours in my office/exam room at the end of a long 
dark hallway. When seeing a patient who makes you uncomfortable 
make sure you are always closer to the door than they are. When you 
are a hostage remind yourself that you can control how you react to 
the event after you get over the initial shock. I think that many of us in 
the medical field are uniquely conditioned to control our own emotions 
when everyone around us is losing control of theirs. Focus on what is 
going on in the present. When your mind starts to consider the worst, 
pull it back to the present. What can you do in the present to keep  
the hostage taker calm. In my case I realized that the inmate took me 
hostage for two reasons- one was to punish me for not fulfilling the role 
he imagined and the second was to get himself killed. I chose to limit  
my conversation with him to the bare minimum, to not say anything  
that would cause him to hurt me further. 

After I was rescued by an assault team, which included a concussion 
grenade and having the inmate killed a few feet from me, I learned a 
few more lessons. When you’re dragged out don’t refuse to be evaluated 
medically. I refused and that was a mistake on my part. Besides being 
raped I had sustained a neck injury when the inmate rotated my head 
around my body and threw me over the desk. I landed upside down on 
my right wrist and thought I had broken it. The concussion grenade left 
me with ringing in my ears and definitely affected my ability to hear an 
S3 or S4, which was never that good in the first place. I probably had 
some PTSD as I certainly developed an impressive startle reflex. 

The Lessons I Learned as a Prison Hostage from Page 1...

Continued on Page 9...
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TREATING  

DENTAL INFECTIONS
By LT G. Lee Wright, DDS, MPH, U.S. Public Health Service and Dennis Nicolette, DMD

tiology

 The oral environment contains over 700 
species of bacteria.1 While individuals usually 
develop a stable microbiome, altered oral 
conditions can precipitate the rapid change of 
the normal flora to spreading infection in head 
and neck fascial spaces. Culture and sensitivity 
testing of these head and neck space infections 
indicate predominantly aerobic gram-positive 
cocci and gram-negative rods.2 Research 
indicates that the most prevalent bacteria are 
Viridans streptococci, Prevotella, Staphylococci, 
and Peptostreptococcus.3 Like other skin and 
soft tissue infections, dental infections typically 
resolve when incised and drained. In the oral 
environment, with few exceptions, incision 
and drainage is performed by either extracting 
the necrotic tooth or by removing necrotizing 
tissue via root canal treatment.

Treatment

When extraction or root canal treatment is 
not immediately possible, antibiotics may be 
prescribed to stabilize the patient until treatment 
can be rendered shortly by a dental provider. 
When considering antibiotic therapy for dental 
infections, providers should consider several 
factors.4,5,6 

First, antibiotics should NOT be prescribed unless 
there is a temperature of 101F or greater, and/or 
general malaise accompanying diffuse swelling.  

Second, the American Dental Association’s 
Council on Scientific Affairs has issued 
guidelines, which are based on a review of the 
available scientific literature, recommending 
that dentists use only narrow-spectrum 
antibiotics to treat simple infections.  
Thus, empirical application of antibiotics 
should begin with penicillin or amoxicillin 
(or clindamycin for patients with a penicillin 
allergy) and allow a sufficient period to  
evaluate efficacy before discontinuation  
or the addition of other antibiotic agents.  

Third, providers should consider a combination 
of amoxicillin and metronidazole, Augmentin, 
or clindamycin for continued infection after  
an entire course of penicillin is complete.  

Fourth, persistent dental infections not 
responding to antibiotic treatment should be 
submitted for rapid culture and sensitivity 

testing to tailor antibiotic therapy more 
accurately. Test results should then be used to 
prescribe cephalosporins, quinolones, or other 
antibiotic classes, as appropriate. However, 
it cannot be stressed enough that timely 
extraction or root canal treatment negates 
the requirement for antibiotic treatment in 
the overwhelming majority of cases, and 
definitive treatment should be rendered  
before prescribing additional antibiotics.  

Fifth, the inherent drainage permitted by 
extraction or root canal therapy alleviates the 
need for most post-procedure antibiotics. 

Sixth, and finally, difficulty breathing or 
swallowing (e.g. Ludwig’s Angina), swelling 
that closes the orbit, or severely limited 
mouth opening should be an automatic 
referral to the emergency room or oral 
surgeon for intravenous antibiotics and 
supportive treatment. There is a strong 
possibility of spreading infection that  
could result in septicemia.

Considerations

Because dental providers prescribe 10% of all 
antibiotics, the consequences of incorrectly 
prescribing antibiotics are severe.7 The Centers 
for Disease Control and Prevention found that 
30% of antibiotic prescriptions are unnecessary.7 
The World Health Organization (WHO) stated, 
“antibiotic resistance is one of the biggest threats 
to global health, food security, and development 
today… Antibiotic resistance occurs naturally, 
but misuse of antibiotics in humans and animals 
is accelerating the process.”8 The WHO further 
stated,

 “drug resistance is starting to complicate 
the fight against HIV and malaria… 
Without effective antibiotics, the success of 
major surgery and cancer chemotherapy 
would be compromised. The cost of health 
care for patients with resistant infections 
is higher than care for patients with no-
resistant infections due to longer duration 
of illness, additional tests and use of more 
expensive drugs.”9 

The diminished efficacy of antibiotics has 
the potential to affect the overall practice 
of medicine, reversing decades of progress 
while increasing mortality rates.  
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he overuse of medications is a concern for all patients and 
prescribers. Polypharmacy generally refers to the use of 
numerous medications. In the outside community, that is 

generally considered to be five or more medications concurrently.  
In many circumstances, being prescribed that number of medications 
is unavoidable. Elderly patients are our most common patients 
dealing with polypharmacy, often because of numerous health 
conditions that require a number of different medications to address 
their comorbidities. It should go without saying - unnecessary use 
of medications increases the risk of drug interaction, therapeutic 
duplications, and adverse drug reactions. It places additional burdens  
on the patient, either requiring them to wait in an unnecessary 
medline or increasing their pill burden and risk of non-adherence.  
It is also an unnecessary drain on resources in terms of prescriber  
and nursing time, and cost of the medications. 

Our patient population almost exclusively receives their medications, 
either legend or over-the-counter (OTC), directly from correctional 
facility medical staff or a facility store. There are some exceptions, 
such as when a partnered community facility provides medications 
as part of an inpatient admission or procedure. Overall, the limited 
source of medications and a relatively consolidated source of medical 
and pharmacy records gives the correctional prescriber (and if 
available, clinical pharmacist) an excellent opportunity to identify 
patients who are using multiple medications and to see if there are any 
opportunities for improvement. Here we will be discussing general 
approaches to identify unnecessary medications and  
outline opportunities to reduce pill burden. 

The first place where medication reconciliation and intervention of 
unnecessary polypharmacy can occur is at the point of intake. Outside 
medical records should verify patients’ reporting of community 
medication use. Each reported medication should be evaluated and 
an assessment made to determine if continued use is medically 
necessary, even if an outside prescription is verified. When time does 
not permit a full evaluation and safety is a concern, the patient can  
be issued a short-term bridge order of their medications or appropriate 
alternatives until they can be more thoroughly evaluated. It should  
be understood by the patient that issuance of those interim medications 
does not guarantee continued use in the system. 

One of the biggest pitfalls in polypharmacy is medications that are 
perpetually renewed at each visit. These often involve high-risk 
patients who have been treated for years, have extensive medical 
records and have been treated by several primary care prescribers. 
This often occurs because of an incomplete medical history or a new 
or covering prescriber who does not know why the medication was 
initially prescribed. The reviewing prescriber must decide whether 
to discontinue the medication, a decision made more difficult due  
to inadequate or missing medical information. More often than not, 
the tendency is to continue the medication. 

Understanding that time is a commodity in short supply for most if 
not all prescribers, prescribers should whenever possible identify the 
indication and decide if the treatment requires continuation. Regular 
reviews regarding the appropriateness of each medication should be 
carried out at scheduled health visits, and especially in chronic care 

clinics. Various tools are available to assist the prescriber or clinical 
reviewer in recognizing if a medication is inappropriate. One such tool 
is the Medication Appropriate Index (MAI). The MAI was developed 
over 20 years ago as a prescribing quality measure. It utilizes ten 
criteria for each medication prescribed and is especially helpful  
in assessing the appropriateness of the medication in the elderly. 

Next, areas in which doses can be consolidated or combined should be 
considered. Numerous antihypertensive, diabetes, infectious disease, 
and even cholesterol medications are available in combination tablets. 
Patients should first be stabilized on individual agents (for at least  
a few months) and considered for transition to combination products. 
Combination tablets increase patient compliance and reduce pill 
burden. As an ancillary benefit for medical staff, they may reduce 
storage needs, accounting/inventory time and ordering time,  
while pill cost should always be considered.

Another consolidation opportunity may be in the dosing of each 
medication. If there is a reasonably priced extended-release formulation 
or once daily alternative, that can be used to reduce pill burden and 
medication line visits. A patient who has been stable or whose medical 
conditions have improved should always be evaluated for a possible 
dose reduction. Even a small dose reduction can have an immense 
impact on pill burden. 

Lastly, a number of OTC medications are often being “prescribed” 
by medical staff for patients. From a volume perspective, OTCs 
are typically the top-dispensed medications within a correctional 
facility. In many instances they may not be medically necessary 
for continued use but are instead used to address an as-needed 
discomfort. These are then renewed repeatedly on subsequent visits. 
In general, if the patient has a medical need for the medication, it  
should be prescribed, documented and monitored by the medical staff. 

POLYPHARMACY  

IN CORRECTIONS
By Erik Hamel, PharmD, BCPS, Clinical Pharmacy Specialist, Centurion, LLC

T

If you are the first to correctly answer the name/
location of this former prison now museum, you 
will be treated to enlightening conversation with 
the CorrDocs editor. Send your responses to 
Rebecca@Lubelczyk.com.  Hint: it housed inmates 
from the Luddite rebellion (among others).

WHERE IN THE WORLD 
IS ACCP?

Continued on Page 9...
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hen you hear the prison gates clang behind you for the last 
time after spending your career as a correctional physician, 
what do you do next? I must admit that after almost 30 

years I wasn’t sure what I would do, but I knew that I still wanted to 
help push the prison paradigm from one of harm and recidivism to 
one of healing and re-integration. The question of how and in what 
way I could do it made me consider a number of options. The one  
that kept popping up in my mind though, was to write a book.

I thought back to the things in my life that made a lasting impression 
on me that caused me to take action. It wasn’t statistics, dry analytical 
treatises or scholarly articles. It was the power of the personal story 
and the emotions it evoked that inspired me and made me want to do 
something. For that reason, I made the decision to sit down and go 
thru all the material I had kept over the years that was related to the 
prison. That included my journal entries, newspaper clippings, notes, 
cards, poems and artwork from the staff and inmates, as well as the 
handouts for the classes I taught in the prison as a volunteer. 

I didn’t know where to start and my husband told me to just sit down 
and write down the stories that touched me. In retrospect it would have 
been better if I asked someone who had actually written a book before, 
but his advice did get me started. Writing didn’t come easy for me, but 
I set myself a goal of writing 1500 words a day and kept it up for over 
six months. When I finished my memoir, 30 years Behind Bars, the 
real work started. I had to find an editor and then went thru the tedious 
process of revamping, deleting and re-writing my manuscript. 

I knew that writing the book would be a challenge, but I underestimated 
how much of the writing would also act as a bit of psychotherapy for 
me, as well as my husband. It especially came into play when I wrote 
about how, why and what happened when I was taken hostage on 
October Friday the 13th in 1989. I was naïve and ill-prepared when  
I was placed by the National Health Service Corps in the Nevada State 
Prison system to do a four-year payback in 1987. When I started  
I had no medical director, no peers, no in-service training and was too 
inexperienced to know that the system viewed me as a liability vs. 
an asset. I believe that my memoir, 30 years Behind Bars, is a unique 
perspective of a young, naïve correctional physician who survived, 
thrived and turned her experience not only into a career, but a calling.

For Immediate Release

February 23, 2018

Media /Interviews: Contact Peter Padilla, Sage Advertising & 
Marketing peter@sageam.com, 775-786-5515

30 Years Behind Bars  
a memoir by Karen Gedney, M D

Trials Of A Prison Doctor

Carson City, Nevada: -
30 Years Behind Bars is a unique memoir by a female doctor placed 
in a male prison, who chose to turn it into her calling, even after being 
taken hostage. The book is presented from the perspective of a healer 
in an environment oriented to punish and shame, not one oriented to 
heal. You will not forget the stories and characters that bring to life 
the conflicting interests and views of custody, the inmates and the 
young physician caught between them.

Dr. Karen Gedney, Author: “The medical and the correctional 
world suffer from the same problem. They spend their time, energy 
and resources on symptoms instead of the problems that created 
them. They also tend not to understand the value and power of 
compassion that brings out the best result.”

Each story in the book literally opens the cell door exposing you to see 
the things that most people choose not to see or think about. With great 
detail, Dr. Gedney enables you to experience the good, the bad and 
the ugly on both sides of the fence line. You will be right with her and 
hear her thoughts and insights as she gives care to serial killers, child 
molesters, rapists and the rest. By the end the reader will understand 
why it is in the best interest of society to approach mass incarceration 
with the goal of addressing and taking care of the problems that put 
individuals on the path to prison.

30 Years Behind Bars, available at Amazon.com beginning  
February 26, 2018

www.DiscoverDrG.com
facebook.com/KarenGedneyMD/

###

A NOVEL BY KAREN GEDNEY MD,  

30 YEARS BEHIND BARS
By Bu Karen Gedney MD, ABIM, ABAARM
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The Lessons I Learned as a Prison Hostage from Page 1...

Right after the event I was debriefed by the Warden, with their 
secretary and my husband in attendance. I must have been still in a 
state of shock, because I told them very little and I wasn’t ready to 
tell anyone that I had been raped. I understand that custody wants to 
debrief as soon as possible, but I believe that they need to follow up 
with the staff member and see how they are doing and what they are 
willing to recount after the shock has worn off. That wasn’t done.

I was fortunate that my husband was able to drive me home and I 
could hide from the media, but if he hadn’t been there I don’t think 
custody would have even thought to help me get out of the prison. 

I returned to work the next working day and there still was a hole 
in the side of the room and blood coming up from the washed tiles. 
Custody and staff didn’t say anything to me. Looking back on it I 
don’t know if it was because they didn’t know what to do or because 
they didn’t care. The only group that did show me compassion were 
the inmates. When the hostage does go back to work don’t be afraid 
to let them know that you do care what happened to them. 

The system also needs to have something in place for the staff 
involved in the event to process and learn from it, as well as how to 
prevent something similar in the future. My system did not, and it 
wasn’t until a year after the event when I was giving an in-service 
training on HIV to new custody officers that a female officer asked 
me what it was like to be taken hostage. Neither that poor class nor  
I was ready for what poured out of my mouth that day. 

What I also learned was that I wasn’t the only one affected by that 
event. It affected my husband. It affected the mother of the inmate 
whose call somehow was sent to me. It affected the custody officer 
who had worked in my clinic since I started and was in the gatehouse 
that day. It affected the new female officer in the clinic that day who 
never came back. It affected one of my young nurses who said the 
incident made her think back to her identical twin sister who was 
killed by a stalker who mistook her sister for her. 

When a hostage situation occurs, many people are affected in 
addition to the person taken hostage. It is my hope that if a hostage 
situation does occur in your facility you will remember a few of the 
lessons I learned the hard way, and not make the same mistakes  
I and the system made. 

Otherwise, patients should be directed to purchase those 
medications if available at the commissary or, if policy permits, to 
obtain a short-term supply through a nursing discretion protocol. 
Patients should not be expected to purchase medications deemed 
medically necessary by the provider. If a condition is thought to 
be at risk for worsening based on its natural history, or incur more 
intensive interventions if not medicated, then the provider should 
order that medication for the patient regardless of its OTC status. 

Ensuring safe and appropriate use of medication is the responsibility of 
all medical staff within the system. Reducing unnecessary medication 
use and finding opportunities for dose consolidation will reduce risk  
of adverse drug events, save patients and staff time, and improve 
treatment outcomes. 

Treating Dental Infections from Page 6...

Dental providers have a continuing problem with patients who refuse 
extraction or root canal treatment and prescribing antibiotics is 
contraindicated. In these cases, refusing to prescribe antibiotics  
means the possibility of spreading infection into multiple spaces, 
possible hospitalization at great cost, and threat to life. Effectively 
managing these patients requires:

•  Assessing dental literacy: patient’s understanding of the 
disease process and progression, familiarity with dental  
terms and procedures

•  Determining chief complaint: why is the patient refusing 
treatment, what are the patient’s desires for oral health and 
esthetics, what psychosocial factors inform decision-making

•  Patient education: including a full explanation of all possible 
treatment options, risks and benefits of each treatment modality

•  Trust in provider: includes clinical competence, confidence, 
perceived empathy

Dental providers should not attempt to communicate with patients 
about diagnoses or treatment options without first assessing these 
requirements. Armed with this understanding, dental providers can 
have a more effective and informed discussion with the patient,  
and can likely guide patients to accept the indicated treatment  
of extraction or root canal treatment. Medical providers can play 
an important role in treating these patients through consistent 
messaging about the necessity to incise and drain dental infections,  
the manner in which dental infections are treated, and the 
indications for antibiotic therapy for dental infections.
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Polypharmacy in Corrections from Page 7...

I’m looking forward to my next read, 30 Years Behind Bars, whose 
author was gracious enough to send us a press release and a note 
about her book along with the lead article for this edition of CorrDocs. 
It is now on Amazon and I’m planning on picking it up.

Couldn’t keep it to myself: testimonies from our imprisoned sisters -  
a book review from page 2...
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