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REVISED SETTLEMENT AGREEMENT

WHEREAS on Aprl @, 2003, plaintiffs filed suit challenging the constitutionsal
adequacy of the medical care provided to persons with diabetes by the Alabama Department
of Corrections (ADOCY; and

WHEREAS on July 11, 2003, the Court certified a class as consisting of all present
and future inmates with diabetes who are or will be incarcerited in an Alabama Department
of Corrections facility; and

WHEREAS the plaintiffs and defendant agree that it is in their best interests to
resolve this lawsuit;

NOW THEREFORE the parties, by and through their respective counsel, hereby

stipulate and agree to the following provisions:

A. DIABETES POLICIES AND PROCEDURES
1. The defendant will develop written policies and procedures (including nursing
protocols) for the management and care of diabetic inmates in the ADOC, These policics

and procedures will incorporate the provisions of this Settlement Agreement. Any medical



contractor who contracts with the ADOC to provide medical care 10 ADOC inmates must
abide by these policies and procedures. The policies and procedures will be required to be
included in the medical contractor’s policies and procedures manual. The defendant shall
also develop written policies and procedures for the ongoing training of medical and
correctional staff in the recognition of emergent diabetic situations. All policies and
procedures shall be reviewed annually and updated as necessary to be consistent with current
ADA (American Diabetes Association) Standards. The current ADA Standards for
cormectional facilities are attached to this Settlement Agreement. The ADOC shall
incorporate the relevant terms of this Settlement Agreement in any Request for Proposal for
medical care submitted to potential vendors.

B. INTAKE SCREENING

2. Beception Screening: Immediately upon ammival, any inmate who identifies
his or herself as an insulin-diabetic shall see a physician within 24 hours to confirm that the
inmate needs to be on insulin and, if 50, to ensure that the insulin is continued.

3. Intake Screening:

(a) Inmates entering the ADOC who are already diagnosed with diabetes shall
have a complete medical history and a physical examination consistent with ADA Standards.
As part of the required medical history, the defendant shall review the results of any fasting
blood sugar measurement taken prior to placement in the ADOC that have been provided.
The medical history should focus on the inmate's type of diabetes and, if the inmate is taking
imsulin, efforts should be made to differentiate between Type-1 diabetes and insulin-requiring
Type-2 diabetes, in accordance with ADA Standards. The frequency of ketoacidosis as well

as hypoglycemia shall be determined, as well as a history of severe hypoglycemia without



awareness (i.e., ﬁuiﬁng the assistance of another person). A history of any known chronic
complications associated with diabetes, including findings from the last dilated retinal
examination, shall be determined.

(b) Diagnosis of diabetes: As part of its routine medicz] screening of all inmates
entering the ADOC and as part of its annual physical examination of all inmates, the ADOC
shall conduct a random plasma glucose test. If the random plasma glucose test reveals a
glucose level of 200 or higher, the inmate will be given a second random plasma glucose test
within 48 hours. If the second plasma glucose test also yields a glucose level of 200 or
higher, the inmate will be diagnosed with diabetes. If, on the other hand, the second random
plasma glucose test yields of olucose leve] of less than 200, the inmate will not be diagnoesed
with diabetes, but he or she will be given a confirmatory fasting plasma glucose test after the
im armves at his or her assigned facility. If the confirmatory fasting plasma glucose test
reveals a glucose level of 126 or higher, the inmate will be diagnosed as diabetic.

(c) All diabetic inmates shall, within a medically reasonable period of time,
receive a screening laboratory evaluation that shall include baseline laboratory studies
consistent with current ADA standards. Currently, this shall include a hemoglobin A1C,
HDL~cholesterol, triglycerides, total cholesterol, urine for microalbumin, urinalysis for
protein and ketones, serum creatinine, thyroid stimulating hormone (TSH) when indicated,
and EKG. A fasting LDL-cholesterol test will be performed at the first chronic care clinic
that a diabetic inmate attends after they leave the reception center and are assigned to their
permanent facility.

C. BLOOD SUGAR TESTING AND CONTROL



4. Treatment targets for both blood glucose and glycated hemoglobin shall be
individually established for each diabetic inmate. Targets shall be as close as possible to
those recommended by ADA Standards.

5. Diabetic inmates, particularly insulin requiring diabetics, shall be afforded the
opportunity to have their capillary blood glucose (finger sticks) measured as often as
necessary for adequate diabetes control. Diabetic inmates receiving insulin shall be afforded
the opportunity to have their blood sugar (by capillary blood testing) measured prior to each
dose (twice per day), with a medically necessary adjustment of the insulin dose based on the
blood sugar result obtained at that time. High blood sugar found at other times shall be
treated medically, including with an appropriate dose and type of insulin when medically
DECESSATY,

. 6. Diabetic inmates shall have the opportunity to have their baseline glycated
hemoglobin (HbA1C) measured as a baseline at intake and every three months thersafter. If
their glycolated hemoglobin level is normal, the interval of testing can be advanced to every
& months, If test results are not in the target range for that patient, the medical staff shall
review management to determine if modification is necessary to improve blood sugar
control. Their management review shall be documented in the medical record.

7. Diabetic inmates who are compliant with their treatment, but who have
mnadequate blood sugar control despite routine interventions by facility professional staff,
shall be referred to diabetes specialists for consultation and management.

8. Diabetic inmates shall have access to prompt treatment of hypoglyeemia, and

shall be provided with, or permitted to keep on their persons, glucose tablets andfor



appropriate snar-:ha for use whenever they feel symptoms of hypoglycemia. The ADOC shall
stock in the medical unit injectable glucagon for emergency treatment of hypoglycemia.

. Diabetic inmates with high blood sugar and ketosis shall be afforded ready
access to health professional staff at any time of the day or night, and provided with urgent
medical management in an attempt to prevent dehydration, metabolic acidosis, and coma
requiring hospitalization.

D. EYE EXAMS

10.  Disbetic inmates shall be afforded the opportunity to receive an annual dilated
retinal examination by an ophthalmolegist or optometrist who is knowledgeable and
experienced in the screening for diahetic retinepathy, cataracts, and glavcoms, Dishetic
inmates found to be suffering from complications of retinopathy, cataracts, and glaucoma
shall b-a referred for timely treatment to an ophthalmologist.

E. FOOT EXAMS

11.  Diabetic inmates shall receive a medically appropriate foot exam with
monofilament in accordance with ADA Standards initially and as part of a regularly
scheduled and formal chronic care clinic. Diabetic inmates shall be provided appropriate
footwear (i.e. shoes that fit and which are able to protect their fest from injury) by the
ADOC, including special orthopedic footwear f-r::acfihe.d by a physician or nurse
practitioner. Foot disorders shall be treated with timely referral for necessary specialty care,
and appropriate follow-up by the facility’s professional staff. Nursing procedures ordered by
medical providers shall be provided on a schedule and frequency as ordered.

F. TESTING AND TREATMENT FOR KIDNEY DISEASE



12.  Diabetic inmates shall have their urine protein tested annually with a
microalbumin test, unless the test has been positive and they are medicated with an ACE
inhibitor. Diabetic inmates with proteinuria, microalbuminuria, or other signs of kidney
disease shall receive medically appropriate treatment, including ACE inhibitors, when
medically indicated.

G. TESTING AND TREATMENT FOR HEART DISEASE

13,  Diabetic inmates shall have the opportunity to have their fasting lipid levels
tested in accordance with ADA and MNational Cholesterol Education Project Standards.
Persons with high lipid levels shall be treated with appropriate medicine, including statins.
Trighetic inmatee with hish bloed pressurs, dyslipidemia, and arterial obstruction shall be
treated in accordance with ADA Standards for those diseases.

H. ‘ DENTAL CARE

14.  Diabetic inmates shall be afforded the opportunity to have a cleaning by a
dental practitioner at least once per year. More frequent cleanings shall be provided as
medically needed to maintain healthy gums in some patients, and quadrant scaling with hand
tools shall be provided as needed to treat established gum disorders.

L PREVENTATIVE AND CHRONIC CARE

15.  Insulin-dependent diabetic inmates shall be offersd immunization against
influenza annually (unless the serum is generally unavailable). Insulin-dependent diabetics
shall be offered immunization against pneumococcus once and then repeated after age 64 if
more than five years have passed since the first one.

16.  Diabetic inmates shall be offered a full physical examination by a

physician/nurse practitioner annually, and shall be enrolled in a regularly scheduled chronic-



disease clinic staffed by professionals with training and expertize in management of diabetes,
and which follows detailed written protocols for routine assessment and care. Diabetic
inmates with poor control of their blood sugar should be seen more often, as medically
necessary, to improve their clinical control. The frequency of visits shall be as frequent as
necessary for appropriate medical management of the inmate, but no less frequently than
quarterly.

17.  Diabetic inmates with numbness, pain, indigestion, dizziness, or other
symptoms related to patients with nerve damage shall be offered necessary treatment and,
when medically necessary, referral to appropriate specialists
J. DIET AND EXERCISE

18.  All general population inmates with diabetes shall be afforded an opportunity
for daily large muscle exercise of approximately a one-hour duration. [nmates in segregation
shall be afforded an opportunity for daily large muscle exercise of approximately forty-five
minutes duration,

19, The current ADOC menus for diabetic inmates, “Consistent Carbohydrate
Diet” arbd-“lﬂm Calene Diet,” will be revised to be in accordance with the most current
standards for diabetic diets. These standards are included in the American Diabetes
Association’s Evidence-Based Nutrition Principles and Recommendations for the Treatment
and Preventions of Diabetes and Diabetes-Related Complications, the American Dietetic
Association Manual of Clinical Dietetics, and the 2003 Exchange Lists for Meal Planning.
Dietary/nutrient intake as referenced in these standards include:

a Less than 10% derived from saturated fats.

b. Less than 300 mg dietary cholesterol per day.



c. Mutrient distribution of approximately 50% carbohydrates, 20% protein, and
30% fat.
d. Avoiding fructose as an added sweetener.

20.  The ADOC will include at least two fruit servings per day. The term “fruit” is
defined as fresh fruit, canned froit (water-packed, juice-packed, rinsed or artificially
sweetened), or one-half cup of 100% fruit juice.

21.  The menus will be revised to ensure that the carbohydrate content of meals
and snacks is consistent from day to day. (The carbohydrate content of each breakfast may be
different from the carbohydrate content of each lunch, dinner and snack, but the carbohydrate
content of each type of meal will be consisicul Do Jday v Jday.j

22, The commissary shall offer diabetic items for purchase by inmates such as
sugar substitutes and sugar-free snacks. The commissary shall also sell instant glucose
tablets for inmates who suffer from hypoglycemia.

23, When medically necessary, the ADOC shall provide diabetic inmates with
individually-prescribed special diabetic meals, as ordered by a physician or nurse
practitioner.

24,  Diabetic inmates shall be provided meals and snacks during any trips outside
of the facility, consistent with any special diabetic meals prescribed for the inmate within
ATOLC,

25.  Inmates who are housed at work-release centers may eat meals outside of
ADOC facilities. Any such meals shall not be governed by the provisions listed in

paragraphs 19-24, above.

K. EDUCATION



26,  The ADOC shall provide twice-yearly educational and nutritional classes for
diabetic inmates. Such education shall be given by a knowledgeable diabetes educator and
may be offered individually or to a group of diabetic inmates.

27.  The ADOC shall make available and distribute to inmates printed self-care
materials, including printed materials created by the ADA. If the supply of such matenals is
exhausted, it shall be refilled as soon as possible.

28,  ADOC security staff shall be trained to recognize and treat hypoglycemia, and
to recognize the symptoms and signs of other serious metabolic decompensation, and to refer
the inmate for appropriate care. The medical unit shall stock, and appropriate staff shall be
irained to adminisier, glucagons.

L. TIMING

- 29, Absent any unforeseen delays that are outside the control of the ADOC, the
Defendant agrees to implement the new diabetes policies and procedures by November 6,
2003. Training of medical and correctional staff in the recognition of emergent diabetic
situations shall be completed by December 31, 2003,
M. CONSULTING AND REPORTING

30.  The contract monitor who is employed to monitor the contract between the
ADOC and the contract medical provider shall monitor this agreement to ensure compliance.
The contract monitor shall not be an ADOC employee.

31.  Foratwo year penod beginning on December 1, 2003, and ending on
December 1, 2005, the contract monitor will report to plaintiffs” counsel his or her evaluation
of the ADOC and contract provider's compliance with the terms of this agreement. This

report shall include: (1) ail monthly contract monitor reports, including the data upon which



the reports rely; (2) deficiencies found to exist by the contract monitor and any
recommendations made by the contract monitor to correct these deficiencies; (3) the contract
medical provider's written response to any cited deficiencies and details of any corrective
actions that will be taken; (4) any notice by the ADOC that the contract medical provider has
failed to perform adequate corrective actions or is in default of its contractual obligations;
and (5) any other documents reflecting any evaluation by any entity of the care provided to
inmates with diabetes.

32.  The contract monitor's reports and any documents reviewed or information
obtained during the monitoring period may be used by either party in an action to enforce the
Settlement Agreement in courl 0T In any néw sclion brought by the Plaintiffs. Otherwise,
any report by the contract monitor shall remain confidential.

N. . DISCLAIMER OF LIABILITY

33.  The Plaintiffs and Defendant expressly acknowledge and agree that this
Settlement Agreement does not constitute an admission of liability by the Defendant or the
ADOC,

0.  ENFORCEMENT OF SETTLEMENT AGREEMENT

34,  This Settlement Agreement is not a consent decree, and is not enforceable in
federal court. In the event of non-compliance with any of the terms in this Settlement
Agreement, the plaintiffs may only enforce the Settlement Agreement in state court, pursuant
to 18 U.5.C. § 3626{(c)(2)(B).

35.  The Plaintiffs are not precluded from bringing a new action in federal court in
the event of non-compliance with the terms of this Settlement Agreement. In the event that

Plaintiffs’ current counsel bring suit on any of the issues presented in this action before
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December 1, Edﬂi {the end of the consulting and reporting period), the newly filed action
will be considered a related case. All discovery that has been exchanged to date will be
deemed to be part of discovery in any such new action. All documents provided to the
contract monitor and all contract monitor reports that were written pursuant to para. 27 will
be admissible in any such new action.
P. DISMISSAL

36.  If the Court approves this Settlement Agreement, the current case will be
dismissed without prejudice from federal court.
Q. NAMED PLAINTIFFS' RIGHT TO BRING SEPARATE DAMAGE ACTIONS

37, This lawsint was hromght for injunctive relief only  The Defendant agrees that
the settlement of this lawsuit does not create the defense of res judicata or collateral estoppel
as to any damage claims brought by any of the named Plaintiffs, and the Defendant agrees
not to raise such defenses as to any claim for damages brought by any of the named
PlaintifTs.
R. PLAINTIFFS' ATTORNEY'S FEES AND COSTS

38.  The Plaintiffs waive all attorney's fees and costs associated with this lawsuil.

n Toprwary, 2ooY
Agreed upon l.hisJ‘i day of Cetober—2603.

3a Ahni_ f—

William Addizon Rhonda Brownstemn

Jane Brannan Grace Graham

Department of Corrections Southern Poverty Law Center

P.O. Box 301501 400 Washington Avenue
Montgomery, AL 36130 Montgomery, AL 36104

(334) 353-3880 {334) 956-3200

ATTOBRNEYS FOR DEFENDANT ATTORNEYS FOR PLAINTIFFS
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Diabetes Management in Correctional

AnEmican Dusetes Associunon

ple are incarcerated in prisons and
juils im the U5 (1), Tt i3 estinated
that nearly 80,000 of these inmaces have
diabeies, 2 prevalence of 4.8% (20, In ad-
didon, many more people pais through
the commections sysiem in a given year. In
1998 alome, over 11 million people were
releaged from prison to the community
(1}, The current sstimated prevalence of
diabetes in correctional instucions is
somewhat lower than the overall US,
prevalence of diabetes, perhaps because
ihe mcarcersicd population B younger
than the peneral population. The preva-
lence of diabetes and it related comor-
bidities and complications, however, will
contnoe w morease in the prison popu-
lation as current seniencing guidelines
comtinue o inorease the number of aging
prisoners and the incidence of diabetes in
VOUng le continues to merease.
with diabetes in comectional
Facilities showuld receive care that meets
national standards. Correctional insting-
tions have unique circumstances thar
nesd tobe considered so that all standards
of care may be achieved [3). Correctional
institotions should have writen policies
and procedures for the menagement of
diaberes and for raining of medical and
correctional staff in dis CATE Prac-
tices, These policies must take into con-
sideraton Eoues such a8 security needs,
rramsfer from one facilicy v another, and
access o medical personnel and equip-
enent, 5o that all appropriate levels of care
are Ernﬂdtd. Ideally, these policies
encourage or at least allow pa-
tients to self-manage their diabeces, Uli-
mately, diabetes management i3
dependent upon having sccess w needed
moedical personmel and equipment.
ing disbetes therapy is Impomant ino
ter reduee the risk of later complications,

Alm:.rghrmum:,umrlmdlllmpm-

including cardiovascular events, visual
loss, renal filare, and amputation, Early
idenrification and ntervention for pe
with diaberes is also likely o reduce
short=term risks for acute complications
requiring transfer out of the Escility, thus
tmproving secarity.

This document provides 3 gm:m] 5el
of gaidelines for diabetes care in correc-
tonal meinutions, [Uis not designed to be
a diabeces management manual. More de-
tailed information on the management of
diabetes and related diserders can be
fvemd In the Americs Disbeies Assoia-
tion (AW Clinical Practice Recommen-
dations, published each year in January as
the first supplement o Dlabetes Care, as
well as the *Standards of Medical Care in
[Habetes” (4} contained therein. This dis-
cussion will focus on those aress where
the care of people with diaberes in comec-
vonal facilives may differ, and specific
recommendations ane made =t the end of
each section,

Reception screening

Reception scresning should emphasize
patient safety, In particular, rapid identi-
ficatiom of all msulin-treated persons with
disbetes is esserutal in order w idencify
those at highest risk for hypo- and byper-
glycemin and disbetic ketoacidosis
(DEA). Allingulin-treated patiems should
hawve & capiflary blood ghacese (CBG) de-
rtrmmmmﬂp -lurwid:ﬂn Lﬁlgil.unfarnﬂl Signs
and sympaoms of hypo- or hyperglpcemia
can often be confused with inumecation os
withdrawal from drugs or alcohol Indi-
viduals with disbetes exhibiting signs and
symptoms consistent with hypoglycsmia,
particularly altered mental starss, agia-

LA R R R LR ERERE NS EESRRENERRENERRERERHENEIERRERJNESEEB RS L.

Origirally spproved 1959, Mo reces mevision, 2003,

Abbreviatlons: CBG, capillary blood glucose; DEA, daberc kewacidosis; GDM, gesiational dishenes

meliitus; MNT, medical mumsion therapy.
D 200 by the American Diabebes Assncmbion.

thon, combariveness, and diaphoresis,
should have finger-sock bloed glocose

levels messured immediately.

Intake
Patlenits with a diagnosis of diabewes
should have a complete medical history
and physical examination by a Leensed
health care provider with prescriptive au-
thority in a dmely manner, [F one & not
available on site, one should be consulied
those performing receprion scTeening,
%t pu.rpgrltsum‘ﬂm history and physical
examination are ta determine the type of
diabetes, current therapy, alcohol use,
and behavioral health lssues, as well a5 10
zeresn for the precence of diabeses-relascd
complications, The evahation should re-
view the previous wearment and the past
hisvary of both ghycemic controf and dia-
betes complications. It 5 essential char
medication and medical nutrition therapy
(MNT) be continued withowr intermup-
Lion Upon enry noo the cormectional sys-
tem, 85 A hintus in either medscarion or
appropriate nutrition may lead to either
severe hypo- or hyperglycemia that can
rapidly progress to irreversible complica-

tioms, even d

Intake physical examination and
labaratory

Al potential elemenrs of the inital medi-
cal evaluarion are included in Table 5 of
the ADW's "Standards of Medicsl Care in
Diabetes,” referred o hereafier as the
“Srandards of Care” (4], The essential
componenis of the initial history and
physical examination are detailed in Fig.
1. Beferraks should be made immediately
il the patent with diabeies is pregnant

Recommendations

* Patients with a dia of diaberes
shoubd have 3 complete medicl history
and undergo an intake physical exsmi-
nation by a licensed health professional
in a fimely manner. (E}

* Insulin-treated patients should have a
CBG determinaton within 1-2 b of ar-
rival. (E}

» Medications and WMINT should be con-
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Wilhin 1-2 hs.

Fositlon Seatement

“Iudewify all inmates with disbetes currestly esing irvslla thersgy or a2 kigh rid for hypeglyeemis
+ ALL Innulin freated parients: seresnisg CBG and uring kitens tet (s clinically indicated]
+ Any pailead exhiblemes sipray npd ey condadent with bvporhroomia: Imassian DG

Withis 1 hiri. — 1 weiha

+Typs and duration of disbete

+Canlirm currend therapy

=Presence ol complicailon:

“Family hiriery

Preznagcy screen i afll femake paclents
al childBearing sge wieh disbenes

AR muiects witk diaderes shamid Aawve plpsicins eviiwarion ) ne gl psion seafebic, phidicias rosld ke commined

=hisrni ddahol e

“Identify bahavieral healch imsues

wark = depressian, disiress, soickial idestion.
=Agsess pries diabetes educs

“Esiphe, walghi A wed Claryw

*Aiead prosure Lipid Profile

«Eye (retinal) exam el leraatiamin goreen (AR raiko]
sl ardla Uiriee rignes [as clivioaly fedicated]
Peripheral pulses ASTIALT (a8 clisdeally fmdleared)
sFaet i nesrslogic sxmm “Crestiniee (a5 chinically Indicined)

Figure 1=Essential componesiz of the initial history and physical examirarion, ABCr rato, albumin-ro-creatinine ratio; ALT, alanine dmino-

transferese; AST, arpariale aminorramsferase

rinued without intermuplion upon entry
into the correctional environment. [E)

SCREENMING FOR DIABETES

Consistent with the ADA Standards of
Care, patients shoubd be evaluared for di-
abetes risk Betors at the intake physics]
and at approprisie dimes theresher. Those
wha are at high risk should be considered
for bloed glucose sereening, If pregnant, a
risk sssessment for gestadonal diaberes
miedlitas (GDM) should be vmdertaken at
the first prenaal wigit. Patients with clin-
boal characterisics consistent with a high
risk for GDM should undergo ghucose
tesling a5 soon as possible, High-risk
wormen not found 1o have GDM ac the
inirial sereening and average-rish women
should be tested berween 24 and 28
weeks of gestation. For mote decailed m-
formation on screening for both wpe 2
and gestational diabetes, see the ADA Po-
sition Statement " Screening for Type 2 Dn-
abeses” {5) and the Standards of Care (4.

MANAGEMENT PLAN
Glycemic control i fondamental o the

management of disbetes, A management

plan to achieve normal or near-nocmal
glycemia with an ALC goal of <7%
should be developed for diabetes man-
agement st the time of initial medical gval-
wmithem, Goaks should be individualized
{4}, and less smingent treatment goads
may be appropriate for patients with
higtory of severe hypoghyormia, patients
with limited life expectancies, eldecly
adults, and individuals with comarbid
condidons (4], This plan should be doc-
umented in the patient's record and com-
municated o all persons irvealved In his
her care, Inchuding securiry stafl. Table §,
taken from the ADA Scandards of Care,
provides 3 summary of moommendations
for seiting gheemic control goals for
aduls with diabeyes,

People with diabeies should ideally
receive medical care from a physician-
coordinated team. Such teams inchude,
briat are neot Lievived vo, physicians, nurses,
dieitans, and mencal health profession-
als with expertise mnd a special interest in
diabetes, It 18 esendal in this collabora-
vive and integrated ream approach that in-
drwiduals with diabetes assuwme as active 2
role in their care a5 possible, Diabetes =]l

management educanon is an integral
component of care. Patient self-
management should be emphasized, and
the plan should encourage the involve-
mient of the patient in problem solving as
much as posible,

It is helpful w house insulin-treated
patients in & commeon unit, if this is pos-
sible, safe, and consbstens with providing
access 1o other programs at the correc-
ticnal imsttution, Commen housing oot
only can cilitate mealtirees and medica-
tion adminiscravion, bur also potentially
provides an opportunity for diabetes self-
management education 1o be reinforced
by [ellow patients.

HUTRITION AND FOOD
SERVICES

Mugrition counseling and menu planning
are an integral par of the multidisciplinary
gpproach to diabetes management in cor-
recticonal Rolites, A combinasen of edwea-
tion, nterdiscipl CEnMUMEALon, and
OTHLOTIng E-Jndf:;{mmds pRLEALE in U=
derstaniding their medical nutritonsl needs
aned can facilitate disberes conmol during
and after inearceraion.

Deareres Cans, vrouume 2?. SurrLEmERT 1, JANUART lﬂ‘ﬁ-
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Correctional Institutions

Table 1—Summary af recommsendations for adults with disbetes mellius

Galycemic contro]
AlC
Preprandial plagma glucoss
Posprandial plasma glucese
Blood pressurne
Lipids
LDL
Trighroesidesi
HIEGL

Ky conoepls in setting ghoemic goals:
® Goals should be individuslized

® Certam popualations (children, pregnamt worsen, and eldery) reguie spedal

considerations

& Less insensive giyoemic goals may be indicated in patients with severe or

frequent hypoghycemia

# More sringent gheemic goals (e, 2 nommal ALC, <28%) may famher
reduce complications at the cost of incrensed hypoglycemia {particularly in

those with rrpe | disbenes)

® Posipramdial glucose mey be jargened if ALC goals are nea min despize

reaching preprandial ghacose goals

TR

L0130 mghdl (5.0-7 2 mmalT)
< 180 mgidl (=2 100 mmaolA)

= | MWE0 mmHg

=2 100 mgdl (<36 mmold)
=150 mg"l:" (< 1.7 eamold)
=40 mgfdl (>1.1 mmoliH

*Heferenced to g rendlabenic misgr of 4.0—6.0% viing a DOCT-based a=ay. TCurnent MCERATE 0 guidelines suggesi char in pacents with rmighprenides 200
mgfdl. the *nom-HOL choleszeral® (inml chalesterel minus HOL) should be managed to achigvea level =130 mpddl. $For women, & has been suggesned that the HOL

gl be increased by 10 mgddl

Murritien counssling for patients with
diabetes is considered an essenaial compo-
rent of disbetes sll-management. People
with disbreres should recepve mdividualized
M1 & needed to achéeve rreatment goals,
preferably provided by a registered distitian
familiar with the components of MET for
persors with dizhetes.

Educating the patient, individually or
in & group serring, about hew carbohy-
drates and food choices directly affect di-
abetes contral is the Arst step in
[acilitating sell-management. This educa-
tion erables the patent o idenify beter
food selections fram those available in the
dining hall and commissary. Such an ap-
proach is more realistic in a {acility where
the pariemt has the opportunity to make
food choices.

The easiest and mos: cost-elfective
means to facilitate good outcormes in pe-
nents with diaberes B instituting a heari=
healthyr diet 2z the master menw (8], There
should be consistent carbobydrate con-
tent at each meal, as well as a means
identify the carbohydrate content of each
food selection. Prowiding carbohydrate
conient of foed selections andfor provid-
ing education m assessing carbohydrate
corntent enables patients o mest the re-
quirements of their ndividual MNT
goals. Commissaries should also help in
dietary management by offering healthy
cherices and Ha the carbohydrate con-
tent of foods. iz i

The use of imsulinor otal medications
may necessitate smacks in order to avoid
Iypogivoemia. These snacks are 4 part of
such pavents’ medical trearment plans
s should be prescribed by medical staff.

Timing of meals and snacles must be
coordinated with medication administea-
nom as nesded 1o minimire the sk of by-
poglycemin, & discussed more fully in the
MiEDation section of this document, For
further information, see the ADA Fosition
Smrement "Murrition Principles and Rec-
ommendations in Diabetes™ (7).

URGENT AND EMERGENCY
ISSUES
All parietas rowst heee access 1o prompr
mreatment of hypo- and hyperghoemia
recepmitien and tresiment of bype- and b
perglycemia, and appropriate sl shnuE
be trained to adminisier ghicagon. After
such emergency care, patients should be re-
ferred [or appropriae medical care 1 min-
imiize risk of funire ;
Institutions should implement a pol-
icy requiring stafl to notify a physician of
all CBG results ouside of a specified
range, a5 derermined by the treating phiy-
sician (e.g., =50 or >350 mg/dl.

Hyperglycemia
chcmrglﬁmu’n i & person with di-

pbetes may be the result of intercurrent
iliness, missed or madequate medication,

or corticostersid therapy. Correctional
ingitutions should have systems in plice
to identify and refer to medical seafl all
patents with consiseently elevated biood
ghacose 35 well as inercurrens illness,

The stress of illness in' those with type
| disbetes frequenthy aggravates ghycemic
contesl and mecessbares mote frequent
monitorimg of blood glucose (e.g., every
4—6 h). Marked hyperghcemia reuires
terporary adjustment of the rearment
program and, f accompanied by kewosis,
interaction with the diabeies cane team,
Adequarte fluld and ealoric fnmke most be
ensured. Mausea of vomiting accompas
nied with hyperglycemia may indicate
DEA, a lfeqhrearening condidon that re-
quires immediate medical care 1o prevent
complications and death. Correctional in-
stitetions should idennfy patents with
ovpe 1 diaberes who are at risk for DEA,
paricularty those with a prior history of
frequent episades of DKA. For further in-
[ormation see “Hyperglyoemic Crisis in
Diaberes” (8).

Hypoghycemia

Hypoglycemia 15 defined as a blood gha-
cose level <60 mgidl. Severe hypoghee-
mia is a medical cmergency defined as
hypoghcemia requiring assistnce of a
third party and !3 nl'l.:;? associared with
menial satus changes that may nclude
confusion, imcoherence, combativenes,
somnolencs, lechargy, selzures, or coma.
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Signs and symproms of severe hypoghyoe-
miia can be confused with intcezcacion or
withdrawal, Individuals with diabetes ex-
hibiting signg and symploms consistent
with hypoglycemia, particulardy altered
meTial stanis, agiation, and resis,
should have their CBG levels checked im-
mediately.

Seciirity stafl who supervise patienis at
risk for hypoghycermia (f.e., thoss on insulin
or oral hypoghreemic agens) should be ed-
ucated m the emergency response protoce]
for recognition and treatment of hypoghyce-
mia. Every anempt should be made 1o doe-
urmsent CBG before treatmenit. Patents st
harve immediate acoess to ghecose ablets ot
other phicese-conining foods, Hypogly-
CETTIA Cany be treated by the patient
with omal carbohydrates. If the paten: can-
it be relied on to keep hypoghremia meat-
ment on hisher person, stafl members
should have ready access o ghucose ables
o equivalent. [n general, 15-20 g oral ghu-
Come will De stieyuale 10 T yPogyoemc
eventd. CBG and treatment shouold be re-
peaned ar 15-min imtervals undl bloed plu-
cose bevels retumn to normal {270 mgtdl).

Seall shewld have phecagon for intme
muscnlar mjection or ghecese for intmve-
nous infusiorr available 1o trean severs
hypoghcemia withous requiting tansport
of the hypoghecemic patient to an outside
tacility, Any episode of severs hypoglycemia
or Tecurment episodes of mild o moderan
hypoglyoemia require reevahaation of the
diabetes management plan by the medical
stafl In cerwain cases of unexplained or re-
current severe hypoghvoemis, it may be ap-
propriate to admit the patient 1o the medical
umit for observation and stabilization of di-
abetes management,

Cowrectbonal imstitutions should have
systems in place o identify the patens
greater risk for hypoghmemis {ie., those
on insulin or sulforylures therapy) and o
ensure the early derection and treatment
of hypoglycemia. If possible, patienis st
greater risk of severs hypogheemia (e.g.,
those witha prior episode of severe hypo-
Blycemnia) may be housed in units cloder
to the medical unit in order to miniesize
delay in trestment,

Recommindations

* Train correctional staff in the recogni-
tion, treatment, and appropriate Tefer-
ral for byrpo- and lyperghyeemia. (E)

* Train appr. e saff o adeniniater
giucagon, |

* Train staff to recognize symptoms and

signs of serious metabolic decompensa-
uion, and immediztely refer the patient
for appropriate medical care, (E}

* Instinetions should implemen a policy
requiring staff 1o notfy a physician of
all CBG results owside of a specified
range, 85 determmed by the treating
physician {e.g., <50 or >3350 mgdl.
(E)

# ldentily patients with type 1 diaberes
whe are at high risk for DEA. (E)

MEDICATION

Formularkes should provide access 1o
wsual and customary oral medications
and msuling necessary to treat disbetes
and related conditicas. While not every
brand name of insulin and oral medica-
ton needs 1 be available, individual pa-
tient care requires access to short-,
medium-, and long-acting insulins and
the varlous classes of oral medications
{e.g., moulin secretagogues, biguanides,
a-giucosidase mhibitors, and thidzo-
lidinediones) necessary for current diabe-
25 TATEEEMEnL.

Pagients at all levels of custody should
have access o medicaon ar dosing fre-
quencles thar are consistent with their
reatrment plan and medical direction. IF
feasible and consistent with security con-
cerns, patients on multiple doses of shost-
acting oral medications shoukid be placed
im a “keep on person” program. In other
siuations, patbents should be permitied
to szlf-inject insulin when consistent with
security needs. Medical department
nurses should dewermine whether pa-
tierits heve the necessary skill and respon-
sible behavier to be allowed self-
administration and the degree of
supervision necessary. When needed, this
skill should be & part of patient sducation,
Reasonable syringe control systems
should be established.

In the past, the recommendsation that
regulsr insulin be injected 20 =45 min be-
fore meals presented a significant prob-
lem when “lock downs" or other
disruprions w the normal schedule of
mieals and medications ocourmed. The wse
of multiple-dose insulin regimens using
rapid-acting analogs can decrease the dis-
ruption caused by such changes in sched-
ule. Correctional institutions should have
sysiems in place (o ensure thar rapid-
acting insulin analogs and oral agents are
given immediately before meals if this is
part of the patient’s medical plan. L
should be noted howsser that even mod-

Position Statement

e delays in meal consumprion with these
2genis can be asockited with lypoglyce-
mia, [T eonsiatent aceess 1o food withim 10
reun cannot be ensured, rapid-acting in-
sulin analogs and oral ngents are ap-
proved for administration during or
immediaiely afier meals, Should circum-
stances arise that delay patient aocess o
regular meals [ollowing medication ad-
ministration, policies and procedures
st be implemented to ensure the pa-
tient recetves lp'pmprialz nutrinsen 1o
prevent hypoglveermis,

Bosh coninueus suboutaneous ins-
lin infusion and muhiple daily insulin in-
jection therapy (consisting of three or
more mjections a day) can be effective
mears of implementing intensive disbe-
tes management with the goal of achiev-
ing near-normal levels of blood glucose
(90, While the use of these modalities may
be difbcult i correctional institutions,
every effort should be made 1o continue
eniitiple daiky insulin mjection or condm-
usts subcutanecus insulin infuskon in
people who were using this therapy be-
fore tncaresration or to insttote these
therapies a5 indicated in order 1o achizve
blood gluccse targets

It 15 essentinl that transporn of patients
from jatls ar prisons o off-siee appomt-
rrents, such as medical visits o1 cour ap-
pearances, does not cause significant
disruption n medication or meal tim
Correctional nstirudons and police lock-
ups should implemen: policies and pro-
cedures to dimingsh the risle of hypo- and
bryperghreemia by, for example. providing
carry-along meals and medication [or pa-
tients traveling 1o oll-gite appoiniments ot
changing the msulin regimen for that day.
The availability of preflled insulin *pens®
provides an alternative for off-site nsuln
delivery.

Recommendations

* Formulares should provide acces 1o
usual and cusomary ol medications
amd insulins 1o treat diabeies and re-
lated conditions, (£}

# Parents should have access 1o medica-
tion st dosing frequencies that ane con-
sigiemt with their reatment plan and
medical direction. {E)

= Correctional inssimutions and police
lock-ups should implement palicies
and procedures to diminish the risk of

- and hyperglycemia during aff-
site ravel (6., coutt appedrances), (E)
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ROUTINE SCREENING FOR
AND MANAGEMENT OF
DIABETES COMPLICATIONS
All patients with a disgnosis of diaberes
should ceceive routine screening for dia-
betes-rebaed complications, as detailed in
the ADA Suandards of Care (4], Interval
chronic disease clinics for perzons with
dinbetes provide an efficient mechanism
to menitor patkents for complicadons of
diaketes. In this way, appropriate referrals
b consulan specialists, such as optome-
trists/ophthalmologisis, nephrologists,
and cardicdogists, can be made on an as-
needed basis and interval aboratory test-
ing cam be done.

The Fllowing complications should
be considered.

* Foot care: Becommendatons [or foot
care for patients with diabetes and mo
histery of an open foot lesion are de-
seribed inthe ADA Standards of Care A
comprehensive foot examinadon is rec-
ommended anmually for all patients
with diaberes 1o identify risk Factors
predictive of wlcers and ampurations,
Persons with am insensate foot, an open
foot leston, or a history of such a lesion
should be referred for evaluation by an
appropriate licensed health profes-
sional (e.g., podiatrist or vascular sur-
geon}. Special shoes should be
proviced as recommended by licensed
health professicnals 1o ald healing of
foot lesions and o prevent develop-
et of new lesions

= Betinopaihy: Anmoal retinal examina-
ticns by @ licensed eye care prolessional
should be performmed for all patients
with dizbetes, as recommended in the
ADA Sandards of Care, Visual changes
that carmar be socounted for by acute
changes in glycemic control require
prompt evaluation by an eye care pro-
fessiomal

Mephropathy- An anmnual spot urine test
for determination of microalbumin-to-
creatinine matio should be performed.
The wee of ACE inhibitors or angioten-
sin Bleckers @ recommended
for all patients with albumirneris, Blood
pressure should be controlled to
= 120780 mmHg,

» Cardiac: People with type 2 diabetes are
at g particulsrly high risk of coronary
artery disease, Cardiovascular disease
risk Iactor management is of demon-
strated benefir in reducing this compli-
cafion in pasents with diabees. Bload

pressure shoubd be measured at every
routing dinbetes visit. In adult patients,
test for lipid disorders at least annually
and a8 needed to achieve goals with
rrearment. Lse aspirin cherapy (751462
mg/day) in all adult patients with dia-
betes and cardicvescular risk Rotors or
known mactovascular disease, Currens
natinnal standards for aduls with dia-
betes call for rearment of tipids 1o goals
of LD =100, HDL =40, rriglycerides
<150 mgdl and blood pressure to s
bevel af < 130MB0 mmHg,

MONITORING /TESTS OF
GLYCEMIA

Mondtoring of CBG 15 & srategy that al-
lows caregivers and people with diabetes
o evaluate disbetes management regi-
mens. The frequency of monitoring will
vary by pavents’ glycemic controd and di-
abetes regimens. Paclents with oype 1 di-
ahetes are at risk for hypoehremis and
should have thelr CBG moniored thres or
more tmes daily. Padenes with orpe 2 di-
abetes on insulin nesd to monitor at least
once daily and more Fequently based on
their medical plan. Patents meated with
oral agents should hawve CBG mondrored
with sufficient frequency o facilitate the
goals of glycemic contral, assuming that
there &5 a program [or medical review of
these daa on en ongeing basis o dove
changes in medications. Patients whose
diabetes is poorly controlled or whose
therapy is changing should have more fre-
quent monitoring. Unexplaimed hyper-
ghycemia in a patient with type | diabetes
may suggest impending DREA, and moni-
toring of ketones should therefore be

mved

Ghyeated hemoglobin (ALC) is.a mea-
sure of long-term [2- 1o 3-month) glyce-
mie conteol. Perfloem the ALC tes2 at leas
W dImes & year in patents who are meet-
ing irearment goals (and who have stable
ghecemic control) and quartetly in pa-
tiesus whose therapy has changed or whe
are nol meetng ghroemic goals.

DHscrepancies beoween CHG monitor-
ing results and A1C may indicate 2 hemo-
glebinepathy, hemaolysis, or need [or
evaluadon of CBG monitoring wechnique
and equipment or initation of more fre-
quent CBG monitoring 1o identify when

yoemic excuriions are ooourning and
which facet of the diabetes regimen is
changmng,

In the cormectional sewing, policies
and procedures need 1o be developed and

implemented regarding CBOG monitoring
that sddress the following.

* |nfection caontral

» Bducation of saff and pariems

* Proper choice of merer

* Disposal of testing lances

* OQuality control programs

* Access o health services

# Skze of the blood sample

* Patiene performance skills

# Documentation and mterpretation of
test resuls

= Avallabilicy of test resulis for the health

care provider {10}

Becommendations

* In the correctional sening, policies and
procedures need 1o be loped and
implemented 1o enable CBG monitor-
ing Lo occur &t the Fequency necessi-
taved by the individual patient's
ghvremic comitrnl anird diabetes regimen,
(E)

= A1C should be checked every 3-0
maoniths, (E

SELF-MANAGEMENT
EDUCATION
Self-management education & the comer-
stone of reatment for all people with di-
abetes. The health s:alf must advocare for
patients 1o parucipate i seli-manage-
mens &5 much as possible, Individuals
with disbetes who leamn self-management
sldlls and make lifesryle changes can more
elfectively manage their diabetes and
wepid or delay complications assoctated
with disberes. In the development of a
diabetes self-management education pro-
praen in the correctional environment, te
unique circumstances of the patient
should be considered while sull provid-
ing, 1o the greatest extent possible, the
elemenis of the *Navomal Standards for
Diabetes Self-Management Education®
(11). A staged approach may be used de-
ing an the needs assessment and the
length of incarcerasion. Table 2 seis out
the major components of disbeses self-
mamagement sducation. Surdval shkills
should be addressed as s0om as possible;
other aspects of educaton may be pro-
vided as part of an ongoing sducatien
progam. i
Ideally, self-rranage ment educarion is
coordinated by a certified diabetes educs-
tor whao warlks with the [acility 1o develop
polices, procedures, and prowocols o en-
sure that nationally recognized education
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Table I—Maujor comporents of diabetes self-mamagement educacion

survival skills Drlly managernenl issues
* Hypo-‘hyperglycemia * Distase process
= Sick day managemeni = Murritions] mansgemen
* Medication = Physical activity
= Monnoring = Mediabens
* Fpot care = Monitoring
= Acule complications
= Risk mductdon
* Gaoal sesomgfproblem solving
* Popchesacial adjustment
* Preconception care/pregnancy/gestaiional dishetes
TR DL

paidelines are implemented. The edweca-
wr i also able o identify patients who
need diabetes sell-management educa-
tion, including an assessment of the pa-
tienis' medical, social, and diabetes
histories; diabetes knowledpe, shills, amd
behaviors, and readiness to change,

STAFF EDUCATION

Folicies and procedures should be imple-
mented to ensure that the healih cone saff
has rdequate knowledge and skills w di-
rect the management and educaton of
persons with dishetes. The health care
staff needs to be involved n the develop-
ment of the correctional officers’ waining
program, The staff education program
should be at a lay level. Training should
be effered ar least biannually, and the cur-
riculum should cover the following.

= What = diaberes

# Signs and symploms of diaberes

#* Hisk fetors

= Signe and sympromes of, and &
response i, hypo- and hyperglyoermnia

* Glucess menitoring

# Medications

* Exercize

* Mutrition Esues including timing of
enieals and soceds i snochks

Recommen dations
# Include diabetes in correctional staff
educatlon programs, (E}

ALCOHOL AND DRUGS

Fatients with disketes who are withdraw-
ing from drugs and alechel need special
consideration. This issue particularly af-
fects mitial police costody and jails. At an
intake [acilivy, proper inisial idenification
and assessrment of thess patients are crit-
ical. The presence of diabees may com-
plicate detootification. Patents in need of

eovmplicated detoxification should be re-
ferred 10 & facility equipped to deal with
high-risk detcecificarion. Patients with di-
abetes should be educated m the risks m-
volved with smoking, All inmates should
be advised not to smoke. Assistance R
smoking cessaton should be provided as
practical.

TRANSFER AND

DISCHARGE

Patients in jails may be housed for a short
period of e belore being rransferred or
refeased, and it 5 mot unwsual for patients
in prisen to be transferred within the sys-
tem several times during their incarcera-
dorn. One of the many challenges that
heealth care providers face working in the
cotrectional system 15 how to best collect
and communicate imporiant health care
information in & timely manner when &
patient is in inital police custody, is jailed
short term, or is transferred from facilicy
w ey, The imponance of this com-
munication becomes critical when the
patient has a chronic illnsss such as
diabezes.

Transferring & patient with disbetes
from one comrectional Geility to another
Tequires a coordinared effor. To [aciliare
& thorough review of medical informadion
and completion of 8 transfer summary, it
i critical for custady personnel to provide
raedical suafl with sulficlert notce before
micvement of the pament

Before the transfer, the health care
stafl should review the patient's medical
record and complets a medical wansfer
summary thar includes the patient's our-
renit hieaith care issues. At a minmum, the
summary should inchede the ollowing,

* The patient’s current medication
schedule and dosages

Position Statement

# The dare and time of the last medication
admimismation

* Any recent monitoring resubis (eg.,
CBGand ALC)

= Oher Bscoes that {ndicare 8 need for
immrediate EATMENT OF HATEEEITENE A0
the recriving Eacilicy {tﬁ; TECETIE £pi-
sodes of hypogheemia, history of se-
vere hypoghwemia or frequent DEA,
concurrent {lnesses, presence of diabe-
tes comphicarions)

* Information on scheduled treatment/
appointments if the receiving Beility is
mﬁ;_m for ranspoing the parient

ap

* Name and telephone/foc number of a
contact person ot the transferring facil-
ey who can provide addicenal infor-
mation, if needed

The medical transfer summary,
which acts a5 & quick medical reference
foir the receiving Facilicy, shoald be rans-
ferred alon wﬁﬂ1 the patient. To supple-
ment the How of mlarmatkon and o
increase the probability that medications
are correctly identified at the receiving in-
stirution, sending natbusons are encour-
aged o provide each patient with a
medication card to be carried by the pa-
tient thit contains information concern-
ing diagnoses, medication names,
docages, and [requency. DHabetes sup-
plies, including diabetes medication,
should accompany the patient.

The sending facility must be mindful
of the tranisher tme in order to provide the
patient with medication and food if
needed. The wansfer summary or medical
record should be reviewed by a health
care provider upon arrival at the recetiing
msEmnon

Plamning for patients’ discharge from
prisons should include instruction in the
long-term complicarions of diabetes, the
necessary lifestyle changes and examina-
tiong requined to prevent these complica-
tions, and, i possible, where pauents may
obuain regular follow-up medical care. A
quarterly meeting to educaw patients
with uproming discharges about commu-
nity resources can be valuable, Invidng
community agencies vo speak ar these
meetings andfor provide written materi-
als can help strengthen the community
link for patents discharging frem correc-
tiznal Gcilives.,

Diischarge planning for the patients
with diabetes should begin 1 month be-
fore discharge. During this dme, applica-

mmml?,&m!.fﬁwamm
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tiom for appropriate entitlements should
be initdated. Anmy gaps in the patient's
knowledge of diabetes care need o be
identified and addressed. It is helphal i
the patisnt is given a directory or bist of
cormumunity resourcss and U an appoini-
raenl for follew-up care with a commu-
nicy provider is made. A supply of
miedication adequate oo lasc uneil che frst
postrelease medical appointment should
be provided 1o the patient upon release.
The t sheuld be with &
U.rliuenmsnmmm}r of hbhpfmm: heath
care isues, including medications and
doges, recent ALC values, ez,

= Forall intertrezimdenal ransiers, com-
plete & medical wansber summary w be
transferred with the patent. (E)

# Dipbetes supplies and medication
should accompany the patient during
transier. (E)

# Begin discharge planning with ade-
guate lead rime 1o msure conunuity of
care and facilicae enoy into comm-
ity diabetes care, (E}

SHARING OF MEDICAL
INFORMATION AND
RECORDS

Practical considerations may prohibit ob-
taining medical records from providers
who weated the patient before arvest. In-
ke [bcilides should implement policies
that 1} define the circumstances under
which prior medical records are obained
ie.g., for patients who have an extensive
histary of rrearment for complications); 2)
idenitify personis) responsible for contmet-
ing the prior provider; and 3) establish
procedures for wracking requesis.

Facillries that use cutside medical
providers should implement policies and
procedures for ensuring that key informa-
ten (eg., s resuls, disgnoses, phoysi-
cians' orders, appointment daces) is
received from the provider and mcorpo-
rated into the patient’s medical chart after
each outside appointment, The proce-
dure should mchide, st a minimum, a
mieans i highlight when key nformation
has not been received and designation ol a
ptmnmpmﬂhlthrmundq&mm-

for this mformation.

All medical charts should contain
CBG test results in a specified, readily ac-
ceagible section and should be reviewed
on a regular basis.

CHILDREN AND
ADOLESCENTS WITH
DIABETES
Children and adelescents with dishetes
present special problems in diseace man-
agernent, even outside the serting of a cor-
rectional institarion. Children and
adolescents with disbetes should have
imitial and followa-up care with physicians
whe are experisnced in thelr care. Con-
finerment increases the difficulry in man-
mn; diabetes in children and
lescenits, as i does in adulis with dia-
betes, Correctional authorities also have
differen legal obligarions for children and
adolescents.

Mutrition and activity

Growing children and adolescents have
greater caloric/muiritional needs than
adults, The provision of an adequate
amount of calories and nurlens for ade-
lescents s critleal 1o mainiaining goodd
nutritional status, Physical actpcy should
be provided at the same dme each day. I
increased physical sctivity oocurs. addi-
tiomal CBG monitoring is necessary and
additional carbohydrate snacks may be
required,

Medical management and follow-up
Children snd adolescenis who are incarces-
ated for extended shieald beve fol-
lowe-up viglts an least every 3 mondhs with
mdividuals who are experienced m the care
of children and adalescenis with didbetes.
Thyrodd umction e and Beong lpid and
mitcrcalbumin measurements should be
performed according to recognized stan-
dards for children and adolescents (12} in
order to monitor for sutoimemume thyroid
disease and complications and comorbidi-
s of diabetes,

Children and adolescents with diabe-
tes exhibiting umusual belavior should
Teave their CBG checleed ar thar dme. Be-
canse children and adolescents are re-
pored o have higher rates of nocturnal
hypoghrosmia [13), consideration should
be given regarding the wse of episodic
cvernight blood glocose monitoring in
these patients. In partdoular, this should
be considered in children and adelescents
who have recently had their overnight in-
sulin dose changed.

PREGMNANCY

cy in & wornan with diabeoes is by
defirition & high-risk pregnancy. Every
effort should be made o engure that ireat-

ment of the pragnant woman with disbe-
tes meets accepted standards (14,15). It
should be noted thar ghycemic stamdards
are more sringent, the details of dietary
AN are more complex and ex-
acting, insulin is the only antidiabetic
agent approved for wse in pregnancy, and
& number of medications used in the man-
agement of diabetie comorbidities are
known to be reratogenic and must be dis-
continued in the sewing of pregnancy.

SUMMARY AND KEY
POINTS
Peopls with dinbetes should receive care
that meets marlonal swndards. Being in-
carcerated does not change these stan-
dards. Patients muast have access o
medication and nutrition peeded wo man-
age their disease. In patients who do not
meet treamment wrgets, medicl and be-
havioral plans should be adjusied by
health care professicmals in collaboration
with the prison staff. I & critical for cor-
rectional institwtions to identily particu-
larty high-risk patiems in need of more
intenabve evaluation and therepy, inchid-
g Pregnant women, padents with ad-
vanced complications, a history of
repented severe hypoglycemia, or recur-
rent DVRCAL

A comprehensive, maltidisciplinary
approach o the care of people with dia-
betes can be an effective mechanism to
improve overall health and delay or pre-
went the acute and chronic complicatons
of this dissase,
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