








VisITOR/VOLUNTEER/CONTRACTOR COVID-19 SCREENING TOOL

1. Haveyou.......

a. Traveled from or through, any of the following locations identified by the
"IYes I No CDC as increasing epidemiologic risk for COVID-19 within the last 14
days?

China, Iran, South Korea, Italy, Japan

"I1Yes [INo b. Had close contact with anyone diagnosed with the COVID-19 illness
within the last 14 days?

2. Do you currently have a ............

1Yes [ 1 No a. Fever or Chills

OYes[INo b. Cough

[1Yes || No c. Shortness of Breath

3. Perform a temperaturecheck __ °F

*Staff see instruction sheet for screening form.

Purpose of Visit (Circle one):
Attorney-legal / Contractor / Volunteer

Social (visiting an inmate) — Inmate name/reg. number
Other -

Visitor Name (Last, First):

Date:

Institution:
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VisITOR/VOLUNTEER/CONTRACTOR COVID-19 SCREENING TOOL

Instructions for staff:

The BOP staff member will provide the COVID-19 Screening Tool to all persons entering the
lobby (visitors, volunteers, contractors, legal visits, etc.), ask each person to complete
qguestions 1. a-b and 2. a-c. A qualified health care staff member will complete the
temperature check.

If answers to all the questions are No, and there are no obvious signs of respiratory infection,
e.g. frequent coughing, and temperature is < 100.4°F, follow usual procedures.

Social visitors: If answers to any of the questions are YES, or if the person has a temperature >
100.4°F (oral), or if the person has obvious signs of a respiratory illness, ask social visitors to
wait in a separate area (6 feet from others or outside), and contact the Operations Lieutenant
and/or Institution Duty Officer (IDO), for further direction to the visitor(s). The IDO or
Operations Lieutenant should deny visitation and not allow entry into the institution.

Attorney/Contractor/Volunteer: If answers to any of the questions are YES, or if the person
has a temperature > 100.4°F (oral), or if the person has obvious signs of a respiratory illness,
they should not be allowed entry to the institution.

In the case of an attorney / legal visitor who answers yes to any of the questions, decisions
may be made on a case-by-case basis with approval at the local level and confidential legal
calls will be allowed.
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BOP Guidance for
Prioritizing Outside Medical and Dental Trips
During the COVID-19 Pandemic

March 20, 2020

The Coronavirus Disease 2019 (COVID-19) continues to have
significant implications in the BOP. Precautiocnary and pro-
active measures instituted to minimize the risk of infection
occurring or spreading within the BOP have required multiple
adjustments throughout the agency. Furthermore, it is
anticipated that these effects are likely to continue to pose
challenges to the daily operations for an extended period of
time. An important area of consideration is the medical and
dental trips that are typically required on a dailly basis
throughout institutions nationwide. These trips pose a potential
point of higher risk of exposure of staff and inmates to the
COVID-19 illness at local hospitals and health centers. They may
also require significant staffing resources, particularly for
escorts, at a time when staffing levels may be low as a result
of COVID-19. In addition, local hospitals and clinics may be
limiting their own operating hours and procedures making it
difficult to access these community health resources. Finally,
the President of the United States declared the cocronavirus
pandemic as a national emergency on March 13, 2020. This
declaration encourages hospitals to free up resources for
emergent care needed for those suffering from COVID-19.

The decision to postpone or reschedule medical care in the
community 1s considered an important and necessary step in
responding to this national emergency and is not made lightly.
It 1s affected by several variables including the category and
urgency of the care, the safety and health of inmates and staff,
and good clinical judgment.

e Care for acute, emergent, or urgent conditions is medically
necessary and should not be postponed or rescheduled.

o Medical examples include but are not limited to
myocardial infarction, hemorrhage, stroke, severe trauma,
etc.

o Dental examples include but are not limited to
uncontrolled bleeding, cellulitis/swelling that
potentially compromises the airway, trauma involving
major facial bones, complications after oral surgery,
significant pathology, etc.




¢ Non-emergent but medically necessary care is prioritized in
part by the risk of deterioration, the likelihood of
successful repair at a later time, and significant pain that
impairs activities of daily living. The following time frames
are suggested based on the severity of the condition and the
urgency of the intervention.

o Higher priority: schedule / re-schedule within 30 days
e.g. scheduled blood transfusion or IV infusions,
unresolved pericoronitis

o Intermediate priority: Schedule / re-schedule within 30-
90 days e.g. routine pacemaker check, cancer surveillance
imaging, tooth impactions with intermittent pain

o Low Priority: re-schedule within 90-180 days e.g. routine
scheduled follow up with specialty clinic, necessary
dental procedures outside the scope of a provider’s skill

e Routine, elective, or medically acceptable medical care may be
postponed for three to six months on a case-by-case basis, or
re-scheduled as reasonably available e.g. elective orthopedic
evaluation and testing.

The Clinical Director or designee should convene the Utilization
Review Committee as outlined in Patient Care PS 6031.04. Certain
institutions may require involvement of Regional resources. In
the context of the current situation, the purpose of the group
is to:

e review the available resources of the institution for trips
(scheduled and unscheduled)

e review historical trends of daily trips to estimate and plan
for the number of unscheduled, emergent trips

¢ perform an initial review of upcoming scheduled medical trips.
The initial focus should be on the trips already scheduled for
the next thirty days, but also keeping in mind that operations
are likely to be affected for a longer period

e perform reviews of scheduled medical trips on a regular basis
as needs and available resources are likely to continue to
change. If the period of affected operations is protracted and
goes beyond the initial thirty days, trip scheduling
challenges are likely to be compounded.



¢ re-schedule planned medical trips as much as reasonably
possible to minimize staff and patient exposure to community
healthcare settings, to accommodate potential staff resource
limitations and to avoid over-burdening local resources with
elective visits.

e Evaluate new medical consultation requests in light of the
above timeframe guidelines when inputting Target Dates

Institutions should reach out to their local medical resources
and comprehensive contract liaisons to maintain good lines of
communication as the situation is likely to affect both sides.
Areas where 1issues are likely to arise and may be important to
discuss include local capacity and resources, impact of
cancelling and re-scheduling of appointments, risk management,
staff and patient exposure, etc. Consideration of alternative
strategies for providing health care, such as telemedicine, are
recommended.

Health care staff at all institutions are asked to accomplish
this review in as timely a manner as possible in ocrder to
prepare for and devote resources to this looming crisis which is
expected to become more widespread and produce greater
disruptions in the coming weeks and months.

For very similar reasons, transfers for routine or elective
medical care will be curtailed or canceled for three to six
months. The Chief of Health Programs will be reviewing all
previously-approved and new transfer requests to determine which
can be reasonably postponed. Institutions are encouraged to
track any transfers that are canceled or denied / deferred due
to the COVID-19 pandemic and to resubmit them once the national
emergency has abated.

If you need further guidance, please contact your respective
Regional Medical Director or Dr. Berhan Yeh, Chief of Health
Programs. Their contact information is available on the Health
Services Division Sallyport page.


















Updated March 21, 2020

If staff are cleaning in the quarantine room it can be combined with care to minimize entry into
room.

After room is cleared, clean and disinfect as per above with appropriate PPE, gloves, gown and
additional PPE as needed instructed by manufacturer or based on splash potential (eye
protection and surgical mask).

If person(s) in quarantine room became symptomatic, consider waiting 24 hours to clean if
possible.

After individual(s) leave isolation in AIIR, wait two hours to complete terminal cleaning.

After individual(s) leave isolation room, not in AlIR, wait 24 hours if possible before cleaning and
disinfecting room.

Laundry

Laundry from a COVID-19 cases will be bagged out of isolation room in a linen bag labeled for
laundry to handle with special precautions.

Laundry can be washed in the central laundry with other laundry.

Individuals handling laundry from COVID-19 cases should wear disposable gloves, discard after
each use, and clean their hands after removing gloves.

Do not shake dirty laundry. This will minimize the possibility of dispersing virus through the air.
Launder items as appropriate in accordance with the manufacturer’s instructions. If possible,
launder items using the warmest appropriate water setting for the items and dry items
completely.

Clean and disinfect clothes hampers according to guidance above for surfaces. If permissible,
consider using a bag liner that is either disposable or can be laundered.






e Contact with other professionals such as psychiatrists or chaplains;

e Suicide risk assessment;

e Continuation of any token economies or incentive plans the inmate was
participating in;

e Specific interventions to address stress, boredom, anxiety, or mental illness; or

e Additional access to a telephone to connect with family.

6) The Chief Psychologist, or designee, will ensure the inmate’s mental health needs are
monitored and attended to for as long as necessary. This will include following up on
recommendations and may include a treatment plan.



COVID19 Infectious Disease PPE, Medical, and Cleaning Supplies

Purchasing Guidance
March 22, 2020

For all medical and surgical supply needs, please continue to place orders through the
mandatory source vendor, Medline.

Anytime orders cannot be filled by the mandatory source, the vendor will provide notification
to the institution. Once notification has been received from the mandatory source that an order
cannot be filled, procurement staff should follow established procurement regulation to find
supplies appropriately. Central Office continues to pursue alternate supply chains in the event
they are needed. Any requests infectious disease PPE, Medical, and cleaning supplies requests
should go through Regional EOC to CO EOC, and only AFTER attempts to order through the
normal supply chains are exhausted.

A project code for COVID-19 purchases has been established.

Any requests for use of the assigned project code associated with COVID-19 cases should

be sent through the Emergency Operations Center for review and final determination by the
appropriate Incident Command System Section. Once the information has been reviewed and
approved by the appropriate Incident Command System Section, the approval information will
be forwarded to the Budget Execution Branch.

The Budget Execution Branch will forward the approval information for COVID-19, along with
an expense tracking sheet to the approved Regional Office.

The Regional Office will be responsible for sending the expense tracking sheet information to
the institution. The expense tracking sheet must be submitted back to the Budget Execution
Branch no later than 30 days after the event ends.












FAQ Electrostatic Foggers for Disinfectant

Q. Does the CDC recommend using electrostatic foggers to disinfect surfaces?

A. The CDC does not support disinfectant fogging in both the Guidelines for Environmental
Infection Control in Health Care Facilities and the Guideline for Disinfection and
Sterilization in Healthcare Facilities.

Q. Can any manufacturer’s equipment spray any brand of disinfectant?

Although some equipment can spray several types of disinfectants, some
manufacturer’s state their equipment has only been tested to use their disinfectants so
current supplies of disinfectant in institution may not be able to be used in certain

sprayer.
Q. Do electrostatic sprayers still require the use of conventional cleaning methods?
A. Yes, disinfectant does not clean. Surfaces must still be cleaned using conventional

detergents prior to disinfecting.

Q. Do Electrostatic Foggers remove the requirement to keep surfaces wet for 10
minutes?

A. No, surfaces must remain wet for at least 10 minutes in accordance with product
manufacturers.

Q. Are Electrostatic Foggers available for purchase at this time?

According to manufacturers, electrostatic foggers are currently out of stock and may not
be back in stock until June at the earliest.
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Frequently Asked Questions Regarding the Use of Existing Thermal Foggers Used in the Bureau

1. What type of Thermal chemical fogger does the Bureau currently use?

The Bureau uses a high output gasoline powered thermal fogger (London) designed for outdoor
use only.

2. Can gasoline powered foggers be used indoors?

No. Gasoline powered foggers produce carbon monoxide that can build up in the immediate
area and would create a respiratory hazard to anyone in the area.

3. Are the London foggers the Bureau currently has designed to be used for disinfecting
applications?

No. The London foggers the Bureau has are designed to be used with oil based insecticide
formulation applications only.

4. Are thermal foggers designed to be used for disinfecting applications?
Although there are thermal foggers in the market designed to be used indoors and for

disinfecting applications, the foggers currently used by the Bureau does not contain this type of
technology.

3/27/2020



Use of Alcohol Based Hand Sanitizer

The CDC recommends regular hand washing to help combat the spread of the coronavirus.

If soap and water are not readily available, the use of a hand sanitizer that contains at least 60%
alcohol is recommended.

Control of Alcohol Based Hand Sanitizer

Alcohol Based Hand Sanitizer is flammable and must be used and stored correctly!

Storage of Alcohol Based Hand Sanitizer (Unopened Containers Not in Use) - Must be
stored in accordance with institution policy on the storage of hazardous products (Secured,
Bin Cards, etc.).

Alcohol Based Hand Sanitizer (In Use - Wall Mounted Dispensers, Bottles, etc.):

e Wall mounted dispensers in corridors and common areas may contain up to 1.2 liters
(0.32 gallons) of hand sanitizer

e Wall mounted dispensers in staff offices and work rooms may contain up to 2.0 liters
(0.53 gallons) of hand sanitizer

e Wall mounted dispensers must be installed away from ignition sources (outlets,
thermostats, appliances, etc.)

e Individual bottles (no more than 2 ounces) of alcohol based hand sanitizer may be
issued to staff to keep on their person

Inmates may not store alcohol based hand sanitizer in their cells.

Note: Please contact the Occupational Safety & Health Branch or consult NFC Life
Safety Code (NFPA 101) for additional information on the placement of wall mounted
dispensers.
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BOP GUIDANCE FOR COVID-19 SCREENING OF INMATES
March 30, 2020

SCREENING OF INMATES FOR COVID-19 IS INDICATED FOR

o All new inmate arrivals at any BOP facility (Intake
Screening) .

All inmates leaving a BOP facility
As part of a contact investigation of a COVID-19 case

SCREENING OF INMATES FOR COVID-19 INCLUDES

o A symptom screen (overt symptoms of cough or shortness of
breath) and

0o A temperature check

ALL NEW INMATE ARRIVALS AT AN INSTITUTION WILL BE SCREENED FOR
COVID-19.

o This includes all new intakes, detainees and commitments,
writ returns, parole violators, bureau intrasystem
transfers, etc.., regardless of their mode of arrival -
voluntary surrender, USMS / JPATS, ICE, BOP, etc.. Inmates
returning from routine day trips ordinarily do not need
to be screened upon return to the facility.

o Staff who are conducting the screening will wear PPE
including gown (if in close or direct contact), gloves,
surgical mask, and face shield/eye protection, in
accordance with CDC guidance.

o COVID-19 screening is recommended early in the intake
screening process, preferably before entering the
building, if possible.

o Inmates with a temperature 2 100.4°F or overt respiratory
symptoms are placed in isolation. Refer to the BOP
Isolation Checklist.

o Inmates with a temperature < 100.4°F and no overt
respiratory symptoms are placed in quarantine if they
have been in the BOP 14 days or less, or have mixed with
non-BOP inmate populations en route. Refer to the BOP
Quarantine Checklist.

o Documentation of the COVID-19 symptom screen and
temperature check will be recorded in the comments
sections of the BEMR Intake Screening, along with
disposition to either quarantine or isolation.
Temperature is also recorded in the flow sheet.



ALL INMATES LEAVING A BOP FACILITY WILL BE SCREENED FOR COVID-

19.

(@]

In some emergency response situations this screening may
be impractical.

Wearing PPE may not be necessary in this setting if the
inmate has been living in general population, there is no
COVID in the population and there will be no close or
direct contact.

Inmates with a temperature 2 100.4°F or overt respiratory
symptoms are placed in isolation. Refer to the BOP
Isolation Checklist.

Documentation of a negative COVID-19 symptom screen,
temperature check, and if the inmate was placed in
isclation will be recorded in the comments section of the
BEMR exit summary. Temperature will also be recorded in
the flow sheet.

ALL INMATES IDENTIFIED AS A CLOSE CONTACT OF A PERSON WITH
COVID-19 WILL BE PLACED IN QUARANTINE AND SCREENED FOR COVID-

19.

o Inmates with a temperature 2 100.4°F or overt respiratory

symptoms are placed in isolation. Refer to the BOP
Isolation Checklist.

Documentation of the symptom screen, temperature check,
and disposition to gquarantine or isolation will be
recorded in BEMR in the temperature flow sheet, with the
symptom screen and disposition recorded in the comments
field.
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VEHICLE TRANSPORT OF INMATES
SAFETY CHECK FOR COVID-19

The purpose of the following guidance is to prepare the transport of an inmate with signs and
symptoms of respiratory illness.

Vehicle Set-up prior to transport:

Place vehicle indoor fan on Fresh and NOT Re-circulation mode

Set fan to High

Driver side-Window should be rolled down to the furthest extent possible

Rear/side windows on both sides of the vehicle should be propped opened

When the vehicle being used is a Bus: Open the hatch on the ceiling of the vehicle
Place portable fan on the front dash of vehicle, in-front of the driver and have it on its
highest setting during the trip

A RN N NA

Inmate Activity prior to Boarding the Vehicle:
» The Inmate is given a direct order to:
1. Place Surgical Mask on face and then,

2. Perform Hand Hygiene

Inmate Boarding the Vehicle:
» Bus:
o Place inmates 6 ft apart (fill every other seat) and stagger seating when possible
o Fill bus starting from the back to maximize distance from driver to the first inmate

Driver PPE

Correctional staff wears N-95 or face mask (N-95 not available)

Wear eye protection, gloves and gown while in direct contact with inmate securing
restraints and loading into vehicle

Remove gloves and gown and perform hand hygiene prior to entering cab of vehicle
Officer in contact with inmate(s) puts on new gown and gloves before unloading inmates
from vehicle

YV

Y Y

After the End of Transport:
» Air-out the vehicle for 1 hour
» Clean/Sanitize the vehicle using PPE: gloves, gown, facial mask and eye protection

o Clean and disinfect the vehicle utilizing a hospital grade disinfectant (EPA
Schedule N)

April 2, 2020



RECOMMENDED CLEANING SCHEDULE

TASKS Cleaning Disinfect
Windows / Ledges Clean Daily Disinfectant daily
Toilets / Sinks Clean Daily Disinfect daily

Empty three times daily, or as

Trash Receptacles needed Disinfect daily
Clean daily.
Floors, Stair and other Walking . : ¢ Ty
Surfaces Sweep and damp mop daily Disinfect daily
Telephone Booths Cleamuluple tines daily with Disinfect after each use
damp rag.
Microwave Ovens Clean monthly with damp rag. Disinfect daily
Drink Fountains Wipe down multiple times daily Disinfect after each use
Door / Door Jams Clean multiple times daily Disinfect after each use
Mop Sinks Rinse and clean after every use. Disinfect after each use
Mop Buckets Empty and rinse after every use. Disinfect after each use
Wet Mop Heads Replace after each use Launder daily
Dust Mop Heads Replace after each use Launder daily

Furnishings Wipe down as needed. Disinfect as needed




STRATEGY FOR CLEANING AND DISINFECTION

Develop a local daily cleaning schedule utilizing your
housekeeping plan to clean all areas of the institution
Identify inmates who are already trained to clean and disinfect all
areas of the institution daily

o Assign the same inmate(s) to the same locations to clean &

disinfect daily

Once the cleaning process is complete, inmates, equipped with
PPE, should spray disinfectant on all hard surface areas with
chemical backpack sprayers if available. If backpack sprayers are
not available, utilize additional inmates and hand held spray
bottles to complete this task. Remember to adhere to the wetting
time indicated by the disinfectant manufacturer. This process can
be completed as needed or as scheduled.
Institute a continuous cleaning/disinfection schedule for all high
traffic/touch areas such as doors, door handles, and lights, as well
as telephone and computer use areas.









Attachment 2:
Triage of Certain Medical and Mental Health Conditions During COVID-19 Disruptions

EXAMPLES OF CONDITIONS THAT WILL BE SEEN FOR EMERGENCY/URGENT CARE SAME DAY VISIT:
MEDICAL MEDICAL (cont’d)
e Acute Chest Pain ¢ New onset peripheral edema or orthopnea
e Acute Abdomen: Severe, rebound ¢ Male inmates with UTls
tenderness, absent bowel sounds, or e Rash- any intensely pruritic or vesicular rash; a rash
localized to RLQ consistent with Scabies, Varicella, Small Pox,
e Unstable Diabetes (BS<60, or >350 and Herpes Zoster, or otherwise unexplained
symptomatic) + New onset of incapacitating pain Altered Mental
e Asthma/ significant dyspnea atatus
e Acute ophthalmology disturbance e HIV+ inmate with fever, headache, mental status
(foreign body sensation, a sudden changes of loss of vision.
change in vision)
e Hemoptysis or night sweats MENTALHEASTH
5 Seiirel Syncope e Thoughts of self-harm
e Thoughts of harm towards others
e Stroke/ TIA symptoms g
o 39ard degree burns e New onset hallurjmanons
e New onset delusions
e High temp (>101), sepsis e New onset anxiety attacks
e Acute musculoskeletal injuries (limb e Manic symptoms
immobility, open fracture; any injury e Severe depression
requiring completion of an injury e Drug or alcohol withdrawal
assessment form) ¢ New onset severe medication side effects
e Severe acute headache
® Hematemesis DENTAL
e Melena or hematochezia (acute of e Visible, acute/severe swelling
unknown origin) e Acute infection
e Severe hypertension ( SBP >170, e Jaw fracture (suspected)
DBP>110, or symptomatic) e Socket hemorrhaging
e Intractable nausea/vomiting/diarrhea e Severe, intractable pain
e Development of gangrene/open diabetic e Broken tooth with exposed nerve(bleeding
ulcer/ significant cellulitis, and open from center)
draining wounds
e Eye injuries: Foreign Object (Penetrating
and Non-penetrating), corneal abrasion,
blurred vision, pain
e Testicular Pain (r/o torsion)
e Acute uterine bleeding (Hct drops 6%
within 4 hrs)
EXAMPLES OF CONDITIONS WHICH WILL BE SEEN WITHIN 24 TO 48 HOURS
MEDICAL MENTAL HEALTH
e Asthma, no acute distress e Moderate Depression
e Acute infections w/symptoms (fever, e Hypomania
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cough)

Earache — suspected infections
Medication renewals for chronic
conditions such as angina, diabetes,
HTN, TB, psychotropics

e Recurrence of anxiety symptoms/attacks
e Chronic psychotic symptoms
e New, mild to moderate medication side effects

DENTAL
e Lumps or tumors
e Broken tooth
Lost fillings
Root tips
¢ Dental pain (controlled by OTC meds)
e  Mild gum swelling

CONDITIONS REQUIRING

EVALUATION WITHIN 72 HOURS

e & & @

MEDICAL

Cough

Sore throat/URI without temp
Constipation (unrelieved by OTC meds)
Headache — Chronic

Skin rash with s/s of itch, pain, spreading

MENTAL HEALTH
e Mild depression
e Chronic anxiety under treatment

DENTAL
e Loose teeth
e Root tips

CONDITIONS REQUIRING

EVALUATION WITHIN ONE WEEK

MEDICAL

Tuberculosis
prophylaxis/evaluation/clearance
Chronic rash, blisters, calluses, corns,
jock itch, athlete’s foot
Hemorrhoids

Gastritis (without
nausea/vomiting/diarrhea)

Eye problems other than described
above

All other medication refills
Convalescence and or Duty Status
inquiries

MENTAL HEALTH
e Chronic medication side effects

DENTAL
e Nonsymptomatic complaints
e Broken plates
e Lost fillings, asymptomatic
e Open cavities with no pain

CONDITIONS REQUIRING E

VALUATION WITHIN TWO WEEKS

MEDICAL

Musculoskeletal pain, chronic, no recent
injury

Back pain - chronic

Allergies - chronic

DENTAL
e Sensitivity to cold/sweets
e Bleeding gums
¢ Administrative problems
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Guidance for
Staff Returning from TDY for COVID-19

» Guidance for staff whose primary duty station is not an institution (i.e. Regional Office/Central
Office/Grand Prairie /Staff Training Academy/Management and Specialty Training Center):
v' 1If telework ready, staff should perform their duties at home while keeping social distancing
from other individuals at their domicile.

v" 1If not-telework ready, staff should resume their duty status prior to the TDY assignment and
follow the instructions for staff returning to work at an institution below.

v" Staff should monitor their health status through temperature checks and development of
symptoms such as coughing and shortness of breath. If the staff member continues to be
asymptomatic at the end of this period, they can return to work.

-

» Guidance for staff returning back to work at their primary institution after TDY:

v' Staff should return to work, whether or not there are COVID-19 cases at their primary
institution, based on the Centers for Disease Control and Prevention (CDC) guidance for
"Personnel in Critical infrastructure Positions,” dated March 22, 2020, and Department of
Homeland Security, Cybersecurity & Infrastructure Security Agency dated March 28, 2020.

o If the staff member becomes symptomatic at any time, they:
= Should not report to work
= Should give notice to their Supervisor
= Alert the Local Health Department or their personal Healthcare provider

v" All staff reporting to work at an institution will be screened for COVID-like illness and a
temperature check at the beginning of their shift.

v" They should monitor their health status through temperature checks and development of
symptoms such as coughing and shortness of breath twice daily.

o If the staff member becomes symptomatic, they:
=  Should not report to work
= Should give notice to their Supervisor
= Alert the Local Health Department or their personal Healthcare provider

» Procedures to follow for a staff who:
o Has been identified as a prolonged close contact of a COVID-19 positive case, and
o Did not have the appropriate Personal Protective Equipment (PPE) or had a breach in PPE:
v If the staff member is asymptomatic, then the CEO has a choice, based on staffing cadre that
1s available to be at the institution, to:
1. Leave individual on home quarantine for 14 days OR
2. Return Individual to work and the following direction for staff:
= Return to work for their regular shift
» Required to wear a facemask while working for 14 days following the last exposure
when they are required to interact with individuals within 6 feet,






BOP Guidance for
Prioritizing Dental Treatment
During the COVID-19 Pandemic

April 10, 2020

During the outbreak period of Coronavirus Disease 20192 (COVID-
19), the Centers for Disease Control and Prevention (CDC) and
the American Dental Association (ADA) recommend that routine and
non-emergent dental care be postponed, if clinically
appropriate.

Centers for Disease Control and Prevention (CDC) released
“Interim Infection Prevention and Control Guidance for Dental
Settings During the COVID-19 Response” on April 8, 2020. A link
to the guidance is located on the Bureau of Prisons COVID-19
Information Sallyport page under New Covid-19 Resources.

The Bureau of Prisons will be following this recommendation for
the duration of the COVID-19 crisis. This will minimize the
production of aerosols and possible spread of infection in the
Dental Clinic/Health Services Unit.

Urgent/acute dental care will continue to be provided. Dental
Staff who are not providing dental care may assist other areas
of the Health Services Unit 1in providing needed services (i.e.,
taking vital signs, supervising inmates, etc.) as appropriate
for their scope of practice.

The following Bureau of Prisons Clinical Guidance should be
followed at all times, Infection Control and Environment of Care
in Dental Health-Care Settings located on the National Chief
Dentist Web Page, on the left side under Page Resources in the
Clinical Practice Guidelines tab.

Additional materials to follow are the 2003/2016 CDC Guidelines
for Infection Control in Dental Health Care Settings also
located on the National Chief Dentist Web Page, on the left side
under Page Resources in the Clinical Resource Links tab.

Supplementary recommendations include:

¢ During the outbreak of COVID-19, dental staff should work
with medical staff to establish triage procedures. It is
recommended that the patient’s temperature be measured and
symptoms reviewed for every patient encounter. Follow
medical staff guidance if COVID-19 symptoms are present or
temperatures are elevated.
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e Patients with active COVID-19 infection should not be seen
in the dental setting when possible

¢ Avold aerosol-generating procedures (AGP) whenever possible

¢ If aerosol-generating procedures (AGP) are necessary for
emergency care, use four-handed dentistry with high
evacuation suction and rubber dams to help minimize
aerosols or spatter during dental procedures when
indicated.

e Use antimicrobial mouth rinses for each encounter to reduce
the number of microbes in the oral cavity.

Examples of Urgent/Acute Dental Care:

e extraction of symptomatic non-restorable teeth

e management of active infections/swelling/cellulitis

e pulpectomy of symptomatic teeth that otherwise meet
policy criteria for endodontic therapy (root canal
therapy should be completed when the patient is
asymptomatic)

e caries removal and temporization of symptomatic cavitated
lesions

e acute trauma / lesion / pathology which requires
immediate evaluation/treatment

e dental treatment required prior to life-saving medical
treatment such as radiotherapy/chemotherapy

COVID-19 Symptomatic/diagnosed patients:

If a dental patient is suspected or confirmed to have COVID-19,
defer dental treatment when possible. If emergency dental care
is medically necessary, Airborne Precautions should be followed
with care provided in a hospital or other facility with an
isolation room with negative pressure. If a
symptomatic/diagnosed patient requires immediate
evaluation/treatment by an outside provider, work closely with
your Clinical Director to ensure that all parties (custody,
transportation, receiving facility, etc.) are aware of the
patient’s symptoms/diagnosis.

Asymptomatic patients:

Treatment of asymptomatic patients with no risk factors for
having contracted the virus should be conducted using universal
precautions and the highest level of PPE available.
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Recommended PPE for patient encounters:

Procedure

COVID-19
Symptomatic/Diagnosed
Patients

Asymptomatic
Patients with no
COVID-19 risk

A&0 Examinations

Deferred until after
COVID-19 response period

Deferred until
further notice

Extractions
Surgical
Treatment of
Infections

Deferred until after
COVID-19 response
period or performed
with Airborne

Gloves, Gown,
protection
N95 respirator if
availlable

Eve

Precautions in outside If N95 not
facility if emergent available, surgical
mask and face shield
Pulpectomy/ Deferred until after Gloves, Gown, Eye
endodontic COVID-19 response protection
treatment period or performed N95 respirator if
with Airborne available
Precautions in outside If N95 not
facility if emergent available, surgical
mask and face shield
Restorative Deferred until after Gloves, Gown, Eye
COVID-19 response protection
period or performed N95 respirator if
with Airborne available
Precautions in outside If N95 not
facility if emergent availlable, surgical

mask and face shield

Limited exam for
acute
trauma/infection
or suspected
pathology

Deferred during COVID-
19 response period or
performed with Airborne
Precautions at outside
facility if emergent

Gloves, Gown, Eye
protection

NS5 respirator if
available

If N95 not
available, surgical
mask and face shield

Prosthetics

Deferred during COVID-
19 response period

Deferred unless to
eliminate
significant pain,
relieve trauma or
address nutritional
deficit with a
medical condition
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Infection control:

e If the minimally acceptable combination of a surgical mask
and a full-face shield is not available, do not perform any
emergency dental care and refer the patient to a clinician
with the appropriate PPE

e COVID-19 is spread via droplets and contact. It 1is
paramount during this time all dental staff follow the BOP
recommendations and CDC guidelines for infection control as
it pertains to sterilization, hand washing, and
disinfecting surfaces.

Recommendations may change as additional information becomes
available. Please refer to the BOP Coronavirus Sallyport page
for the latest guidance. Contact the respective Regional Chief
Dental Officer for additional information 1f needed.
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Information Regarding Use of Hydroxychloroquine (HCQ) or Azithromycin (AZ)
for the Treatment of COVID-19

There are currently no FDA-approved drugs used specifically for the treatment of COVID-19 infected
patients. Studies have shown that azithromycin and hydroxychloroquine have antagonistic effects
against COVID-19 in vitro. As a result, they have garnered much attention as potential treatments for
patients infected with COVID-19. However, the current body of literature does not support the routine
use of HCQ for patients with confirmed COVID-19. There have been no randomized control trials (RCTs)
to demonstrate their effectiveness, alone or in combination with each other. In addition, HCQ is
associated with an increased risk of serious and potentially fatal cardiac arrhythmia (torsades de
pointes) secondary to prolongation of the QT interval. The U.S. Food and Drug Administration (FDA) has
issued an Emergency Use Authorization (EUA) to permit the emergency use of hydroxychloroguine
sulfate supplied from the Strategic National Stockpile to treat adults and adolescents who weigh 50 kg
or more and are hospitalized with COVID-19 for whom a clinical trial is not available, or participation is
not feasible. Given the above, current guidance is as follows:

e BOP providers should not initiate HCQ or AZ for the purpose of treatment of COVID-19 suspect
or confirmed cases in the outpatient setting.

e BOP providers should not initiate HCQ or AZ for pre- or post-exposure prophylaxis in patients
with confirmed or suspected exposure to COVID-19

e [f a patient was evaluated at the outside hospital and was deemed appropriate to discharge
back to the institution the same day, HCQ should not be prescribed, regardless of whether
COVID test was confirmed or not.

e [f a patient was admitted to the outside hospital and diagnosed with COVID-19, then
subsequently discharged, BOP providers may submit non-formulary requests to continue a
regimen of HCQ, with or without AZ, that was initiated when the patient was inpatient at the
outside hospital

e [f a patient was admitted to the outside hospital and diagnosed with COVID-19, then
subsequently discharged without having been started on HCQ, HCQ should not be initiated after
discharge, even if there is a discharge prescription to initiate.

e The suggested dose and duration of HCQ for adults who weigh = 50 Kg (110 Ibs) is 800 mg by
mouth on the first day of treatment followed by 400 mg daily for a total treatment duration of
four to seven days. Institutions will most likely be receiving patients who have already received
at least the initial 800 mg dose and will be completing the course of treatment at a dose of 400
mg / day.

e [f a patient is being continued on HCQ, and especially if in combination with AZ, the following
precautions should be instituted:

» Review medications list; discontinue and avoid all other non-critical QT-prolonging agents

» Obtain a baseline ECG and review QTc. If QTc >500 msec (or >530 msec if QR$>120 msec)
consider discontinuing therapy

» For patients with a history of cardiac disease, arrhythmias, prolonged QTc or are on other
QT prolonging medications, on Day 3 of regimen from start of therapy, repeat ECG 2-3 hours
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Frequently Asked Questions — Face Coverings

e Are all staff and inmates recommended to wear cloth face coverings?
o Answer Updated 4/17/2020

Yes. According to the guidance sent out on April 14, 2020 by the Deputy Attorney
General, followed by additional email guidance to all BOP employees on April 15,
2020 all staff and inmates are to wear cloth facemasks or coverings to the extent
practicable within the common area Department facilities and workspaces—
particularly in traditional office-like settings. Individuals may remove a face covering
when working in a private office, cubicle, or workspace where at /east six feet of
social distance can be maintained. Individuals may also need to lower their face
covering in order to pass through security checkpoints.

The CDC states cloth face coverings are used to help prevent and slow the spread
of COVID-19 and to conserve critical supplies of personal protective equipment (PPE)
such as surgical masks and N-95 respirators.

e |sacloth face covering considered PPE?
o No, in situations where PPE use is required, staff and inmates are instructed to use
the appropriate PPE and not a cloth face covering.
e Will staff be issued a cloth face covering?
o Answer Updated 4/17/2020
Yes. The Department of Justice is currently prioritizing the acquisition and issuance
of face coverings for the Bureau of Prisons’ medical needs.

e Are inmates being given cloth face coverings?

o Yes and information for inmates is being posted on TRULINKS about cloth face

coverings.
¢ Should inmates be sending cloth face coverings through the institution laundry with their
clothing?

o Yes—inmates should be washing their cloth face coverings in the institution laundry
with their regular laundry.

o Note: According to BOP policy, the wash cycle temperature is to be a minimum of
160 degrees Fahrenheit.

e May a staff member have an inmate remove a cloth face covering?

o Yes. A staff member may have an inmate remove their cloth face covering to
perform routine or emergency safety and security checks. Once the check is
complete the inmate should place the cloth back on their face ensuring it is placed
back in the same orientation it was worn before taken off (inside of the covering
stays on the inside).

Note: To reduce the risk to staff, inmates should remove the face covering
themselves. If an inmate cannot remove a face covering, staff should put on gloves
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prior to removing the inmate’s face covering. The staff should stand to the side or
behind the inmate so they are not in direct line with the inmate’s nose and mouth.

If staff assist with placing the face covering back on the inmate, staff should place

the face covering back on the inmate in the same orientation it was worn before
taken off (inside of the covering stays on the inside).
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Drug Information Response Prepared by the

BOP Drug Information Advisory Group

Question submitted: Which medications can result in QT prolongation? Are there tools available to evaluate the
risk vs benefit when using QT prolonging agents concomitantly with hydroxychloroquine (HCQ)?

Background: On April 13, 2020, information regarding the use of hydroxychloroquine and/or azithromycin for the
treatment of COVID-19 was posted to Sallyport. HCQ is associated with an increased risk of serious and potentially
fatal cardiac arrhythmia secondary to prolongation of the QT interval. The document cautions providers to review
the patient’s medication list and avoid non-critical QT-prolonging agents.

Response:

e  Which medications can result in QT prolongation?

Many medications have been implicated in QT prolongation. Some classes and medications more
commonly prescribed within the BOP that may result in QT prolongation include the following (this list is

NOT all inclusive):

- Antianginals (including ranolazine)
Antiarrhythmics

Antihistamines (including hydroxyzine)

Antimalarials (including

hydroxychloroquine which is considered

lower risk, with rare reports)
- Antineoplastics
- Antipsychotics
Antiretrovirals (including saquinavir,

efavirenz, lopinavir-ritonavir, rilpivirine)
Azole antifungals (including fluconazole)

- Bronchodilators (including albuterol)

Diuretics (via electrolyte changes)
Fluoroquinolones

GI drugs (including loperamide in overdose,
ondansetron, metoclopramide, and
omeprazole (rare))

Macrolides (including azithromycin)
Opioids

SSRIs (lower risk than tricyclic
antidepressants)

Trazodone

Triptans (including sumatriptan)
Tricyclic and tetracyclic antidepressant

o  Are there tools available to evaluate the risk vs benefit when using QT prolonging agents concomitantly

with hydroxychloroquine (HCQ)?

When evaluating the risk vs benefit of using QT prolonging agents
concomitantly, consideration should be given to potential drug
interactions as well as a patient’s non-pharmacologic risk factors.
Factors including female sex, structural heart disease, congenital
long-QT syndromes, electrolyte disturbances, and hepatic or renal
failure are known to contribute to increased risk. Other non-
pharmacologic risk factors include metabolic disorders,
electrolyte abnormalities, androgen deprivation/orchiectomy,
intracranial  disease, HIV,  hypothermia, and toxic
organophosphate insecticide exposure. A risk score by Tisdale et
al. has been used to predict drug-associated QT prolongation
among cardiac-care-unit hospitalized patients. This risk score is
not necessarily for evaluating use of HCQ, but may be useful in

Risk Factor

Points

Age = 68

Female sex

Loop diuretic

Serum K+ 3.5 mEq/L or less

Admission QTc 450 ms or more

Acute MI

2 or more QTc-prolonging drugs

Sepsis

L B D | B | et | et |

Heart failure

(57

One QTc prolonging drug

(%)

Maximum risk score

(37

1

risk stratification when there are limited resources and the patient could otherwise be followed as an
outpatient. A score of 6 or less predicts low risk, a score of 7-10 medium risk, and 11 or more predicts high

risk.




Drug Information Response Prepared by the
BOP Drug Information Advisory Group
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