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PURPOSE

To provide the requirements within the Department for informed consent or refusal of health care
treatment for inmates.

AUTHORITY

NRS 209.131
NRS 209.381

RESPONSIBILITY

All Medical Division staff has the responsibility to have knowledge of and comply with this
regulation.
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DEFINITIONS

INFORMED CONSENT - The voluntary competent consent of agreement to a treatment,
examination, or procedure by the patient after the patient receives the material facts regarding the
nature, consequences, risks, and alternatives concerning the proposed treatment, examination, or
procedure.

APPLICABILITY

This procedure applies to all inmates housed within the Department.

PROCEDURES

601.06 CONSENT/REFUSAL OF TREATMENT

1.1

Informed Consent

1.1.1 A signed Consent for Operation/Procedure, DOC 2502, will not be required for
routine treatments provided in the clinic such as sick call, routine first-aid, etc. The inmate
has given implied consent through presenting himself/herself for treatment and through
his/her written request to be seen. (3-4372)

1.1.2  Prior to the initiation of an examination, treatment, or procedure involving invasion
of a body cavity, surgery, or procedures involving a risk to the individual’s life or health
status, the physician, mid-level practitioner, dentist, psychiatrist, or designated assistant will
explain the procedure, alternatives, and risks to the inmate. (3-4372)

1.1.3 The patient will be given an explanation of the treatment. Efforts will be made to
ensure the inmate understands the necessity for the treatment, as well as the risks involved
and any alternative treatments. (3-4372)

1.1.4 The inmate will sign a written consent form authorizing the treatment prior to
receiving any type of invasive procedure or treatment beyond that of venipuncture except for

HIV testing in accordance with the Department’s Administrative Regulation 610.

1.1.4.1 A member of the health care staff will also sign this form as a witness to the
consent and then file the completed form in the medical record.

e Inmates are not allowed to witness consent forms.
1.1.4.2 If an inmate consents orally to procedures outlined above, but refuses to

sign a consent, two medical staff members may sign witnessing the
inmate’s verbal consent.
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1.2

1.3

1.1.5 In the case of a minor, the Department is the guardian and needs no other consent.
(3-4372)
e The minor should be given the opportunity to sign the consent form.

Consent Waivers
1.2.1 The informed consent requirement will be waived for the following situations:

e Anemergency that requires immediate medical intervention for the safety
of the inmate.

e Emergency care involving an inmate who does not have the capacity or
ability to understand the information.

Refusal of Treatment

1.3.1 In those cases where an inmate chooses to refuse treatment, a Release of Liability
form, DOC 2523, will be completed. A member of the medical staff will witness the
completion of the form.

1.3.2 If an inmate refuses to sign the Release of Liability, two staff members will write,
“Inmate refuses to sign” and witness the form.

1.3.3 In addition to placing the refusal form in the medical record, a full documentation
will be made in the Progress Notes of the inmate’s medical record.

1.3.4 The right of the inmate to refuse treatment may be waived under the following
circumstances:

e An emergency which requires immediate medical intervention for the safety
of the patient, including suicidal patients, self-mutilation, or the emergency
care of patients who do not have the capacity to understand the urgent need
for treatment.

e The inmate will be medically quarantined in cases where the refusal of
treatment could potentially jeopardize the health and well being of other
inmates or staff members.

e Inmates, who refuse the intake physical examination, transfer screening, or
who are suspected of having a contagious illness or venereal disease will not
be housed in the general population until a determination is made as to their
health status.
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1.4  Involuntary Treatment

1.4.1 Treatment beyond that required for the safety of the patient or others in an emergency
situation will not be forced by the medical staff.

e For such cases, a court order for treatment may be sought by the Director or
Warden after consultation with the treating physician. (3-4372)

e Inall cases involving the forced treatment of an inmate whether under emergency
conditions or for the safety of the patient or others, thorough documentation will
be included in the medical record.

1.4.2 A panel may be appointed by the Medical Director/designee to review, approve,
defer, or disapprove any proposed use of forced medication and will review any approval at

least every six months. (3-4372)

e The panel will consist of at least a psychiatrist, who is not the treating
psychiatrist, the Warden/designee and one other Mental Health specialist.

1.5  Inmates may not choose practitioners.

1.5.1 All medical services for inmates in the care of the Department will be provided by
Medical Division personnel employed by and paid by the Department.

1.5.2 All consultations with specialists will be ordered by the institution’s physician,
approved by the Medical Director/designee, and paid for by the Department.

1.5.3 Inrare circumstances, an outside consultation or second opinion may be ordered with
prior approval of the Medical Director and/or the Director.

1.5.4 Generally, inmates may not choose their own specialist when a consultation is
requested and deemed appropriate.

e Inmates on work release may choose their own physician when they are employed
in the private sector and are covered by their employer’s insurance.

1.5.5 Theinstitution’s physician will decide when such consultations are needed, and what
specialist will be employed for the consultation using the guidelines set down by the
Medical Director.

REFERENCES

ACA Standard 3-4372
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ATTACHMENTS

Release of Liability, DOC 2523
Consent for Operation/Procedure, DOC 2502

e M 5/5/03

JacKie Crawford, Director & ( Date

| {/é//u

Date

CONFIDENTIAL XX
Yes No

THIS PROCEDURE SUPERSEDES ALL PRIOR WRITTEN PROCEDURES ON THIS
SPECIFIC SUBJECT.
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RELEASE OF LIABILITY FOR
REFUSAL OF MEDICAL TREATMENT

I hereby release the Nevada Department of Prisons from any and
all 1liability and responsibility that might result from my
refusal of examination, treatment or testing described below;
and further release any and all personnel from any and all

liability and/or responsibility that might be incurred.

CHECK ALL THAT APPLY:

INFIRMARYAPPOINTMENT FOR:

DENTALAPPOINTMENT FOR:

PSYCHIATRY/PSYCHOLOGYAPPOINTMENT FOR :

PHYSICALTHERAPIST APPOINTMENT FOR:

___ OPTOMETRISTAPPOINTMENT FOR:
PODIATRISTAPPOINTMENT FOR:
OSHAPROTOCOLFORTB/BLOODBORNEPATHOGENS :
OTHER DESCRIBE:

COMMENTS :

—_—

This release has been signed under no duress and with full

understanding of possible hazards which may occur due to refusal.

INMATE/STAFF SIGNATURE DOP#/SS# DATE

STAFF WITNESS DATE

STAFF WITNESS (1r SECOND WITNESS NECESSARY) DATE
NEVADA DEPARTMENT OF CORRECTIONS NAME

LAST FIRST M

RELEASE OF
LIABILITY DOP #/SS # UNIT

DOC 2523 (12/93)



CONSENT FOR OPERATION/PROCEDURE

i. I hereby authorize MD, DO, DDS, PAC, NP

circle one

and whomever she/he may designate as assistants, to perform

upon the following operation or

diagnostic procedure: ' .

If any unforeseen condition arises in the course of the
operation or diagnostic procedure, which, in his/her Jjudgment,
calls for procedures in addition toior different from these
now cantemplated, I furthetr request and authorize her/him to
do whatever is deemed advisable.

2. The nature and purpose of the operation or diagnostic
procedure have been fully explained to me. I acknowledge that
NO guarantee or assurance has been made to me as to the
results that my be obtained.

3. I consent to the administration of anesthesia to be applied

by or under the direction of MD, DO,

DDS, PAC, NP, and to the use of such anesthetics as she/he may

deem advisable, with the exception of

(IfNONE, state "NONE";

I CERTIFY THAT 1 HAVE READ AND FULLY UNDERSTAND THE ABOVE CONSENT
FOR OPERATION DR PR0OCEDURE.

Signature of FPatient DOP# : DATE

Signature of other authorized person to give consent DATE

Relationship to patient

wWitness DATE
Witness (If necessary) DATE
NEVADA DEPARTMENT OF CORRECTIONS NAME
CcCoOoNSENT DOC #

CDFDEEF?F§1_ICDPQ//F:F?CJC:E:[DLJFQEE
DOC 2502 (8/04)73



