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Overview

The Southern Poverty Law Center (SPLC) has filed a class action complaint, Dunn et al v. Dunn et
al, for declaratory and injunctive relief against the Alabama Department of Corrections (ADOC).
Plaintiffs have retained me to assess and opine on the medical care provided to inmates in
ADOC custody. This report is the medical expert report with respect to SPLC’s class action
complaint.

This report is organized into sections that comprise essential components of a correctional
health program. Some of these components are further divided into subcomponents. For each
component, | provide the sources of information that were utilized to form the basis of my
opinion. My methodology for assessing the system of care is the same that | have used in
numerous other cases in which | have been qualified as an expert. After describing the source
of information, | give my opinion(s) with respect to the component being evaluated. After my
opinion(s), I give my findings. | provide a summary of my opinions in an executive summary.
Because a large number of documents have been produced in the months after the close of
discovery and continue to be produced, | reserve the right to supplement or amend my
opinions to incorporate additional information upon review of recently produced or yet to be
produced records.

With respect to chart reviews, over 2,300 episodes of care were evaluated, including over 900
episodes of provider care. The chart reviews were focused on a set of individual inmates with
serious medical conditions. A pattern of practice emerged in these reviews that was consistent
throughout all charts reviewed. This gives me confidence that the pattern of practice is
representative and would continue to be the practice identified in whatever number of charts |
reviewed. None of the charts reviewed demonstrated overall good provider quality of care.

Executive Summary

| completed a
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results. (5) Nurse and provider quality on intake history and physical examinations are
poor. (6) The ADOC does not ensure that patients coming into prison receive all needed
medications timely. (7) The initial therapeutic plan does not address all of the problems
of patients.

19.
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35. Infirmary units do not have appropriate equipment and infrastructure to adequately
house infirm patients.

36. The ADOC fails to adequately house the elderly and patients with significant medical
conditions who cannot be safely housed in general population.

37. Infirmary units do not have adequate nursing staff.

38. Patients are housed on the infirmary who should be in hospitals or skilled nursing
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District of California, as well as numerous lawyers and governmental jurisdictions who either
seek to improve care or are challenging the provision of care in prisons and jails. | have also
been a court-appointed expert in numerous cases, including Laube et al v. Campbell and Plata
v. Davis. | am currently serving as an expert or consultant in the following cases:

e Lake County Jail, Indiana; medical monitor

» Dallas County Jail; medical monitor

e Platav. Davis; Court’s medical expert

e Consultant to Department of Homeland Security

e Duval et al v. Hogan; State of Maryland, medical monitor
e Dunn et al v. Thomas; medical expert for plaintiffs

e Lewis v. Cain; medical expert for plaintiffs

e Hall v. County of Fresno; medical monitor

| have also published numerous articles related to correctional healthcare.

My curriculum vitae, which further details my qualifications and lists my publications, is
attached as Appendix D.

Organizational Structure and Facility Leadership
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The ADOC OHS is responsible for monitoring health care quality of its vendor. However, all OHS
staff has numerous other assignments and can only dedicate part of their time to monitoring.
Additionally, there is no physician who participates in monitoring evaluations. The vendor is
poorly monitored and the quality of physician services isn’t monitored by OHS at all. The OHS
needs a full time monitoring team that includes a physician. This significant staffing deficiency
in the OHS needs to be addressed so that patient safety is protected.

The ADOC medical programs require provision of comprehensive health care services. Staffing
requirements are found in an Appendix A to the 2012 contract between ADOC and Corizon,
Inc.® The total staffing requirement is 493 staff. This is for a population of 24,189 inmates
housed within its prisons.”
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were examples in chart reviews of deterioration of patients on infirmary units as a result of lack
of nursing attention. As
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no available staff and medical care appeared to be managed remotely by the Regional Medical
Director by phone.

Most providers are mid-level providers and not physicians. Excluding
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physician at this facility. The patient’s serious medical condition was frequently managed
remotely by the Regional Medical Director because there was no provider on site. This
contributed to his loss of a testicle and placed him at risk of loss of life from infection.

Another patient® did not have evidence in the medical record of a chronic clinic evaluation for
years despite having presumed advanced COPD. A mid-level provider contacted the Regional
Medical Director for consultation on management, but almost all care was provided
episodically by mid-level providers or via phone orders to nurses.

Another patient™® at Staton with a suprapubic catheter, diabetes, hypertension and high blood
lipids was followed almost entirely by a nurse practitioner. On multiple occasions, the nurse
practitioner wanted a physician to see the patient, but none was available so the patient was
rescheduled several times. Several weeks later, the Regional Medical Director, apparently
covering the facility, saw the patient. On another occasion, a nurse called the Regional Medical
Director about a patient that the Regional Medical Director had asked about. After waiting an
hour and a half the patient was sent back to his housing unit and the evaluation never occurred.
The nurse practitioner managing the patient was repeatedly treating the patient with
antibiotics when the patient had a colonized bladder.** Ultimately, the nurse practitioner
began using intravenous antibiotics for this purpose when it was unnecessary. This nurse
practitioner appeared unsupervised in this situation. An outside specialist recommended that
the intravenous antibiotics be stopped. The lack of supervision resulted in unnecessary
treatment which placed the patient at risk of harm.

July 2016 Puisis ADOC Medical Report Page 15



credentialing body typically also obtains and reviews a National Practitioner Data Bank (NPDB)
report and verifies information on the application along with the other submissions. The
applicant is typically interviewed and accounts for problems identified on the documents
obtained by the credentialing body. The sum of these reviews and interviews is acted on by a
credentialing body to decide whether the practitioner is trained properly and capable of
providing safe and effective care to patients and whether the type of training of the candidate
is sufficient given the expected assignment of the candidate. This latter function of a
credentialing body, for example, would prevent a psychiatrist from performing surgery because
they had no training to perform surgery. This type of credentialing process does not appear to
be in place in the ADOC and credentialing is inadequate and places patients at risk of harm.

With respect to protecting patient safety, the NPDB is a key resource. President Reagan signed
the Health Care Quality Improvement Act in 1986 to protect peer review bodies and to prevent
incompetent practitioners from moving state-to-state without disclosure of previous damaging
or incompetent performance. This act led to the development of the NPDB which was initiated
to collect adverse information on all providers nationwide. In 1990 the NPDB began openly
supporting peer review and credentialing organizations. The NPDB is managed by the U.S.
Department of Health and Human Services. This service collects information: on medical
malpractice payments; adverse licensing actions; adverse privileging actions; negative actions
by state licensing authorities; negative actions by accreditation organizations; and civil
judgments or criminal convictions that are health-care related. Access to information in the
NPDB is limited to health care entities that use them to make licensing, credentialing,
privileging, and employment decisions.

Use of NPDB is recommended by the National Commission on Correctional Health Care
(NCCHC) standard on credentialing and is part of the Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) standards on credentialing. The OHS requires that the
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Accreditation Manual for Hospitals for Medical Professional Staff appointments.
Credentials are confirmed annually and a record of the credentialing activity will be
maintained as part of the employee's personnel file. Credentialing is defined as the
process by which an applicant's training, degrees conferred, certification by specialty
societies, state and other licenses, teaching positions, appointments, and other
professional experience are confirmed or reconfirmed.”*®

But
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The Corizon Regional Medical Director is responsible for interviewing and determining whether
physician candidates are suitable to hire.*® However, the Regional Medical Directors for
Corizon appear to have a passive role in credentialing and hiring of physicians. Dr. Crocker, the
former Regional Medical Director, testified that he was involved in interviewing physicians and
mid-level providers. He stated that he reviewed their CV and application and added that he
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impairments of his staff, it shows indifference with respect to protecting the safety of the
patients.

Dr. Hood also testified that Corizon goes out of its way to take physicians who have problems
with their license. The following is part of his testimony:
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or revocation of license and 2 had prior loss of medical privileges. In 1 case of loss of privileges,
the credential file contains no verification as to why this had occurred.
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Each area must be reviewed annually.”?®

The requirements of the RFP are not met by the vendor. Only 3 of the 6 areas of service are
reviewed. The only peer review performed for physicians is an annual 15 question formatted
checkbox review of sick call, infirmary admissions and chronic care. Specialty care, prescribing
patterns and ancillary services utilization are not reviewed. Peer review is frequently not
performed on-site and it is only performed once a year. Based on review of the documents
produced, peer review documentation is not consistently maintained.

Poor Oversight by OHS

The OHS does not evaluate whether the vendor is performing its peer review obligation. Ms.
Naglich, the ADOC Associate Commissioner Health Care, testified that ADOC never participates
in peer review.”® In a second deposition, Ms. Naglich did not directly answer a question about
whether Corizon’s peer review process for physicians was adequate. To that question she
answered,

“A. We have good quality physicians

19 and personnel.

20 Q. How do you know that?

21 A. Because we have very little

22 issues with the day-to-day delivery of care.
23 Q. How do you know that?

1 A. Because we monitor.”*
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clinical performance enhancement. The first policy issued in 2012 has only 2 procedural details.
It states:

“The Associate Regional Medical Director is responsible to assure annual peer reviews
are completed. The site Medical Director performs monthly peer reviews for the mid-
level providers”®?

The second policy was issued in 2014 and has only 4 brief procedural details. The one that
addresses physician peer review is the first procedural detail which states:

“The Health Services Administrator is responsible to assure annual peer reviews are

completed for practitioners”.*

There is no description in policy or procedure describing what these reviews are to consist of,
who is to receive copies of these reviews, and what is to occur if the review is problematic. In
his deposition, Dr. Lovelace testified®* that the peer review system substantially utilizes the
same policy and procedure throughout the system, so presumably the policy at Kilby is the
same as at all other sites.

Inadequate Peer Review Process

Dr. Hood testified that the annual peer review consists of review of 30 episodes of care that
include records from 3 categories: sick call encounters, chronic care encounters, and infirmary
admissions and discharges.®® The deposition of Dr. Lovelace, who is the associate medical
director of the north region, gives further details on how the peer review process works.
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criteria were used in selection of these records. It takes him 2 hours to review the 20 records.
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The types of peer reviews initiated by HHS are far different from the peer reviews Corizon
performs. Corizon’s peer reviews do not choose charts of those identified with potential quality
concerns. They have a lay person apparently pick charts randomly. They do not thoroughly
assess quality of provider care. They uniformly do not result in any corrective actions meant to
improve quality of the organization. The audits of Corizon are a pro forma type of audit meant
to complete a peer review requirement. However, the peer reviews performed have not added
anything to improvement of quality of care of patients.
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Opinions:

12. The setting of care including space, equipment, and supplies is inadequate. Thisisa
considerable barrier for all staff in performance of their professional roles. Space and
equipment issues also directly harm inmates by exposing inmates to conditions that are
unsafe resulting in exposure to contagious and infectious diseases, health hazards from
lack of ADA facilities, life safety hazards on living units, and lack of equipment and
supplies necessary to protect against harm.

13. There is inadequate protected housing for the elderly and for persons with complex
health conditions and disability.

Findings:

In civilian life, accommodations are made to address the problems of the elderly, disabled and
infirm. When individuals are incarcerated, similar accommodations need to be created or the
elderly, disabled and infirm will suffer. Additionally, it is more efficient and safer when
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designations for the purpose of calculating occupancy with respect to design capacity. In total,
the ADOC facilities are at 181.6% of their design capacity. None of the 42 functional facility
designations except the death row unit Donaldson (87.5%) are under design capacity.
Seventeen of 42 of these functional units are over 200% of design capacity. As of 2014,
according to the Department of Justice (DOJ), the ADOC had the highest custody population as
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None of these Administrative Regulations addresses clinical care. They focus on administrative
procedures for select areas of service with little guidance in areas of clinical care. These policies
do not constitute an adequate set of guidelines for medical care services.
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“Sick call with clinic appointments will be conducted 7 days a week”®’

July 2016 Puisis ADOC Medical Report Page 36



July 2016






The Corizon regional policies include templates that each individual facility needs to use to
develop its own procedure. However, in individual facility manuals | reviewed, the facility did
not always develop a procedure but copied the regional manual verbatim without developing a
local procedure. When the template is not modified, the policy is not sensible.

It was also evident that policies are not reviewed on an annual basis. Policies should be
reviewed and signed annually. This is a standard practice in correctional medical programs. |
could not find policies which were signed as reviewed including the date of review. Given that
policies do not appear to be reviewed, it is not surprising that outdated, unnecessary and
duplicated policies are present in Corizon policy manuals.

As current regional policy, Corizon sent 2 regional office policy manuals; 1 issued 2012 and 1
issued in 2003. Neither of these has any revisions. Neither of these is signed as approved or
reviewed. These manuals contain procedure statements of the NCCHC and ACA but these
procedure statements are not procedures that appear to be followed at every facility and
appear to represent the recommendations of the NCCHC and not the procedure of the facility.
This is misleading and appears to represents that the ADOC actual procedure is reflected in the
NCCHC procedure statement.

As an example, the NCCHC procedure statement for continuous quality improvement states
that facilities greater than 500 perform at least 2 process and 2 outcome studies annually. This
is not part of the quality improvement program in the ADOC. The purpose of having these
NCCHC/ACA procedural statements is unclear. They do not give guidance and statewide
requirements, they do not appear to describe existing policy or procedure, and they may
misrepresent what is actually occurring.

The regional policies and procedures also give “procedure detail instructions” for each policy
that instructs the individual facility on how to write their procedure. These instructions are not
always used and sometimes are inaccurately used. As an example the 2012 regional policy and
procedure for infection control® has a procedure instruction stating:

“After completing your facility specific procedures, please delete the following
paragraph.

The procedure detail questions are meant to be a guide to assist you in developing the
detail necessary to ensure your procedures are facility specific. They are not intended
to be a comprehensive list that takes into account every aspect of your facility
operations. Itis expected that you would add to, amend, or delete the questions to
ensure that your procedure provide clear direction for your employees in your facility.
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the system. With respect to correctional systems, an effective and functioning quality
improvement program is an essential program that needs to be demonstrated to be in place
with respect to termination of Court monitoring as this verifies that the program has a means
to self-monitor.

The ADOC quality improvement efforts focus almost entirely on statistical data that are not
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Documents pertaining to health care services will be forwarded for evaluation to the
Quality Improvement Committee.”

Items a, b, and c of this list of requirements in the RFP relate to reports that Corizon is required
to submit to ADOC OHS. These reports are statistical data on numbers of health care activities
including the numbers of persons on the infirmary, numbers seen in sick call, numbers seen in
chronic clinic, etc. These types of reports are useful with respect to tracking volumes of care
but have no relationship to quality. Most of the quality improvement efforts of Corizon focus
on repeating the same audits that the OHS performs on an intermittent basis. The requirement
that the vendor’s continuous quality improvement program will evaluate the health care
provided to inmates at both on-site and off-site facilities for quality, appropriateness, continuity
of care, and recommendations for improvement is not being met and is not evidenced in the
existing quality improvement efforts.

The ADOC OHS policies do not include a policy on quality improvement. Corizon’s policies are
disorganized and appear ineffective in giving direction with respect to quality improvement or
even with respect to
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“2 Q. So you basically just go to the
3 meeting and review the stats on how you are
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Bullock Correctional Facility
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drug screens and he performs audits.”” Lynn Brown, the regional manager of south facilities
described her job duties as

“10 An investigator, a policy

11 participation, inmate grievance monitoring,
12 auditing, reviewing medical files for

13 affidavit purposes, reviewing medical files
14 for access timeliness, general policy

15 compliance, participating in coordinating and
16 facilitating problems or concerns or

17 reportable things with Public Health, being a
18 support facilitator for the mental health,

19 overseeing the intake facilities, and women
20 health issues.”
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OHS audits need to be strengthened by investigation of quality of care of both nurses and
physicians. This will require a more robust OHS staff than now exists. Use of outcome data in
development of quality metrics would be a useful addition to OHS audits
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trained to perform assessments. This initial assessment should be performed by an RN as it
determines if an immediate need for care is required.

Form 3is a list of intake procedures that must be accomplished for every intake evaluation
including instructions to the inmate, diagnostic tests, eye examination, vital signs and
tuberculin skin testing.®” This is filled out by an LPN.
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e The RNs who perform the complete intake screening use a check box format to
document their history. The form does not include space to document other diseases.
Form 4 should include a text box space for a nurse to document any additional history
that is not available in the check box format.

e Form 5 used by the providers has no place to document a history. The providers need
to take a history
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cerebral venous malformation, diabetic neuropathy, and anemia. A nurse screening by an RN
should be the first screening the patient receives. This needs to be followed by a history and

physical examination by a provider focused on the patient’s identified problems. In this case,
the nurse took a better history than the NP. The NP initial evaluation needs to include a
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normal neurological examination and have a left hemiparesis with foot drop. The NP also failed
to identify that the patient had severe memory loss and cognitive disorder. This was an
unreliable physical examination. Itisn’t clear what the actual status of the patient was. The NP
documented hypertension, coronary artery disease, high blood lipids, and diabetes as problems
in the assessment.

On 11/18/11, a psychiatrist documented that the patient had prior stroke and had dementia
due to the stroke. The psychiatrist documented that the patient was diabetic and had a prior
stroke with cognition and memory problems as a result. He diagnosed vascular dementia. The
NP failed to identify this history.

An NP performed the intake physical examination on 11/21/15. This examination was
documented on a checkbox format. The NP checked all boxes as normal. The NP noted that
the patient had prior cardiac stents 2 years ago and that the patient was in a wheelchair. Yet
the neurological examination was checked as normal even though the patient had severe
memory problems and significant paralysis of the left lower extremity
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lipids and coronary artery disease as the chronic illnesses. The NP ordered HCTZ, metoprolol,
aspirin, and Zocor.

Five days after the NP examination which documented a normal extremity examination, the
patient placed a sick call request for chronic swelling of his feet. After having had an extremity
examination by the NP as part of the initial intake examination that identified only “steady
gait”, a nurse identified swelling in both feet. The patient was referred to
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problems. The NP did not identify the patient’s medication and did not start any medication.
This is a subst
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Sick Call

Methodology: Review policy and procedures. Review Corizon statistical data. Review charts.
Opinions:

20. Barriers to accessing care through the health re
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2015, 40,006 health care requests were triaged in the ADOC. Of these, 28,665 (71%) resulted in
a nurse sick call encounter. If only the 15 major prison facilities are included, the 40,006 health
care requests result in an average of approximately 15 health requests per day per facility. This
is an extremely small number of requests suggesting that there are barriers to placement of
health requests. Of the 40,006 health requests triaged, nurses evaluated 28,665 health
requests over the 6-month period, or about 11 per day per facility, or about 6 requests per
thousand inmates. This is less than 1% of inmates on a daily basis. This is an extremely low
number of health requests and suggests barriers to placement of these requests. In chart
reviews | noted few health care requests confirming the low numbers of health requests. There
are several areas where potential barriers to access exist.

Location of Sick Call Boxes and Health Request Slips

The OHS has a policy on inmate sick call requests.'®* The procedure addresses all elements
required for this process. The procedure requires that sick call requests forms are available at
identified locations established at each facility. However, on tour we noted that some facilities
did not keep
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Examples of Inadequate Sick Call Process Identified in Chart Reviews

| identified multiple problems with nurse evaluations during chart reviews.

For one patient'®, the patient did not have a request slip and placed a health request on an
inmate request slip for custody issues. The inmate needed a special shoe because of a diabetic
foot problem and placed a request stating that his foot and hip were hurting and swelling
because he didn’t have a proper shoe. A nurse responded to the inmate by stating that the
inmate would have to sign up for sick call. This inmate had a hard time walking and apparently
had difficulty accessing the sick call process and was using the wrong form for this purpose, yet
the nurse did not assist the inmate in overcoming this barrier.

The same inmate had a severe hypoglycemic episode on 11/29/12, losing consciousness with a
blood sugar of
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On 11/20/13, the same
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On 9/3/14, a blood count showed a MCV** test of 105.7, which is very abnormal. Given the
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entered hospice. After several months on hospice the patient improved and was removed from
hospice, but the narcotics were continued for about 9 months without indication and without
the providers assessing the patient for pain. The narcotics were abruptly stopped after 9
months without consideration that the patient may have become habituated and in need of
withdrawal treatment.

The patient had multiple conditions or abnormal tests that were not evaluated properly. The
patient had a diagnosis of COPD but never had a pulmonary function test, which is an essential
test to establish the diagnosis. The patient had an abnormal ANA test that indicates possible
pulmonary fibrosis or autoimmune hepatitis, but the patient never had a work up for these
conditions. Provider’s evaluations frequently contained no history, inadequate physical
examinations, and lacked reliance on diagnostic testing such as pulmonary function tests and
specialty consultation especially with pulmonologists. The lack of physician presence often
resulted in management by nurses who consulted physicians by phone.

Other medical problems appeared to never be evaluated appropriately. On an annual nurse
evaluation on 11/30/10,
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Pharmacy/Medication Administration

Methodology: Review medication administration records
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medication, timely transportation of medication to the facility, and administration to the
inmate. When these steps do not work, the inmate is blamed for non-compliance. This process
is not studied in quality improvement but it appears that there may be other defects in this
process than just the inmate’s failure to bring his card to the window. As an example, one
patient'?* was on Zocor, a drug for high blood lipids. During 2012 almost every month, his KOP
medication was delivered late, accounting for 56 missed days of medication in 2012 or about
15% of his medication doses. While it is convenient to blame the inmate for this problem,
other issues can arise and should be studied. Notably, the electronic pharmacy system was
introduced on a rolling basis in 2013 and 2014. In the existing paper medical records there is no
record of medication administration so it was not possible to review whether administration
occurs. Providers rarely document this in their notes.

Failure to Document Medication Administration and Errors in
Medication Administration

Prior to introduction of the electronic system, medication administration was documented on
paper forms. On inspection of multiple copies of MAR forms there were numerous cases of
delays in giving KOP medications to inmates. It is easy to understand how there can be delays
in a patient receiving medication. Except for segregation inmates and inmates on the infirmary,
all inmates who
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Another patient*? from Limestone

July 2016 Puisis ADOC Medical Report Page 81



Case 2:14-cv-00601-MHT-TFM Document 555-3 Filed 07/13/16 Page 82 of 471

31. Preventable hospitalizations are not studied with respect to identification of care
management problems with an aim to improving care.
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In practice it appears that LPNs perform most emergency assessments even though they are
not trained to do this. Documentation of these events is poor. Decisions on contacting
providers are also poor. The contents of the nurse discussion with the provider are seldom
included in the documentation. Quality of nurse assessments is also poor. The result of these
deficiencies is risk of harm to patients, as is evident on chart reviews.

When patients are hospitalized, the discharge summaries do not consistently appear to be in
the medical record and prison physicians do not always document review of these records. In
chart reviews in multiple sections of this report, significant errors occurred after patients
returned from the hospital. Yet there is no quality improvement effort to identify or correct
these problems. This process needs to be codified in a policy/procedure.

Correctional facilities, including ADOC facilities, do not have the capacity to manage acutely ill
patients in lieu of hospitalization. Yet, in chart reviews there were examples of patients who
needed hospitalization but were kept at the prison instead. Several of these patients died. In1
case the Regional Medical Director and site physician asked multiple times to take the patient
back to the prison when the hospitalist was reluctant to discharge the patient and said that the
patient wasn’t ready for discharge. This patient was sent back to the prison and died within a
month and without receiving the interventions suggested by the hospital. There appears to be
no explanation for the clinical behavior other than the financial benefit accrued by not
hospitalizing the patient.

In 2 charts*® | reviewed, patients experienced cardiopulmonary resuscitation. The resuscitative
efforts were not documented. In neither case was the patient sent to a hospital after the
event. In both cases, it appeared that the patients suffered a stroke. This lack of appropriate
referral to a hospital caused significant harm to one patient. For the other patient, there was
no documentation of the patient’s condition after this event so it is unclear if he was harmed as
well. These patients had serious medical needs that were inappropriately addressed by medical
staff.

When patients go to a hospital and return to a correctional facility, a provider should evaluate
the patient upon return to ensure that changes in therapy and new information are used to
update the treatment plan. The ADOC has a practice of sending recently hospitalized patient to
Kilby for stabilization. This is a reasonable strategy but must be properly implemented. If the
providers at Kilby do not evaluate the patient, this practice will not be effective. In chart
reviews, one patient'** was hospitalized for a syncopal episode along with very high blood
pressure. The patient returned to Kilby on 4/2/14 and was admitted to the P-ward. The patient
was discharged back to ElImore without having seen a physician at Kilby. There was also no
transfer form filled out when the patient transferred.

130
131

Patients 22 and 17
Patient 17
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Another patient™? from EImore with hypertension had a sudden collapse. Instead of
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and needed to return to return to a hospital at the time he was admitted to Ventress on
11/19/14. On 12/5/14, the patient developed a life-threatening cardiac arrhythmia with
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Findings:

When a patient has a medical condition for which the clinical management exceeds the
capacity of the prison physician to manage, that patient needs to be referred to a specialist. In
cases where the prison jurisdiction fails to hire appropriately trained and credentialed
physicians, the threshold for referring to specialists is lowered, sometimes dramatically. The
referral to a specialist needs to be timely and based on the condition of the patient. Delays in
treatment can cause harm to patients. It is necessary that prison physicians read and
understand consultative reports and timely continue recommended treatment, including
follow-up visits, or give a reason why recommended treatment is not being followed.

Correctional medical programs frequently use utilization management to ensure that referrals
for specialty care are appropriate. These programs need to ensure that their guidelines are
consistent with contemporary standards of care. When specialty care is denied, the medical
leadership needs to ensure that an alternative adequate clinical therapeutic plan is in place.
While correctional programs perform utilization review for referrals to specialists, they need to
be aware of under-utilization. Under-utilization occurs when a patient needs specialty care but
fails to receive it. This is typically seen in correctional systems that have overly aggressive
utilization management strategies and in systems where physicians are poorly trained and do
not understand when a patient needs specialty care. These incidents should be picked up in
mortality reviews, sentinel event reviews, and routine reviews of hospitalization.

Lack of OHS policy on Specialty Care

The OHS does not have policy with respect to specialty consultations. The RFP requires that the
vendor is responsible for management and referral of all specialty care and outside diagnostic
services.™® However, the RFP does not provide any guidance or benchmarks with respect to
performance or with respect to outside use of consultants or diagnostic studies. There are no
guidelines for timeliness of completion of these consultations or studies. Corizon policies also
do not give specific guidance on these issues. As a result, there is no guidance on who should
receive specialty care, the timeliness of that care based on the acuity of the patient, how
records of offsite encounters are reviewed by providers and filed in the medical record, and
how follow-up of consultative requests is to occur.

In practice, it appears that when providers want an offsite test or consultation evaluation, they
fill out a consultation request for offsite care. This request is sent to the regional office and
approved or not approved. Dr. Hood testified that the regional office receives about 80-100
requests for care a week.
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could override the disapproval, but there is no policy that describes how this occurs and in
practice and | did not see evidence of this in chart reviews.®” Also, these alternative treatment
plans sometimes make no sense and in effect amount to a denial of care. Based on chart
review, it appears that the alternative treatment plan is typically to manage on site, which is
not a plan. Often the referring provider is a mid-level (NP or PA) who may not know how to
manage the patient, which is why they are seeking to send the patient to a higher level of care.
The lack of further instructions to a mid-level places them in a position of not knowing how to
care for the patient.

Failure to Refer Patients for Necessary Specialty Care

Sometimes, the site medical providers attempt to manage care for which they have no
experience. Even when they may clearly not know how to manage the patient, they do not
consistently refer these patients for offsite care. There are also some facilities where attempts
are made to perform interventions at the prisons when the prison is not capable of conducting
the intervention. These can result in harm to the patient, including death. This is evident in
chart reviews.

While the focus on specialty care is based on referrals, there are many patients in need of care
who are not referred for specialty care. This under-utilization will not be identified in review of
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that he was cancelling the referral because the referral was “unnecessary” even though a
recent urine test had demonstrated that the patient was still infected. The provider did not
document the reasoning for the decision.

In January of 2013 another provider referred the patient again to an urologist because of a
suspected fistula. The urologist ruled out a fistula but in May of 2013 documented that the
patient needed an urethroplasty because of a urethral stricture. The urologist recommended
sending the patient to University of Alabama. This did not occur until October of 2013, 5
months later. An urethroplasty was performed November 11, 2014, which ultimately corrected
the patient’s problem. The suprapubic catheter was removed February of 2015, approximately
9 years after it should have been removed. The failure to remove the indwelling catheter was
degrading and harmful to the patient. The system failed to timely address the patient’s
urethral stricture and forced the patient to continue use of a suprapubic catheter for urination
which is not recommended as a long-term solution for this condition. This placed the patient at
risk of harm for infection, sepsis, and potentially cancer. The patient had sepsis and repeated
infections which were unnecessary risks for this patient.

In addition to urinary catheter issues, care for this patient was inadequate and caused harm to
him. Over the course of over 3 years of medical record documents, the patient failed to
continuously receive his medication. In May of 2012 the patient failed to receive his
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the patient was receiving and therefore was unable to understand the potential side effects of
the medication.

In late April of 2013 the patient went to an oncology center and began receiving monthly
infusions of IVIG. The patient’s symptoms improved. These visits continued for over a year and
a half and the patient did well. The oncology infusion center followed with blood tests, did
monthly examinations of the patient and arranged for infusions of IVIG in their infusion center.
This arrangement seemed to work for the patient and ensured reliable and competent
management of his condition.

On 12/17/14 a doctor at Kilby documented on a chronic clinic note that he “will see about
giving IVIG on site”. This was not a good strategy as the facility had not shown the ability of its
primary care providers to monitor the disease without expert consultative help. The rarity of
the condition was such that care of this patient was above the level of competence of nurses
and doctors at the prison. Also the patient was on an unusual medication. Giving this
medication on site at a prison would require several hours of infusion. Long-term infusion
therapy is not done at prisons typically, and the lack of nurse knowledge regarding this
medication placed the patient at risk of harm.

Despite that, the first on-site infusion was done on the P ward at Kilby. The patient needed 5
consecutive daily infusions every month. Each infusion lasted about 6 hours. The patient
needed a pre-treatment with intravenous fluid followed by the infusion. Pre-treatment with
intravenous fluid is standard for this medication. The FDA gives a boxed warning™* for this
drug that acute renal dysfunction can rarely occur and has been associated with fatalities. For
this reason it recommends that for patients at risk for renal dysfunction to ensure adequate
hydration prior to administration and to discontinue treatment if renal function deteriorates.
The facility started these infusions in the evening around 7 or 8 pm, which was a very bad idea,
as the facility physician was no longer on site. There were days when the pre-treatment fluid
treatment was not given. Nurses did not document monitoring the patient consistently and at
times the patient wasn’t monitored at all. Nurses did not always document giving pre-
treatment hydration. As well, the doctor at Kilby did not appear to be familiar with the boxed
warning for this drug.

On 2/15/15, the patient placed a health request stating he felt bad and had a cold. He was
charged $4 and was evaluated by an LPN who documented vomiting, diarrhea, weakness and
dizziness for 3 days. The second page of the NET tool note was not in the medical record so it
wasn’t clear what the LPN did. Since vomiting and diarrhea can cause dehydration, the patient

July 2016 Puisis ADOC Medical Report Page 93



should have had a metabolic panel. But this did not happen. The IVIG should not have been
given without knowing the hydration status of the patient.

On 2/17/15 at 10 am, an LPN evaluated the patient for abdominal pain, sore throat and
dizziness. The second
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An example of this is a patient'*’ who was being followed in a contact investigation with

respect to a tuberculosis outbreak in 2014. The patient had an x-ray done but the report of this
X-
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The patient filed his first medical grievance, stating that he wanted a second opinion because
he didn’t feel his care was adequate. The nurse responded that the assistant Regional Medical
Director would see the patient “today”. The assistant Regional Medical Director saw the
patient. He was providing coverage at the facility**’. The doctor took a very brief history, did
only a brief physical examination, diagnosed diabetic neuropathy and increased the patient’s
Neurontin.

The patient submitted another health request form, stating that he had pain in his right leg
stump and in his left leg. He then filed another grievance stating that he had lost his right leg
because of not being timely attended to and didn’t want to lose his left leg. The patient
followed the second grievance up with another health request stating he wanted to see a
specialist for the pain. The patient appeared correct in his concerns, as he appeared to have
claudication and should have had a Doppler ultrasound test. A nurse responded to the
grievance stating the patient was on a list to see the assistant Regional Medical Director.

When the assistant Regional Medical Director saw the patient on 4/18/12, he ordered arterial
Doppler studies of the legs to evaluate for peripheral vascular disease. These were done
5/7/12 and indicated > 50% stenosis on the left leg. Given the patient symptoms, medical
management should have been optimized and the patient should have been considered for a
vascular surgery evaluation.

The patient wasn’t seen by a provider for 4 months and when seen by an NP, the NP didn’t
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were performed on both legs to correct vascular insufficiency by September of 2014 about 2
and a half years after he started complaining. The patient’s access to a specialist was extremely
poor. Over the 2 years of care, providers appeared to lack concern about his medical
complaints. The patient had a serious medical condition and was placed at risk of harm and
only gained access to care by virtue of filing grievances.

Infirmary Care

Methodology: Tour facilities and inspect infirmaries. Review policies. Review records of
patients on the infirmary.

Opinions:

36. Infirmary units do not have appropriate equipment and infrastructure to adequately
house infirm patients.

37. The ADOC fails to adequately house the elderly and patients with significant medical
conditions who cannot be safely housed in general population.

38. Infirmary units do not have adequate nursing staff.

39. Patients who should be in hospitals or skilled nursing facilities are housed on the
infirmary.

40. Care on infirmary units is substandard.

Findings:

Infirmaries are locations in correctional facilities where inmates are housed who are too sick to
be in general population but not sick enough to hospitalize. Generally the number of infirmary
beds are 0.5-1% of the number of inmates in a correctional population.™® There is a wide
spectrum of infirmary arrangements in correctional facilities. General requirements for
infirmary care include:

e RN supervision and presence;

e Being within sight and hearing of a nurse so that a nurse can immediately see all
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are elderly. Many of these individuals will develop disabilities, advanced chronic illness, and
other problems that do not require infirmary care but do require some type of protected
housing. There currently is no official protected housing governed by OHS policy. Hamilton
Aged and Infirm is a facility meant specifically to house the aged. But it has a rated capacity of
123 and a population of 296. It is therefore at 238% of rated capacity
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In October the doctor ordered an alternating pressure mattress. But by this time the decubiti
were very large. It did not appear that the alternating pressure mattress was ever obtained.
The patient developed another urinary tract infection in October and the patient’s white count
started elevating indicating systemic infection. By late October the white count was 51,000,
which is an extremely high white blood count indicating severe systemic infection. The patient
needed hospitalization. The patient became hypotensive, suggesting septic shock. Instead of
hospitalizing the patient for intravenous antibiotics, the doctor added 2 oral antibiotics to the 2
oral antibiotics the doctor had already prescribed. Generally, oral antibiotics do not attain the
blood levels necessary to fight systemic infection.

In early November the doctor had a conference call with the regional and assistant Regional
M
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Nurses also describe testicular swelling and bloody fluid draining from his penis. A day before
the patient died, the doctor prescribed morphine and a fentanyl patch, which appeared to be a
considerable amount of narcotic. The following day the patient died.

The patient lived 8 months after his stroke. The initial DNR was based on expectation of a
terminal condition. However, the patient survived and was basically a stroke victim who
needed skilled nursing care. Over 8 months he failed to receive skilled care in the prison
infirmary, which was not capable of managing his needs. The inability to provide skilled nursing
care should have resulted in the patient being transferred to a skilled nursing facility. Instead
the patient remained at the prison and appeared to endure much unnecessary suffering.
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* How long-term patients receive appropriate nutritional support;

e The DNR and hospice process as it appeared that the patient was recovering and should
have had his DNR status re-evaluated; and

e Whether it is appropriate to have a remote physician sign a DNR order for the patient.

This death was preventable.

The mortality review was inadequate as a means
to identify problems.
Another patient™® was diagnosed with active tuberculosis and was placed in a negative
pressure isolation room in the Donaldson infirmary. These negative pressure rooms are single
cells that are similar to typical prison cells and do not contain medical beds or call systems for
emergencies. This patient was very ill and appeared to need a level of care of an acute care
hospital. He had lost 30 pounds. He had unstable vital signs (pulse as high as 163, blood
pressure as low as 80/60, and fever for weeks). He had abnormal laboratory tests
(hyponatremia, elevated white count, low albumin, elevated glucose). This combination of
signs indicates sepsis which is not a condition that can be safely managed at the prison.
Doctors suspected him of having adrenal insufficiency, a life threatening medical emergency.
To keep such a patient in a single isolation cell placed the patient at significant risk of harm. He
should have been hospitalized.

At the prison infirmary, nurses sometimes only evaluated the patient daily. Physicians
sometimes did not see the patient for days. The Regional Medical Director provided phone
consultation when direct face-to-face management was indicated. This lack of physician
coverage may have been due to insufficient staffing. An Alabama Department of Public Health
(ADPH) physician managed tuberculosis care remotely via ADPH nursing staff but coordination
of care between the ADPH and ADOC medical staff was not apparent in the medical records.

Mortality Review

Methodology: Review policy and procedure. Review depositions. Review death records and
selected sentinel event reviews of deaths.

Opinions:

41. The ADOC has high rates of mortality but fails to adequately review mortality with an
aim of reducing death.

42. There is inadequate policy on mortality review.

43. Corizon mortality review is ineffective; biased; fails to identify problems; and fails to
recommend solutions to problems evident in patient deaths.

% patient 13
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deaths.’®® Ms. Naglich indicated that the STAR system was used in hospitals and other systems
to review deaths and that it “is based on evidence-based criteria which evaluate the outcome
based on the treatment provided.”*®> However, Ms. Naglich was uninformed with respect to
the actual process of mortality review used by Corizon. She was asked, “Do you know what
Corizon looks at for deaths in the Department of Corrections in Alabama in the morbidity and
mortality review process?” She answered “No.”*®®

ADOC OHS does not review Corizon mortality reviews or Corizon’s sentinel event reviews for
persons who have died as part of its monitoring process, but it does review the charts of
persons who have died.’®” The ADOC does not currently have a physician on its OHS medical
clinical staff. Its reviews of death charts therefore do not include physician participation. Ms.
Naglich testified that Corizon’s sentinel event review process was adequate.*®® When asked to
describe the sentinel event process, she stated, “I know that they, as a result, they’re
identifying issues and bringing them to us”.*®® Later in that deposition, Ms. Naglich was asked if
she knew what the sentinel event process is, and she answered “No.”*®  She also testified that
she didn’t know what Corizon does in its sentinel review process, what is reviewed in the
sentinel event process, or whether Corizon ever identified problems in its sentinel event
process. Despite a lack of knowledge of the process and despite not reviewing their reports,

Ms. Naglich testified that the process was adequate.

Discontinuation of Mortality Review Meetings and Lack of Effective
Mortality Review

Dr. Crocker, the previous Regional
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death including chart review. Dr. Crocker couldn’t remember whether a summary was
completed.'”® When asked what the purpose of conducting mortality review meetings, Dr.
Crocker engaged in this exchange:

Q.  What was the purpose of doing mortality review meetings?

| believe it was an expectation in the correctional world.

Okay. Do you know why?

It to satisfy that expectation.

That’s the purpose of it?

To examine the — Yeah. That’s the purpose, it’s an expectation.
So it’s not to learn from the death?

If there’s anything to learn.*™

>0 >0 >0

Dr. Crocker went on to add that he could not think of any process that was changed as a result
of a mortality review meeting.

Dr. Crocker further testified that after 2013 when the mortality review meetings were
discontinued, the only change in the process in his mind was that the mortality review meeting
was no longer required.'”® After 2013, Dr. Crocker testified that site medical directors were
required to write a mortality review (case summary) of all deaths on a separate sheet of
paper.}”® Also, a mortality review form with a check box format was used. These were filled
out by the site medical director and sent to the Regional Medical Director, who would then
discuss the case with the site medical director over the phone.

From his seven and a half years as Regional Medical Director, Dr. Crocker could not recall a
single problem with quality of care identified from mortality review.*’” Dr. Crocker testified
that there was no documentation of the discussion or findings of the mortality review. Dr.
Crocker did testify that he would write feedback to the site medical director on the mortality
review form, but also testified that the feedback was not specific.'”® An example he gave was
that there may be room for education.*” After the mortality review form was signed, it was
sent to the Corizon committee that reviewed deaths. Dr. Crocker had no recollection of the
name of the Corizon committee that reviewed mortality and didn’t recollect any contact with
the committee with respect to any questions that they might have surrounding any death. The
only reason the Corizon committee that reviewed mortality contacted him was to remind him
to complete the form.*® Other than noting that the mortality review was complete, there was

3 1d. at pages 53-54
" 1d. at page 59-60
% 1d. at page 62
%1d. at page 64
Y1d. at page 83
81d. at page 96
91d. at page 101

189 1d. at page 103-104
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no discussion with the corporate sentinel event committee with respect to death.*®* After the
corporate sentinel event committee reviewed the death, the case was closed. Dr. Crocker
could not recall any information being returned to the Regional Office with respect to the
death.’® He did recall receiving emails with the committee’s assessment of the death. When
asked whether the committee ever found a problem with care he said he couldn’t answer,
“Because | don’t remember the terminology they used.”*®® This exemplifies significant
disengagement of the Regional Medical Director from the mortality review process.

Sentinel Rev%%(iﬂvor%@g%'s)m -0.009 Tc 0.009 al

The only difference between mortality review and sentinel event review is the fact that in
mortality review a patient died.’®* Sentinel events were identified by site or Regional Medical
Directors.*® Dr. Crocker described the sentinel review process as one in which a site medical
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Medical Director’s version and decides whether or not the death was avoidable or not and
whether or not a corrective action is indicated. The sentinel event committee can ask for a
corrective action plan. The sentinel event committee sends their final determination to the
Regional Medical Director and to the site leadership.

Dr. Crocker would not talk about any recommendations issuing from the sentinel event
committee or the mortality committee on the basis of privilege.

In her second deposition Ms. Naglich stated that generally everyone who dies within the ADOC
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Examples of the Poor Mortality Review and Failure to Recognize

Deficiencies and Preventable Deaths®™

The first patient™® discussed in this section had a life sentence. He had dementia, diabetes

mellitus, hypertension, atrial fibrillation, cardiomyopathy, prior prostate cancer, and history of
heart failure.

The patient was at Staton and transferred to Bullock on 5/22/13. On the transfer form, a
medical staff wrote “*is a DNR*”. The patient had no terminal ilinesses and the basis for the
DNR status was not clear. There was no advanced directive in the record | reviewed that
documented a discussion with the patient. He did have significant chronic illness but was not in
a terminal state. He was able to conduct a conversation even though his dementia was
significant. A DNR status relates to interventions performed for a patient at the end-of-life and
relates to extraordinary efforts to maintain life. However, it appeared that the interpretation of
DNR by ADOC staff was that they need not provide routine care to patients with disabling
cognitive problems. The providers’ position appeared to be that they could allow this individual
with a serious cognitive disorder to die without providing typically routine interventions. This is
a serious ethical issue. Using this logic, one would allow all nursing home patients with
cognitive disorders to die without routine interventions. This is a disturbing and unsettling
interpretation that appeared to have the sanction of senior ADOC administrative staff.

After transfer, the medical doctor at Bullock referred the patient to mental health for
evaluation because he wasn’t making sense. A psychiatrist evaluated the patient and
documented that the patient had dementia. A CT scan done about a week after the patient
arrived at Bullock showed brain atrophy. There was no documentation of modification of the
DNR status at Bullock for this patient even though he was not terminal. His diabetes,
hypertension, atrial fibrillation and heart failure were in control. The patient was not given
anti-coagulation for the atrial fibrillation, but this was understandable given the risk for
bleeding in someone with his condition.

The patient remained at Bullock for 20 months until his death. The initial medical record
provided does not have a single medical provider progress note or chronic care note for the
entire 20 months of the patient’s stay at Bullock. I identified that the patient’s medical record
might be incomplete.

It was unclear to me
whether the medical record filing system was significantly defective or whether information
was intentionally withheld. The patient was evaluated in chronic care 16 times during 2013 and

I The discussions of care in this section are provided to give a context for opining on the adequacy of the

mortality review. Additionally, the medical chart reviews are further examples of the systemic deficiencies in care
discussed throughout this report.
12 patient 22
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to control heart rate in persons with atrial fibrillation. The levels of this drug in the blood can
rise to dangerous levels if the kidney is not functioning because the drug is excreted by the
kidney. Despite this the digoxin level was never documented as reviewed in 2 years. When the
patient’s kidney function deteriorated, the digoxin level was not assessed. This placed the
patient at risk of harm. The hemoglobin Alc test, a test reflecting diabetic control, was never
reviewed even when they were done. The patient had mild iron deficiency anemia and low
platelets but this was never noted. The inmate’s mental status was never documented. The
inmate’s hypertension and diabetes were documented as in fair control consistently even when
his blood pressure was normal and even when there was no laboratory evidence of diabetic
control documented in their note.
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This test result wasn’t reviewed for 3 days and when noticed, the doctor didn’t immediately
send the patient to a hospital, instead he ordered a repeat test. After several months of
deterioration, the physician sent the patient to a hospital where the patient was diagnosed
with gangrene, peripheral vascular disease, heart failure, arm deep vein thrombosis, and mild
acute renal failure. The patient had an amputation of one of his legs below the knee. The
description of the hospital physician was:

“blackish discoloration of the skin over all of his toes and also all over the foot area with
a large ulcer over the dorsal aspect of the right foot with pustular foul-smelling wound
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urine) which was
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Another patient™" was a 72 year old male with a his
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| reviewed the mortality review committee folder for this death.

This review was inadequate. There were several additional problems with this death:

e The intake process failed to identify all of the patient’s problems. Although these were
identified later, it does point out the inadequate intake process.

e On 5/28/13 the NP should have ordered an echocardiogram as the patient had signs of
heart failure.

e LPNs should not be performing independent assessments. The staffing plan for this

facility should have been evaluated with respect to RN staff. If RNs are unavailable, the

option can be to send patients with urgent problems to an emergency room. This is a

significant systemic deficiency and should have been identified. |GGl

However, referral to a provider
should have been immediate. If a provider could not immediately evaluate the patient,
the patient should have been sent to an emergency room.
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Failure to Designate an Individual Responsible for Infection Control

The responsibility for infection control appears to rest with the medical vendor. The scope of
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prevention manual provided to me did not have the questions filled out. So, for example, the
second question in the procedure details of the Infection Surveillance policy®® states, “Who (by
position title) is responsible for maintaining the list of communicable diseases reportable to the
local Public Health Department?” This is not filled out. In the Corizon regional policy manual,
the policy for infection control®” states in the NCCHC procedure statements that there is an
infection control plan approved by the Medical Director located in the Corizon Infection
Prevention Manual. But there is no infection control plan in the Corizon Infection Prevention
Manual.

Dr. Crocker, the former Regional Medical Director, did not include responsibility for infection
control in his list of responsibilities.?®® So presumably, the term medical director in the policy
refers to site medical directors. The St. Clair policy?®® on infection control states that the
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Tuberculosis Outbreaks at Donaldson and St. Clair

Based on the genotype analysis of cases in the ADOC from 2010 through part of 2015, it is clear
that there were at least 2 major tuberculosis outbreaks. Nine of the 38 cases of tuberculosis
did not yield a genotype; these cases were clinically diagnosed. Of the clinical cases, it
appeared that 5 were related to the St. Clair outbreak and 2 were related to the Donaldson
outbreak. Of the 29 cases with known genotype, 8 were from the St. Clair outbreak that started
in 2014 and 12 were from the Donaldson outbreak which started in 2010. The Donaldson
outbreak genotype continues to persist in the system. Not counting the clinical cases, this
genotype caused at least 6 cases in 2010, 3 cases in 2012, 2 cases in 2014 and 1 case in 2015.
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“Q. Have there been -- Do you have

13 any concerns today about the way tuberculosis
14 is being addressed in the Department of

15 Corrections?

16 A. No.”?*®

Mr. Ken Dover, the Vice President of Corizon in Alabama, also appeared to deny the existence
of an outbreak of tuberculosis. He testified as follows:

“23 Q. If there was an outbreak of
1 some sort of disease, like tuberculosis for
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to face evaluation. The patient should have been sent to a hospital if a physician wasn’t
available to evaluate the patient. This placed the patient at risk of harm.

On 1/8/14 the patient had still not been evaluated by a physician and complained on a sick call
request that he had lost 30 pounds and was very weak. The nurse charged the patient a co-pay
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two lobe pneumonia for over a year. In 2014, the patient had serious abnormalities suggestive
of serious infection and should have been hospitalized yet was kept at the prison without
physician monitoring for several weeks. When an x-ray suggested tuberculosis, the physician
failed to immediately isolate the patient. These multiple clinical failures resulted in an
extended period of time when the patient was infectious and transmitting tuberculosis to
numerous inmates and probably employees as well. This case should have resulted in a peer
review and a root cause analysis of the reason why his tuberculosis was missed. This systemic
incompetence resulted in harm to the patient with tuberculosis and to many other individuals
who acquired active tuberculosis and many others who acquired tuberculosis infection.

Despite the clear deficiencies in his care, Ms. Naglich had no concerns about assessments of the
patient with respect to his evaluation and subsequent identification with pulmonary TB. From
Naglich’s testimony the patient received adequate care.

“Q. Okay. Did [name redacted] receive

14 adequate medical care?

15 A. I didn’t provide that medical

16 care. He saw licensed practitioners who

17 prescribed that care. And he had access to a
18 physician as well as a nurse practitioner. So
19 I would say, yes, he did receive adequate

20 care.”?#

Access to a physician does not alone define adequacy of care. When the person responsible for
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Dr. Crocker, the Regional Medical Director for Corizon during this episode, appeared to blame
the patient for the development of tuberculosis. He indicated that the patient was non-
compliant with tuberculosis treatment, didn’t seek treatment for weight loss, and failed to
come back for follow-up treatment. Dr. Crocker suspected that the patient had TB disease
about 2-3 months prior to his ultimate diagnosis.?*® This shows a lack of responsibility,
indifference, and a failure to critically review the case. The failure to acknowledge error is a
significant impediment to improvement.

Another patient?®* was a 69 year old man with a history of emphysema. This information
comes from ADPH tuberculosis reports. He was housed at the Limestone facility from 12/18/00
until 1/18/11 when he transferred to Hamilton A & I, where he was housed when he was
hospitalized for chest pain. He had a prior positive tuberculin skin test in 1980 for which
preventive therapy was completed. Department of Health records show that he had abnormal
chest CT scans and x-rays beginning in February of 2010. These studies showed interstitial
fibrotic changes, but beginning in April of 2010 interstitial infiltrates began to appear. The
patient apparently was not worked up for these pulmonary abnormalities until he was admitted
to Brookwood Medical Center on 9/21/11 for chest pain over a year later. Hospital clinicians
documented that the patient had over 100 pounds weight loss over a 4-5 year span of time. If
this was due to tuberculosis, it suggests long-standing disease. The patient underwent cardiac
catheterization which showed multi-vessel coronary artery disease. The patient was not a
candidate for stent placement and was considered a poor risk for bypass surgery. While
hospitalized, a pulmonologist was consulted and hospital records document that the
pulmonologist discussed follow-up with a provider at Hamilton A & I. On 9/22/11, tuberculosis
smears were collected and reported as positive at the hospital at 5:29 pm on Friday 9/23/11.
The hospital discharged the patient on 9/23/11, which was a Friday, but the patient was not
isolated at Kilby until Monday 9/26/11. Both his smear and culture results were positive for
Mycobacterium Tuberculosis. He was placed in isolation at Kilby on 9/26/11 and died shortly
after tuberculosis treatment was initiated. The Department of Public Health reported a positive
probe for tuberculosis disease. This inmate’s tuberculosis genotype was unique with respect to
the other identified infections. This inmate was most likely contagious for a considerable
period of time while at Hamilton A & | as well as at Limestone.

Hepatitis C

Besides tuberculosis, there are other infection control issues present in the ADOC. Itis
estimated that the prevalence of hepatitis C infection in correctional facilities is between 16%
and 59%.%°> The March 2015 Monthly Client Report®® reported that there were 2,398 known

223 Deposition of Bobby Crocker MD, Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs. Dunn conducted
on February 25, 2016 in Atlanta, Georgia pages 274-77

224 patient 24

2% Altice F, Douglas B, Hepatitis C Virus Infection in United States Correctional Institutions, Current Hepatitis
Reports- August 2004, 3:112-118

#2% Corizon Health Alabama Regional Office Monthly Client Report, March 2015 page 19
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e Prior blood transfusions

e Long-term hemodialysis

e Born to a HCV-infected mother
e Incarceration [my emphasis]

e Intranasal drug use

e Getting an unregulated tattoo
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The ADOC policy on hepatitis C treatment states that the site medical directors are to notify the
northern regional clinical manager, Mr. Kinard, of patients who meet the criteria for evaluation
for hepatitis C treatment. The northern clinical manager consults with a consulting physician to
decide who is to be treated. This policy does not define criteria for evaluation or the criteria for
treatment. The Treatment Referral Form that is used for purposes of this communication has a
number of laboratory items and criteria items. In chart reviews, | could not find evidence of its
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Appendix A

APPENDIX A%®

Facility Designed Month End Occupancy Date of
Capacity Populations Rate Opening/Construction®®
Holman 581 802 138% 1968-69
Death Row 56 158 282.1%
Holman
Kilby 440 1288 292.7% 1969
St. Clair
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Birmingham 30 129 430%
Work Center
Camden Work 15 125 833.3%
Center
Childersburg 151 251 166.2%
Work Center
Decatur Work 37 440 1189.2%
Center
Elba Work Center | 15 24 160%
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been initially constructed for other purposes and have been remodeled haphazardly in
attempts to create space for ne
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Kilby

Kilby opened in 1969 with a design capacity of 440 inmates but as of March 2016 it held 1288
(292.7% of design capacity). It serves as the intake facility for males and has the main infirmary
for males in ADOC custody.

The room where an LPN performs initial intake screening was cluttered and not sanitary. It was
a large room without an examination table. A nurse evaluated inmates from behind a large
office desk with the inmate sitting on a chair. An officer was in the room standing near where
the nurse was interviewing inmates so there was no privacy. There was no fixed equipment in
this room and the only supplies were supplies brought in by the nurse and placed on the desk.
The only equipment in the room on the day of my tour was a thermometer, glucometer,
stethoscope, blood pressure cuff and scale. Part of this intake screening room was used for
storage. Based on descriptions on the tour, this room is used to complete intake forms 2 and 4.
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difficult to examine the patient from this side of the table. There is a desk for a staff member to
use with a computer on the table to check pharmacy records. But there is no chair for the
patient to sit on. Presumably the patient sits on the examination table but when sitting on the
table there is not direct vision to the staff member sitting at the desk. Portable equipment was
lying on a counter in the room including a thermometer, blood pressure cuff, stethoscope, and
an otoscope. There was no ophthalmoscope.

The medical records are stored in the x-ray room so presumably records can’t be accessed
when a film is being taken. There is also a medical records file room that has floor to near
ceiling shelving for records. This room is very crowded without adequate space. There is a
small lab for phlebotomy.

The chronic care room is very small. It has a desk arranged so that the swing of the door almost
hits the desk. The desk is opposite an examination table which is where the inmate sits when
the provider takes the history of the inmate. The computer for searching medications is in the
corner next to a microwave which sits on top of a refrigerator. Eating or preparing food should
be prohibited in clinical spaces for hygiene, safety, and sanitation reasons. There is no fixed
equipment in the room but a thermometer, pulse oximeter and blood pressure cuff were on
the desk. There was no oto-ophthalmoscope. Immediately adjacent to the chronic clinic
examination space there is another room separated from the chronic clinic room by a doorway
without a door. This room had a desk with a computer. | was told that this was the officer
station. This eliminated the possibility of privacy.

There is a nursing station that serves as a medication room. This room has a single transaction
window covered with a metal grating. The medications are stored on shelves and cabinets
behind the window. The shelving is open. A wall mounted computer is near the window so
that the nurse can access the eMAR. A keyboard is laid on top of a rolling table. Some
cardboard boxes of medications are stored on the floor. This is not appropriate storage for
medication.

The medical equipment storage room was extremely cluttered and disorganized. Isolation
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paper files on it. Employee personal bags were on this table. An examination table is opposite
the desk but there is no fixed equipment near the examination table.

There is a very narrow medication room about 2 and a half feet wide from counter to shelving.
At the end of the room there is a Plexiglass transaction window with a small opening which is
used to pass medication. On one wall there are shelves which contain the medication. In the
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APPENDIX C

CHART REVIEWS
Patient 1
Date Summary Comment
1/28/1999 | PPD 20 mm positive. A TB record

documented that the patient received INH
3/5/99

1/5/2012

A physician assistant saw the patient for
chronic illness clinic for his hyperlipidemia.
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11/1/2012 The patient receive
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11/7/2013 The patient received medication 11/7/13 5
days late. But it appears that the patient
did receive single doses of medication for 4
of the 5 missing days. After November,
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4/15/2014 A physician documented discussing with
the patient the abnormal CT scan results
which indicated a 3.4 cm mass. The
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11/26/2014

DOC nurses did symptom screening for TB
but identified no loss of appetite, cough or
weight loss.

This demonstrates poor quality of evaluation
by ADOC staff which likely promotes
tuberculosis disease being detected.

11/26/2014

A FU CT of the chest was requested on
11/26/14 for 4 weeks

11/26/2014

A nurse documented that the patient
returned from his last chemotherapy
session

11/26/2014

The oncologist recommended a FU CT
scan in 4 weeks with a follow-up clinic visit
the same day as the CT scan

12/2/2014

12/2/2014

A doctor wrote a very brief note
documenting that the patient was doing
well and needed a CT scan in 4 weeks.
There was no history or physical
examination.

A physician ordered a FU CT of the chest
and an oncology follow-up for the same

The doctor did not document the progress of
the patient. An appropriate history was not
taken.
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2/11/2015

The patient received an x-ray for
tuberculosis but the report stated "Port
catheter is followed to SVC. The cardiac
silhouette, mediastinum, lungs, and pleural
spaces show no gross acute abnormalities.
If there are unexplained symptoms, follow-
up radiography is suggested. Conclusion:
No active tuberculosis”. The radiologist
apparently missed the lung cancer unless it
had completely regressed. Also, the facility
left the portacath in place after
chemotherapy without consideration for
how long it would be needed.

This demonstrates poor follow-up. Indwelling
catheters place the patient at risk of harm
because of potential for infections and clots.
The physicians following this patient should
know when the catheter should be removed.

July 2016

Puisis ADOC Medical Report

Page 167




1/23/2012 | Patient complained to a nurse about burning
when he urinates and pain in his testicle
which was documented on a GU/GYN NET
tool form. The nurse referred him to a
provider because the urinalysis was abnormal
but the nurse didn't document what the
abnormality was. The nurse also gave the
patient ibuprofen.

1/23/2012 | A provider saw the patient and only The provider didn't address the testicular
addressed the hip pain but not the testicular pain, abnormal urine, or urinary catheter.
pain and abnormal urine. The provider was The patient had obvious symptoms of
not certain about the hip pain diagnosis and urinary tract infection but these were not
thought it might be sciatica. The provider evaluated.

prescribed toradol.

1/23/2012 At 8:30 PM the patient complained to a nurse
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2/1/2012

LS spine x-ray normal

2/1/2012

A provider saw the patient for chronic illness
visit listing diabetes and hypertension as
problems. The provider history mentioned
that the patient was still using crutches but
did not describe why the patient needed
crutches. The provider did not mention that
the patient had a suprapubic catheter and did
not note why the patient had a catheter and
did not take any history with respect to this.
The provider didn't take any history with
respect to medication and did not note that
the patient had gaps in medication. The
provider took no history with respect to
diabetes except that the patient had no
hypoglycemia. The LDL cholesterol was 130
which is elevated for a diabetic but the
provider did not address it. The patient was
not on anti-lipid medication. The provider
noted that the blood sugar was 363 and Alc
was 7.1(this test was collected 1/17/12) and
noted that the diabetes control was good. .

The provider failed to address why the
patient had a suprapubic catheter and did
not address the indication of the catheter.
The provider failed to address medications
and failed to treat an abnormal LDL
cholesterol. Persons with diabetes should
have their LDL controlled at least < 100.

2/5/2012

A provider renewed isosorbide, Lisinopril,
Zante, Maxide and atenolol all for 90 days but
failed to renew diabetic medication.

2/6/2012

The suprapubic catheter was changed

2/7/2012

Patient complains of back pain to nurse. The
nurse referred to a provider.

2/17/2012 | Patient received 30 days of multiple KOP
medications including atenolol, isosorbide,
Lisinopril, macrodantin, ranitidine, and
Maxide.
2/19/2012 | Patient saw a provider for back pain. The
provider noted that the back pain had
completely resolved.
2/22/2012 | The patient asked to see a provider about his
catheter.
3/7/2012 | A nurse changed the patient's catheter; the
nurse noted that there was blood in the urine.
3/17/2012 | A nurse changed the suprapubic catheter.
3/28/2012 | The patient received macrodantin and The patient failed to receive ordered
atenolol but none of his other KOP medication.
medications. The medication was delivered
11 days late.
4/1/2012 | A nurse changed the suprapubic catheter.
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4/5/2012

Patient complained to a nurse about testicular
and penile pain with polyuria. The nurse
contacted a provider. The urinalysis showed
blood, white cells and was nitrite positive
indicating a possible infection. The patient
was referred to a provider for the abnormal
urine test.

A provider failed to see the patient after a
referral by a nurse.

4/10/2012

4/12/2012

A provider renewed isosorbide, Lisinopril,
Zante, Maxide and atenolol all for 90 days but
failed to renew diabetic medication.

The patient complained to a nurse about
penile and testicular pain. The nurse noted
that the patient had previously been seen by
a nurse and given Motrin. A physician had
not seen the patient in follow-up. The blood
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5/3/2012 A provider saw the patient. The patient

weighed 217 pounds and based on a provider
note from 1/23/12 when the patient weighed
235 pounds, the patient had lost 18 pounds
over approximately 4 months. This was
possibly from untreated diabetes. The
provider examined the patient and found no
penile swelling, no lesions and normal
testicles. The doctor diagnosed "stable"
"genital discomfort" and poorly controlled
diabetes. The doctor felt that patient's
symptoms were due to diabetes. The doctor
started insulin for 14 days along with another
antibiotic - Bactrim. The doctor did not order
a culture of the urine or assess for infection or
order a white count but did order a
hemoglobin Alc and a chemistry panel. The
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5/22/2012 The patient did not show up for a medical
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12/18/2012

The patient complained of boils on his body.
The nurse saw the patient on 12/19/12 and
noted a boil on the patient's neck and referred
the patient to a provider but a provider did not
see the patient.

Again a nurse referral to a provider failed to
occur. This placed the patient at risk of
harm.

12/19/2012

A nurse saw the patient in evaluating the
health request of the day before and noted a
boil on the neck, a healed lesion on the chest
and a small scab on the thigh. A provider
wrote on the nursing NET tool note and wrote
a prescription for 2 Bactrim BID.

12/21/2012

A nurse gave the patient a 30-day supply of
metformin KOP.

1/5/2013

A nurse documented giving KOP meds
simvastatin, glipizide, Isordil, Zestril, atenolol.
These were 3 days late. The January MAR
did not document delivery of metformin. The
last delivery of metformin was 12/21/12.

The patient failed to receive ordered
medication.

1/6/2013

A nurse changed the suprapubic catheter.

1/16/2013

1/16/2013

A nurse saw the patient for 3 separate boils
on his neck, buttock, and chest. The nurse
apparently prescribed Bactrim DS 2 tabs BID.
It is not clear that a physician ordered this
medication.
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1/26/2013 | A urine culture collected 1/23/13 and reported | The provider failed to timely change
1/26/13 showing e coli resistant to Bactrim antibiotics as the patient was resistant to the
but sensitive to nitrofurantoin (macrodantin). antibiotic he prescribed for urinary tract
This was not reviewed until 1/30/13. The infection. In general, long-term indwelling
reviewer documented wanting to add catheters become colonized.
macrodantin and discontinue Bactrim but it
appears that the Bactrim was not stopped
until the 4th of February.

2/4/2013 | A provider saw the patient and noted that the | The provider should have determined when
patient complained of only receiving 4 days of | the catheter was last changed and
his Bactrim. The MAR documents that the considered changing it. Itisn’t clear whether
patient receive Bactrim for 9 days. The the patient needed treatment as long-term
provider noted that the urine was growing e indwelling catheters become colonized and
coli sensitive to macrodantin so the provider are often only treated when symptomatic.
discontinued the Bactrim which was to stop
on 2/4/13 anyway. The provider prescribe 30
days of macrodantin.

2/8/2013 | Labs: creatinine 1.25, LDL was 150 but the The patient should have been on a higher
patient was receiving only a low dose (5 mg dose of simvastatin.
of simvastatin) of medication; Alc 5.9; urine
turbid with protein, ketones, blood, nitrites
and large leukocyte esterase with many white
cells and many bacteria which grew e coli.

2/13/2013 | The patient received KOP medication ten The patient failed to receive ordered
days late. medication.

2/15/2013 | A provider visit to follow up on a urinary tract
infection was rescheduled.

2/18/2013 | A provider saw the patient and wrote a very
brief note without any examination of the
patient. The provider wrote to check a urine
culture and treat accordingly.

2/23/2013 | The urine was again turbid and had protein, The patient had a urinary tract infection.
blood, nitrites, leukocyte esterase, bacteria The reason for the suprapubic catheter was
and white cells. The urine grew still not identified.
pseudomonas.

2/26/2013 | A provider prescribed macrodantin for 180
days. This was a prophylactic antibiotic.

2/28/2013 | A provider wrote that he saw the patient and The provider should have determined when
discussed urinalysis results and the need for | the catheter was last changed and
antibiotic treatment. The patient agreed. The | considered changing it. The indication for
patient noted drainage from the left thigh but | gentamycin was not clear. It did not appear
the provider did not find drainage on that the patient needed this medication.
examination. The same provider dated a
prescription 2/27/13 for gentamycin IM for 5
days with a metabolic panel in a week. There
was no follow-up of the patient.

3/4/2013 | Lab: creatinine 1.35 This elevation of creatinine is a likely side
effect of use of gentamycin.
3/5/2013 | A provider renewed isosorbide for 180 days.
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3/11/2013

A urine sample was collected for culture
which was reported 3/16/13 and positive for
pseudomonas resistant to gentamycin which
was the antibiotic used to treat his recent
infection.

The provider should have determined when
the catheter was last changed and
considered changing it.

3/13/2013

A provider saw the patient for chronic illness
clinic for diabetes and hypertension. The
provider did not address the prior urinary tract
infections. The provider did not ask the
patient about his medications or ensure that
the patient was receiving the correct
medication. The patient's blood pressure was
130/80. The provider documented that the
patient was in good control and did not
change therapy. Although the LDL was 150
the provider did not address it, assess
whether the patient was receiving medication
or whether medication should be adjusted.
The patient had recently been treated with
intramuscular antibiotics for a urinary tract
infection but the provider did not address it or
follow-up with a urine culture.

The provider failed to address all of the
patient's problems in this chronic care visit.
The LDL cholesterol was high and the
patient should have had an increased dose
of lipid drug.

3/16/2013

The patient received KOP verapamil and also
received Zocor which was last given as a 30-
day supply on 1/5/13 so this was over a
month overdue.

The patient failed to receive ordered
medication.

3/30/2013

Metformin given as KOP and last given 2/5/13
so it was over 3 weeks late.

The patient failed to receive ordered
medication.

4/12/2013

4/14/2013

A provider renewed Zocor, Glucophage,
verapamil and HCTZ for 120 days.

The patient received KOP atenolol, HCTZ,
and Lisinopril but had last received a 30-
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4/18/2013

Labs reported 4/18/13 showed: sodium 134,
white count 12, urine turbid, with protein,
blood, leukocyte esterase and 2+ bacteria.
This result was not reviewed until 4/25/13.
The urine culture from this specimen was
positive for pseudomonas

The provider should have determined when
the catheter was last changed and
considered changing it.

4/18/2013

A provider ordered a referral to an urologist
because of the infected urine. The referral
documented that the appointment would be
4/23/13 but there is no evidence that it
occurred.

It appeared that this referral was delayed.

4/19/2013

A nurse saw the patient for urinary
discomfort. The temperature was 96.3. The
patient had abdominal tenderness and
contacted a physician who gave a phone
order to change the suprapubic catheter and
to give pain medication. The nurse changed
the urinary catheter.

The lack of on-site physician coverage was
resulting in management by phone.

4/21/2013

A nurse documented calling the patient to the
prison ER by orders of Dr. Crocker. The
nurse then called Dr. Crocker who wanted to
be called but the nurse didn't get a return call.
The patient waited apparently in the prison
ER for an hour and a half. The patient wasn't
evaluated.

The patient didn't have access to a
physician as there was no onsite physician.
Remote management did not appear to be
working.

4/20/2013
4/28/2013

Lab reported 4/20/13: white count 9.6
A nurse filled out a non-adherence
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8/29/2013

A provider saw the patient for chronic iliness
visit. The provider took no history in follow-up
of the recent urinary tract infection and did not
mention whether the ordered referral to an
urologist from 4/18/13 had occurred. The
history was meager. Although the LDL was
134 the provider did not identify high blood
lipids as a problem and did not evaluate the
treatment including whether the patient was
actually receiving medication.

The provider failed to address all of the
patient's problems in this chronic care visit.
The LDL cholesterol was high and the
patient should have had an increased dose
of lipid drug. The urinary catheter and
ongoing infections were not addressed at all.

9/10/2013

9/17/2013

There was a prescription in the chart starting
Bactrim on 9/10/13 for 10 days with a notation
"F/U this Thursday skin infection". However
there was no note associated with this
prescription.

A nurse practitioner saw the patient for a
follow-

It appears that medical record documents
are missing.
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10/9/2013 The Regional Medical Director saw the
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12/17/2013 | The patient received a catheter change.

5/22/2014 | The patient received a catheter change.

6/18/2014 | The patient received a catheter change.
12/13/2013 Patient received KOP Zocor 3 days late. No
evidence in the MAR that the patient received
atenolol, glipizide, Imdur, 096 352.8-1.1(h)-5ddur
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1/23/2014

The provider who apparently was an NP saw
the patient with a physician. The NP
documented that the doctor said the patient
had a fistula and would be sent back to the
urologist.

The patient was being referred to an
urologist several years after incarceration.
This referral was indicated years earlier and
it was harmful to the patient (repeated
infection) to not do this.

1/23/2014

The patient received HCTZ, metformin, and
verapamil 2 days early. But the Zocor was 6
days late. There was no evidence that the
patient received atenolol, glipizide Imdur, or
Zestril.

The patient failed to receive ordered
medication.

1/29/2014

An NP noted that the patient was non-
compliant with medication. It was not clear
on what basis this determination was made
as it appears that the patient was not
consistently receiving timely medication.

1/29/2014

A physician referred the patient to an
urologist for a fistula.

2/4/2014

normal chest x-ray

July 2016

Puisis ADOC Medical Report

Page 186




3/10/2014

3/13/2014

A provider saw the patient for chronic care
follow-up. The potential fistula was not
discussed. The provider listed the
medications but made no attempt to
document whether the patient was actually
receiving medication or whether the patient
was not taking medication. The provider
listed the LDL as 117 which was still not at
goal but there was no attempt to modify
treatment. The patient's weight increased at
least 20 pounds to 240 but the provider made
no attempt to discuss. The lipids were not in
control but were not assessed as not in
control.

The provider did not address all of the
patient's problems. The lipids needed better
management. The weight increase should
have been discussed.
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6/27/2014 An NP who saw the patient for chronic iliness
clinic saw the patient based on an urgent
nurse referral for penile pain and noted that
the patient had abdominal pain and was
unable to void via his suprapubic catheter.
The NP ordered a change of the catheter and
get a urine analysis. Later that day the NP
stated that there was sediment in the urine
specimen with blood, nitrite, and leukocytes.
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10/8/2014 An NP documented starting Diflucan for the
yeast growing in the urine.
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12/17/2014 A provider saw the patient for chronic care
follow-up. The provider did not address the
recent surgery for urethroplasty. The blood
sugar was 371 but the recent Alc of 7.5 was
not mentioned. The provider did not discuss
whether the patient was taking his medication
or receiving medication. There was no
evidence in the record that the patient was
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Patient 3

‘ Date ‘ Summary Comment
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2/20/2012 | The patient had a cardiac catheterization
showing LMCA normal; LAD proximal 95%
stenosis, L circumflex normal; R coronary
30-40% stenosis with anterior apical
hypokinesis with LVEF 35%. A proximal
LAD bare metal stent was placed without
complications. The discharge
recommendations were for daily aspirin 325
and Plavix 75 mg daily.

When bare metal stents are placed, it is
imperative that Plavix or a similar drug be
used to reduce clotting of the stent. Failure to
do this can result in clotting, failure of the stent
and possible myocardial infarction.

2/21/2012 | The patient was discharged from the
hospital

2/21/2012 | Hospital discharge summary with cardiac
catheterization results and stent placement
results were signed as reviewed 2/27/12.
Recommendations included Plavix and
sublingual nitroglycerin. The Plavix was
ordered by a nurse but the nitroglycerin was
not.

2/22/2012 | An NP reviewed the nurse return sheet for
the cardiac catheterization and documented
that the results of the cardiac catheterization
were pending and to schedule with a
physician when they were available. The
hospital discharge summary which included
the cardiac catheterization results were
signed as reviewed on 2/21/12.

Providers failed to obtain information from the
hospital that was vital for the patient. The NP
failed to continue the Plavix.

2/23/2012 | 75 mg Plavix was ordered but the MAR for
February does not document administration
of this medication. A for absent was
documented from 2/23/12 to 2/29/12.

A vital medication was ordered 2 days late.
There was no evidence that the patient
received this vital medication.
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3/1/2012

The patient had a persantine stress test
prior to bypass surgery. There was no
evidence of ischemia but fixed anterior,
septal, and anterolateral infarction and
severe septal and apical hypokinesis and an
ejection fraction of 29%.

3/2/2012

The patient had 3 vessel coronary artery
bypass surgery CABG.

3/6/2012

The patient was discharged from the
hospital after CABG with recommendations
to start Percocet (a pain reliever). Plavix
was no longer recommended.

3/6/2012

The patient was admitted to the infirmary
post CABG. The physician admission note
documented holding Plavix but it had been
discontinued. Coreg was recommended
instead of atenolol
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3/28/2012 A PA saw the patient for chronic illness
clinic. The PA noted the recent CABG and
the abnormal hemoglobin. The blood
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5/1/2012 The May MAR documented that the patient

received Maxide, Mylanta, ibuprofen,
aspirin, Coreg, Cozaar on 5/23/12 and Zocor
and Protonix on 5/24/12 about a week after
prescription. There was no evidence that
the patient had received Coreg
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11/12/2012

A PA saw the patient for chronic illness.
The BP was 124/74, weight was 228, LDL

was 57 and the patient had no complaints.

The echocardiogram ordered 9/10/12 had
not been done. The PA ordered FU in 90
days but made no comment about the
echocardiogram.

fraction of 20% with depressed systolic
function. These results were signed as
reviewed on 12/10/12.

12/1/2012 | The December MAR did not document The patient did not apparently receive
delivery of any medication. medication timely.
12/6/2012 The echocardiogram showed an ejection
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5/1/2013

The May MAR documented receipt of KOP
meds on 5/1/13 and 5/29/13 including
Protonix, Zocor, Tylenol, aspirin, Coreg,
HCTZ, Cozaar

5/13/2013

A PA saw the patient and restarted the
Coreg because of decreased ejection
fraction and ordered another
echocardiogram.

6/1/2013

The June MAR documented no medications
given.

The patient did not receive medication timely.

6/5/2013

TG were 93 and LDL 89.

7/1/2013

The July MAR documented receipt of KOP
Zocor, Tylenol, aspirin, Coreg, HCTZ,
Cozaar, and Protonix on 7/3/13 about 4-5
days late. Meds were also given on
7/31/13 which would have been on time.

The patient did not receive medication timely.

7/10/2013

The echocardiogram showed an ejection
fraction of 50%

7/23/2013

8/1/2013

TG 231

There was no August MAR in the record but

This is a high level for triglycerides but was
not noted.
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3/11/2014 The patient went to cardiology and was
diagnosed with recurrent angina. The
cardiologist recommended increasing the
Cozaar to 50 and starting Imdur an
antianginal drug and return in 2-3 months.
The cardiologist documented that the patient
had episodes of angina. The cardiologist
also recommended NTG which the patient
had not been on. The cardiologist also
recommended a SPECT at the next
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4/30/2014

A PA saw the patient for FU of the stress
test almost 3 weeks after the test. The PA
noted that the stress test results weren't yet
available. The PA took a history that the
patient had no chest pain. The PA ordered
FU in 3 months. He listed the CAD as in
good control which was not consistent with
the stress test result.

This visit was almost 3 weeks after the stress
test and the result should have been
available. The follow-up was poor. 3 months
was too long a follow-up with a pending a
stress test result.

5/2/2014

6/16/2014

The stress test result was signed as
reviewed but the report appeared to have
been dictated 4/10/14. Someone wrote on
this report that the cardiologist wanted a
cardiac catheterization which was ordered
by Guthrie on 5/1/14 and approved 5/5/14.
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7/1/2014 | Because MARs are not present it wasn't
clear how to verify receipt of medication.
Another type of medication form is in the
record but it isn't clear how to interpret its
meaning.
7/10/2014 A pr52.257.48 T /TT1 1 Tf -0.0028(ei)-4
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2/10/2015 | The BP was documented as 94/60 and a This one time therapy would be inadequate.

nurse was instructed to hold HCTZ and The dosage of medication should have been
Cozaar for 2 days. The patient should have | lowered.
been on an infirmary unit.

2/11/2015 | Yhe PP was 116/80 |
3/2954H;  Glucose was 134 and BUN was 21.
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7/19/2012 A nurse completing intake Form 3 This nurse history appears disconnected from

indicated that the patient was to have had

follow-up with orthopedics but failed to go

to that appointment. This apparently was

not communicated to the provider who did

not order follow-up with an orthopedic

physician who specializes in Charcot foot.

The nurse noted that the patient was to be

non-weight bearing.
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1/3/2013 Chronic iliness clinic. Doctor noted that
the patient was on 34 units of 70/30 in am
and 50 units of Levemir in pm with sliding
scale. He documented that the patient
was getting an additional snack and had
only 1 hypoglycemic episode. The patient
weighed 204 pounds which was a 38
pound weight loss since intake. This was
unnoticed by the doctor. (At the chronic
clinic of 9/12/12 the patient weighed 219;
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3/12/2013
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5/20/2013 | Patient passed out from hypoglycemia. The patient should have had insulin adjusted
BS 36 treated with glucagon and glucose
and given a food tray.

5/29/2013 | Patient found unresponsive from The patient should have had insulin adjusted
hypoglycemia. BS 37.

6/2/2013 | Alc 7.7 This is an improvement but the repeated
hypoglycemia suggests that the insulin regimen
should have been adjusted to try to avoid the
hypoglycemia.

6/10/2013 | Chronic clinic visit; there was little history. | The Alc was not at goal. To decrease the
The doctor noted a few episodes of insulin would worsen diabetes control. The
hypoglycemia, but failed to note the 52 patient needed adjustment of the insulin
pound weight loss. The Alc was regimen not necessarily a decrease in dose.
documented as 7.7 and the doctor listed The doctor failed to notice significant weight
the patient in fair control yet decreased the | loss and failed to address one of the significant
am 70/30 insulin to 28 units. complications of his diabetes- the Charcot foot.

The patient needed to see his orthopedic
surgeon and orthotist.

6/12/2013 | Lemevir decreased to 40 units pm from 50

6/12/2013 The patient was foun
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8/29/2013 | The patient was due for an annual TB If tuberculin was not available, quantiferon
check but a PPD was not planted due to a | should have been used.
tuberculin shortage. Quantiferon was not
used.
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9/17/2013 A provider who did not sign their note

wrote that the patient had a lesion on the
R toe secondary to an injury sustained
about a month previous. The toe had a
large abrasion and drainage. There was
no further documentation of an
assessment or plan although on the same
day there was an order for antibiotic. This
was a diabetic foot which should have
prompted infirmary admission, off-loading
the foot and laboratory work to rule out
infection and x-ray to consider
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10/3/2013

10/16/2013

An NP saw the patient in FU of the toe
lesion. The toe was noted to be rubbing
against his shoe. The NP said that the toe
was healing and did not appear infected
and assessed that the wound was slowly
healing. No change in therapy was
recommended.

The patient's BS was 502; 2 hours later
the blood sugar was 192.

The NP should have housed the patient on the
infirmary so that the patient would not bear
weight on the foot. Also, an x-ray, blood count
and sedimentation rate were indicated. Also
the wound should have been probed to assess
how deep the wound was.

This is a very high blood sugar. The ketones
should have been checked. The insulin should
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12/5/2013 An NP saw the patient in FU of the buttock
infection and documented that the
infection had resolved.
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2/26/2014 A doctor saw the patient for chronic illness
visit. The doctor noted 1 episode of
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6/24/2014

A mid-level provider saw the patient for
open wounds to his finger and toe. The
patient's weight was 205. The patient was
now gaining weight and had lost 37
pounds since his intake evaluation. The
provider documented a healing abrasion
to his leg with a chronic ulcer of his toe
and a small paronychia of his finger. The
diagnosis was a chronic ulcer of the toe.
The only therapy was to continue current
wound management which was
inadequate.

The management of the chronic foot ulcer was
below an acceptable standard of care.

6/24/2014 | Patient experienced hypoglycemia with BS

30.
7/2/2014 | Patient experienced hypoglycemia with BS
39.
8/9/2014 | Emergently seen for BS 45.

8/20/2014 | Alc 7.8

8/21/2014 | Chronic illness visit by doctor. No history | This was a poor evaluation. An Alc of 7.8 with
taken re hypoglycemia, medication multiple episodes of hypoglycemia is not good
management, other symptoms. No history | control. Multiple problems of the patient were
taken with respect to chronic ulcer. Alc not addressed.
not documented. Weight now 209 but not
addressed. The toe was not evaluated.
The tibia wound was described as
indurated. The wounds or neuropathy not
listed as problems. The diabetes was
listed in good control despite high Alc and
hypoglycemia.

8/25/2014 | CXR no evidence of tuberculosis

8/29/2014 Patient experienced hypoglycemia with BS This is improper. A case could be made that
40. An LPN scheduled the patient for a the hypoglycemia resulted from poor physician
nurse encounter which the patient refused. insulin management yet the result of this was to
The nurse charged the patient $4 charge the patient. Also, an LPN assessed the

patient
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10/12/2014 | The patient placed a health request stating
he had a sore in his armpit.

10/13/2014 An LPN saw the patient and noted several RNs should perform assessments. This
raised areas in the left axilla. The nurse assessment was not signed as reviewed by an
referred to a provider.
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Patient 5

Date

Summary

Comment

12/8/2009

This chart did not contain the initial intake
evaluation which by OHS policy is supposed
to be in the current record.

12/8/2008

10/1/2009

The patient saw a cardiologist. The
cardiologist noted that the patient had 2 prior
stents and had another coronary artery
occluded which was not stented. Because of
angina symptoms, the cardiologist
recommended another nuclear stress test
with a follow-up after the stress test to
determine if catheterization needed to be
done. This test was ordered on 12/8/08 but
not done. The cardiologist recommended
follow-up in a year.

Blood test showing uric acid of 7.6 (normal
2.4-7). No follow-up was noted.

A recommended test was not done.
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3/12/2010 March MAR shows delivery of KOP
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1/4/2012

The January MAR documents delivery of
metoprolol on 1/4/12 apparently on time.

1/5/2012

Lab tests show a bilirubin of 1.4, LD of 244,
and CO2 of 17 all of which are abnormal.
There was no evidence a provider discussed
whether any action needed to be done.

These lab tests were not reviewed

1/27/2012

The January MAR documents delivery of
KOP medication on 1/27/12 apparently on
time. A second MAR documents that the
patient was absent and did not receive any
doses of aspirin, isosorbide or Lisinopril.
Another MAR documents the patient received
this medication via KOP.

Documentation on the MAR was poor

2/26/2012

The February MAR documents delivery of
KOP medication on 2/26/12 approximately on
time.

3/27/2012

The March MAR documents delivery of KOP
medication approximately on time.

4/27/2012

The March MAR documents delivery of KOP
medication approximately on time.

5/28/2012

The May MAR documents delivery of KOP
medication approximately on time.
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10/17/2012

A nurse responded to the grievance of
10/14/12 stating that the nitroglycerin was
available, that the omega 3 was discontinued
and that if the truss didn't fit, the patient
should sign up for sick call. There was no
evidence that a physician had evaluated the
patient for his multiple conditions for over a
couple years.

The patient failed to receive ordered
medication.

10/25/2012

The October MAR documents delivery of
KOP medication approximately on time.

11/29/2012

The November MAR documents delivery of
most KOP medication approximately 4 days
late. The November MAR documented that
nitroglycerin was delivered 10/25/12 but this
appears to be a postdated entry.

The patient failed to receive ordered
medication.

12/13/2012

12/26/2012

An LPN documented that the patient received
a hernia truss. There was no provider
evaluation associated with provision of this
item.

The December MAR documents
administration of KOP medication including
aspirin, metoprolol, simvastatin, and ranitidine
on 12/26/12 approximately on time.
Nitroglycerin, Lisinopril, niacin, Imdur were
not apparently delivered to the patient.

It appears that the nurse was managing the
patient's medical condition (presumed hernia)
which is beyond the scope of her license.

The patient failed to receive ordered
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11/25/2014

A nurse practitioner saw the patient for
chronic care follow-up. The NP only
addressed hypertension and high lipids and
failed to address the patient's coronary artery
disease or the abnormal chest x-ray of
9/15/14 which appears not to have been
addressed. Recent abnormal lab test (MCV
105) was not addressed. Medication was not
addressed. Aside from checked formatted
history questions, no history was taken.

The NP did not evaluate all of the patient's
problems. The patient had potential heart
failure and should probably have had an
echocardiogram. The failure to evaluate all
of the patient's problems placed the patient at
risk of harm.

2/13/2015

2/19/2015

The patient filed a grievance stating he did
not have an order for his niacin which had
been prescribed previously for him to address
his high blood lipids. The nurse responded
that he did not have a current order for niacin
and must place a sick call request. The
niacin was not addressed by the NP at the
latest chronic care visit in November including
whether to continue or discontinue the
medication. Notably, over the past year,
MAR documents no longer verified receipt of
medication. There are no documents in the
medical record verifying receipt of medication.
Only medication orders are present in the
medical record.

An NP saw the patient for chronic care but
only documented hypertension and high
blood lipids as problems. The most recent
laboratory tests for lipids were not mentioned.
The recent elevated MCV was not addressed.
The patient complained of chest pain but his
angina was not listed as a problem. The NP
did not address the patient's grievance that
he was no longer receiving niacin. A 90-day
follow-up

The patient again needed to use the
grievance process to obtain what he
perceived as needed care.
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7/30/2013

Supplemental chart not provided until June
2016 right before report due. A provider saw
the patient for chronic care. Only
hypertension and lipid disorder were
addressed. The history consisted of filling in
the check box format of the chronic disease
form. Medication problems were not
addressed even though the patient had
placed recent health requests stating that he
was having problems with medication.
Coronary artery disease was not listed as a
problem.

The NP did not evaluate all of the patient's
problems.

Patient 6
Date Summary Comments
4/2/2007 | CT scan of the chest showed emphysema, | All patients suspicious for COPD should have

but no evidence of the suspicious
pulmonary nodule.

spirometry and in this case full pulmonary
function testing with blood gas testing, blood
counts to assess for anemia, BNP with respect
to assessment for heart failure, calcium and
phosphorous and alpha-1 antitrypsin testing.
Regular pulse oximetry should be done. ABGs
should be done with low FEV1 (<50% predicted)
which this patient had repeatedly, low oxygen
saturation by pulse oximetry (<92 %), depressed
consciousness, acute exacerbation of COPD,
and assessment after initiation of oxygen in high
risk patients. Chest x-ray and CT scan of chest
are usually performed when cause of dyspnea is
unclear and during acute exacerbations. This
patient did not have recommended testing for
his condition.

8/25/2009 | AST 51 (<37) and ALT 70 (<40) Providers did not appropriately assess or act on
these abnormal laboratory results.
1/7/2010 | T4 =15.4 (normal 4.5-12) free T4 1.81 Providers did not appropriately assess or act on
(normal 0.93-1.7) these abnormal laboratory results.
8/6/2010 An unknown writer documented that the
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11/30/2010 On an annual nurse evaluation the patient
had a weight of 110 and measured 5 foot 9
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5/12/2011

5/20/2011

The patient was apparently asking to return
to camp and was seen by an unidentified
staff who noted that the patient was thin
with COPD on Dulera and Atrovent and
Albuterol 3 inhalers and intermittent
Albuterol nebulization along with
Theophylline an oral medication for severe
COPD. This staff person documented that
the patient could return to camp despite his
COPD which had yet to be adequately
classified.

The provider did not obtain pulmonary function
tests/ blood gas to adequately assess the
patient. The NP could have referred to a
pulmonologist if he didn't know how to manage
the patient.
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9/23/2012

A provider documented that the patient had
an exacerbation of COPD but took no other
history except that the patient was better
on steroids. The provider documented
review of an x-ray that showed
hyperinflation. However, there was no x-
ray in the medical record.

The patient had symptoms of infection. There
was no evidence of an x-ray in the medical
record. But the patient certainly needed an x-
ray.

9/23/2012 | Another nurse note documented that the Nurses were managing this patient who should
patient had a respiratory rate of 32 with a have been hospitalized. There were no
productive cough with a "bucket bottom full | physician examinations. He should have been
of fluid brownish sputum”. The patient had | sent to a hospital.
chest pain but was afebrile. The patient
should have been hospitalized.

9/24/2012 | The patient was admitted to the infirmary. The NP failed to take an adequate history, failed
The admission note by a nurse practitioner | to complete an adequate examination, failed to
documented diarrhea and said that the order appropriate diagnostic tests and had a
patient complained that it was hard to treatment plan that was not consistent with the
breathe. The NP ordered a stool specimen | patient's complaints for this episode of care and
but did not start antibiotics, get a blood for his complaints over the last several days.
culture, blood count or blood gas. The The patient should have been sent to a hospital.
examination did not include an oxygen
saturation. The NP did not order a chest x-
ray or laboratory tests indicated for his
prior symptoms. The NPs history was poor
and did not include information identified
by nurses over the last few days.

9/24/2012 | An infirmary admission record recorded a
pulse of 125 but a temperature of 98.7.

9/24/2012 | At 4 am a nurse documented that the
patient complained of still being nauseated.

9/24/2012 At 9:45 am a nurse recorded that the
patient felt like he was going to faint. The
pulse was 111 and oxygen saturation was
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9/24/2012 | At noon an RN saw the patient. The pulse
was 125 and respiratory rate 26. The
patient had productive cough and was
using accessory muscles to breathe.

9/25/2012 | At 1:04 pm a nurse documented an oxygen | The patient needed a higher level of
saturation of 86% on room air with management that was not occurring at the
shortness of breath and abdominal facility.
cramping. The patient was speaking in a
"pressured and scared tone". Based on
the description of the patient, he should
have been sent to a hospital.

9/25/2012 | The patient was sent to a hospital at 1:20 The patient was on an observation unit for 3
pm for COPD exacerbation and abdominal | days intermittently and inadequately evaluated
pain based on a nurse consultation with a by nurses and nurse practitioners without
physician. appropriate diagno