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relationships with administration. Prior Medical Directors of Angola have included Jason
Collins and Raman Singh.®

Defendant John Morrison is the current statewide Chief Medical and Mental Health Director
(“Statewide Medical Director”) of the DOC and has held that position since approximately
April 2018. He was preceded by Raman Singh, who held the position from November 2007
to November 2017. The Statewide Medical Director’s job is to “run healthcare operations ...
find out the challenges and to go and find the solutions.”’

Defendant James LeBlanc is the Secretary of the DOC. He supervises the Statewide Medical
Director and is “responsible for whatever goes on in this department.”®

Defendant Tracy Falgout is the Assistant Warden for Health Services at Angola and has
served in that position since approximately November 2016. He was preceded by Stephanie
Lamartiniere, who held the position from June 2013 until approximately November 2016.
Prior to Ms. Lamartiniere’s tenure, Kenneth Norris held the position. The Assistant Warden
has *“operational control over the medical unit at LSP. This includes, among other
responsibilities, budgeting, hiring, medical records, and any kind of staffing issues.”

Defendant Stacye Falgout is the Chief Nursing Officer for the DOC and has held that
position since approximately October 2011. Until sometime in 2017, she reported directly to
the Statewide Medical Director (then Dr. Singh) and served as the “No. 2 in the
headquarters realm.” Prior to becoming Chief Nursing Officer, she served as Assistant
Director of Nurses at Angola.*

Defendant Sherwood Poret has been the Director of Nursing at Angola since January 2013
and was the Infection control supervisor before that. He supervises all nurses working at
Angola.!

OVERVIEW OF MEDICAL CARE PROVIDED BY DEFENDANTS

Class members are housed in the following locations:*2

8 UF 11 4-7, see also JX 4, R. Lavespere Ind. Depo. at 10:9-15; JX 4, J. Collins Depo. at 10:17-11:7; JX
4, R. Singh Depo. at R. Singh Depo. at 8-15:20.

TUF 1 4; see also JX 4, R. Singh Ind. Depo. at 9:5-18; 24:15-22; 37:15-17.

8JX 4, ). Leblanc Depo. at 23:9-24:5.

®UF 1 6; JX 4, S. Lamartiniere Depo. at 9:4-20; Anticipated Trial Testimony of Stephanie
Lamartiniere.

10X 4, S. Falgout Depo. at 7:12-22, 9:4-5; Anticipated Trial Testimony of Stacye Falgout; see also UF

18.

L UF 1 9; see also JX 4, Poret Depo. at 4:17-19.
2pX 6 at 0011, 17-18.
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a. The main prison, which houses Class member



a. Medical providers:*® Angola’s table of organization allows Angola to have four
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the provider responsible for the relevant housing unit. Class members are typically
charged $3.00 for routine sick call.?
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Medicine at the New York University School of Medicine, and previously taught
emergency medicine at the University of Texas — Austin. She is certified as a
correctional health professional by NCCHC. She has authored numerous
publications related to correctional and emergency medicine. She has evaluated
correctional health care systems in nine states, including Louisiana, Mississippi,
Texas, Florida, New York, California, Arizona, Nevada, and Wisconsin. She has also
been retained by the Department of Homeland Security to review medical care
delivery at its detention facilities. Her opinions have been repeatedly relied upon by
the Fifth Circuit.*?



evaluating compliance with the program access requirements of Title 11 of the ADA and
Section 504 of the Rehabilitation Act by identifying architectural barriers to access. His work



27.

28.

were attached to his report.* He testified at trial and produced a report in which he
substantiated the violations identified by Mr. Mazz.*

EIGHTH AMENDMENT CLAIM

DEFENDANTS’ POLICIES AND PRACTICES SUBJECT THE CLASSTO A
SUBSTANTIAL RISK OF SERIOUS HARM

The evidence overwhelmingly establishes that Defendants’ policies and practices subject the
Class to a systemic and substantial risk of serious harm.

The medical care that Defendants provide is gr
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or thwarted by Defendants’ failure to provide necessary testing—and once a specialist
appointment occurs, the specialist’s recommendations are delayed or ignored, going
unreviewed by the patient’s primary provider at Angola as the patient’s medical need
progresses.

A similar pattern occurs in emergency situations. A patient presents with an emergent
medical need, either a sudden onset — such as a broken rib—or the product of a long-
standing, untreated illness. EMTs manage the patient’'s emergency with little if any
participation by a medical provider, doing little if anything to diagnose the source of the
emergency. Abnormal vital signs indicating life-threatening crises are recorded without any
apparent recognition of their critical nature. Diagnostic testing is not timely performed or
performed at all, or is performed and unreviewed by a provider, leading the emergency to
escalate over the course of a day or a week. Transport to an outside hospital that would be
able to properly diagnose and treat the condition is delayed by hours, days, or weeks, until
the patient’s condition is irreversible.

To be sure, not every patient examined by Plaintiffs’ experts suffered from every misstep
outlined above. But Plaintiffs demonstrated many or all of these critical errors and omissions
in literally dozens of cases, at a rate high enough to prove that the problems are pervasive
throughout the care that Defendants provide.

Most disturbingly, Plaintiffs found major medical errors in diagnosis and treatment leading
up to nearly every death they examined. Their sample included 28 patients who passed away.
In all but two cases, the deaths were preceded by serious medical negligence, including
significant delays in diagnosis, failures to provide necessary medical treatment, and/or
failures to timely transport for hospital care. Disturbingly, Plaintiffs’ experts found major
medical errors— many of which led to preventable deaths— in almost every chart they
reviewed.

Plaintiffs’ medical experts concluded that of the 28 people who died in the sample, 26 had
significant medical errors leading up to their deaths.

While an exhaustive recitation of Plaintiffs’ medical experts’ case studies would be unduly
lengthy and is unnecessary for the purposes of these Proposed Findings of Fact, a brief
sample of synopses will convey the range and grotesque nature of Defendants’ deficient care.

a. Patient #20, a 37-year-old man with HIVV/AIDS, was found in a fetal position
complaining of severe and worsening abdominal pain. EMTs documented “grossly
abnormal vital signs” and abdominal distention for several hours before notifying a
physician. Eventually, Dr. Toce ordered medication and admission to the nursing
unit without ever examining the patient. Because there was no room in the nursing
unit, the EMTSs continued to manage the patient in the ATU. Shortly thereafter, the
patient became severely anemic, suggesting acute bleeding, but EMTs did not notify
a physician and no physician ever signed the findings. As Plaintiffs’ medical experts
explained, “[a]t this point, EMTs should have recognized that the patient was

11
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internally bleeding and at risk of death.” Instead, they monitored his vital signs for
the next six hours without performing a physical examination or evaluating his
symptoms, which, according to Plaintiffs’ medical experts, “is not clinically
appropriate and falls below the standard of care.” After admission to the nursing unit
the following day, Patient #20 died of massive upper Gl bleeding, a perforated large
peptic ulcer, and bilateral bronchopneumonia. At some undocumented time that day
(either before or after the patient’s death), Dr. Toce wrote an admission assessment
that overlooked the critical anemia finding.** Patients’ medical experts conclude that
“[t]he lack of prompt medical evaluation and treatment and failure to send the
patient to the hospital when his vital signs were abnormal directly contributed to his
death.”*2

Patient # 34 declared an emergency due to pain from a football injury he had
received three days before. Although a physician ordered an X-ray to assess the
injury, an entire week passed before the X-ray occurred. In the meantime, the patient
declared yet another emergency and requested to be transferred to the ATU, but a
physician denied that request. The patient’s condition further deteriorated and, three
days later, emergency medical personnel found him unable to leave his bed. The
patient died the following day from fluid accumulation caused by his fractured ribs.>

Patient #31, who suffered from Hepatitis C, went to the ATU where he presented
with abdominal pain and jaundice. Although the patient should have been evaluated
for possible liver failure, he was discharged. On the following day, the patient
complained to medical staff of vomiting and continued abdominal pain, but he was
discharged once again. Two days later, the patient returned to the ATU complaining
of worsening symptoms. Rather than hospitalizing the patient, medical staff
requested that he sign a do-not-resuscitate order. He died the following day due to
complications of liver disease.>

40. Stunningly, Defendants do not seriously dispute the findings from Plaintiffs’ medical
experts’ sample. Of Defendants’ experts, only Dr. Thomas responds to Plaintiffs’ case
studies at all—and he disputes just three of the 39 case studies in which Plaintiffs’ medical
experts identified serious medical error.>® The other 36 findings of serious harm and medical
error are simply unrebutted.

41. Even where Dr. Thomas does discuss Plaintiffs’ experts’ case studies, his comments
underscore, rather than undermine, Plaintiffs’ findings. He does not materially dispute any of
Plaintiffs’ medical experts’ findings in any of them. Specifically:

' PX 6 at 0034-35, 46-47, 53, 56, 85, 216-27.

> 1d. at 0035.

> 1d. at 0063-0064, 0267-0268
> 1d. at 0067, 0261-0264.
*> DX 14 at 67-69.

12
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d. Plaintiffs’ medical experts conclude that Patient #16 “did not receive timely and
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Statewide Medical Director, explained when describing his approach to reviewing the quality
of care at Angola:

It's not random selection. ... [I]t's about selecting the target population smartly. And
this [is] not something we created ... . The whole industry grapples with this
question, how to make the random selection very efficient. But the target population
cannot be the all population. You have to be wise in selecting your denominator, that
is chronic patients with chronic diseases. ... Because if we take good actions, good
care is being delivered, then hopefully there will be less complications down the
record. That’s how you select[,] the chronic disease, not all offenders.®

This is exactly what Plaintiffs’ medical experts did. They reviewed patients selected at
random from within the population of patients with chronic diseases or who had passed
away. This is, in Dr. Singh’s words, “efficient” and “wise in selecting [the] denominator.”

The sample is also more than robust enough to shed light on the care that Defendants
provide at a systemic level. Plaintiffs’ medical experts looked at hundreds or even thousands
of pages of medical records for each patient in their sample. In some cases, the evidence
they reviewed stretched back more than a decade. They reviewed thousands of encounters
between patients and medical personnel—sick call examinations, chronic disease visits,
diagnostic test results, emergency treatment, specialists’ findings, and every other type of
encounter that a patient has with medical care. They reviewed these thousands of encounters
in context, chronicling patients’ care from appointment to appointment and sick call to sick
call. This allowed them to observe whether Defendants provided adequate care over multi-
year periods or consistently made similar mistakes and omissions, as well as the impact that
Defendants’ care has on the course of patients’ medical needs and conditions.

In summary, Plaintiffs’ medical experts have compellingly and convincingly shown that
Defendants provide grossly deficient care at a shockingly high rate. This inadequate medical
care denied Class members timely access to a professional medical judgment from a qualified
medical professional, denies them timely diagnosis and appropriate treatment of serious
medical needs, and—maost importantly—places them at a substantial risk of experiencing
serious harm any time they have or develop a serious medical need.

(2) Corroborating Evidence of a Substantial Risk of Serious Harm

The findings of Plaintiffs’ medical experts are corroborated by a significant amount of
credible evidence. This includes the first-hand testimony of doctors who treat Class
members and Class members themselves; the medical records of the Named Plaintiffs; and
documentary evidence produced in discovery.

%8 JX 4, R. Singh Depo. at 228:24-231:16.

16



49. This evidence paints the same picture as Plaintiffs’ medical experts’ sample: a picture of

17



carcinoma] for an extended period before he was diagnosed. LSP physicians failed to
review abnormal laboratory results, failed to identify longstanding weight loss, and

18
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recording telltale signs of a stroke—including facial droop, weakness in his left arm,

19



d. Derrick Woodberry: Outside specialists referred Mr. Woodberry for hemorrhoid

surgery, but DOC providers told him it would not be provided due to budget cuts.
He filed more than 20 sick call requests over four years for his hemorrhoid
problems, but Defendants did not provide surgery until after he developed anal
fissures.”

d.  Contemporaneous Documentation of Deficiencies in Medical Care and Harm to
Patients

54, These include:

a.

In 2009, Defendants retained a private consulting company, Wexford Consulting
Group (“Wexford”) to review the care at Angola and two other facilities. Wexford
found, among other things, that patients were “not being seen in a timely fashion”
and that Angola, in particular, would need “intense intervention to bring it within
standards.”®® Defendants widely shared the report, with Dr. Singh acknowledging its
“salient points.”®

In August 2014, the Stroke Program Coordinator at Interim LSU Hospital alerted
Defendants that “in the last month and a half . . . | have had three inmates from
Angola that presented with obvious stroke symptoms. All of them were out of the
window because it either took them a while to get here or the medical staff at Angola
did not think the inmate was having a stroke.” One patient “had to go to the
infirmary three days in a row until they believed that he was having a stroke.” As the
nurse explained, prompt emergent care for stroke victims was necessary to “prevent
severe disability,” and the failure to provide proper emergent care had given all three
patients “pretty significant deficits.”®

That same week, the Interim Chairman of Oral Maxillofacial Surgery at LSU warned
Angola about the “number of inmates who present to us with 3 week old fractures
that are already infected and thus use a lot of resources to fix something that could
have been treated easily if diagnosed sooner.”®

20



d. Numerous documents showing that Defendants were not providing crucial
diagnostic services and medical procedures such as colonoscopies, CT scans, MRIs,
hernia surgery, cataract surgery, and cancer treatment.®

e.  Testimony and Contemporaneous Admissions by Current and Former DOC
Employees

55. Defendants and their current and former employees have repeatedly acknowledged that
Class members receive delayed care and suffer harm. These include:

a. Former Assistant Warden for Healthcare Services Kenneth Norris, who testified that
patients “did not get the timely treatment” because Defendants refused to authorize
hernia surgery “until, you know, it becomes a life-threatening deal.”®

b. Multiple Defendants acknowledged the substantial backlog of physician encounters.?’
This is verified by Defendants’ expert Dr. Thomas, who acknowledged that more
than one out of every three specialty consultations over the previous year had not
been completed.®

c. Dr. Singh and Secretary LeBlanc, who informed the Louisiana Secretary of Health
and Governor’s Office that they were concer

21



a. As shown in the following chart summarizing the BJS Report, the DOC's prison
mortality rate has been at least 40% above the national average in every year since at

least 2001, and has been more than twice the national average in every year since
2007

b. As the chart shows, the DOC’s mortality rate has shown an unmistakable upward
trend. In the early 2000s, the DOC’s mortality rate rose from the mid-300s (per
100,000) to the mid-400s. After a brief respite, it continued to rise—first into the
500s, territory that few states have reached in even a single year, and ultimately into

22
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c. This interpretation is consistent with Plaintiffs’ medical experts’ conclusion “that
there are many preventable deaths at LSP that contribute to this extraordinary
prisoner mortality rate [and] that these preventable excess deaths are a consequence
of the systemic inadequacies in the health program.”®

In conclusion, the credible evidence points to the irrefutable conclusion that Defendants’
practices expose Class members to a substantial risk of serious harm, including delayed
diagnosis, non-treatment or mistreatment of serious medical needs, needless pain and
suffering, and preventable death.

B. Specific Practices Contributing to Substantial Risk of Serious Harm

In addition to establishing beyond any doubt that Angola’s medical system exposes Class
members to a substantial risk of serious harm, Plaintiffs have identified several policies,
practices, and procedures that contribute directly to this risk.

To ensure adequate medical care, a correctional health care system maintains administrative
infrastructure (a table of organization, a budget, staffing, training, supervision, credentialing,
etc.); integrated health care processes through which care is accessed and provided (sick call,
chronic disease management, emergency care, medication administration, specialty services,
etc.); and various forms of quality improvement activities designed to identify and correct
problems (peer review, mortality review, and continuous quality improvement (“CQI")).**

The medical system at Angola is fundamentally deficient at each of these levels.

At the administrative level, Angola is underfunded and understaffed. These deficits lead
Defendants to assign critical aspects of medical care to staff who are unqualified to perform
them.*® This manifests in EMTs providing independent medical care and determining which
patients will receive a professional medical opinion; complex care being performed by
physicians who could not be credentialed for that care outside of a correctional facility, both
because of expertise and because of disciplinary history; correctional officers administering
medication; and inmate orderlies caring for the prison’s sickest patients in the infirmary. It
also manifests in unqualified and overburdened leadership, both at the clinical and
administrative levels. And it leads to policies, practices, and procedures that have the effect,
and often the purpose, of interposing barriers between Class members and needed medical
care, both within Angola (e.g., high copays, impractical sick call times, and disciplinary
policies) and outside it (e.g., centralized headquarters review and approval of all external
specialist appointments).

These failings at the administrative level lead to a catastrophic breakdown of care at the
clinical level. The use of EMTs in place of nurses and unqualified, overburdened physicians

% PX 6 at 0085.

% 1d. at 0007.

% See, for example, JX 2a, in almost all the reports from the Medical Warden understaffing and the
necessity for overtime work is documented.

23



63.

64.

65.

for care beyond their training results in utterly inadequate chronic disease management and
emergency care. The resistance to using outside providers leads to delayed consultation of
specialists, failure to implement their recommendations or follow through on their care, and
a failure to provide access to a hospital in the event of emergency. The burdens of seeking
medical care, combined with the reality that care will likely be inadequate anyway, dissuades
patients from seeking necessary care to which they are constitutionally entitled. And the
medical use of correctional staff renders medication administration thoroughly unreliable.
These flaws produce neglect of patients with all types of serious medical needs, but most
particularly patients who have chronic illnesses, need full-time nursing care, or experience
medical emergencies.

These problems go unremedied in part because of DOC’s wholly inadequate—and at times
consciously inadequate—quality improvement processes. Their peer review process does not
monitor the quality of providers’ care; their mortality review does not investigate the
contributing causes of the frequent deaths discussed above; and their CQI program, which
lacks participation from anybody outside the nursing staff, does not seek to identify or
reduce problems on an ongoing basis. As a result, Angola’s ailing medical system is incapable
of diagnosing its own life-threatening conditions.

(1) Administrative Policies and Practices Contributing to the Substantial Risk of
Serious Harm

a. Inadequate Funding and Inappropriate Budget Management

Plaintiffs’ experts demonstrated that Angola’s budget is “drastically less than an amount that
would be expected for a facility of this size.” Based on budget documents provided by
Defendants, they determined that “the total medical budget at LSP is $16,888,447,” which,
based on the contemporaneous population of 6,303 Class members, is approximately $2,679
per inmate per year. This is “an extremely low expenditure per inmate per year”—indeed,
nearly $2,000 lower per inmate than the statewide average for correctional healthcare just
two years earlier, not accounting for medical inflation. Given that the acuity and thus
complexity of medical needs is higher than at other facilities, it is troubling that its funding is
significantly lower than average.*

Moreover, the budget’s allocation compounds these shortfalls. 74% of the budget is spent
on salaried and contracted professionals—meaning that just 26% of the budget goes to

24
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elements of medical care constitute an unusually small share of an unusually small budget is
consistent with the many findings of inadequate outside care and medication.”

Along with underfunding the budget, Angola’s medical leadership is insufficiently involved
with it to ensure that it is adequate to provide necessary medical care. None of the medical
leadership at Angola—and in particular, neither the Assistant Warden for Healthcare
Services nor the Medical Director—have any input into or knowledge of the content of the
budget or the budgetary needs of the medical program.®

25
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In addition to Dr. Lavespere, Angola has five provider-level medical professionals: four
physicians and one nurse practitioner.'® With a population of approximately 6400,"* that
averages out to 1280 patients per provider. As Plaintiffs’ medical experts have credibly
testified, “[t]ypically, a physician can reasonably provide care to approximately 600 to 800
inmates depending on medical acuity.” The Angola providers’ caseloads are “drastically
high,” which “contributes to poor quality” because “[w]hen physician patient load is too
high, physicians have inadequate time to properly evaluate patients.”%

Providers’ caseloads appear even more concerning when looked at on the level of individual
providers:*®

a. A single nurse practitioner covers an outcamp housing 1,067 Class members, which
is already well above a reasonable caseload even for low acuity patients. But in
addition, the nurse practitioner is responsible for Nursing Unit 2 and all HIV, cancer,
and hospice patients. These groups are all complex patients, with Nursing Unit 2 in
particular comprising patients with “complicated and serious medical conditions.”
Proper coverage of Nursing Unit 2 alone could require “as much as a half-time or
full-time provider”—yet a single nurse practitioner covers it herself along with three
other complex types of patients and 1,067 more patients.

27
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anticoagulation clinic and general medicine clinic—i.e, “all patients who have
uncommon medical conditions.”

f. Each provider is also responsible for patients from his or her housing units when
they are admitted to Nursing Unit 1, the acute care infirmary, further burdening their
caseload. Like Nursing Unit 2, Nursing Unit 1 on its own “is large enough to require
a single physician to cover.”

Plaintiffs’ medical experts’ opinion that these caseloads are excessive and leave providers
with “inadequate time to properly evaluate patients” is consistent with Plaintiffs’ showing
that providers are insufficiently involved in their patients’ care, and that they do not perform
adequate examinations, take adequate histories, timely review diagnostic results, or
implement specialists’ recommendations. The massive provider understaffing thereby
contributes directly to the substantial risk of serious harm documented throughout the
evidence.

Even Defendants acknowledge the need for more providers; as recently as a few days before
Dr. Singh’s deposition, Angola personnel told him that they needed more doctors.*’
Defendants’ expert Dr. Moore similarly acknowledged “physician manpower shortages” and
“backlogs ... due to a shortage in physician staff.'®®

The risk created by Defendants’ insufficient provider staffing is compounded by
Defendants’ nearly non-existent credentialing process and exclusive reliance on physicians
who have been disciplined by the Louisiana State Board of Medical Examiners (“LSBME”).

Credentialing is “a process whereby a physician’s qualifications are evaluated by reviewing
their education, training, experience, licensure, malpractice history, and professional
competence with respect to the work they will be expected to perform.” The credentialing
process looks at “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 process “protects safety by preventing
incompetent, poorly trained, or impaired physicians from engaging in patient care.”**

Credentialing files typically include a National Practitioner Data Bank report, verification of
license and board certification, verification of training, and an attestation regarding prior
malpractice, adverse actions, criminal offenses, or other adverse events affecting the
physician’s ability to practice.*

073X 4, R. Singh Depo. at 263:5-9; see also JX 4, J. Collins Lewis Depo. at 91:21-92:14 (former
Medical Director Jason Collins acknowledging that Angola could use “a few more hands” on any
given day).

18 DX 13 at 0017, 25.

109 pX 6 at 0021-22.

10 1d. at 0022-23.
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restricted by the LSBME—yet as of the site visit, there was no mention of this information
in the physicians’ credential files. Many of these sanctions arose from criminal conduct or
ethical misconduct relating to the physicians’ medical practice, and often involved repeated
episodes of substance or alcohol abuse that required their removal from practice “to ensure
the health, safety and welfare of the citizens of this state against the unprofessional,
unqualified and unsafe practice of medicine.”**®

Despite the LSBME having determined that these physicians were a danger to the
community, it allowed them to practice in a correctional facility, refusing to extend the same
protection against “unprofessional, unqualified and unsafe” medical care to Class members.
Moreover, DOC'’s decision to hire these physicians “places inmates at risk of serious harm.”
As Plaintiffs’ medical experts note, “[t[his is particularly disturbing because inmates have no
choice about their provider.” Outside of prison, patients choosing providers in the
healthcare market would avoid physicians known to provide unprofessional, unqualified, or
unsafe care, protecting themselves and creating a market incentive for providers to improve
their practice; at Angola, where patients have no choice but to see a sanctioned physician,
there is no such protection. For this reason, the NCCHC standards “specifically state that
hiring physicians with licenses restricted to practice in correctional institutions is not in
compliance.”*"

It bears emphasizing that this is not an isolated occurrence; every physician at Angola has
been sanctioned by the LSBME. This appears to be another cost-saving mechanism for
Defendants: as Warden Vannoy testified, physician salaries at Angola are “considerably
lower” than salaries outside the correctional setting. As he acknowledged, “primary care
doctors with clear licenses are not going to work for the salary that is being offered.”
Defendants have defended their practices by arguing that it is difficult to find qualified
physicians interested in working at Angola, but it could more accurately be said that it is
difficult to find qualified physicians while paying 75 cents on the dollar. Dr. Singh
maintained that hiring doctors with restricted licenses should be *“a last resort,” but this is
belied by Defendants’ willingness to fill their entire physician staff with disciplined
physicians rather than pay market salaries.*®

Finally, any pretense of concern for the quality of care that Angola’s physicians provide is
belied by the almost complete failure to monitor and supervise the sanctioned physicians. In
most if not all cases, LSBME required regular monitoring and supervision. There is no
evidence that this occurs with any consistency, and Defendants’ documentation suggests that
it is treated as a rarely observed formality. As Plaintiffs’ medical experts found “[t]he fact

116 1d. at 0024-25; see Rec. Doc. 349 (granting Plaintiffs’ Motion Request of Judicial Notice of the
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94,

that every doctor at LSP has a significant disciplinary history makes the lack of adequate
credential files and performance monitoring particularly troubling. Given these histories, it is
particularly important that their compliance with medical standards, the terms of their
restrictions, and their basic competencies be documented and monitored. There is no
evidence that this occurs in any meaningful way.”**

In summary, Defendants employ too few physicians; hire them without regard to training,
expertise, and disciplinary history; and do not monitor their performance in any meaningful
way. This practice naturally and foreseeably contributes to the pervasive harm that countless
Class members have suffered and that all Class members risk any time they develop a serious
medical need.

ii.  Nurses

Angola is staffed by 57 nurses, including 20 RNs, 34 LPNs, two certified nurse assistants,
and one respiratory therapist. This is significantly below the number needed to deliver
numerous aspects of an adequate medical system, resulting in unqualified staff performing
infirmary care, medication administration, and telemedicine.*®

First, Plaintiffs’ medical experts have shown that the number of nurses assigned to the
infirmary *“is inadequate to provide adequate nursing care to this high acuity population that
includes patients with quadriplegia, amyotrophic lateral sclerosis (ALS), stroke, etc.” As
discussed infra 11 168-70, Defendants instead deliver care through inmate orderlies
supervised by custody staff. This places patients needing infirmary care—some of the most
vulnerable among all Class members—at serious risk of substantial harm.**

Second, nurses administer medication in the two Nursing Units and at Camp J. In most of
the rest of the prison, including the three medical dormitories, correctional officers
administer medications. As discussed

Infra 11 189-92, correctional officers are not qualified to administer medication safely, leading
to severe and documented errors in medication administration and depriving Class members
of reliable, timely, and consistent access to necessary medication. These problems are the
direct result of Defendants’ decision to employ an insufficient number of nurses.*?

Third, a single LPN serves as the presenter for nearly all telemedicine appointments. In a
telemedicine appointment, a distant provider conducts a videoconference with a patient and
a presenter, with the presenter performing tests and otherwise assisting the provider with
tasm9ishat couant quér

31



95.

96.

presenter, it should be an RN, because “[g]enerally, LPNs lack the requisite training to
perform medical assessments required to adequately facilitate telemedicine.”?

In sum, the understaffing of nurses harms patient care in multiple ways that contributes to
the substantial risk of serious harm to which patients are exposed.

iii. EMTs

With a severe shortage of providers and nurses, Defendants rely on EMTSs for duties related
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e. The Constipation protocol does not include a review of systems (e.g., weight loss,
loss of appetite, blood in stools) to rule out more serious illnesses (e.g., colon
cancer);

f.  Some protocols are diagnosis rather than symptom-based and require the EMT to
determine the diagnosis before assessing the patient (e.g., athletes foot and jock itch).

102.  The protocols provided reveal a confusing, disorganized document often altered by hand
which fails to provide clear directions for EMTSs to use, bearing in mind the limited training
and education required by Angola for this role.**®

103.  Even if EMT protocols were medically adequate and accurate, EMTSs rarely document what
protocol they purported to follow, making it impossible for medical leadership at Angola to
review their care even if they wanted to. As countless sick call and ATU records
demonstrate, EMTs typically write “according to protocol” without identifying the protocol
they chose, let alone how they chose it. Indeed, in many cases, they write “according to
protocol” without even documenting which protocol they are providing.*** Given the
complete impossibility of reviewing EMTs’ medical performance, it is unsurprising that no
EMT has ever been disciplined for incorrect treatment, according to Major Cashio, the
supervisor of all EMTs'®—even though Plaintiffs’ medical experts found that “in the
majority of cases ... EMT medical examinations are completely inadequate”*** and
Defendants’ own providers have acknowledged that EMTs sometimes do not perform a
thorough exam.*’

104.  Medical treatment performed by EMTs in the ATU is even more deficient. Due to the
severe understaffing at the provider level, most patients are treated principally by EMTs,
with physicians providing at most telephone orders in response to EMTS’ reports and
questions. Even when physicians are present in the ATU, they rarely perform and document
physical examinations and take medical histories. These catastrophic failures are discussed
infra 1 132-37, but for the purposes of this section it suffices to say that Defendants’
attempt to use semi-trained EMTSs to make up for the dire shortage of physicians denies
Class members access to professional medical opinions and treatment, and is a major source
of the ever-present risk of serious harm faced by Class members when they develop
emergency medical needs.*®

133 JX 8a.

134 PX 6 at 0041;

135 JX 4, Cashio 30(b)(6) Depo. at 72:21-73:16; see also JX 4, A. Cowan Depo. at 98:22-99:4 (EMT
testifying that she had never heard a doctor or nurse tell an EMT that he or she had made a mistake
in 14-year career).

136 PX 6 at 0032; see also id. at 0061 (“EMTSs [are] typically managing medical emergencies that are
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iv.  Correctional officers

105.  Due to Defendants’ understaffing of nurses or other medical professionals licensed to
administer medication, “LSP has inadequate health care staff to correctly administer
medications,” leading Defendants to use “unqualified correctional officers” to administer
medication. This would fall below appropriate operational standards even with proper
training and supervision, but Plaintiffs’ medical experts found that correctional officers
administering medications “are not meaningfully trained or supervised by medical staff.” As
discussed infra 1 189-92, this results in an unreliable, dangerous system of medication
administration that places patients at risk.**®

¢. Inadequate Leadership

106.  Angola’s administrative and clinical leadership have tolerated or even promoted all of the
deficient policies and practices documented throughout the evidence—both the
administrative problems identified above and the clinical problems identified below.

107. A medical program in a large prison is typically managed by *“a responsible health authority,
which is the person or entity responsible for all levels of health care and for ensuring quality,
accessible and timely health care.” Under NCCHC Standards, this role must be filled by “a
person who by virtue of education, experience, or certification (e.g. MSN, MPH, MHA,
FACHE, CCHP) is capable of assuming [that] responsibility.”4

108.  While Dr. Lavespere is nominally the health authority, in practice the Assistant Warden “has
operational control over all aspects of the medical program and directly supervises a
significant portion of health care staff.”*** At all times during the discovery period, this
position was filled by Ms. Lamartiniere, Warden Cain’s former secretary, who has no training
in health care and no degree above high school.**? Both in an interview with Plaintiffs’
medical experts and in her deposition, Ms. Lamartiniere exhibited “no knowledge about
specific medical program operational issues” and disclaimed any knowledge of the budget or
budgetary needs, let alone input into the budget or staffing levels. She had attended just two
CQI meetings in the prior five years. In all, “her leadership involve[d] no real authority to
manage the health program.”**

109.  Dr. Lavespere, Angola’s Medical Director, “does not perform many of [the] typical
functions” of a medical director. “The role a Medical Director is typically to organize and

39 1d. at 0015, 49-54.

10 pPX 6 at 0011.

11 1d. at 0012.

12 )X 4, S. Lamartiniere Depo. at 5:24-2.

143 pX 6 at 0012, 16, 27, 88. After the close of discovery, Defendants moved Ms. Lamartiniere to
another position within DOC and named Defendant Tracy Falgout as the Assistant Warden for
Health Services. Because this occurred after the close of discovery, it is irrelevant to the liability
portion of this case. See Rec. Doc. 419 at 3 (“[T]he evidence shall be limited to the healthcare
conditions and the facility as they existed as of September 30, 2016.”)
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implement the medical program; to provide clinical supervision to provider staff; and to be
the final medical authority on all clinical decisions.” But Dr. Lavespere does not perform any
formal review of his clinical subordinates; does not formally supervise the EMT staff; does
not participate in quality improvement efforts; does not perform or oversee mortality review;
and has no input into the budget. In an expert interview, Dr. Lavespere could not even
estimate the types or frequency of chronic clinical conditions among the patients for which
he is responsible. In all, “[h]e was unable to provide any specifics of how he spends his time
in organizing or supervising the medical program.”**

Dr. Lavespere’s disengagement from operational aspects of the medical system is mirrored
in his clinical care. Neither Dr. Lavespere nor the medical providers he supervises
“document adequate examinations (e.g. history of the chief complaint, review of systems,
past medical history and pertinent physical examination and labs) that support the patient’s
diagnosis and treatment plan.” In case after case, Dr. Lavespere and his supervisees fail to
perform or document the basic steps necessary to timely diagnose and treat Class members.
This does not “adhere to standards of medical practice” and results directly in the serious
harm documented above.'*

Equally disturbing, Dr. Lavespere, by his own admission, believes that his biggest challenge
is determining which of his patients are lying to him. He believes that fully half of his
patients do not tell the truth to their treating physician because they “don’t want to go to
work—that his patients “don’t want to be better” because “if they get well, then they have to
do things” or because they want to “pin[] [a medical problem] on DOC.”"*4

This attitude, as Plaintiffs’ medical experts explain is “not consistent with accepted standards
of professionalism and medical practice. ... For any physician, much less the Medical
Director, to begin each encounter with a presumption that patients are not telling the truth is
the epitome of unprofessionalism.” This presumption of dishonesty puts the pervasive
failure to perform proper examinations of patients’ complaints in a dark light: in many cases,
Class members do not receive necessary care for serious, even life-threatening medical needs
because Dr. Lavespere and his clinicians do not believe them and do not take the medically
necessary steps to determine the source of their symptoms. Even more pointedly, as
discussed infra 11 132-144, it leads Dr. Lavespere and other physicians to direct EMTs not to
transport patients to the ATU for treatment or to forcibly test and treat patients
experiencing ongoing medical emergencies for drugs without indication, both of which have
directly contributed to numerous preventable deaths’

144 PX 6 at 0012-13; see also, e.9., JX 4, Lavespere Ind. Depo. at 97:12-14.

% 1d. at 0014.

146 JX 4, R. Lavespere Ind. Depo at 17:25-19:2, 52:8-10; JX 4, R. Lavespere 8/5/16 30(b)(6) Depo. at
7:16-20.

W PX 6 at 0014; see also, e.9., JX 4, R. Singh Depo. at 100:21-25 (former Statewide Medical Director
Dr. Singh: “Q: If you[] were to treat patients with a presumption that the majority of patients were
malingering, can you see ways that would cause problems for treatment and diagnosis? A:
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throughout the Angola medical system merely proves the inappropriateness and inadequacy
of Defendants’ practice.'*

(2) Clinical Practices Contributing to the Substantial Risk of Serious Harm

The administrative failings outlined above lead directly to a pervasive, systemic failure to
provide clinically adequate, medically appropriate care. This manifests at every step of the
health care process: at sick call, where patients attempt to access care; in the chronic disease
program, where patients with long-term medical needs are treated; in specialty care, where
patients seek diagnosis and treatment recommendations for complex conditions; in the
ATU, where emergency treatment is provided; and in the infirmary, where long-term nursing
care is provided. It is also reflected in incomplete and unheeded diagnostic services,
unreliable and inconsistent medication administration, and unsanitary and inadequate
medical facilities. Throughout the system of care, virtually every program that could break is
broken.

d. Sick Call and Auccess to Care

To have a medically adequate health care system, inmates must have timely access to a
medical professional, a professional medical judgment, and the care that medical
professionals order. This can be inhibited by underfunding, understaffing, and poor
organization; it can also be impeded by unreasonable barriers, such as punishment, excessive
fees, or impractical times for accessing the system. All of these factors exist at Angola, and
each contributes to the substantial risk of serious harm.

Sick call is the main process by which patients access the medical system at Angola. The
standard practice at Angola is for EMTs to make rounds of each housing unit, typically
around 4:30 a.m.. Class members write their medical complaint on an undated Health
Service Request (“HSR” or “sick call form”) and provide it to the EMT, who reviews the
HSR and assesses the patient on the spot, typically in the patient’s dormitory or cell. The
EMT may prescribe treatment, transport the patient to the ATU, contact a provider for
instructions, or do nothing. The EMT then writes their observations on the sick call form
along with a recommendation of how soon the patient should see a doctor. After
performing sick call, the EMT places the day’s HSRs in a box for the physician responsible
for the housing unit.'s

As practiced at Angola, this system has numerous substantive and procedural flaws that
deprive Class members of timely access to a professional medical judgment and

152 DX 14 at 20-21.

153 PX 6 at 0031-32; JX 5-a at 0019-21 (HC-01, DOC Access to Care and Clinical Services Policy); see
also, .., JX 4, D. Cashio Depo. at 29:15-30:22, 44.20-45:8, 54.8-55:8, 60:4-6 (describing sick call
process); JX 4, R. Lavespere Ind. Depo. at 26:22-30:14 (describing EMT decisions about whether to
bring to ATU); id. at 38:1-12 (“if the EMS didn’t think the person needed to be transported or didn’t
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corresponding treatment. It is a major contributor to the risk and reality of serious harm that
Class members experience.

v.  Inappropriate role of EMTs and inadequacy of sick call assessments

Plaintiffs’ medical experts observed sick call and reviewed hundreds of HSRs as part of their
sample. Their report concisely summarizes the fundamental deficits in Defendants’ sick call
practice:

The EMT does not have the health record available to review the patient’s past
medical history or determine if the patient’s complaint is a new or recurring
complaint, and what if any previous treatment was provided to the patient. EMTs do
not conduct assessments in examination rooms that are adequately equipped and
supplied, afford privacy and confidentiality, or have access to handwashing.
Moreover, the medical equipment and supplies that EMTs bring with them is not
standardized. One EMT in Camp J had only a stethoscope, whereas another in the
Transitional Unit brought a small bag with more equipment. Given the
circumstances in which assessments take place, it is not surprising that in the
majority of cases we reviewed, EMT medical examinations are completely
inadequate. In addition, documentation reflected that EMTs usually do not directly
communicate or consult with a physician regarding assessment findings at the time
the patient assessment is performed. Therefore, the EMTs make independent
assessments on a daily basis, which is beyond their scope of practice.

After EMTs perform sick call, they place the patient’s HSR in a physician’s box. For
the majority of HSRs we reviewed, physicians did not document any information
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professional medical judgment, and denies or delays access to diagnosis and treatment. As
explained supra
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providers of care and failed to conduct meaningful evaluations. It took over one
month for the patient to be hospitalized despite acute worsening of symptoms. **®

d. Patient # 18 requested an HIV test but was not tested and discovered positive for
over two months—when he was acutely ill. On multiple occasions, the patient
complained to EMTs of chest pain, shortness of breath, and a 55-pound weight loss,
but there is no documentation that EMTs notified physicians of the patient’s
abnormal vital signs during a period when his symptoms worsened. Further,
physicians failed to timely provide patient with any meaningful clinical evaluation for
his symptoms. The patient died a little over one month after his HIV diagnosis.
Faster diagnosis of his HIV status and corresponding anti-retroviral intervention
could have prevented his death. **°

Former Plaintiff Shannon Hurd (now deceased) repeatedly complained of substantial
weight loss, testicular swelling and numerous other symptoms consistent with renal
cell carcinoma, but Angola medical staff waited over two years before conducting the
diagnostic testing that would uncover this fatal illness. During this period, Mr. Hurd
saw doctors and EMTs on numerous occasions, but they routinely failed to conduct
meaningful testing or scrutinize his symptoms and medical history. Even when tests
did occur, doctors failed to provide necessary follow up. From the time that he
began showing symptoms until his ultimate diagnosis two years later, Mr. Hurd had
lost 61 pounds.'®°

Former Plaintiff Joseph Lewis (now deceased) repeatedly complained for 33 months—nearly
three years—of symptoms consistent with laryngeal cancer until testing was finally
conducted to uncover the fatal illness. Despite the clear warning signs of worsening
symptoms and frequent complaints, medical staff failed to conduct routine diagnostic testing
that could have revealed his underlying condition'®* and potentially prolonged his life.
Instead, Mr. Lewis was mostly evaluated by unqualified EMTs at sick call who referred him
to a physician on only a few occasions. In some cases, EMTs do contact physicians to report
assessments and request instruction. But there is significant evidence that physicians’
participation actively impedes care. When EMTs request instructions, physicians often give
“no-transport” orders, which are “verbal orders given to the medics over the radio ...
advising that the patient not be transported from his cell.” These orders “result in delay in
care, lack of evaluation by a physician and in some cases death.”*** Plaintiffs’ medical experts
identified several examples of such delays and inadequate care. For example:

158
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a. Patient # 39 was a 65-year-old man with “a history of diabetes, [and] severe coronary
artery disease and heart failure.”*** In July of 2011, patient was seen by EMTSs seven
times variously for “temperature of 103.6,” “an altered mental status,” “chest
tightness,” “breathing but unresponsive,” and lying on the floor of his cell
“‘vomiting and won’t move [sic].””*** No-transport orders were given three times.
After the third order at the end of July, the patient died in his cell. The medical
records do not explain or describe the reason for or circumstances of the death.’®®

b. Patient # 34 made an emergency sick call on June 20, 2010, complaining of pain in
his right flank.’®® On June 24, an ambulance was sent to Patient # 34 at Camp D
because he was unable to get out of bed. The EMT *“[c]alled Dr. Lavespere [who]
ordered ‘NO TRANSPORT’ and advised patient to get meds at pill call . .. .” Three
days later EMTSs again were called to visit the patient who was “unresponsive /
disoriented, lethargv cool and clammy” and “found with altered mental status.”’
The following day the patient died at Earl K Long Hospital. The cause of death was
determined to be “hypothermia due to hypoglycemia due to complications of
cirrhosis due to Hepatitis C with contribution of sepsis.”*®

These examples have a troubling resonance with Dr. Lavespere’s testimony that he doesn’t
believe patients, and with the general understaffing and lack of qualifications at the provider
level. Doctors do not believe patients, so they do not bother to see patients; doctors are not
qualified to perform primary care, so they do not understand when an assessment is
incomplete or abnormal; and Defendants do not employ enough doctors, so they jump to
the conclusion that patients do not need a doctor. Whatever the reason in a particular case,
the harm to Class members—and the risk of additional harm at any time—is irrefutable.

vi.  Policies and practices that impede access to care

In addition to the fundamental inadequacy of Defendants’ system of EMT-led sick call,
Defendants maintain numerous policies and practices that impede Class members’ access to
care.

First, Defendants do not follow their own practice for how frequently sick call should occur.
Under DOC'’s Access to Care and Clinical Services Policy, patients are supposed to have
daily access to routine and urgent services, with sick call requests triaged every day.*®® This

163 |d
164 |d

1% 1d. at 0063-0064.
1% 1d. at 0267.

167 Id

168 1. at 0267. See also id. at 0063.
189 7X 5-a at 0020 (HC-01).

42



Case 3:15-cv-00318-SDD-RLB Document 498 10/03/18 Page 47 of 137

does not occur in the outcamps and on death row, where sick call is only conducted Sunday
to Thursday.'™

128.  Second, sick call occurs at unscheduled times, beginning as early as 4:30 in the morning in
some housing units. Many Class members are sleeping at this time, and may not wake up for
sick call. Patients who miss sick call must wait until the next sick call, or declare an
emergency; they are not permitted to have another Class member submit an HSR for them.
This is an unreasonable barrier to care that lacks a clinical or operational justificationu 9[-1.21 T0002 TwO
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135. At the same time that Defendants provide substandard care in the ATU, they frequently
decline to send patients to outside hospitals when indicated by urgent, life-threatening vital
signs and symptoms. The ATU is not an emergency room; it lacks numerous forms of
diagnostic testing (or lacks qualified operators much of the time), including ultrasound, stress
testing, and echocardiograms, which are necessary to diagnose emergency conditions and
determine a proper course of treatment. Similarly, laboratory testing is not available after
hours or on the weekend, making it impossible to perform critical diagnostic tests. It is

45



Case 3:15-cv-00318-SDD-RLB Document 498 10/03/18 Page 50 of 137

properly treat. Instead of being transferred to a hospital, the patient was asked to
sign a do-not-resuscitate order. He died the following day.*®

viii.  Inappropriate procedures in emergency care

138.  In addition to these critical failures to provide competent care in the ATU, Defendants
employ several wholly inappropriate practices in the ATU.

139.  First, Defendants presume that any patient with altered mental status is using drugs, and thus
routinely perform a urine toxicology test—often by forced catheterization, a painful and
invasive process that may introduce infection—whether or not a patient has symptoms of a
serious condition that might explain his mental status. Notably, this routine application of
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cutting his forearms received no mental health treatment and instead was placed in 4-point
metal restraints with flex-cuff reinforcements as the sole form of care.**

Third, Defendants improperly use Do Not Resuscitate (“DNR”) orders instead of providing
actual medical treatment or transferring patients to hospitals where they can receive
appropriate care.

For example, Patient #31 was examined in a clinic on June 6, 2014, and found to be
significantly hypotensive—but was discharged without his hypotension being addressed.
Two months later he reported abdominal pain and was distended and jaundiced, but was
again discharged. The next day, he was additionally vomiting, and was again discharged
without treatment. Two days later he returned to the ATU complaining of worsening
abdominal pain and tenderness in his abdomen. Instead of receiving an evaluation of his
acute decompensation, he was asked to sign a DNR order. Two days later he began vomiting
blood and died in the prison—all without a diagnosis or treatment of his worsening
abdominal pain.
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145, Chronic disease management is the long-term monitoring and treatment of patients with
chronic diseases such as diabetes, HIV, hypertension, hypothyroidism, clotting disorders, or
others. The goal of a chronic disease program is to decrease the frequency and severity of
symptoms, prevent disease progression and complication, and foster improved function.'*
An adequate chronic disease management program has several basic minimum components:

a. Disease review, which includes identifying and evaluating each of the patient’s
chronic diseases at each visit and performing a pertinent history, including review of
symptoms for each disease.

b. Examination, which includes referencing current laboratory results and performing a
focused physical exam pertaining to each of the patient’s medical conditions.

c. Medication review, which includes reviewing medication adherence and assessing
obstacles to compliance, such as side effects.

d. Treatment, which includes assessing disease control for each of the patient’s chronic
diseases; developing and modifying, as needed, treatment plans related to each of the
patient’s chronic diseases; and scheduling clinical follow-up in accordance with the
patient’s disease control.**®

146.  Angola’s chronic disease program is woefully inadequate, both on paper and in practice. HC-
11, Angola’s Chronic Care/Special Needs policy, “is generic and lacks sufficient operational
detail to provide guidance to staff regarding the requirements of the program, including
procedures for enrollment, tracking, frequency of monitoring visits, etc.” Defendants also
lack “a true chronic disease tracking system that includes all patients with chronic diseases,
their last appointment, next scheduled appointment and scheduled labs.”** Even
Defendants’ expert Dr. Moore noted a “lack of
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instructions, which must be incorporated into the patient’s medical records and reviewed by
the patient’s primary care provider.?

152.  As the chronic disease management section makes clear, Defendants inappropriately limit
Class members’ access to specialty care. While these failings are, like the problems in chronic
disease management, pervasive throughout the specialty care process, they fall into two basic
categories: delayed or withheld access to speci
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to manage the follow up for the patient; the doctors do not appear to be involved in
managing specialty care at all.” It is often unclear whether a provider reviewed the results of
the consultation at all, and “there is seldom a physician visit after an off-site visit (either
hospitalization or specialty consultation) to address any change in plan based on the
hospitalization or off-site consultation.” Patients’ records at Angola seldom include the
“[c]lompleted consultation requests,” making it “difficult to determine what occurred at the
consultation.” In all, the record suggests “that LSP providers [do not] review consultation or
hospital discharge summary reports in order to synchronize their primary care efforts with
efforts of the specialists.”?

161.  Asaresult, the care that patients receive from specialists often goes without any follow-up.
This undermines the purpose of sending patients to outside providers by leaving patients
without follow-up, sometimes even after surgical procedures that require post-operative care.
Follow-up appointments made by providers often do not occur, or, if they do, diagnostic
studies that were requested by the consultant prior to follow up do not occur. This leads to
ineffective appointments, as discussed in the previous section.”

162.  This tracks closely with the experience of UMC doctors, who reported that their
recommendations are frequently ignored by Angola providers; that follow-up appointments
are frequently delayed or canceled; and that when they do see patients for follow-up
appointments, they often have not been receiving medications or other treatment prescribed
at the previous appointment.?

163.  Both of these categories of problems are illustrated in many of the case studies already
described, as are their consequent harms. Additional examples include:

a. An aortogram was requested for Patient No. 13 on Nov. 20, 2013, but it was not
performed until almost 10 months later, on Sept. 11, 2014. The patient was
hospitalized for a heart attack, and Defendants did not review the hospital record or
note the recommendations of the hospital physicians. Defendants faile