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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), | 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 systemic review of the Alabama Department of Corrections (ADOC) medical
program. This review includes: non-clinical aspects of the medical program including
administrative and organizational structure; staffing levels and qualifications of the medical
staff; supervision of clinical staff; adequacy of housing units; medical clinics, equipment,
supplies, and sanitation; adequacy of health records; adequate guidance via policy and
procedure; analysis of performance and attempts to improve care including mortality review;
support services including provision of medication; and monitoring functions related to
infectious and contagious disease. These non-clinical aspects of care are integral to adequate
performance.

This review also includes clinical processes of care that incorporate clinical quality of care of
providers and nurses. These include medical reception screening; sick call; chronic care
management; urgent/emergent and hospital care; infirmary care; and referral to specialty care.
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The following are the opinions | have formed based on my review of these components of care.

10.
11.

12.

13.

14.

15.

16.

17.

18.

The ADOC Office of Health Services (OHS) provides inadequate leadership and oversight
over the medical care program.

The OHS lacks physician involvement in their oversight of the medical program.

The medical vendor physician leadership is not adequately monitoring physician quality.
The OHS does not have sufficient staff to adequately monitor the medical program
statewide.

There are insufficient physicians.

There are insufficient nurses.

The physician hiring process and physician credentialing fail to ensure that physicians
are properly trained and have adequate competency to perform as primary care
physicians.

The OHS does not set a standard for minimal physician training requirements that
ensures that physicians can provide adequate primary care to patients.

The peer review process fails to provide adequate oversight over physician practice and
appears to be done on a pro forma basis only.

The OHS provides no oversight over physician or nurse quality of care.

The peer review process fails to address physician quality in a manner that protects
patients from harm.

The setting of care including space, equipment, and supplies is inadequate. Thisis a
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 do
not protect their safety 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.

The paper medical charts do not include information necessary to adequately manage
health care for inmates.

The ADOC does not have an adequate coherent and definitive source of policy and
procedure to guide medical care.

The OHS and Corizon do not have dedicated staff involved in quality improvement
activity.

The OHS and Corizon management do not provide leadership to ensure that adequate
quality improvement efforts occur.

The OHS and Corizon quality improvement efforts focus on pro forma compliance
efforts that fail to identify significant existing problems and quality concerns that cause
patient harm and mortality.

Medical intake screening fails to adequately identify and treat incoming inmates for
their serious medical conditions for several reasons: (1) LPNs perform initial nurse
intake screening, but are not trained to perform independent assessments. RNs need to
perform intake assessments. (2) The only history obtained is completed by nurses.
Providers need to perform a history as well as a physical examination. (3) The history
and physical examination needs to include all current conditions of the patient. (4) The
provider examination needs to include vital signs and other pertinent point of care test
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19.

20.

21.

22.

23.

24.
25.

26.

27.

28.

29.

30.

31.

32.

33.
34.

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.

Barriers to accessing care through the health request process are significant. These
include: (1) inaccessibility of health request forms; (2) remoteness of the health request
boxes; and (3) cost of health care to inmates that is out of proportion to inmate
earnings.

Registered Nurses (RNs) need to perform health request triage and evaluation including
those for emergency evaluation. Licensed Practical Nurses (LPNs) are not trained to
perform independent assessments and cannot work except under supervision of an RN.
The ADOC lacks an adequate policy for chronic illness management that ensures:
continuity of medication; proper enrollment and discharge from chronic care; intervals
of chronic care visits; and requirements for what conditions are managed in chronic care
clinics.

The ADOC fails to define what a chronic condition is. As a result, some chronic
conditions are not followed in chronic care clinics.

The quality of chronic care management is poor. Problems with chronic care
management include the following: (1) Nurse practitioners manage most chronic care
even when they fail to understand how to manage some conditions. (2) All providers
fail to take adequate history, fail to perform adequate physical examinations, and fail to
develop adequate assessments and therapeutic plans. (3) Quality of provider chronic
care management is poor but there is no systematic manner to adequately evaluate
chronic care management. (4) Laboratory results are inconsistently incorporated into
chronic care management. (5) When providers see patients for chronic care, they do
not consistently address all of the patient's chronic care problems.

Patients do not consistently receive needed and prescribed medications as ordered.
Medication refill procedures appear to be a barrier to inmates receiving needed
medication.

Current policies fail to adequately define the process for medication administration
given the new electronic medication system.

Patients on non-formulary medication appear to have delays in receiving medication.
There are no urgent and emergent nurse evaluation policies and procedures.

Physicians fail to timely or appropriately hospitalize patients whose care cannot be
safely provided at the prison.

Preventable hospitalizations are not studied with respect to identification of care
management problems with an aim to improving care.

Patients whose care requires referral to a specialist or requires specialized diagnostic
testing do not consistently receive that care.

The utilization review process is a barrier to obtaining adequate and timely specialty
care.

The OHS lacks policy guidelines for specialty care.

Some patients who require specialty care supervision are managed at prisons by
providers who do not know how to manage that care.
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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
facilities.

39. Care on infirmary units is substandard.

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

41. There is inadequate policy on mortality review.

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

43. ADOC lacks a patient-centric advanced directive policy, procedure and practice.

44. ADOC lacks adequate policy on infection control.

45. The failure of the ADOC to address infection control type problems has resulted
repeatedly in the outbreaks of infectious or contagious disease. These outbreaks
resulted in the Alabama Department of Public Health to assuming control of
investigation of these outbreaks because of inability of ADOC to manage the problem.

46. Corizon medical leadership has not assumed responsibility for management of infection
control issues, necessitating intervention by the Alabama Department of Public Health.

47. ADOC does not protect inmates or staff from exposure to contagious tuberculosis.

48. ADOC does not protect inmates from exposure to scabies.

49. ADOC undertreats hepatitis C with anti-retroviral medication.

50. Hepatitis C management including screening and management of cirrhosis is inadequate
and does not meet criteria set out in OHS policy.

Based on these opinions, | have concluded that the Alabama Department of Corrections
medical program fails to provide adequate and safe health care to individuals incarcerated in its
prisons system-wide. This report will demonstrate how this failure places inmates at risk of
harm and causes harm, including death. The inadequacies are widespread through every
essential component of the health program.

Qualifications

| have worked as a physician in correctional environments for over 30 years. During that time, |
served as Assistant Medical Director, Medical Director, and then Chief Operating Officer for the
Cook County Jail, one of the largest jails in the country. | also served as Regional Medical
Director for the state of New Mexico for Correctional Medical Services, and corporate Medical
Director of correctional facilities for Addus Health Care.

| have served as an expert or consultant in cases throughout the country since 1989. | have
been retained by United States Department of Justice and by the Federal Court in the Northern
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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

e Dallas County Jail; medical monitor

e Plata v. 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 [ewis v. Cain; medical expert for plaintiffs

e Hallv. 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

Methodology: Review transcript of depositions, review of the Request for Proposal and
ADOC/Corizon contract, and review of selected ADOC Administrative Regulations.

Opinions:

1. The ADOC OHS provides inadequate leadership and oversight over the medical care
program.

2. The OHS lacks physician involvement in their oversight of the medical program.

The medical vendor physician leadership is not adequately monitoring physician quality.

4. The OHS does not have sufficient staff to adequately monitor the medical program
statewide.

w

Findings:

The aim of leadership and management of a health care organization are multiple and include:
to establish the purpose and goals of the organization; ensure that there are sufficient staff,
equipment, and supplies; ensure that support services work appropriately; ensure that the
quality of the staff is adequate; ensure that policies are adequate and in place; ensure that
pharmaceutical services are adequate; provide leadership for quality improvement efforts; and
ensure that overall quality of medical care is adequate. The OHS fails to provide this leadership.
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Oversight of the medical care in the Alabama Department of Corrections (ADOC) is the
responsibility of the Office of Health Services (OHS) Associate Commissioner. This relationship
is memorialized in ADOC Administrative Regulation 700 Office of Health Services Division. The
OHS Associate Commissioner is responsible for management, implementation and oversight of
health services for inmates assigned to the custody of the ADOC.

Corizon Correctional Healthcare, a for-profit company, provides contracted medical care to
inmates in the ADOC. Ms. Naglich testified in deposition that Corizon was the only bidder for
the medical services contract in the 2012 Request for Proposal for provision of medical services
to the ADOC.! The contract requires Corizon to serve as the clinical health authority with
respect to clinical management of treatment, providing direct patient care, and serving as
advisor to the Associate Commissioner on protocols and clinical matters.

The ADOC has established an Office of Health Services and created a position of Associate
Commissioner to direct that office. The duties of the Associate Commissioner are defined in
ADOC Administrative Regulation 700.

The Associate Commissioner is “responsible for management, implementation, and oversight of
the health services, care, treatment, and programs provided for inmates assigned to custody of
the ADOC”.2 This includes amongst her duties:

e Implementing and monitoring provision of health services and providing direction and
oversight to the health services vendor.

e |[nitiating Administrative Regulations, directives, policies, and procedures as relative to
ADOC and the OHS Division. It is not clear in Administrative Regulation 700 whether the
Associate Commissioner is responsible for all health care policy and procedure.

e Selecting, directing, and supervising the ADOC contracted Medical Director.

The ADOC OHS does not have the leadership capacity to adequately evaluate whether the
contracted medical vendor is performing its role as clinical health authority responsibly. The
current ADOC Associate Commissioner, Ruth Naglich, is a nurse, yet is responsible for selecting
and supervising the Regional Medical Director, a physician. The lack of a physician in the ADOC
OHS leadership group is a significant deficiency. The vendor physician quality of care is
insufficiently monitored or supervised and the leadership structure of the ADOC OHS is not
capable of performing this task. The OHS has a position titled Medical Health Director but this
position is filled by a nurse. Multiple areas of service are not monitored even when the
contract requires it. These will be addressed later in the report.

! Deposition of Ruth Naglich Case No. 2:14 — CV — 00601 — MHT — TFM; Dunn et al. vs. Dunn et al. conducted on
April 7, 2016; page 211

> State of Alabama Department of Corrections Administrative Regulation Number 700 Office of Health Services
Division, November 8, 2010 as found at http://www.doc.state.al.us/docs/AdminRegs/AR700-H.pdf
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Corizon, the contracted medical vendor, has physician leadership that is not adequately
monitoring physician quality. This will be specifically addressed later in this report.

The lack of physician leadership in the ADOC program is a leadership gap that has significant
implications and results in risk of harm to inmate-patients. At the facility level, there is
generally only one physician per facility. This results in the single physician also being the
medical director of that facility. Credentialing procedures of Corizon are relatively opaque, but
based on hiring practices, physicians are chosen who are ineffective as medical directors. As a
result, many facilities have inadequate medical leadership resulting in harm to patients.

Staffing, Credentialing and Peer Review

Methodology: Review minimal staffing requirements in the Request for Proposal. Review
documents and policies for credentialing, peer review and annual performance evaluations.
Review credential files.

Opinions:

5. There are insufficient physicians.

There are insufficient nurses.

7. The physician hiring process and physician credentialing fail to ensure that physicians
are properly trained and have adequate competency to perform as primary care
physicians.

8. The OHS does not set a standard for minimal physician training requirements that
ensures that physicians can provide adequate primary care to patients.

9. The peer review process fails to provide adequate oversight over physician practice and
appears to be done on a pro forma basis only.

10. The OHS provides no oversight over physician or nurse quality of care.

11. The peer review process fails to address physician quality in a manner that protects
patients from harm.

o

Findings:

Staffing

The ultimate test for adequacy of staffing levels is whether necessary tasks are accomplished.
When a state jurisdiction utilizes a medical vendor, the staffing requirements need to include
state central office staff for the purposes of monitoring the quality of vendor medical care.
When this does not occur, the vendor does not have incentive to perform adequately. When a
jurisdiction attempts to reduce hospitalizations and referrals to specialists by performing
hospital and specialty care in-house, appropriately trained staffing needs to be increased to
accommodate the increased workload.
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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.* Provider, nurse and specialty positions are deficient with respect to
numbers of staff for this given population.

Lack of Critical Positions

There are a few glaring staffing deficiencies. Neither ADOC’s OHS nor Corizon have any
dedicated positions in infection control or quality improvement, which are two essential
programs that need to be present in a correctional medical program. Both of these areas suffer
from neglect. For example, there have been two tuberculosis outbreaks in the ADOC extending
since at least 2009, as well as scabies outbreaks and ongoing scabies infestations, all of which
resulted in extraordinary interventions by the Alabama Department of Public Health. Yet there
is no infection control staff in the minimal staffing grid. Quality improvement is limited and
consists mostly of performing compliance audits developed by the OHS. There is no dedicated
staff for this function.

In a deposition, Ms. Naglich testified that staffing levels were determined based on task
analysis.” It was not clear in that testimony precisely how this was done or the numerical
analysis of how the staffing numbers were obtained. |find that in the areas | reviewed, there
were staffing deficiencies.

Low Levels of Nursing Staff

Nursing staffing is low. Based on chart reviews and depositions, it appears that many nursing
tasks are not completed. In a deposition, Ms. Naglich acknowledged that of 2,800 inmates with
a positive tuberculosis test in 2010, one-third had not had initial tuberculosis screening. Of
those with a positive test, 59% did not have verified treatment. When debilitated patients are
placed on infirmary units, they do not consistently have appropriate monitoring or care. There

3 Appendix A to the 2012 contract between ADOC and Corizon, Inc.

* Alabama Department of Corrections Monthly Statistical Report for March 2016 (Fiscal Year 2016); compiled and
published by The Research and Planning Division as found at http://www.doc.state.al.us/docs/MonthlyRpts/2016-
03.pdf

> Deposition of Ruth Naglich, Joshua Dunn, et al. v Jefferson Dunn, et al. Civil Action No.:2:14-cv-00601-MHT-TFM,
taken on December 7, 2015 page 187-189
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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 another example, in chart reviews, one patient who was to have
infusion of a critical medication failed to have adequate nursing monitoring during his infusions.
That may have contributed to a significant adverse reaction to his medications that contributed
to his death. These types of nursing deficiencies are directly related to staffing.

At the Hamilton Aged and Infirm facility, the ADOC houses a significant portion of the severely
infirm and aged individuals in the ADOC. This facility houses approximately several hundred
elderly infirm patients with 20 individuals on the infirmary. Many of the infirmary patients are
bed ridden and require complete care. Many of the remaining patients at the facility also,
because of age and illness, require significantly more nursing care than a typical population.
Infirmaries typically should have approximately 2.5 nursing hours per patient day. For the
population of 20 infirmary patients, the Hamilton facility should have 50 nursing hours per day
on the infirmary alone. This amounts to 6.25 nursing staff over a 24-hour period dedicated to
infirmary patients. The nurse staffing for this facility consists of 11.2 LPNs and 4.2 RNs in total
for all three shifts 7 days a week. This is approximately 1 RN and 2.5 LPNs per shift on a 7 day a
week basis without accounting for time off, vacations, or vacancies. This is approximately 10.5
nurses (RN and LPN) per day. Given that approximately 6.25 nurses are typically needed in the
infirmary and 10.5 are available for the entire facility, there are only approximately 4 nurses per
day to handle the rest of care at this facility. This does not account for time off, vacations and
sick days. This number of nurses is grossly insufficient to perform sick call assessments, pass
medication, address all chronic care nursing issues and manage all the other nursing tasks
outside of the infirmary. The number of nurses may not even be sufficient to manage the
nursing care of the infirmary patients depending on their acuity level. In chart reviews, there
were several cases of significant harm to patients, including death that resulted from infirmary
care management. These will be presented later in this report.

Nursing staff is inadequate in most facilities. Instead of hiring sufficient registered nurses (RN)
to provide independent assessments, the ADOC utilizes licensed practical nurses (LPN) who are
not trained or licensed to provide independent assessments of patients. Because RNs do not
review the work of LPNs, the LPNs providing independent assessments place inmates at risk of
harm. This was evident in chart reviews and will be presented later in this report.

Low Levels of Physician Staff

Physician staffing is low. As of March 10, 2016 when Dr. Hood was deposed, 2 of 13 medical
director positions in ADOC were vacant (Fountain and Holman) 1 was filled in an acting capacity
by Dr. Lovelace, the northern region medical director, who had to split his time between his
regional duties and the facility (Hamilton A & 1), and another medical director was out due to
surgery (Donaldson).® Thus 4 of 13 (30%) medical directors were not fully engaged positions.

In chart reviews, some patients suffered neglect of their medical conditions because there were

6 Deposition of Hugh Hood, Joshua Dunn, et al. v Jefferson Dunn, et al. Civil Action No.:2:14-cv-00601-MHT-TFM,
taken on March 10, 2016, page 58-59
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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 the Regional Medical
Director and assistant Regional Medical Director, there are 15.6 physicians and 19.8 mid-level
providers for the entire population of approximately 26,000. Mid-level providers manage
almost all chronic care cases except for a small number of high acuity cases. This is insufficient
physician time dedicated to patients with chronic disease. Given the acuity of patients, 1
physician at Hamilton A & | is low. Although some inmates at Hamilton A & | are medical
workers, most are elderly and have multiple complex diseases, and many of the general
population inmates at Hamilton would typically be on infirmaries in other prison systems. One
physician typically can’t handle this number of complex patients. The Staton facility staffing,
which covers the Draper, EImore and Staton facilities, has only 1 physician and 3 nurse
practitioners. This is insufficient amount of physician coverage for well over 3,000 inmates.
Since the physicians cover infirmaries, see high acuity patients, and perform all administrative
functions, the nurse practitioners and physician assistants are left to manage most of chronic
illness care, which places patients at risk of harm.

Providers work 8-hour days but because of lock-downs, meals, etc., the amount of time spent
directly with patients must be approximately 6.5-7 hours a day. Providers indicated in
depositions that they see approximately 20-25 patients a day, meaning that physicians are
spending about 15 minutes per patient. In chart reviews, | noted that almost all notes lacked an
adequate history and physical examination with respect to the patient’s problems and existing
complaint. While part of the reason for this might be performance quality, lack of time and
staffing is another likely cause.

Chart reviews give an indication of this problem. In a chart review from Elmore, a patient’ with
a prior stent from coronary artery disease, hypertension, and high blood lipids failed to follow
up with a cardiologist. Based on documentation in the medical record initially provided to me,
he was not seen from December of 2009 until 1/7/14, a period of about 4 years. Several weeks
before this report was due, | received additional medical records that were apparently not filed
in the original document. These records included 2 chronic care visits for 2013. This verifies
that the patient was seen twice in 4 years. When finally seen, providers failed to address all of
his problems. Even though he appeared to be developing heart failure based on symptoms and
x-ray results, providers failed to evaluate the patient for this condition. It appeared that there
was no physician at this site for an extended period of time resulting in lack of attention to this
patient. This lack of physician attention appears to be harming the patient. The medical
records also appear to be disorganized.

Another patient8 who suffered because of inadequate staffing was at Limestone. His care will
be discussed in more detail in the infirmary section of this report. However, there was no

’ patient number 5
& patient number 7
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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 patient10 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.

Credentialing

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. Proper credentialing is the
foundation of protecting patient safety. Credentialing must ensure that a physician is properly
trained for the work they will be performing. Credentialing protects patient safety by
preventing incompetent, poorly trained, or impaired physicians from engaging in patient care.
In correctional facilities, the health care needs of patients are typically primary care which
requires physicians who have residency training in internal medicine or family practice.
Emergency medicine physicians may also be acceptable in certain situations.

In a typical credentialing process, a prospective physician applicant must submit an application,
curriculum vitae, and all current licenses, degrees, and certifications. The application typically
includes an attestation by the applicant as to whether there has been prior malpractice,
adverse action, criminal offense, or other adverse events affecting ability to practice. The

° patient number 6

1% patient number 2

" patients with indwelling bladder catheters frequently are colonized with bacteria. It is currently recommended
that these colonized infections not be treated with antibiotics unless the patient has symptoms or shows signs of
systemic infection. Repeated treatment can result in antibiotic resistance.
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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
vendor adhere to NCCHC standards*? and that it use JCAHO standards with respect to
credentialing. The Corizon re-credentialing procedure does require review of the NPDB,** but
the initial credentialing procedure does not require review of the NPDB. It is not clear from
Corizon policy and procedure whether or how the NPDB is used in their initial credentialing
process. The Corizon Regional Medical Director, who is responsible for interviewing and
determining suitability of candidates, does not use the NPDB in his deliberations.**

The ADOC Request for Proposal for health services requires that:

“Vendor is responsible for credentialing and certification of its staff. Vendor will utilize
the standards of the Joint Commission on Accreditation of Healthcare Organizations and

12 Essential standard Credentials P-C-01, Standards for Health Services in Prisons 2014, National Commission on
Correctional Health Care

3 Corizon Policy/Procedure Re-credentialing Practitioners, Number CR-007; Date of Origin 4/01/2012, Revised
7/01/2014, page 2 of 2

1 Deposition of Dr. Hugh Hood, M.D. Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs. Dunn conducted
on March 10, 2016 in Birmingham Alabama, page 52
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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 OHS does not monitor whether Corizon credentials physicians in accordance with
requirements of the RFP or whether the quality of credentialing is adequate with respect to
protecting patient safety. None of the OHS audits address credentialing. In deposition, Ms.
Naglich stated that “The Department does not credential”.’® She also stated that it was the
contractor’s responsibility to perform appropriate credentialing.” She also testified that, for
Corizon employees, she didn’t review malpractice claims or complaints against them by the
medical board because they were not her employees.18 She added that she couldn’t recall ever
recommending that Corizon couldn’t hire someone. Even though the Associate Commissioner
for Health Services is responsible for the quality of the medical care, there appears to be no
effort by the OHS to ensure that the vendor has qualified staff other than to stipulate that the
vendor credential its staff — which the OHS does not verify is adequately happening. While it is
the responsibility of the vendor to perform appropriate credentialing, it is very much the
responsibility of OHS to ensure that the vendor’s credentialing is appropriately performed.

| received 30 physician credential files. There are only 17.6 physicians in the budget. It wasn’t
clear from documentation in the credential files which of the 30 files were for active physicians.
Two of the current medical directors (Darbouze and Roddam) did not have credential files. A
physician should not work unless credentialed.

Inadequate Oversight by Regional Medical Director in Hiring Physicians

Hiring competent physicians is one of the most important responsibilities of senior medical
staff. Supervisory medical personnel must ensure that competent and qualified physicians are
hired as these individuals play such a significant role in delivery of medical care. When
screening, interviewing, and hiring physicians senior medical staff need to review all aspects of
a candidate’s professional experience.

> Alabama Department of Corrections Request for Proposal No. 2012-02 Comprehensive Inmate Health Care
Services, July 17, 2012 pages 100-101.

16 Deposition Ruth Naglich. Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs. Dunn conducted on April 7,
2016 in Montgomery, Alabama page 15

1d. at page 198
4. at page 149-150
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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
couldn’t recall that he received an application form for every person that he talked to. Later he
stated that he couldn’t remember what was sent to him for every candidate.?’ To review only
the CV and application is an inadequate evaluation.

Dr. Hood, the current Regional Medical Director, didn’t recognize a Corizon credentialing policy
when shown one during a deposition and didn’t know whether it was the current poIicy.21 Dr.
Hood also testified that when he interviewed physician candidates he did not review the
National Practitioner Data Bank information.?? Dr. Hood indicated that the NPDB was used by
recruiters to clear physicians which he described as meaning that the provider had no sanctions
against their license that prevented them from practicing medicine. Physicians who have no
current sanctions against their license may still have significant past malpractice issues; prior
sanctions; past criminal behavior; or loss of privileges. It is imperative to carefully review these
issues to ensure that the qualifications of physicians protect patient safety. In that regard, Dr.
Hood also testified that he did not have information about past malpractice suits or
encumbrances on their licenses when he interviewed physicians for positions, even though the
policy he was shown stated that he was responsible for determining the suitability for the
position.23 All interviews should take place with full information with respect to prior liabilities
and sanctions. This needs to include review of the NPDB. If this is not done, it is a patient
safety risk.

When asked about current medical directors at various sites who had prior license restrictions,
Dr. Hood could only recall 1 physician, when there were 5. When reminded of two other
physicians who had previously lost their licenses, he couldn’t remember the details of why they
had lost their licenses. He appeared unaware that one of his associate Regional Medical
Directors had prior limitations on her license because of impairment and was unaware that
another of his facility medical directors also had prior limitation of his license due to
impairment.?* When supervisory physicians are unaware of prior sanctions and liabilities of
physicians during employment interviews it places patients at risk of harm. When a medical
supervisor responsible for hiring decisions is unaware of prior medical sanctions and

' Corizon Policy/Procedure Professional Review, Number CR-002, date of origin 4/01/2012 revised 7/01/2014
page 2 of 5

20 Deposition of Dr. Bobby Crocker, M.D. Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs. Dunn
conducted on February 25, 2016 in Atlanta, Georgia pages 160-67

2 Deposition of Dr. Hugh Hood, M.D. Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs. Dunn conducted
on March 10, 2016 in Birmingham Alabama, page 160-161

1d. at page 52
21d. at page 95-98
**1d. at page 84-100
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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:

“Q. How does information about

2 current encumbrances affect your

3 decision-making process for hiring?

4 A. Depends on the encumbrance.

5 Q. Okay. Explain that a little

6 bit.

7 A. We work with the Board of

8 Medical Examiners, and for some of the

9 physicians who have been taken out of

10 practice because of some legal issue or some
11 encumbrance in their license, we like to be
12 an avenue for them to get back in practice

13 and to redeem themselves. And we've reached
14 out to the Board of Medical Examiners to

15 allow us to interview some candidates that
16 they think would be safe to practice medicine
17 in a correctional environment, with strong

18 supervision, to help rehabilitate those

19 physicians.”?

While rehabilitation of physicians is reasonable, the primary responsibility of ADOC and Corizon
is the safety of patients under their care. When a large percentage of physicians have a history
of impairment, it appears that the program is more concerned about filling positions and
rehabilitating physicians than it is in protecting the safety of the inmate patients. Also, if the
program recruits impaired physicians as a programmatic strategy, it should have a system of
monitoring and supervision, which is not evident in the Corizon peer review program.

Of the 30 physician credential files | reviewed, there was documentation in the files of only 9
interviews with a Regional Medical Director. These interviews were documented on a form
with typically only a few words written on them. There were no opinions or comments on
these interview forms about the candidates even when the candidate had serious prior adverse
actions. One physician was in an impaired physician program but the Regional Medical Director
did not ask the physician why or address the ability of the physician to safely care for patients.
In two other interviews, the Regional Medical Directors failed to document identification of
prior medical board sanctions or discuss these with the physician. The Regional Medical

*1d. at page 100
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Directors failed to appropriately review the credentials of physician candidates, thereby failing
to ensure that the safety of the inmate-patients is protected.

Minimal and Inadequate Requirements for Physicians

Privileges are the services and procedures that a physician is qualified to perform based on
training and experience. The credentials and training of a physician determine what privileges
that physician should have. As an example, a doctor who is trained and credentialed in general
surgery can obtain privileges to perform appendectomies and cholecystectomies. A physician
trained and credentialed in obstetrics can obtain privileges to deliver babies. Physicians trained
and credentialed in internal medicine or family practice can obtain privileges to practice
primary care. Physicians trained and credentialed in internal medicine cannot typically obtain
privileges to deliver babies or perform appendectomies. And physicians trained and
credentialed in obstetrics cannot typically obtain privileges to provide primary care.

Correctional medical care is mostly primary care internal medicine. Consistent with that need,
correctional physicians should be primary care trained physicians which include physicians
trained in internal medicine, family practice and perhaps physicians trained in emergency
medicine. Every correctional medicine program should strive for hiring physicians with this
training. Board certification in one of these fields means that the physician has completed a
residency training in one of these fields and has passed a qualifying examination by a nationally
recognized board of that specialty.

In the ADOC, the RFP does not establish any credentialing requirements that set standards for
the types of physicians that the vendor hires. Ms. Naglich testified that requirements for
credentialing were not included in the 2012 request for proposal.?® This means that the only
requirement for a physician to be hired in the ADOC is an active license. The RFP also does not
require that either the Regional Medical Director or facility medical directors have any
credentials other than a valid license. Thus the types of physicians hired by the vendor can be
below an acceptable standard.

The Corizon corporate credentialing procedures do not establish the minimum requirements
for providing primary care medical care. Typically, this includes training in a primary care
residency (family practice, internal medicine). In the ADOC it appears that the only
requirement is a medical license. This results in permitting non-primary care specialty
physicians (obstetrician, surgeons, etc.) to provide primary care. There is no evidence in
credential files that the credentialing of providers is aligned with their proposed assignments.
For most providers, a privileging sheet is not part of the credential file. In performing their
work, a credentials committee or review body must have as its prime mission protection of the
safety of patients under care of the health care organization. One of the ways this is done is by

2 Deposition of Ruth Naglich, Joshua Dunn, et al. v Jefferson Dunn, et al. Civil Action No.:2:14-cv-00601-MHT-TFM,
taken on April 7, 2016, pages 208-209
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ensuring that the training of physicians is consistent with the work the physician will be hired to
perform. When this is not done the safety of the patient is endangered.

There are 4 obstetricians and 1 general surgeon who have received credentials. The training of
these physicians is insufficient to treat primary care medical conditions because they have not
had training sufficient for that purpose. The general surgeon who received credentials from
Corizon had also retired in 2009 to pursue a music career and had not practiced medicine for 5
years. Having a retired surgeon provide primary care medicine is a patient safety concern.
Having a retired physician who has not practiced in 5 years and who is not trained in primary
care is a significant patient safety concern.

It is not clear what all of the 4 obstetricians on staff are credentialed for because privilege
sheets are not consistently included in the credential files. However, at least one of them is a
medical director and is the physician responsible for providing primary care to female inmates
even though his training is insufficient for that purpose. As an example, a patient with coronary
artery disease or rheumatoid arthritis would not go to an obstetrician for routine management
of their coronary artery disease or rheumatoid arthritis. Yet the system allows inmates to be
subject to these practitioners. Patients should be treated by physicians who have training in
the areas of care that they are providing. In the civilian world, no patient with an internal
medicine problem (diabetes, as an example) would go for routine care to a surgeon, a
psychiatrist or an obstetrician. It should be no different in a correctional medical program. This
places the inmate patient at risk of harm.

High Rate of Medical Misconduct and Criminal History

The credentialing process does not protect the safety of inmate-patients. | reviewed 30
physician credential files exclusive of the current and prior Regional Medical Directors. Of these
30 physicians, 12 (40%) either had current or prior restrictions of their license, prior adverse
reports from the medical board, or had lost privileges either entirely or on a temporary basis.
Two of the 12 had prior sexual misconduct issues, 6 were impaired physicians, 3 lost privileges
in health care organizations, and 1 had falsely reported medical education credits which were
not obtained. At least 3 of 12 had criminal charges related to their transgressions. Malpractice
issues were only addressed by what the physician acknowledged on the application as an NPDB
report was not present in any files.

Of the site medical directors and Regional Medical Directors as of March 10, 2016, 1 of the
associate Regional Medical Directors had a prior impairment which her supervisor appeared
unaware of. The other Regional Medical Director did 10 months of a pathology residency and
14 months of an internal medicine residency before dropping out. Despite this, he was placed
in a supervisory role to manage physicians caring for high acuity patients. Of the 13 site
medical director positions, 2 were vacant and 2 did not have credential files. Of the remaining
9 medical directors, 5 (55%) have had prior problems. Three had prior medical board sanctions
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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.

This is a large number of problematic physicians. When a physician is properly trained for the
expected type of work but has current or prior substance impairment, that physician can be
integrated into well-managed and supervised programs. In ADOC this is difficult because for
the most part, there is only one physician for each facility and there does not appear to be an
adequate program of supervision. Other character, behavior, or clinical practice problems are
difficult to supervise. When such a large proportion of the staff has such problems, it
demonstrates a lack of concern for the safety of the inmate-patients.

Peer Review

Peer review is a means to monitor the quality of physician and other provider care and thereby
protects patient safety. Peer review of physicians is typically of two types. One type of peer
review is done on a routine basis for all physicians and is done as a monitoring device to ensure
quality of care. This type of peer review is often called performance evaluation program or
PEP. A second type of peer review is done when a member of the medical staff may have
committed a serious error or exhibits a serious character or behavior problem and needs to be
evaluated with respect to possible reduction of privileges. The latter type of peer review is
generally a formal quasi-legal procedure that has significant implications for the physician’s
employment and professional status. Neither of these types of peer reviews is adequately
performed in the ADOC. The latter type of peer review does not appear to be done at all. %’

The RFP of 2012 requires that the vendor perform individual physician peer review. The RFP
states:

“Vendor will minimally provide a physician peer review program as directed by its
corporate Medical Director and/or the ADOC Physician Consultant. The program will
consist of at least four (4) hours of on-site physician time every four (4) months, three
(3) times a year to conduct chart reviews of each facility. Vendor’s Program Physician
Director or State Medical Director and the ADOC Physician Consultant will provide peer
review in the following areas:

1) Physician sick call/outpatient encounters;

2) Infirmary admissions;

3) Inpatient hospitalization;

4) Specialty referrals/off-site procedures;

5) Prescribing patterns; and

6) Ancillary service utilization.

*’ Dr. Hood testified about a single occurrence of reviewing a physician’s work, but no documents relating to this
review have been produced. The review is discussed in further detail below in the section on the Impact of Poor
Peer Review and Credentialing.
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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.”*

In the same deposition, Ms. Naglich stated that she didn’t monitor peer review as part of the
OHS monitoring program, could not describe Corizon’s peer review process, didn’t know
anything about Corizon’s peer review process, and didn’t know whether Corizon ever found any
problems in peer review.>! The lack of concern by the OHS with respect to peer review exposes
inmates to less than qualified providers.

Lack of Clarity in Peer Review Policy or Procedure

Corizon policy and procedure addresses peer review in their clinical performance enhancement
policy. Taking Kilby policy as an example, the Corizon Kilby policy manual has 2 policies on

%% Alabama Department of Corrections Request for Proposal No. 2012-02 Comprehensive Inmate Health Care
Services, July 17, 2012 page 63

2 Deposition Ruth Naglich. Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs. Dunn conducted on
December 7, 2015 in Montgomery, Alabama pages 139-40

%0 Deposition Ruth Naglich. Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs. Dunn conducted on April 7,
2016 in Montgomery, Alabama pagel52

4. at pages 16, 153, 154, and 155 respectively
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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".33

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.
According to Dr. Lovelace’s testimony, the physician reviewer may or may not perform his
evaluation on-site. The health administrator selects 10 records of episodes of care for patients
seen in sick call and more than 10 seen in chronic care. These are either emailed to the
reviewer or made available for on-site review. Dr. Lovelace indicated that about 30 episodes of
care are reviewed. The reviewer reviews the records of the episodes of care and gives an
evaluation to the physician.®® Dr. Lovelace later testified that as northern region associate
medical director he was responsible for performing peer reviews.?’ He testified that he was
sent episodes of care for 20 patients, (10 from chronic care and 10 from sick call). No other

32 Corizon General Health Services Policy & Procedures Kilby Correctional Facility Policy No. P-C-02.00 Clinical
Performance Enhancement Issued 10/29/12

%3 Corizon General Health Services Policy & Procedures Kilby Correctional Facility Policy No. P-C-02.00 Clinical
Performance Enhancement Reviewed and revised 09/2014

34 Deposition of Jerry Lovelace, MD, Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs. Dunn conducted on
December 21, 2015 in Birmingham Alabama, page 167

» Deposition of Dr. Hugh Hood, M.D. Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs. Dunn conducted
on March 10, 2016 in Birmingham Alabama, page 136

% Deposition of Jerry Lovelace, MD, Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs. Dunn conducted on
December 21, 2015 in Birmingham Alabama, pages 30-33

*1d. at pages 108-109
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criteria were used in selection of these records. It takes him 2 hours to review the 20 records.
To perform this task he uses a formatted Corizon sick call and chronic care peer review form.

The health services administrator of Bullock testified that she collects paperwork from charts
and emails them to the Regional Medical Director.® The choice of charts appears to be random
and not based on quality concerns of the organization. Corizon uses 3 formatted peer reviews:
chronic illness, infirmary, and sick call. The chronic care and sick call formats have 15 questions
and the infirmary format has 14 questions. Most of the questions are not related to quality-of-
care. Questions common to all 3 formats include:

e Whether the proper format was used

e Whether the note was legible

e Whether the note included a date

e Whether the note had a time

e Whether the note was signed

e Whether the provider’s title was included

These are useful questions but have little to do with quality of physician care. On the infirmary
form other questions are present that do not address the quality of care, including:

e Admission to infirmary was ordered by a practitioner

e Frequency of progress notes are consistent with health status
e A treatment plan established by the provider is documented
e Adischarge summary is documented

e Patient education was documented

e Follow-up within a week is documented

None of the 44 questions on these peer review audits asks whether the overall quality of care
was adequate. Few of the questions actually address whether the physician provided care at a
contemporary standard of care. To give a comparison, the Office of Audit Services of the
Department of Health and Human Services (HHS), in order to ensure quality of service for
Medicare patients, has a two-prong quality audit. It screens charts for quality concerns and
utilization issues. Quality concerns are defined as those in which care results in significant or
potentially adverse effect on the patient.®® When quality concerns are identified, physicians
review those charts of patients who had significant or potentially adverse effects in their care
management. Typical negative ratings of care for these cases are separated into cases that
show gross or flagrant violations of standard of care, fail to follow generally accepted guidelines
or practice, or could reasonably have been expected to do better. The audits then result in
corrective actions meant to improve overall quality of the organization.

% Deposition of Jessica Duffell. Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs. Dunn conducted on
November 3, 2015, page 176

3 Quality Concerns ldentified Through Quality Improvement Organization Medical Record Reviews; Department of
Health and Human Services Office of Inspector General; May 2007 OEI-01-06-00170

July 2016 Puisis ADOC Medical Report Page 25



Case 2:14-cv-00601-MHT-TFM Document 555-3 Filed 07/13/16 Page 26 of 471

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.

In the credential files, Corizon verifies that peer review was done by placing a peer review
certificate in the file. There are no details of the peer review included so it isn’t clear what was
reviewed. The facility medical directors do have annual peer review certificates in their
credential files. However, it appears that peer reviews identify no problems even when
problems exist.

Dr. Lovelace testified that he always received good scores on his annual reviews, never had any
feedback, and never received any criticism.*° He performed the same studies for his mid-level
provider and reviewed 10 episodes of care but never had any criticism except that she should
remember to put a time on when she wrote her note. Later, Dr. Lovelace testified*! that the
only deficiency that he identified was the provider failing to document the time that the note
was written.

The Impact of Poor Peer Review and Credentialing

The problem with the Corizon’s credentialing and peer review process is evident in the recent
firing of a facility medical director. With respect to credentialing, the doctor who was fired had
only completed an internship and would not have been an optimal candidate for hiring on that
basis. But in addition, he had a prior felony conviction for selling drugs and his license to
practice medicine was revoked in 1999. Between 1998 and 2004 he was not working as a
physician. His license was re-instated with conditions in 2004 after he took a 50-hour remedial
course. He worked from 2004 until 2014, after which he applied for a job in the prison system.
He was credentialed in July 2014. But there was no evidence of an interview with this
physician. There was no documentation of a discussion by the credential committee or the
Regional Medical Director about his training being marginal or his prior conviction and loss of
license in the credential file although some medical board filings were present in the file. The
verification sheet listed that he had a prior discipline against his license.

The statewide medical director did a review of the doctor’s prescriptive practices at 30, 60, and
90 days, which was the only stipulation when he was hired. These reviews were found to be
adequate. Dr. Hood, the current Regional Medical Director, performed a peer review on

%0 Deposition of Jerry Lovelace, MD, Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs. Dunn conducted on
December 21, 2015 in Birmingham Alabama, pages 32-33
*1d. at pages 111-112
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7/23/15, but the only document present in the credential file is a peer review certificate which
presumably meant that his performance was adequate. While Dr. Hood apparently found no
serious problems on his annual peer review requiring follow-up and Dr. Crocker found no
problems with respect to his prescriptive practices, the physician presumably did have issues in
prescriptive practices and in practice.

An associate Regional Medical Director covering for this physician identified problems on charts
she reviewed during her coverage assignment and relayed these problems to Dr. Hood. This
was around December of 2015. The doctor was apparently ordering unnecessary tests for
patients with normal examinations, and ordering medications for conditions that didn’t exist
such as thyroid medication when the patient did not have a thyroid condition. Because of these
problems, Dr. Hood reviewed this information and discussed the issues with the physician, who
was unable to adequately explain his performance. Dr. Hood discussed the problems with
Corizon’s VP of Operations. After reviewing more of the physician’s work, Dr. Hood identified a
case in which the physician diagnosed cancer when the patient had an ischemic leg. After
continuing to identify more serious problems with this physician, a decision was made to
terminate the physician. The physician was not subjected to a peer review process but his
termination resulted from a discussion between the Regional Medical Director and the VP of
Operations.

This case points out the deficient hiring, credential process, and peer review process that in this
case harmed at least one patient and may have subject many other patients to risk of harm. Dr.
Hood had hired this physician but did not interview the candidate and apparently did not
review the doctor’s lack of training, many years of not working, and significant criminal and
conduct history. This physician should probably not have been hired. Dr. Crocker, the prior
Regional Medical Director, had performed 3 reviews of prescriptive practices, but found no
problems although clearly the doctor had problems with prescriptive practices which were
discovered later. Dr. Hood later did a peer review, but found no problems even though the
physician was not performing well. Ultimately the physician was not subject to a formal peer
review, but was terminated when poor care was serendipitously discovered. If the associate
Regional Medical Director had not been covering for this physician, it is unlikely that his poor
care would have been discovered. This demonstrates an inadequate credentialing or routine
peer review process that puts patients at risk.

Health Care Operations, Clinic Space and
Sanitation

Methodology: Limited tours of 6 facilities and review of documents. Review of photos taken
during tours.
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Opinions:

12. The setting of care including space, equipment, and supplies is inadequate. This is a
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
incarcerated individuals with serious illness are housed together in prisons. This facilitates
medical care delivery and protects these vulnerable inmates from the risks of general
population existence. For this reason, specialized housing is typically arranged for disabled,
elderly and those with serious medical illnesses. This housing is separate from the infirmary.
This housing is typically as much as 10% of the prison bed space.

Additionally, the provision of medical care requires adequate clinic space, equipment, supplies
and support services (laboratory, radiology, etc.). This also includes availability of sufficient
electrical, communications, and plumbing services that support modern provision of health
care and housing of the aged and infirm. These support systems are no different from what
physicians use in the civilian community. The older a prison system is, the more difficult it is to
provide adequate space and operational support because of aging infrastructure.

The State of Alabama has the third highest incarceration rate in the United States at 633
incarcerated per 100,000.** Based on design capacity, the Alabama Department of Corrections
(ADOC) is the most overcrowded prison system in the country.** As of March 2016, the
Alabama Department of Corrections (ADOC) held 30,495 inmates under its jurisdiction. Of
these, 24,189 inmates were housed within its prisons which were designed to house only
13,318 inmates (181.6% of design capacity). ** On the ADOC website facility tab, the ADOC lists
15 major correctional facilities and 13 community based facilities and community work
centers.* Within these groups of facilities, the ADOC established 42 unique facility

“E Ann Carson, Prisoners in 2014; US Department of Justice, Bureau of Justice Statistics, September 2015, NCJ
3348955, as found at http://www.bjs.gov/content/pub/pdf/p14.pdf

Id.
* Statistical information in this section comes from the Alabama Department of Corrections Monthly Statistical
Report for March 2016 (Fiscal Year 2016); compiled and published by The Research and Planning Division as found
at http://www.doc.state.al.us/docs/MonthlyRpts/2016-03.pdf
* Alabama Department of Corrections website Facilities section under About ADOC tab found at
http://www.doc.state.al.us/FacAddr.aspx
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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
a percent of the lowest of either design, operational, or rated capacity of all prisons systems in
the country.*® This DOJ report states that “the majority of Alabama prisons are operating in a
state of overcrowding”. The ADOC data suggest that all prisons*’ house inmates in excess of
the design capacity of the facility. Of the 30,495 inmates under its jurisdiction, 5,984 (19.6%)
are over the age of 50 and 2,596 inmates are female (8.5%).

The ADOC system is extremely overcrowded and inmates are housed in old, often unsuitable
facilities. These overcrowded conditions result in inadequate toilet and showering
arrangements at all facilities | visited. This can result in inadequate hygiene which affects
patient’s health. At least for the facilities | toured, the ADOC facilities lack appropriate design
features necessary to provide adequate medical care and do not appear to have adequate
infrastructure (e.g. radiology equipment, network capacity, electric, plumbing, etc.) necessary
to operate an adequate and effective correctional medical program and to care for prisoners
with disabilities, chronic illness and with acute illness. The oldest facility, Draper, was opened
in 1939, over 76 years ago. Most facilities were opened in the 1980s, approximately 30 years
ago. The newest facility, Bibb, was opened in 1997 about 18 years ago.

Based on observations made on the tours of selected facilities, the ADOC does not appear to
have made necessary physical plant changes to either accommodate the increased number of
inmates or to ensure that adequate housing exists to accommodate the disabled and
chronically ill based on newer contemporary standards of care. Overcrowding and lack of
appropriate infrastructure negatively impacts delivery of health care and housing of disabled
and chronically ill inmates.

Examination space is insufficient at all facilities | visited. All clinical examinations conducted by
nurses, mid-level providers and physicians need to be in a clinical examination room that is
properly equipped and lighted. None of the facilities | visited met these requirements. In
several facilities nurses examine patients in hallways in chairs without benefit of examination
tables. At 1 facility, nurses evaluated patients in the x-ray room, which lacked equipment for
examinations. | witnessed a nurse practitioner evaluating a patient in what appeared to be a
storage room. None of the examination rooms had typical fixed medical equipment such as
oto-ophthalmoscopes and blood pressure cuffs. | was told that staff brings this equipment with
them; it wasn’t always present in rooms that were being used by staff. Sanitation of clinical
space was poor and most clinical space was cluttered. Food was present in several clinical
examination areas. At times sinks were covered and not apparently being used. It was not

*®E. Ann Carson; Prisoners in 2014, U.S. Department of Justice Bureau of Justice Statistics, September 2015, NCJ
248955

Y The only two functional units that are not over design capacity are Donaldson’s and Tutwiler’s death rows. See
Alabama Department of Corrections Monthly Statistical Report for March 2016 (Fiscal Year 2016).
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always evident that there was appropriate equipment to sanitize hands after examination of
patients. Supplies were not standardized with some examination rooms not having any
supplies at all.

Space for medication administration was insufficient for the numbers of patients needing
medication. X-ray equipment was very old.

Some space was clearly not built for its intended purpose. Telemedicine gear was set up for use
in surgical scrub areas, and in very tiny office space that had no place for a patient to be
clinically examined and no place for the patient to sit. Many other examination spaces were set
up such that it was not possible for the patient to lie flat on the examination table for an
examination.

Infirmary spaces lacked proper shower and toilet facilities for the disabled. Infirmaries did not
have beds suitable for bed-ridden patients, subjecting inmates to the risk of decubitus ulcers. A
call system for patients to notify a nurse for emergencies was not present for each patient.
Some single cells used for isolation of infirmary patients did not have a call system. Negative
pressure rooms did not appear to be negative pressure to adjacent hallways. Sanitation on
infirmaries was poor.

Work spaces for nurses were extremely poor, including in medication rooms, nursing stations,
and spaces used to conduct sick call.

There was inadequate housing for the elderly, infirmed, or patients with multiple or severe
chronic iliness who needed protective housing. The Hamilton A & | facility was being used as a
proxy for a nursing home but was so crowded that it was unsafe from a fire safety or patient
safety perspective. Units used to house the elderly or disabled at other facilities did not have
adequate showers or toilets. Also these units were remote from health care units that created
barriers for the elderly or infirm to gain access to care or services such as medication.

The dialysis unit at Tutwiler was significantly undersized; did not appear to have an isolation
room for dialysis of hepatitis B patients required by regulation; was extremely cluttered and
filthy; and did not appear adequate or appropriate for use as a dialysis unit. This clinical unit
was connected to the medical records unit and potentially exposed medical records staff to
blood borne pathogen exposure.

Several negative pressure rooms did not appear to be at negative pressure to adjacent
hallways. This means that there was potential for transmission of tuberculosis. These rooms
were converted cells without a call system and some did not have showers.

Medical record rooms were extremely cramped and in some cases, disorganized and cluttered
without clear separation of active and inactive records. Two facilities (Tutwiler and Kilby) were
so poorly designed and arranged that it is difficult to understand how records could be properly
stored. The Tutwiler medical records room has an open door to a dialysis room which appears
to be a safety hazard.
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Sanitation was poor throughout most facilities and all medical areas had clutter with supplies
and records stored on floors. Many areas had missing tiles, damaged walls and ceilings.

| toured six of the 15 major ADOC facilities including Holman, Tutwiler, Kilby, Fountain,
Limestone and Hamilton Aged and Infirm. A detailed description of those facilities is in
Appendix C.

Health Records

Methodology: Tour medical record areas of 6 facilities. Review medical record to determine
ease of navigation and ability to locate health information. Review policy on medical records.

Opinions:

14. Medical record staff fail to maintain the paper medical record necessary to adequately
manage health care for inmates.

Findings:

Medical records contain systematic history of documents relevant to provision of medical care
across time. Failure to document care provided falls below the standard of care. For a prison
system, these documents need to include the consultative reports and discharge summaries of
hospitalizations, as well as reports of any specialized testing that inmates undergo. Inmates
move from facility to facility within a prison system. They also move from location to location
within individual prisons. They also are paroled from prison and may be re-incarcerated.
Because of this, the medical record system must be capable of maintaining these records given
these inmate movements. Because of the difficulty and adverse patient safety issues with
respect to use of paper records, many correctional centers are moving to electronic medical
records.

Medical records in ADOC consist of paper files. For inmates who are incarcerated for extended
periods of time, their files contain many volumes. Medical record rooms in the ADOC are all
undersized and can’t hold all current volumes of existing patients. Therefore, additional
storage space is used to hold non-current volumes. The OHS policy on health records*
requires that when a new health volume is generated, a prior year of pertinent health record
information is moved forward to the new volume. The immunization records, which include
tuberculosis screening, original intake history and physical, and current problem list among
other items, are supposed to be moved forward. This is not happening as it is often difficult to
determine in a record if the patient has a prior positive tuberculosis skin test. In review of
records sent to me, | seldom found an original intake history and physical document. These do
not appear to be moved forward even when they are required by OHS policy. This impairs the

*® Alabama Department of Corrections Office of Health Services policy Number H-1 ADOC Inmate Health Record,
approved 6/3/09
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Additionally, the OHS policy on medical records does not provide guidance on obtaining the old
record of re-incarcerated inmates. Their old records appear to be stored at Tutwiler for women
and Kilby for men. The medical information from prior incarcerations can be important in the
current management of patients, especially diagnoses and tuberculosis screening information.

| reviewed a chart of an inmate who was re-incarcerated several times. The prior record was
not reviewed and providers did not know the previous medications or diagnoses of the patient
even though the incarcerations were within a year of each other.”® Major diagnoses and
therapies for the patient were not continued, but would have been known if the old record was
reviewed. This placed the patient at risk of harm.

These medical record deficiencies are a significant barrier to adequate care. During a recent
tuberculosis outbreak investigation, ADOC could not find tuberculosis testing data for the
Alabama Department of Public Health (ADPH) for a significant number of patients. This
information was not consistently present in the record and it wasn’t clear if the screening tests
weren’t done or whether the results weren’t documented in the record. Problem lists are also
not consistently present or completed accurately.

Also, with respect to this legal action, Plaintiffs in this case requested 25 death records but it
appeared that for 9 of these 25 (36%), the medical record was either not produced in its
entirety or exhibited significantly deficient medical encounters. For example, | was provided
with a medical record of a patient>® who died on 5/22/15. The last physician note documented
in the medical record was on 5/23/14. The patient was being discharged from the infirmary for
hyponatremia and a hip fracture. There was no problem list in this record. There were no
intake documents for this patient. These documents are required by OHS policy to be present
in every current medical record. Most notes were intermittent assisted living assessment tool
notes. Based on the medical record, it appears that the patient was not seen by a physician for
about a year before his death. If this is accurate then the level of care for this patient was
considerably below the standard of care. If the medical record is lost it speaks to the problems
with medical records.

This system needs an electronic medical record system. This would eliminate most of these
difficulties.

>* patient number 21
>* patient number 8
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Policies and Procedures

Methodology: Review policies and procedures. Review depositions with respect to statements
about policies and procedures. Policies and procedures reviewed included the ADOC
Administrative Regulations, OHS policies, ADOC Standard Operating Procedures, and Corizon
policies and procedures.

Opinions:

15. The ADOC does not have an adequate coherent and definitive source of policy and
procedure to guide medical care.

Findings:

An employee of an organization should be able to go to a definitive source of policies and
procedures and obtain guidance on the expectation for performance. Policies and procedures
allow employees to clearly understand what their roles and responsibilities are. This is not the
case in the ADOC. Policies and procedures are issued from multiple sources and therefore it
isn’t always clear what the expectation for performance is based on policy.

Policies and procedures for medical care are found in five separate areas: ADOC Administrative
Regulations; facility specific ADOC Standard Operating Procedures; Office of Health Services
policies and procedures; Corizon regional policies and procedures; and Corizon facility specific
policy and procedures. These five different sources of policy are not synchronized in a manner
that provides a coherent single set of policy and procedure statements to staff. This
arrangement results in a disorganized and confusing set of directions to staff and in some
instances provides inaccurate procedural statements that do not reflect current practices. The
presentation of policies is so disorganized that it was not possible to determine what
procedures were in place at the ADOC by reading any single group of policies.

Administrative Regulations

The ADOC promulgates Administrative Regulations that govern all ADOC facilities. There are 6
ADOC Administrative Regulations pertaining to medical care:

1. Administrative Regulation (AR) 700 Office of Health Services Division describing the
function of the Office of Health Services Division;

AR 701 Food Services Administration describing food services and special diets;

AR 703 Inmate Co-Payment for Health Services;

AR 705 Hearing Impaired Inmates

AR 706 Management of Hazardous Medical Devices

AR 708 Medical Furlough Program describing how inmates can obtain a medical
furlough

ouhkwnN
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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.

Standard Operating Procedures

The ADOC also has facility Standard Operating Procedures. These are issued by the wardens at
each facility but include several policies that address the medical program. ADOC
Administrative Regulation 018 Institutional Standard Operating Procedures directs that each
facility warden is responsible for maintaining a standard operating procedure manual that is up
to date. Standard operating procedures are supposed to be updated annually but clearly this is
not happening. The latest date of review for a few policies was 2014. The earliest year of last
reviews for some policies was 1994°°. No policies appear to be reviewed annually. Most of
these policies are old and these policies do not appear to be maintained or updated. The
relationship between these Standard Operating Procedures and policies issued by the Office of
Health Services and Corizon are not clear and can result in confusing guidance to custody and
health care employees.

| was provided with standard operating procedures from only 12 facilities even though there
are 15 major adult facilities.”® No policies were available for Bullock, Draper or EImore,
although these facilities may be covered by other facility policies. Draper and Elmore may be
considered operationally under the Staton facility policies, but there were no Standard
Operating Procedures for Bullock. None of these facility Standard Operating Procedures were
standardized. Policies covered include:

e Handling the inmate’s institutional and medical file;

e Responsibility in handling emergencies including medical emergencies;

e Security on the medical unit and with respect to access to and from the medical unit;
e Responsibility of officers on the medical unit;

e Inmate pill call;

e Prescribed medication;

e Medical procedures;

e Inmate hospice/palliative care volunteer program

e Over the counter (OTC) and keep-on-person (KOP) medication

e Segregation issues including medical issues

These Standard Operating Procedures do not cover all essential areas of a correctional health
program. More importantly, these Standard Operating Procedures (SOP) allow wardens to
direct health policy. As an example, the Fountain SOP 12-3 Sick Call dictates that:

> SOP VII-8 Inmate Pill Call from Kiloy and SOP C-42, Medical Emergencies and C-45 Inmate Medical
Treatment/First Aid Kits both from Easterling
% Bibb, Donaldson, Easterling, Holman, Fountain, Hamilton, Kilby, Limestone, St. Clair, Staton, Tutwiler, Ventress
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“Sick call with clinic appointments will be conducted 7 days a week”>’

The OHS policy E-7 Health Services Inmate Sick Call Request is silent with respect to the
frequency of sick call. Fountain’s Corizon policy P-E-07.00 Non-Emergency Healthcare Requests
(Sick Call) states that sick call is conducted 6 days a week. The frequency of sick call should be a
policy directive issued by the health authority for the state not individual facility wardens.

OHS Policies and Procedures

The OHS policies are another set of policies governing operations of health services. The OHS
policies and their last date of review include:

LN EWN R

[E
o

11.
12.
13.
14.
15.

16.
17.
18.
19.
20.
21.
22.
23.
24,
25.
26.

Medical Services-Systems Audits - 2014

Health Classification, Assessment Coding, and Communication of Needs - 2014
Hepatitis C Evaluation and Treatment - 2014

Hepatitis B Evaluation and Treatment - 2014

Pandemic Influenza Plan - 2009

Health Services-Work Release / Work Center - 2011

Keep on Person (KOP) and Over the Counter (OTC) Medication Programs - 2013
The OHS Inmate Handbook - September 2014

Intake-Health Screening and Assessment - 2012

. Pre-Transfer Inmate Health Screening and Transfer / Receiving Screening of Inmates -

2009

Transfer Screening — Court Appearance - 2012

Inmate Periodic Health Assessment -2010

Health Services Inmate Sick Call Request - 2014

Inmate Release for ADOC — Discharge Planning - 2011

Clinically Assigned Beds - Infirmary, Observation, Assisted Living, and Sheltered Housing
-2014

Medical Profiles - 2011

Hospice Care - 2014

A.D.O.C. Inmate Health Records - 2009

Health Record Information; Confidentiality, Release of Information, Retention - 2013
Living Wills, End of Life Care, and Organ & Tissue Donation - 2014

Kitchen Hold Tray - 2011

Institutional Meat Cooking Temperatures - 2011

Bleach as Disinfectant - 2011

Institution Barber Shop and Beauty Salon Guidelines - 2012

Institutional Laundry Carts - 2013

Scabies Sanitation Procedures - 2014

>’ State of Alabama Department of Corrections, Fountain Correctional Center Standard Operating Procedure
number 12-3 Sick Call
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27. Emergency Handwashing Stations - Food Services - 2014

Failure of OHS Policies and Procedures to Provide Adequate Guidance

Most of these policies are administrative policies, but several are clinical in nature. The
contract between ADOC and Corizon does not require that Corizon provides health care policies
and procedures for each facility. The scope of work of the contract as described in the request
for proposal directs that the vendor is to follow ADOC OHS policies and procedures and
National Commission on Correctional Health Care (NCCHC) standards. Under all circumstances,
ADOC-OHS policy or procedure is the ultimate policy benchmark even when ADOC-OHS policy is
contrary to current national standards for correctional health care. As stipulated in the request
for proposal of 2012:

“The objective of this RFP is to secure a qualified Vendor who can manage and operate a
comprehensive health care services system at full capacity and in a cost-effective
manner, as well as deliver quality health care services in compliance with ADOC Office of
Health Services (OHS) policies and procedures as well as ACA and NCCHC standards
published as of 2008. Formal NCCHC and/or ACA accreditation is not a requirement.
Should a potential conflict in ACA, NCCHC, and OHS policies and procedures arise, OHS
policies and procedures will prevail.”>®

However, ADOC OHS policies and procedures do not address all areas necessary for providing
policy guidance to a health program. There are 26 OHS policies and an inmate handbook.
Seven of these policies are not essential policies including: Pandemic Influenza Plan; Kitchen
Hold Tray; Institutional Meat Cooking Temperatures; Bleach as Disinfectant; Institution Barber
Shop and Beauty Salon Guidelines; Institutional Laundry Carts; and Emergency Handwashing
Stations— Food Services. The OHS policies therefore cover 19 policies essential for health
services. The National Commission on Correctional Health Care (NCCHC), whose standards are
required to be followed by contract requirements, has 73 important and essential health care
standards. There is no direction in the RFP or contract between Corizon and ADOC or in OHS
policy and procedure directing whether any gaps in policies are covered by Corizon’s policies
and procedures.

OHS policy does not cover many areas of medical services covered by NCCHC and considered
essential to a correctional health program including:

¢ Infection Control

e Environmental Health and Safety

e Credentialing

e Medication Administration

e Pharmaceutical Operations and Medication Management

> Request for Proposal No. 2012-02 Comprehensive Inmate Health Care Services, July 17, 2012 Alabama
Department of Corrections page 46
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e Clinic Space, Equipment, and Supplies
e Management of Chronic Disease

e Care of Pregnant Women

e End of Life Decision Making

e Prison Rape Elimination Act issues

Corizon Regional and Facility Specific Policies

Corizon regional and facility specific policies and procedures are another set of policies and
procedures apparently governing the medical program. When Corizon produced its policy for
purposes of discovery, it apparently sent all policies ever used by Corizon or its parent company
in the state of Alabama under the existing contract. Because none of these policies are signed
as reviewed, it is hard to tell which policy is the one currently being used or whether it was ever
reviewed. Many policies provided to me for review included a header “Correctional Medical
Services,” which was the parent company of Corizon prior to merger with Prison Health Services
in 2011. These policies are confusing and disorganized and fail to give effective guidance to
staff.

A few of the Corizon facility specific policy manuals sent to me included an attestation signature
sheet. This sheet states that Corizon is contractually obligated to use OHS policies. When OHS
policies and procedures are silent on a particular matter, then Corizon Health Service’s policies
and procedures are to be used. This attestation sheet does not include the Corizon policies
which are to be used. But since the Corizon manual contains many policies that are included in
the OHS group of policies, it isn’t clear when the duplicate Corizon policies are to be used and
when they are not to be used. The attestation sheet from Kilby, as an example, was signed
4/1/13 at Kilby by the health service administrator and medical director. However, there was
not a signature sheet acknowledging review and revision of policies on an annual basis. The
face sheet documenting review of policies by the administrator and medical director at Kilby
was last signed in February 2010. This face sheet contained the company logo as Correctional
Medical Services, which ceased to exist in 2011 when Correctional Medical Services merged
with Prison Health Services to form Corizon.

Corizon’s facility specific policies and procedures are based on generic corporate policy and
were not written specifically for ADOC. These documents are a template form developed by
the corporation and are meant to be modified so that the facility can develop its own policy
from the template. These template policies are downloaded from a Corizon website.*

Development of individual facility policies using these generic template formats is not done
well. Policies sent to me were disorganized, had multiple versions of the same policy, and did
not appear to define the current practice. This was confusing for me and | am sure it is
confusing for staff.

9 Deposition of Teresa Ergle, health services administrator from Donaldson taken on 11/4/15 p. 174
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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. It is 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.

% Corizon General Health Services Policy and Procedure Alabama Regional Office Infection Control Program
Number P-B-01-00 Issued 10/29/12 and revised 11/27/13
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1. Who (by position title) is responsible for creation and approval for the facility
exposure control plan?
2. All other procedure statements are addressed in the Infection Prevention Manual.”
The St. Clair facility, where they have had a recent tuberculosis outbreak, has a policy manual
that does not include the 2012 Corizon regional infection control procedural detail
recommendations. It does, however, include a mix of older 2003 and 2008 Corizon generic
policies. The latest St. Clair policy on tuberculosis screening was implemented in 2009.5* The
stated procedure in this document for tuberculosis screening is the following:

1. How are inmates screened at your site for TB?

2. What is done with those inmates who demonstrate signs or symptoms of
tuberculosis?

3. Are special steps taken for inmates who are HIV + such as CXRs —This is CDC
recommendation.

4. What are your local health department’s guidelines and state laws regarding
diagnosis, treatment and reporting?

5. What is done with inmates who refuse screening processes or who are non-
compliant with drug therapy?

6. When is TB skin test (TST) implanted and how is it documented-remove TB testing
sheet and log in this manual and replace if site-specific form used.

7. How are inmates who have a previous history of a positive TB skin test handled at
your site?

8. When is your TB skin test (TST) read?

9. What educational material or referrals are given to inmate with a positive TB skin
test (TST)?

10. What educational counseling topics are approached during the inmate’s care at your
facility? Such as liver studies and medication compliance.

11. How are inmates who are taking TB medication handled when they are released
from or transferred to another facility?

12. TB information can be found on CDC website-www.cdc.gov

None of these questions is answered in the St. Clair manual for its latest policy revision on
infection control. There is an earlier second policy on the management of tuberculosis in the
St. Clair policy manual.®? This earlier policy has questions similar to the 2009 procedure but on
the 2008 procedure there is an answer to most of the questions.

®! Correctional Medical Services Health Services Policy and Procedure Manual St. Clair Correctional Facility number
P-B-01.02 Management of Tuberculosis Corporate Revision Date 10/1/08, Site Implementation 6/30/09, with no
revisions and not signed.

®2 Correctional Medical Services Health Services Policy and Procedure Manual St. Clair Correctional Facility number
P-B-01.1 Management of Tuberculosis, Distribution Date 6/03/03, Implementation Date 11/1/07, Revision
02/12/08
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Since the St. Clair policy manual is not signed as reviewed annually, it appears that the 2009
policy is in effect. But this policy gives no guidance on how to manage tuberculosis. It appears
that the St. Clair facility merely inserted the regional policy in their manual and it wasn’t
reviewed annually. Therefore, with respect to TB, in an institution where there was a major
tuberculosis outbreak, the policy and procedure for screening and treatment of tuberculosis is
confusing. The patients at St. Clair endured an outbreak of tuberculosis when existing policy in
that area appears ineffective.

Corizon policies also sometimes give guidance that is not possible to follow. For example, the
Corizon Holman policy P-E-07.00 Non-emergency Health Care Requests for Service dated as
revised on 10/29/12 has policy statement that states,

“Sick call and clinicians’ clinics are conducted on a timely basis in a clinical setting by
qualified health care professionals”

The reality is that nurses sometimes evaluate the patients in the hallway of the health unit
which is not a clinical setting. The policy statement makes it appear that the practice at the
facility is other than it actually is.

Internal Monitoring and Quality Improvement
Activities

Methodology: Review of policy and procedure. Review of depositions. Review of Medical
Advisory Committee (MAC) meeting minutes. Review of Quality Improvement minutes.

Opinions:

16. The OHS and Corizon do not have dedicated staff that are involved in quality
improvement activity.

17. The OHS and Corizon management do not provide leadership to ensure that adequate
quality improvement efforts occur.

18. The OHS and Corizon quality improvement efforts focus on pro forma compliance
efforts that fail to identify significant existing problems and quality concerns that cause
patient harm and mortality.

Findings:

Quality Improvement Requirements and Policy

Quality Improvement is an essential component of correctional medical programs. Quality
improvement should include involvement of all disciplines within the organization. Typically,
unless medical leadership actively participates and supports quality improvement efforts, these
do not succeed. A key goal of quality improvement is to identify and correct problems within
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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
useful in measuring quality. The quality improvement efforts are ineffective in assisting in
preventing harm from serious medical illness.

The scope of work in the RFP® requires that the vendor maintain an evidence based quality
assurance program. Yet, the minimal staffing requirements64 of the medical contract with
Corizon do not include a single individual dedicated to a quality improvement function.

Item 5.22 of the RFP®requires that Corizon specify guidelines and procedures for a
Comprehensive Quality and states:

“Vendor will specify guidelines and procedures for a Comprehensive Quality
Improvement Program (CQIP). Vendor's corporate medical director will establish a
program for assuring that quality care and services are provided to inmates. The CQIP
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.
Reports of the findings will be presented at the monthly ADOC Medical Advisory
Committee (MAC) meetings.

a) Vendor will provide a management information system capable of providing
statistical data necessary for the evaluation and monitoring of health services.

b) Information gathered by Vendor will be utilized for the preparation of the following
documents:
1) Monthly reports of services to include, but not limited to, report outline in
Appendix G;
2) Reports for administrative meetings with ADOC officials; and
3) Semi-annual and annual reports for the analysis of services provided.

c) Data collection will be monitored by the on-site physician and supervised by the
Health Services Administrator. Monthly reports will be generated and presented for
discussion at each Quality Improvement Committee meeting. Any significant variances
in the data will be investigated and discussed during these monthly meetings. All

® |tem 5.1 (A) Purposes of the Project-Medical Services item X found on page 47 of Alabama Department of
Corrections Request for Proposal No. 2012-02, Comprehensive Inmate Health Care Services Issued July 17, 2012
ot Appendix A to 2012 Contract between Alabama Department of Corrections and Corizon, Inc.

® |tem 5.22 (A) Comprehensive Quality Improvement Program found on page 62 of Alabama Department of
Corrections Request for Proposal No. 2012-02, Comprehensive Inmate Health Care Services Issued July 17, 2012
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Documents pertaining to health care services will be forwarded for evaluation to the
Quality Improvement Committee.”

Iltems 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 quality improvement requirements of the RFP. Corizon’s CQl policies do
not reflect the actual practices in the ADOC.

Leadership Lack of Involvement in Ql Process

Corizon medical and administrative leadership have almost no role in quality improvement. Dr.
Crocker, the prior Regional Medical Director testified with respect to a question as to whether
he had any responsibilities regarding quality assurance,

“Not -- | mean, indirectly, we tried -- we provided good medical care to the inmates. But
| wasn’t a quality assurance monitor or someone, that wasn’t my function.”®®

And later in the same deposition Dr. Crocker answered a question as to whether he had any
role in continuous quality improvement while being Regional Medical Director,

“Not under the specific title continuous quality improvement".67

To another question on whether audits were discussed at the CQl meetings, Dr. Crocker
responded,

“Well, if you want to do good on an audit, so | guess there were some available, maybe
you would discuss it. | just don’t remember. | didn’t attend many sites’ CQl meetings at
all.”

6 Deposition of Bobby Crocker MD, Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs. Dunn conducted on
February 25, 2016, page 21
1d. at page 22
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When asked how care would be examined in order to improve it, he responded:

“m not a big CQl participant, so | cannot specifically tell you how they do it.”®®

Dr. Crocker couldn’t remember in his deposition who from Corizon Regional Office was most
involved in CQl, how the Regional Office monitored CQl, how often quality improvement
meetings occurred at individual facilities, how often he participated in quality improvement
meetings, whether there were meeting minutes, how items were identified as items for
evaluation, or any specific items that were discussed at the meetings. He had no recollection as
to whether ADOC audits were discussed at the CQl meetings.69 He also testified that he never
received or reviewed facility CQl reports.70

Dr. Hood, the current Regional Medical Director, testified that he did not attend MAC meetings,
the purpose of which was quality improvement.”*

Ken Dover, the Vice President of Operations for Corizon, is the lead regional administrator for
the Corizon program. He was asked whether he participated in quality improvement meetings.
His response was that he didn’t directly participate in quality improvement meetings. He
indicated that Corizon regional nurses and facility administrators utilize the OHS audit tools
regularly to perform their own audits of care. This was not evident in my review of the MAC
meeting minutes, which are supposed to include a report from the CQl Committee. Mr. Dover
wasn’t involved in quality improvement but provided oversight of the process of Corizon
leadership staff in performance of OHS audits. He acknowledged that he did not routinely
attend quality improvement meetings, MAC meetings or morbidity and mortality meetings.72

Dr. Gams, the medical director at Tutwiler, and Dr. Rahming, the medical director at Kilby,
testified in their depositions that CQl meetings mostly address going over statistical information
and internal audits performed by Corizon staff using OHS audit tools.”® This conforms to what
Mr. Dover said in his deposition. These CQl activities mostly look at statistical information with
little relevance to quality and fail to address quality of care. Additionally there is a lack of
participation of clinical leaders in this effort. Dr. Rahming stated that he was never required to
present anything at CQl meetings, did nothing to prepare for these meetings, and that the
meetings lasted about a half hour to an hour.” He also indicated that he was never required to
do anything differently following a CQl meeting. An exchange in his deposition was as follows:

®1d. at page 36

#1d. at pages 34-35

°14. at page 48

. Deposition of Hugh Hood MD, Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs. Dunn conducted on
March 10, 2016 page 323

72 Deposition of Ken Dover, Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs. Dunn conducted on
February 24, 2016, pages 74-80

3 Deposition of David Gams MD, Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs. Dunn conducted on
December 8, 2015, pages 164-165

74 Deposition of Wilcotte Collingwood Rahming MD, Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs.
Dunn conducted on February 18, 2016, page 98
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“2 Q. So you basically just go to the

3 meeting and review the stats on how you are
4 doing?

5A. Yes.

6 Q. Does the meeting impact the way

7 you do your work in any way?

8 A.No.””

Medical Advisory Committee

The Medical Advisory Committee (MAC) meetings are to include a report of quality
improvement work. But these meetings appear to be pro forma meetings and rarely document
any discussion of quality improvement. Sentinel events and mortalities are not discussed.
These meeting consist mostly of review of statistical data that does not include outcome data.
Some of these meetings last as little as 5 minutes.”® At most facilities, medical directors attend
inconsistently and participate rarely. | reviewed multiple meetings at several sites. Meeting
content was mostly informational and included discussion of operational issues but did not
include any CQl efforts. At Easterling Correctional Facility the medical director, Dr. Darbouze
chairs the CQl meeting, but that meeting is mostly informational, not about problem solving.

The meeting minute titles appear to be based on a template which makes the date of the
meeting impossible to evaluate. For example the Bullock facility had a MAC meeting titled,

“Mini MAC Meeting For June 2015

Bullock Correctional Facility

Review of: October 2015 MiniMAC Meeting
Held On: November 20, 2015.”

There was another MAC meeting with different minutes with the same title as above including
the meeting date of November 20. The same facility had another meeting titled:

“Mini MAC Meeting For June 2015
Bullock Correctional Facility

Review of: June 2015 Mini MAC Meeting
Held On: June 19, 2015”

There was yet another meeting with the title:

“Mini MAC Meeting For June 2015

> 1d. at page 100
® MAC meeting at Easterling Correctional Facility conducted Tuesday, April 7, 2015; started at 10:31 and
adjourned at 10:36.
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Bullock Correctional Facility
Review of: May 2015 Mini MAC Meeting
Held On: June 12, 2015”

It was difficult, if not impossible, to tell what months these meetings covered.

The Holman facility also uses a template that uses cut and pasted parts of the meeting minutes.
For 4 different meeting dates, parts of the minutes were identical. Aside from items | and I,
the 1/29/15 and 12/22/15 meeting minutes had 3 pages that were identical including the
adjournment time. Items | and Il of the 12/22/15 and 1/21/16 meetings were identical. Items
[l through V from 1/21/16 and 12/22/15 were identical including adjournment time. The
11/18/15 meeting minutes items | and Il were identical to items | and Il of the meeting
conducted on 12/22/15. Given these types of errors, it is not credible that the meeting minutes
actually reflect whether the meeting occurred and if it did what happened at the meeting.

None of the MAC meetings | reviewed included reports from CQl except for 2 facilities. A
meeting from the March MAC meeting conducted on 4/17/15 at Bullock included a CQl report
that gave audit scores for the month of February. Also, the Bibb minutes for January 2016
include CQl meeting minutes. The CQlI Committee met on the same day as the MAC meeting.
The MAC meeting started at 1:45 and adjourned at 2:30 pm. The CQl meeting with the
identical participants as the MAC meeting started at 2:15 pm and adjourned at 2:25 pm. The
CQl meeting minutes reported audit results for January and included several items that were
identical to the MAC meeting minutes. At this facility these meetings appear to be occurring
concurrently.

These MAC meeting minutes list a number of items such as the number of deaths, numbers of
persons going to specialty clinics and outside hospitals, number of grievances, number of cases
of various infections, numbers of chronic care patients seen, etc. These items are useful
management metrics but are not quality measures. Overall, Corizon appears to have an
ineffective quality improvement program.

OHS Audits of Medical Care

The ADOC OHS independently evaluates medical care of Corizon by performing audits. The OHS
audits address only 11 important processes of care and fail to address quality of care in those
audits it performs. Important areas of service that are not evaluated by these audits include:

e Policies and procedures

e Continuous quality improvement efforts
e Privacy of care

e Patient safety

e Federal sexual abuse regulations

e Credentials
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e Clinic space, equipment, and supplies
e Receiving screening

e Initial health assessment

e Care of the pregnant female

e Health records effectiveness

e End-of-life decision making

e Mortality review processes

Many of these items are important or essential NCCHC standards, which is a required
benchmark for the vendor as stipulated in the RFP.

According to Ms. Naglich, the OHS monitors quality of care through audits, reports of ADOC
regional managers, reports from Corizon, and meetings.”” The ADOC OHS audits are found in
an appendix in the 2012 request for proposal for medical care.”® There are 21 individual audit
forms along with required ADOC monthly operational report formats. The operational reports
track statistical data on the numbers of certain types of events that occur such as receiving
screenings, sick call requests triaged, admissions to the infirmary, etc.

The 21 audit forms contain 177 questions averaging about 8 questions per form with a range of
3 questions to 27 questions. The audit titles with the numbers of questions for each audit are:

Segregation - 4 questions
Sick Call - 7 questions
Annual Health Screen - 27 questions
Medication Administration - 10 questions
Infirmary Care - 12 questions
Infectious Disease-HIV - 7 questions
Skin Infection - 7 questions
Cardiac-Hypertension - 4 questions
Dental Services - 9 questions

. Discharge Planning - 5 questions

. TB Therapy - 9 questions

. Pulmonary Chronic Clinic - 6 questions

. Specialty Care - 7 questions

. Seizure Disorder - 3 questions

. Hepatitis C Treatment - 14 questions

. Hepatitis C Non-Treatment - 6 questions

. Diabetes - 15 questions

. Grievance Log - 4 questions
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77 Deposition of Ruth Naglich, Joshua Dunn, et al. v Jefferson Dunn, et al. Civil Action No.:2:14-cv-00601-MHT-TFM,
taken on April 7, 2016 pages 14-16

78 Appendix E Performance Indicators in the Alabama Department of Corrections Request for Proposal No. 2012-02
Comprehensive Inmate Health Care Services July 12, 2012
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19. Anticoagulation Therapy - 4 questions
20. Intra-System Transfer - 8 questions
21. Coding - 9 questions

Ten of the 21 audit forms address clinical conditions (diabetes, hepatitis C, HIV, etc.). None of
these 10 clinical audits assess for quality of care. In that respect, the audits do not effectively
audit for provider or nursing quality of care. Almost all questions on these clinical audits are
compliance type questions. For example, they address whether the patient had his problem
identified on a problem list, was enrolled in a proper clinic, was scheduled for an appointment
and had necessary testing. These compliance type audit questions fail to determine whether
someone with a serious medical illness is properly cared for. For example, someone with a
serious medical illness may be scheduled to see a physician, may obtain appropriate tests and
may be enrolled in a chronic care program. However, if the provider seeing the patient fails to
properly care for the patient, the patient will suffer and their condition will deteriorate. Failure
to address quality of care is causing harm and risk of harm on an ongoing basis but there is no
means in the quality improvement program to address this issue.

The remaining 11 audit forms address processes of care such as sick call, medication
administration, infirmary care, etc. These audits, as well, mostly address compliance issues
such as whether paperwork was properly filled out, patients were scheduled or seen, or testing
was performed. Quality of care with respect to the audit topic is not addressed. For example,
in the sick call audit, there are 7 questions. The questions address whether the request was
timely triaged and seen, whether an appropriate protocol was used, whether vital signs were
recorded, whether education was provided, whether paperwork was filled out and whether
follow-up was scheduled. The audit doesn’t address whether the quality of the nurse
evaluation was appropriate, whether RN staff reviewed assessments conducted by LPN staff, or
whether the quality of assessment was of sufficient quality to prevent harm with respect to
serious medical needs. Evidence in chart reviews shows multiple episodes when nursing
evaluations resulted in harm but the system has no effective mechanism in place to address
these quality issues. While the compliance issues are worth studying, failure to monitor quality
of care and outcomes will result in risk of harm to patients with serious medical illness.

Inadequate Staffing of OHS Audit Team

The OHS audits are performed by the 2 regional managers and an administrative services
employee. They are all nurses. These employees all have many other assignments so
performance of audits is a part-time endeavor. Ms. Naglich oversees the audit process and
occasionally participates in audits. There is no physician involved in auditing and physician
quality is not an item that is audited, but is an area of significant deficiency and one that results
in significant harm to patients with serious medical illness.

Brandon Kinard, the regional manager for the northern facilities, has multiple assignments. He
is the hepatitis B and C coordinator for the entire state, he oversees the hospice program, he is
the hepatitis B vaccine coordinator, he investigates inmate complaints, keeps statistical data for
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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.”®

Laura Ferrell, whose job responsibilities are administrative services, develops policy, works with
the Alabama Department of Public Health on various issues, works with information technology
on forms, and performs audits when requested.81 Having only 3 employees engaged part time
in performance of audits that take about several days to perform is inadequate for the scope of
auditing that needs to be performed. The ADOC should have an audit team that includes a
physician and quality of clinical care in their audits.

The audits and reports do not address quality problems affecting patients with serious medical
iliness. In part, this is a result of the lack of physician participation in evaluation of care. The
OHS does not have a physician participant in reviewing clinical quality of vendor medical care.
The OHS is made up entirely of nurses. This is a disadvantage with respect to evaluation of
physician quality. Ms. Naglich was asked if she ever recalled seeing something on a hospital
report that caused concern about care provided by ADOC and she replied, “No, not specifically,
no.”®® However, there were a significant number of adverse events in patients with serious
medical conditions that | identified in chart reviews. Hospital reports need to be evaluated by
physicians, not nurses, with respect to quality. As was already discussed in the section on peer
review and as will be discussed in the sections on sentinel event and mortality review, the
current review of physician and mid-level provider quality is ineffective with respect to
prevention of harm to persons with serious medical iliness.

79 Deposition of Brandon Kinard, Joshua Dunn, et al. v Jefferson Dunn, et al. Civil Action No.:2:14-cv-00601-MHT-
TFM, taken on January 12, 2016, page 40-44

80 Deposition of Lynn Brown in Civil Action No. 2:14 —cv- 00601 — MHT-TFM, Dunn et al. vs. Dunn et al. given on
February 9, 2016

81 Deposition of Laura Ferrell, Joshua Dunn, et al. v Jefferson Dunn, et al. Civil Action No.:2:14-cv-00601-MHT-TFM,
taken on February 16, 2016, pages 38-48

82 Deposition of Ruth Naglich, Joshua Dunn, et al. v Jefferson Dunn, et al. Civil Action No.:2:14-cv-00601-MHT-TFM,
taken on April 7, 2016 page 104
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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. However, use of
outcome data requires digital data which is not now available in the ADOC. Installation of an
electronic medical record would immeasurably help the ADOC not only in maintaining medical
record documents but also in obtaining outcome data that can help in measuring quality of
care.

Medical Reception

Methodology: Tour both intake facilities: Tutwiler and Kilby. Review medical
reception/intrasystem policy and procedure. Review intake and intra-system transfers in
charts reviewed.

Opinions:

19. Medical intake screening fails to adequately identify and treat incoming inmates for
their serious medical conditions for several reasons. (1) LPNs perform initial nurse
intake screening but are not trained to perform independent assessments. RNs need to
perform intake assessments. (2) The only history obtained is completed by nurses.
Providers need to perform a history as well as a physical examination. (3) The history
and physical examination need to include all current conditions of the patient. (4) The
provider examination needs to include vital signs and other pertinent point of care test
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.

Findings:

Inadequate OHS Policies Result in Poor Screening Practices

Intake screening ensures that incoming inmates are appropriately screened for contagious
disease, have all of their medical conditions identified, have all of their needed medications
continued or started, have an initial treatment plan developed, and, based on any disability or
iliness, are appropriately housed within the prison. Timeliness of screening is critical, especially
for those inmates taking prescription medication that must be immediately continued and for
those whose medical treatment plan requires immediate action. Accurate identification of
medical conditions is paramount as failure to do so can result in harm to the patient and others
in the ADOC. Correctional systems typically include an arrival nurse screening that identifies if
an urgent problem exists and identifies medications so that they can be continued promptly.
Correctional systems also include a provider history and physical examination. The timeframe
of this examination is scheduled based on the acuity of an individual’s medical condition.
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While OHS has a policy on intake medical reception screening and assessment, Corizon also has
2 policies and procedures on receiving screening from October of 2012 in their regional policy
manual®® and 1 or more policies on receiving screening in each facility manual®. The regional
Corizon policy on receiving screening does not refer to the OHS policy and the individual facility
policies | reviewed also do not refer to the OHS policy. The OHS policy gives specific
instructions on which forms to use and procedures that are to be followed with respect to
intake evaluations. The Corizon policies do not include this level of detail. Having multiple
conflicting policies is confusing and potentially places the patient at risk.

The OHS policy on receiving screening has several critical deficiencies. It does not give a
timeline for continuation of medication or specific details on how this is done except to state
that medication is continued at the discretion of the provider. The intake facilities, Tutwiler for
women and Kilby for men, also do not address how soon medication is to continue after arrival
and how this is to occur. Needed medication should continue within 24 hours of arrival but this
is not stated in policy or procedure.

The timeline of continuation of critical interventions is not stated. For example the OHS policy
states that dialysis should be validated and continued at the discretion of the provider. But
initial assessments are not expected to be completed for 7 days and it is not stipulated when
patients with critical needs are addressed. Incoming patients need to have an acuity scale
which determines the timeline of evaluation. Those with high acuity and on critical medications
or interventions (on oxygen, on dialysis, receiving chemotherapy, etc.) need to be seen with 24
hours and have those interventions started the day of arrival or synchronized to their existing
civilian treatment regimen. This is not covered by policy.

The OHS requires use of 8 separate forms to document intake information. Five of these forms
are numbered and 3 are unnumbered. The unnumbered forms include an intake tracking form
and 2 medication forms, 1 to list the patient’s current medications and one for providers to
order medications.®> The numbered forms include a mental health screening form (Form1).

Form 2 identifies if there is an immediate medical need and if specialized housing is needed.®
This is the first medical screening an inmate receives and is completed by an LPN. LPNs are not

# Dunn(Corizon) _00540-00543 and Dunn(Corizon)_00127-00130 Corizon General Health Services Policy and
Procedure, Alabama Regional Office Policy number P-E-02.00 Receiving Screening; date of issue 10/29/12 and
Correctional Medical Services Health Services Policy and Procedure Manual, Alabama, policy number P-E-02
Receiving Screening — Intake Unit, corporate effective date: 08/01/03

¥ For example, at Tutwiler these two policies were Dunn(Corizon)_17835-17838 Corizon General Health Services
Policy and Procedure Tutwiler Prison for Women policy number P-E-02.00 Receiving Screening reviewed and
revised 09/2014 and Dunn(Corizon)_17843-17847 Corizon General Health Services Policy and Procedure Tutwiler
Prison for Women Policy number P-E-04.00 Initial Health Assessment reviewed and revised 09/2014

® Intake Tracking Log ADOC000908; Intake Medication Review Form ADOC000909; and Intake Medication Review
Form ADOC000910

8 New Arrival Intake Screening — Form 2, ADOC000912
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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 3 is 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.

Form 4 is a review of immunization history and a review of systems and history of selected prior
medical conditions.® This form is a check box format form filled out by an RN. The form elicits
guestions about selected conditions only and has no space to write additional conditions that
the inmate has. For example, there is no check box for ulcerative colitis, rheumatoid arthritis or
high blood lipids. There are no specific instructions on how to record this information and
where it is to be recorded. And there is no place on the form to record this additional
information. This deficiency is likely to result in an incomplete history to be obtained by
nursing staff.

Form 5 is a form on which to document an initial intake physical examination.®® This form is
completed by a mid-level provider. This form has 17 body systems with a single line on which
to document physical finding for each of the body systems. There is a small open text area for
surgical history. There is no space for a provider medical history and in practice these are not
done. It appears that providers utilize the nurse history which is inadequate as a history. The
provider’s initial evaluation should be, at a minimum, a focused history and physical
examination related to all of a patient’s medical conditions. This history and physical should
result in a complete problem list, an assessment of all current conditions of the patient, and an
initial plan for each identified problem.

The ADOC utilizes nurses to perform the initial history of the patient and the providers to
perform only the physical examination. Even if providers were reviewing the nursing histories,
they should be required to perform their own history of the patient’s illnesses, including a
review of systems. If the inmate has a chronic condition, a provider is required to complete a
chronic disease initial baseline form. These chronic disease baseline forms do not contain
thorough histories. Based on review of records, nurses and providers failed on numerous
occasions to identify a patient’s medical conditions during reception screening.

Providers also complete the initial history prior to evaluation of laboratory results. It is optimal
if the provider performs a thorough history and physical examination that includes review of
laboratory results. Review of laboratory results can affect therapeutic plans.

As well, the provider is required to complete the health coding form for each inmate. Health
coding information is entered into the ADOC computer system either directly by health staff or

¥ New Arrival Intake Screening — Form 3, ADOC000913
¥ New Arrival Intake Screening — Form 4, ADOC000914
8 New Arrival Intake Screening — Form 5, ADOC000915
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by written communication to ADOC. Coding is a means to classify inmates with respect to their
medical condition so presumably they can be safely housed. However, at times LPNs complete
these coding forms and they do not have the training or experience to give recommendations
for safe housing. | noticed examples on chart reviews of practitioners coding patients as
healthy and suitable for any institution when they had significant problems. This places
patients at risk of harm.

A variant of the reception process is the intra-system transfer process. When inmates transfer
between ADOC facilities, there needs to be a system to ensure continuity of medication and
therapeutic plans. The OHS has a poIicy90 on intra-system transfer that requires completion of
an Intra-System Transfer / Receiving Screening form. The policy requires completion of the
form and transfer of all prescription medications and health records to the receiving institution.
The receiving institution must also complete a receiving institution portion of this form that
ensures continuity of all medical services. Although the policy is adequate, the practice is not
consistent. In a case | reviewed, a patient was hospitalized twice due to poor transfer practices
that will be discussed later.

The Corizon regional office has a policy on intra-system transfers that states that Corizon will
comply with the OHS poIicy.91 However, individual facility policy manuals maintain policies on
intra-system transfers that are not consistent with OHS policy. For example, Tutwiler has a
transfer screening procedure that is inconsistent with OHS poIicy.92 The OHS requires the
problem list to be reviewed, the medical and mental health codes to be located, identification
of whether a person is a medical hold, chart review by the site medical director and referral to
ADOC when this is done. Corizon’s policy at Tutwiler does not address these requirements.
Corizon’s policy at Tutwiler does address how continuity of follow-up care is arranged, but the
OHS policy does not. This is confusing guidance. The Tutwiler policy does not reference that
OHS policy is the existing policy. Also, the Tutwiler policy manual has an intra-system transfer
form which is not the form used in the ADOC.

The reception system as described in the policy has multiple deficiencies that place inmates at
risk of harm.

e The LPN initial screening does not identify all of a patient’s medical conditions promptly,
which can place inmates at risk of harm if a serious condition is not identified. At a
minimum, Form 2 should include a text box to include any medical conditions.

e These screenings should be done by RNs because LPNs are not trained to make an
assessment. When a nurse is uncertain if it is safe for the patient to wait for a provider
evaluation, the nurse should contact a provider.

% Alabama Department of Corrections, Office of Health Services, Policy number E-3 Pre-Transfer Inmate Health
Screening and Transfer / Receiving Screening of Inmates, approved 11/18/2009

ot Dunn(Corizon)_00131-2 Corizon General Health Services Policy and Procedure, Alabama Regional Office, policy
number P-E-03.00 Transfer Screening, issued 10/29/12

% Dunn(Corizon)_17839-17842 Corizon General Health Services Policy and Procedure Tutwiler Prison for Women,
policy number P-E-03.00 Transfer Screening, reviewed and revised 09/2014
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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 sufficient to establish an appropriate plan of care. Not having providers
take a history places the inmate at risk as the only documented history is from nurses
who are either not trained in assessments because they are LPNs or are not
documenting a complete history. Also there are some historical elements that can only
be elicited by provider history.

e Not performing vital signs on the provider physical examination will result in missing key
abnormal findings. Vital signs need to be part of all provider evaluations.

e Providers also are not performing a reliable physical examination. Based on
examinations reviewed, NPs performing these examinations are documenting normal
examinations when patients have significant physical abnormalities.

e Another significant deficiency in intake screening is the failure to consistently ensure
that patients receive all necessary medication for management of their chronic disease.
The continuity of medication needs to be stated in a procedure that ensures that
inmates who come into prison on medication for chronic illness reliably receive that
medication timely at the prison.

Examples of Poor Screening Processes

Examples of these problems were evident in chart reviews. One patient93 was a 73 year old
man for whom a nurse completed intake screening Form 2 on 2/26/15. The only medical
condition the LPN documented on Form 2 was diabetes. However the patient had prior stroke,
hypertension, high blood lipids, chronic renal failure, a possible cerebral venous malformation
and anemia. The LPN missed multiple medical conditions of the patient.

The NP documented the physical examination for this same patient on Form 5 on 2/26/15. The
NP documented a completely normal examination but took no medical history. The patient
was enrolled in chronic illness clinic. The problems identified on the problem list by the NP
included only diabetes, hypertension and coronary artery disease, which the patient had no
evidence of having. The chronic kidney disease, possible venous malformation, prior stroke,
high blood lipids and anemia were not noted as problems or identified. This type of evaluation
will result in missing follow-up of important diagnoses.

Form 4, the complete nurse screening, was filled out by a different nurse on 2/27/15, the day
after the NP did the physical examination. The nurse checked the boxes “yes” for stroke, high
blood pressure, diabetes, and kidney disease, but failed to note high blood lipids, possible

% patient 16. Many of the cases discussed in this report reflect numerous problems and could, as result, be
included in multiple sections. The patient medical chart reviews have been placed in accordance with the largest
issues they present; however, most medical charts demonstrate multiple significant problems.
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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
thorough history and physical examination. It is best to have the NP review an RN’s screening
history and then to perform their own history after review of information obtained by the
nurse.

Excluding psychotropic drugs, the same patient came into the facility on 2/26/15 and was
taking aspirin, Plavix, Neurontin, Lipitor, Lisinopril, Prilosec, chlorthalidone, Novolog insulin and
Levemir insulin. Lipitor and 70/30 insulin (30 units twice a day) were started on 2/26/15 and
Plavix, Lisinopril and HCTZ (equivalent to chlorthalidone) were started on 2/27/15. The NP did
not prescribe 3 of the patient’s medications (aspirin, Neurontin, and Prilosec), despite not
taking any history to identify whether these medications were still indicated. As well, the
insulin dosage was changed from a long acting insulin (Levemir) combined with a rapid acting
insulin (Novolog) to pre-mixed insulin (70/30). These should be converted on a unit to unit
basis. But the patient was on 50 units of long acting insulin and 90 units a day of rapid acting
insulin in 3 divided doses (30 units 3 times a day) but was changed to 60 units of premixed
insulin, a difference of 80 units of insulin. This was done without taking any history of the
patient. Within 2 weeks the patient was hospitalized for, among other conditions, diabetic
ketoacidosis with significantly out of control diabetes. The intake screening harmed the
patient. The lack of intake history and failure to continue his needed medication as previously
ordered contributed to the harm.

Another inmate®® was screened by an intake nurse on 11/17/11. The LPN identified diabetes, a
prior stroke, a prior cardiac stent and a hernia. On 11/17/11, an LPN verified that the patient
was taking metformin, HCTZ, Prilosec, Vasotec, Zocor, Zoloft, aspirin, and 70/30 insulin 20 units
in the morning and 10 units in the evening.

On 1/17/11, an RN evaluated the patient for suicide watch and documented that the patient
was unable to name any president of the USA or governor of Alabama. He could not remember
his medication and did not know the name of the facility he was currently in. He told the nurse
that he had memory problems because of his stroke.

An NP completed an initial chronic disease baseline data form on 11/18/15. The NP
documented a prior stroke, stents being placed in 2009, questionable kidney disease,
hypertension, diabetes and high blood lipids. The NP did not take any history about these
conditions but only documented that the patient had these conditions. The history needs to
include historical details of the patient’s condition so that an effective plan could be developed.
The physical examination documented left hemiparesis without specifying what the specific
findings were. The NP did document that the patient used a cane and dragged his left foot. His
neurological condition was described as having no gross deficits. One can’t have a grossly

* patient 15
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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. It isn’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. This form had no space
to write an assessment, but there was no initial assessment by the provider on this document.
The physical examination was inaccurate. The NP failed to properly evaluate the patient’s
serious medical conditions.

On 5/22/13, an LPN completed a Form 2 intake screening on another patient.95 The nurse
identified a heart problem, but failed to identify that the patient had hypertension, 2 prior
coronary stents, and, given the 220 blood sugar, might have had diabetes. The elevated blood
sugar should have been mentioned as a problem. The LPN identified that aspirin was the only
medication that the patient took, though the patient was later verified as taking aspirin, HCTZ,
metoprolol, and Zocor. This was a poor history performed by the LPN, a nurse not trained in
making assessments.

On 5/23/13 an RN completed Form 4, the complete nursing intake screening. This nurse
identified prior heart attacks, hypertension, bronchitis, arthritis, back and neck pain and hay
fever. The patient’s high blood lipids were not identified as problems and the elevated blood
glucose was not identified as a problem.

On 5/23/13 an NP completed a physical examination. No history was taken related to any of
the patient’s medical conditions, except the NP did note that the patient had 2 prior stents.
This was the only history with respect to this condition. The patient’s blood pressure wasn’t
taken, so it wasn’t clear whether the patient’s blood pressure was under control. The NP
documented “steady gait” as the only physical examination of the extremities. The NP also
documented that a rectal examination and stool for occult blood was “not clinically indicated”
which is inaccurate. Colorectal cancer screening is recommended for all adults aged 50 through
75 years of age and this test should have been done on this 72 year old man. The NP did not
take note of the previous elevated blood sugar. The NP documented hypertension, high blood

% patient 19
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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 an NP who
documented chronic swelling of the feet for a year and identified 1+ edema of both feet to the
ankle. Without taking any detailed history of the swelling the NP ordered a diuretic without
attempting to identify why the patient had swollen feet. Liver, heart, and kidney causes of the
swelling should have been investigated. The NP failed to adequately evaluate a serious medical
condition of the patient. The patient didn’t receive a chronic disease clinic evaluation for 7
months.

Another patient96 had multiple re-incarcerations. He had 6 different problem lists, none of
which identified the same problems. In combination, the problem lists identified hypertension
in 2003, hepatitis Cin 2005, a stroke with residual right sided weakness in 2005, and stents
placed in 2008 after a heart attack. The patient had abnormal liver function tests in 2012, and
with a history of hepatitis C, he probably had active hepatitis, but this was never identified.

In October of 2013, the patient appeared to be re-incarcerated as he had intake labs done at
Kilby along with reception mental health and dental screening. No medical screening occurred.
On 11/1/13 a physician assistant gave the patient a medical coding of 1 which implied that the
patient was generally healthy. Yet the prior medical record was consistent with liver disease,
hypertension, stroke and prior heart attacks. During this incarceration, doctors diagnosed heart
failure. The patient also had laboratory evidence consistent with cirrhosis, but this was not
diagnosed.

The patient was paroled or furloughed in August of 2014 and received discharge medication
including Zocor, Coreg, Lasix, Norvasc, aspirin, Lisinopril and potassium.

He was re-incarcerated in December of 2014. The first medical screening that was done for this
patient was the NP physical examination on 12/23/14. This intake examination did not include
a history and the only abnormality was 2+ extremity edema. The NP took no history. Even
though some of the patient’s diagnoses were present in his medical record from his prior
incarceration, the NP only diagnosed hypertension. Even though the NP identified foot edema,
the NP did not initiate a work up for heart failure, liver disease or kidney disease. There were
several serious systemic deficiencies. The patient’s prior history of heart failure was missed in
intake screening. This diagnosis could have been picked up by reviewing the old record with
the patient’s information. This was not done. The NP failed to take any history. The NP failed
to follow up on an abnormal finding (edema). Nurses failed to perform a timely intake
evaluation. This screening failed to identify the patient’s serious and significant medical
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problems. The NP did not identify the patient’s medication and did not start any medication.
This is a substandard intake evaluation and placed the patient at significant risk of harm.

The patient did not have the initial nurse screening on Form 2. But the complete nurse intake
screening on Form 4 was completed on 12/31/14, about a week after the intake physical
examination. The nurse identified prior stroke, a heart condition, high blood pressure, asthma,
arthritis and alcoholism as problems. A chest x-ray done on 12/31/14 documented
cardiomegaly. The patient’s medication wasn’t verified until 12/30/14. Only aspirin and
Lisinopril were verified as current medication even though only 4 months prior to this
incarceration the patient was discharged on 7 medications. The patient didn’t receive any
medication for a week after incarceration and then only received Lasix, Lisinopril and aspirin.
The patient failed to receive Zocor, Coreg, Norvasc and potassium. This placed the patient at
risk of harm. On 1/5/15 the patient was admitted to the infirmary because he needed
assistance with activity of daily living. This series of inadequate intake evaluations placed the
patient at significant risk of harm.

Another patient97 had hypertension, heart failure, prior myocardial infarctions, cirrhosis, prior
encephalopathy, and hepatitis C. A physician assistant performed a medical coding on
11/11/13 and assigned a code 1 status to the patient meaning that he was generally healthy
and could be housed at any facility. This patient was not a well patient and needed supervised
housing. Coding performance such as this places the patient at risk of harm. The same patient
was transferred from Kilby to EImore in January of 2014 but there was no intra-system transfer
form in the medical record. It appeared that the patient did not receive medication at ElImore,
which resulted in hospitalization 2/20/14 for heart failure. The hospital physician documented
a statement from the patient that he had not been receiving medication. After hospitalization
the patient went to Kilby but after 3 days was transferred to Elmore. Again there was no intra-
system transfer form and again the patient failed to receive medication. Again the patient
deteriorated and was hospitalized. The lack of adhering to OHS policy resulted in the patient
not receiving medication and being harmed (deterioration to the point of needing
hospitalization). After returning to Elmore, the patient transferred to Limestone on 4/18/14,
but there was again no intra-system transfer form in the medical record.

| note that the OHS audits for intake do not include any questions with respect to intake
evaluations by either nurses or providers.

7 patient 21
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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 request process are significant. These
include: (1) inaccessibility of health request forms; (2) remoteness of the health request
boxes; and (3) cost of health care to inmates that is out of proportion to inmate earnings
and charges for care related to ongoing chronic iliness or contagious disease.

21. Registered Nurses (RNs) need to perform health request triage and evaluation including
those for emergency evaluation. Licensed Practical Nurses (LPNs) are not trained to
perform independent assessments and cannot independently perform assessments.

Findings:

Sick call is a means for inmates to receive attention for non-emergency health concerns. This
type of system exists because inmates are not free to seek care as they wish and do not have
access to drug stores for purchase of a wide variety of over-the-counter medications. In typical
correcg’gional systems, as many as 10% of inmates can be expected to request sick call on a daily
basis.

Key elements of an adequate system include reasonable access of the inmate to placing a
request, having it responded to timely, and evaluation by a qualified health professional in a
clinical setting that is appropriately equipped and supplied for the purpose of health
evaluations. When necessary, this may also require referral to an appropriate professional for
further evaluation (dentist, doctor, mental health staff, etc.). Typically, nurses triage health
requests daily and within 24 hours. Routine requests are evaluated no later than 72 hours after
receipt and urgent requests are evaluated immediately.

In efforts to reduce the number of requests, some correctional jurisdictions have initiated a co-
payment practice. The National Commission on Correctional Health Care (NCCHC) opposes any
co-payment system that restricts access to care or that includes charges for routine services,
such as chronic care or contagious disease management.”

The Corizon monthly client March 2015 report'® has data on the number of health care
request slips placed and triaged within the prior 6 months. From October 2014 through March

% Catherine Knox and Steve Shelton; Sick Call chapter in Clinical Practice in Correctional Medicine, 2" edition
Mosby 2006, page 50

% position Statement: Charging Inmates a Fee for Health Care Services, National Commission on Correctional
Health Care as found at
http://www.ncchc.org/filebin/Positions/Charging_Inmates_a_Fee_for_Health_Care_Services.pdf

1% corizon Health Alabama Regional Office Monthly Client Report March 2015 Dunn(Corizon)_8054
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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 requests on inmate housing units. Therefore inmates had to go to the health care
unit to pick up a health requests. These slips should be available on each housing unit. When
inmates are sick it is may be difficult to go to the health unit to obtain one. As well, sometimes
units are locked down inmates will be unable to obtain a request.

The OHS sick call procedure permits each facility to determine where the collection boxes for
health requests are located. In facilities | toured, there was only a single collection box for the
entire facility. We were told that inmates always had access to these on a daily basis because
they were located in places inmates would walk by when going for meals. This is also subject to
problems in the case of lock downs. The lack of ready access to requests and location of boxes
not in the housing units is a potential barrier to placement of a health request.

The Relatively High Cost of Care

Another potential barrier to access with respect to health requests is cost. The ADOC has
introduced a co-payment fee related to health requests.

“It is, therefore, a legitimate exercise of ADOC’s authority to impose medical co-pay
designed to reduce malingering among inmates and to deter the abuse of inmate sick
Ca||."102

Inmates are charged a fee of $4 for an encounter with LPNs who are not trained to perform
assessments. They are charged regardless of whether their evaluation is competently
performed. They are also charged an additional charge of $4 for each medication provided in

11 ADOC000948 Alabama Department of Corrections Office of Health Services policy number E-7 Health Service

Inmate Sick Call Request approved 10/6/14
192 ADOC000795 Office of Health Services Division Manual Policies and Procedures, Alabama Department of
Corrections, Administrative Regulation number 703 Inmate Co-Payment for Health Services
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addition to the encounter fee. In addition, inmates are charged S8 if they refuse an on-site
specialty appointment, $12 if they refuse an off-site appointment and $20 if they refuse to be
seen after being taken to an off-site specialty appointment. This appears disproportionate to
the amount of money an inmate can earn.

Most health request visits result in the patient seeing a licensed practical nurse who is not
trained in making health assessments. This is a very high price for a service performed by
someone not trained to perform the necessary evaluation and is likely one of the contributing
causes to the very low numbers of health requests. Also, when a nurse provides a drug like
ibuprofen, the number of pills may vary, but on some evaluations | reviewed, nurses gave 24
tablets of ibuprofen. At $4 per medication this equates to 16 cents for a tablet of ibuprofen.
At Costco online, | was able to find 1,000 pill bottles of ibuprofen that costs $13.99 or a little
over a penny a tablet. Inmates were paying over 10 times the price that civilians could obtain
these drugs for. The proportionality of these charges disadvantages inmates and is a barrier in
obtaining care and in my opinion is cruel and unnecessary.

Notably, the Alabama Department of Public Health noted in an investigation of a scabies
outbreak at Ventress that charging inmates for sick call was a barrier to curtailing this
outbreak.'%

The Impact of Inadequate Nursing Staff on Patient Care via Health
Requests

Health requests are mostly evaluated by LPNs. These professionals do not have training in their
educational programs to make patient assessments and should not perform health
assessments. The OHS requires that, if an RN does not perform this evaluation, then the LPN’s
evaluation must be reviewed by an RN. This does not appear to be happening in a timely or
adequate manner.

The OHS allows nurses to use nursing protocol sheets that Corizon developed. These are called
NET tools. When these forms are properly used, they can be adequate for the purpose of nurse
health request evaluation. However, there are a limited number of NET tool forms. When the
patient has a complaint that is not appropriately addressed by a NET tool, the patient will
receive a poor evaluation. This occurred in several patient charts reviewed.

The OHS has an audit tool for sick call. As described the audit tool only assesses for compliance
issues. Quality of care is not assessed. However, quality of nurse care is one of the major
problems in this process particularly since LPNs appear to perform most health request
evaluations.

1% ADOC Scabies Situation and ADPH Recommendations, ADPH document 001373- 001377
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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 patient1°4, 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. Thisinmate 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 34. An LPN evaluated the patient. The LPN gave the patient glucose but did not
refer the patient to a physician and didn’t consult a physician. This referral should have been
done. A RN did not sign this evaluation as reviewed. Since emergency referrals to a provider
do not result in a charge, the patient would not have been charged if the LPN had appropriately
referred to a physician. On 12/29/12, the patient again lost consciousness with blood glucose
of 37. Another LPN evaluated the patient. This evaluation was also not reviewed by an RN.
Instead of referring to a provider, the LPN sent the patient back to his housing unit after giving
the patient glucose. The following day, the inmate placed a health request wanting to see a
physician to adjust his insulin because of hypoglycemia. Nurses did not see the patient, but a
nurse practitioner did see the patient on 12/31/12. Itisn’t clear whether the patient was
charged for this service. However, the LPN on the 11/29/12 episode failed to recognize the
seriousness of the risk to the patient and the LPN’s work was not reviewed by an RN. The LPN
evaluations also placed the inmate at risk of harm.

Another patient105 placed a health request on 7/13/14 complaining of a sore throat for a week.
An LPN noted on 7/14/15 that the inmate was a no-show and was charged $4. The very next
day the inmate placed another request stating that his throat hurt. The triage nurse scheduled
the patient for nursing sick call. It appeared that the patient was not brought for his
appointment yet was charged.

Another patient106 had recent kidney stones that were not timely addressed. The patient
ultimately had urologic surgery to remove the stones and was placed on a medication
(Tamulosin) to relax the smooth muscles of the urinary tract. One of the adverse actions of
this medication is hypotension (low blood pressure). The inmate placed a health request on
5/15/14 for back pain which he thought was related to the recent kidney surgery. A RN
evaluating the patient took a history that the patient had a urethral stent placed 3 months
previous and couldn’t sit still due to pain. The nurse took a history that the patient still had
blood in the urine and had flank pain which were most likely related to his recent urologic
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surgery. Even though his complaint was related to an ongoing health condition, the triaging
nurse charged the patient $4 for an evaluation and $4 for medication. Since this complaint was
related to his recent surgery, there should not have been a charge.

On 5/18/14, the same patient placed another complaint of having passed out in his cell over the
last few days. This was most likely related to the new medication that the urologist started. An
LPN evaluated the patient on 5/20/14 for this complaint and referred the patient to a provider.
An NP saw the patient on 5/27/14 and obtained a very low blood pressure of 98/64 supine and
102/62 while standing. Tamulosin, the medication started by the urologist, is noted to cause
hypotension but this was unrecognized by the NP. The only assessment was syncope. The NP
ordered an EKG but did not evaluate the medications.

On 5/27/14 the patient placed another sick call request stating that his back was hurting and he
was having blackouts and dizziness. A nurse triaged this request on 5/29/14 and charged the
patient $4 for an evaluation of back pain. The LPN evaluating the patient noted that the patient
was unable to urinate and had back pain and that the patient had recent kidney stones. The
nurse referred the patient to a provider. This sequence of 3 health requests were all related to
recent surgery and a side effect of the medication prescribed to the patient by an urologist.
LPNs evaluated the patient and failed to provide an adequate assessment. A follow-up with a
provider failed to identify that the medication prescribed to the patient could cause the patient
to pass out. Despite all 3 requests being related to an ongoing condition of the patient, nurses
charged the patient for 2 encounters and for medication. This was inappropriate and creates a
significant barrier to accessing care.

When the same patient saw a provider on 6/3/14 based on the 5/29/14 referral, the NP noted
that the patient had un-witnessed episodes of passing out. The NP did not take a medication
history but noted that the EKG and drug screens were normal. The patient became upset when
asked about his kidney pain, stating that the NP should know what was wrong with him. He
raised his voice and was escorted out of the clinic. The NP failed to competently take a
medication history. The result was a failed visit and an angry patient.

The same patient placed another sick call request on 6/13/14 stating that he was still having
blackouts and stated that either his blood sugar or blood pressure were “dropping”. He
complained about being charged twice for the episodes of blackouts. He also complained
about an infection on the back of his leg. A nurse triaged the complaint on 6/13/14 and again
charged the patient $4. An LPN saw the patient on 6/13/14 and noted pulse of 120 with a
temperature of 99 and a dime sized abscess on the left buttock. The LPN did not address the
blackouts. The LPN referred the patient to a provider who didn’t see the patient for 4 days. By
that time the abscess had ruptured and was draining pus placing other inmates at risk for
transmission of MRSA. The NP started two antibiotics and ordered follow-up. The NP didn’t
perform a culture of the draining abscess. The inmate was charged 3 times for sick call
requests. For the complaint of blackouts, the symptom was incompetently evaluated. For the
complaint of abscess, the evaluation by a provider was not timely resulting in rupture of the
abscess and potentially exposing other inmates to MRSA. The patient was never properly
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evaluated for his complaint of syncope and blackouts. The blackouts were most likely an
adverse reaction to one of his medications (Tamulosin).

Another patient™® did not have a sick call request in the medical record, but an LPN evaluated
the patient on 1/2/12 for complaints of coughing, vomiting and a runny nose with a respiratory
NET tool. Because the LPN used a respiratory NET tool there were no questions asked about
the patient’s vomiting. Vomiting is a serious problem. The nurse ordered 3 medications (sinus
pills, Coricidin, and an antacid) without performing an appropriate assessment. This placed the
patient at risk of harm. Presumably, the patient was charged for this incompetent evaluation.

On 2/19/12, the patient complained again of nausea and vomiting. There was no sick call
request for this episode. A RN used a gastrointestinal NET tool for this evaluation. The nurse’s
history was inadequate in that the nurse failed to assess the patient’s ability to eat, weight gain
or loss, and the quality of the vomitus (e.g., whether there was blood in the vomit). The nurse
also documented that this was a new symptom even though the patient had had the problem
over a month. The nurse documented that the patient refused bismuth tablets. This patient
went on to have multiple ongoing complaints that were inappropriately evaluated. These will
be addressed in the infection control section of this report. This patient ultimately had
tuberculosis and infected numerous people. He incurred harm and to himself and multiple
other inmates as a result of inadequate evaluations.

Another inmate'® placed a request on 12/11/12 to have his wheelchair checked because it was
falling apart. The inmate placed the request on a custody form not intended for health care
complaints. The health services administrator evaluated the complaint 10 days later and wrote
on the request that an appointment was scheduled for the patient. An NP didn’t see the
patient until 12/27/12, over 2 weeks from the time of the complaint.

Another patient™® with a history of uncontrolled hypertension and signs and symptoms of
heart failure complained on 10/17/13 of swelling in his feet, ankles, knees and thighs, which is a
sign of heart failure. An LPN evaluated the request on 10/18/13, and the patient was charged a
co-pay, despite this being a condition that should have been managed in chronic care. The
patient’s blood pressure was 160/80 (normal < 140/90). The LPN noted that the patient had
poorly controlled hypertension and that the swelling had been ongoing for months. The LPN
referred the patient to a provider. The patient had not had his blood pressure controlled
through the chronic care program and to charge the inmate for a nurse encounter that
provided nothing but a referral and for a provider visit that was related to poor management of
his chronic illness was inappropriate. The patient should have had his blood pressure
controlled through the chronic care program and to charge the patient for this was
unreasonable. The provider visit based on this referral did not occur.
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On 11/20/13, the same inmate placed another sick call request stating that since the last NP
visit when the NP increased his Lasix, he was told if he didn’t improve he should put in another
sick call request. An LPN triaged the patient complaint without seeing the patient and referred
the patient to a nurse but did not charge the patient. The patient refused the nurse evaluation.
The patient had exacerbation of heart failure and needed to be seen by a provider promptly but
no provider follow-up evaluation occurred. An NP evaluated the patient 12/12/13 almost 3
weeks later. The NP failed to take an adequate history with respect to the possibility of heart
failure and noted that a test for heart failure (BNP) ordered on 11/7/13 had not been done.
The patient had elevated blood pressure (150/90) and swelling up to the knees. The NP
mistakenly thought that the patient had an orthopedic problem and ordered Naprosyn, which
placed the inmate at risk of harm by not treating his heart failure. The BNP test was not done
because the blood was placed in the wrong type of tube. For this patient, the chronic care
program was ineffective in helping him manage his chronic illness. His attempt to use the
health request system to manage his chronic care problem was also ineffective. This patient’s
blood pressure remained uncontrolled and he went on to have a stroke, one of the
consequences of poorly controlled hypertension.

Chronic Disease Management

Methodology: Review charts with respect to chronic illness management. Review policy and
RFP. Review selected depositions.

Opinions:

22. The ADOC lacks an adequate policy for chronic illness management that ensures
continuity of medication; proper enrollment and discharge from chronic care; intervals
of chronic care visits; and requirements for what conditions are managed in chronic care
clinics.

23. The ADOC fails to define what a chronic condition is. As a result, some chronic
conditions are not followed in chronic care clinics.

24. The quality of chronic care management is poor. Problems with chronic care
management include the following: (1) Nurse practitioners manage most chronic care
even when they fail to understand how to manage some conditions. (2) All providers
fail to take adequate history, fail to perform adequate physical examinations, and fail to
develop adequate assessments and therapeutic plans. (3) Quality of provider chronic
care management is poor but there is no systematic manner to adequately evaluate
chronic care management. (4) Laboratory results are inconsistently incorporated into
chronic care management. (5) When providers see patients for chronic care they do not
consistently address all of the patient's chronic care problems.
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Findings:

Chronic illness is defined as a condition that requires physician monitoring over an extended
period of time. The standards for managing common chronic illnesses are promulgated by
national organizations. These standards are readily available at no cost on the Internet. As
examples, standards for some common illness typically seen in a correctional facility are the
following:

e Standards of Medical Care in Diabetes, American Diabetes Association as found at
http://care.diabetesjournals.org/content/38/Supplement 1/S1.full

e 2014 Evidence-Based Guideline for the Management of High Blood Pressure in Adults,
Report from the Panel Members Appointed to the Eighth Joint National Committee (JNC
8). As found at http://jama.jamanetwork.com/article.aspx?articleid=1791497

e Guidelines for the Diagnosis and Management of Asthma (EPR-3), National Heart, Lung,
and Blood Institute as found at http://www.nhlbi.nih.gov/health-
pro/guidelines/current/asthma-guidelines

e 2013 American College of Cardiology/American Heart Association Guideline on the
Treatment of Blood Cholesterol to Reduce Atherosclerotic Cardiovascular Risk in Adults
as found at
https://circ.ahajournals.org/content/early/2013/11/11/01.cir.0000437738.63853.7a.full
.pdf

e Prevention and Control of Tuberculosis in Correctional and Detention Facilities:
Recommendations from CDC found at http://www.cdc.gov/mmwr/PDF/rr/rr5509.pdf

e Global Initiative for Chronic Obstructive Lung Disease updated 2016 as found at
http://www.goldcopd.org/uploads/users/files/WatermarkedGlobal%20Strategy%20201
6(1).pdf

e HIV/AIDS guidelines sponsored by National Institutes of Health found at
https://aidsinfo.nih.gov/guidelines

e The Management of Sickle Cell Disease, National Institute of Health / National Heart,
Lung, and Blood Institute as found at
http://www.nhlbi.nih.gov/files/docs/guidelines/sc mngt.pdf

There are other ilinesses that are less common such as cancers, ulcerative colitis, etc.
Standards of care for these illnesses can be obtained by using reference texts. Up-To-Date® is
an online textbook-like resource for obtaining decision support for managing chronic and acute
illness. Many correctional centers have this resource available for practitioners for use. This is
particularly helpful when physicians are practicing alone in remote locations.

Aside from standards of clinical management, there are operational processes that are
generally present in correctional management programs for chronic illnesses. These include:

e |dentification of the chronic illness. This is typically done at intake for existing
conditions. Chronic illnesses are generally documented on a problem list and are also
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documented on every chronic care note. This task is made easier with electronic
medical records. Typically, at a chronic illness visit all of a patient’s chronic illnesses are
addressed.

e |Initiation of a chronic illness plan at intake that includes identification, evaluation and a
plan for all of a patient’s illnesses. This initial plan needs to be timely based on the
acuity of the patient’s condition.

e Tracking patients with chronic illness (typically on a registry) so that they are not lost to
follow-up.

e Ensuring continuity of medications.

e Ensuring diagnostic testing that is timely and needed based on the patient’s condition.

e Ensuring follow-up with specialists when chronic care management exceeds the capacity
of the on-site providers to manage. Notably, in correctional centers that do not utilize
primary care physicians, many common conditions are not able to be managed by the
physicians hired by the jurisdiction.

e Follow-up evaluations at intervals appropriate for the patient’s condition.

e A plan for how to address inmate refusals of care.

Lack of Policy Guidance for Chronic lliness Management

The OHS does not have a policy or procedure with respect to management of chronic illness.
The RFP requires that the vendor maintain chronic clinics but does not provide clear directions
on how this is to be done or metrics that measure outcomes of chronic care management.

Corizon has a regional policy for chronic disease services.™® This policy has no specific
procedure. It offers 3 questions that are to be used for individual facilities to develop their
chronic disease program including:

e What s the process for enrolling patient into the chronic disease clinic?
e What s the process for scheduling chronic disease clinic?
e How is the list of chronic disease patient maintained?

Individual facilities have mostly old policies on chronic illness. Tutwiler has 2 chronic illness
policies. Both of these policies are old and have not been annually reviewed or revised. One
from 2003 is titled Management of Chronic Disease.*™* This policy states that chronic disease
management is based on recognized care guidelines issued by Correctional Medical Service
(CMS), the Federal Bureau of Prison guidelines and other recognized guidelines but does not
name these guidelines. The CMS guidelines are stated to be found on the Intranet. The

19 corizon General Health Services Policy and Procedure Alabama Regional Office policy number P-G-01.00,

Chronic Disease Services, issued 10/29/12
! Correctional Medical Services Health Services Policy & Procedure Manual Julia Tutwiler Prison for Women,
policy number P-G-01.00 Management of Chronic Disease, corporate effective date 10/1/03
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minimal interval for chronic clinic visits is one year. The second policy**? is similar to the first
policy.

Poor Definition of Chronic lliness Governing Who Is Seen In Chronic
lliness Clinic

The Corizon policy at Tutwiler defines chronic disease as “an illness or condition that has been
present at least 6 months and is generally not curable but is manageable”.'*® Generally, a
chronic illness places the patient at significant risk of death, acute exacerbation /

decompensation, or functional decline if untreated.

Many chronic conditions are not followed in chronic disease clinic. Corizon chronic illness
clinics monitor conditions that fall into one of their pre-defined chronic illness categories which
include:

e Pulmonary/Asthma/COPD

e General Medical

e Liver Disease/HCV

e Other

e HTN/CV

e Seizures

e Diabetes
e TB

e HIV

Chronic illnesses not defined in the Corizon chronic iliness categories appear to be followed
episodically via the sick call process if the problem deteriorates. Presumably, the “other”
category in this list should include all other iliness not named on this list but in practice this is
not occurring. Problem lists identifying chronic iliness are not consistently complete which
further compounds the problem of losing patients with chronic iliness to follow-up.

Deficiencies in Chronic lliness Clinics

Almost uniformly, chronic care notes do not include thorough history or physical examinations.
This is evident, especially at the intake physical examination for which a history is not taken by
design. Providers seldom document what medications the patient has been prescribed and
inconsistently document whether the patient is receiving or taking medication or whether the
patient might be having side effects from the medication. Providers often do not document an
accurate degree of control stated. Laboratory results pertinent to the chronic illness are
inconsistently followed in clinic visits. New abnormal laboratory results that indicate a different

12 Corizon General Health Services Policy and Procedure Tutwiler Prison for Women, policy P-G-01.00 Chronic

Disease Services, reviewed and revised 9/2014
3 Correctional Medical Services Health Services Policy and Procedure Manual Julia Tutwiler Prison for Women,
policy number P-G-01.00 Management of Chronic Disease, corporate effective date 10/1/03
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and new disease are seldom identified or followed up. Providers do not typically list all of the
patient’s chronic diseases. For diseases they do list, they do not consistently list the status or
degree of control for the disease. Therapeutic plans are inconsistently present. For persons
with diseases not in control, providers often fail to adjust the therapeutic plan to bring the
patient into control. Based on chart reviews, it does not appear that providers are adhering to
standards of disease management or documentation for the patient’s conditions.

Chronic disease care is provided almost exclusively by NPs and physician assistants. Physicians
are supposed to provide care for the patients with higher acuity chronic care conditions.
However, based on chart reviews, it appears that mid-level providers are managing both simple
and high acuity patients for most patients with chronic illness. This may be due to the frequent
absence of a site medical director. Involvement of physicians in chronic care management is
noticeably absent. The net result of these deficiencies is that patients are harmed or placed at
risk of harm. This is evident in multiple patient records.

Examples of Patients Receiving Poor Chronic Care Management

One patient™™ presented with diabetes with a Charcot foot. Charcot foot is advanced diabetic
neuropathy from which develops a progressive destructive arthropathy. The patient had prior
surgery and was being followed by an orthopedic surgeon for possible osteomyeliltis when he
was incarcerated. During acute episodes of this condition, patients need to be non-weight
bearing. Management by an orthopedic surgeon who specializes in Charcot foot is the
standard of care for these individuals. Yet, over the nearly 3 years of incarceration, the patient
never was sent to see an orthopedic surgeon, even though ADOC providers knew that these
specialists were managing his care prior to incarceration and knew the Alabama surgeon who
was caring for the patient. The patient’s foot disorder was largely unrecognized or ignored
through his incarceration. One provider documented a referral to an orthopedic surgeon, but
this referral never took place.

Because the on-site providers did not know how to manage this patient’s unusual condition,
they mismanaged his treatment. As a result, the patient’s foot deformity worsened over the
course of the incarceration. Diabetic foot ulcerations were also mismanaged, which placed the
patient at risk of loss of limb. The prison providers never followed up with the orthopedic
surgeon who was evaluating the patient for osteomyelitis. This evaluation never took place.
On multiple occasions, nurses and a physician failed to understand how to assess his diabetic
neuropathy and documented that he had no neuropathy or minimal neuropathy when he
actually had advanced neuropathy. This promoted further damage to the patient’s foot.
Patients with Charcot foot should not use the foot during acute exacerbations. Yet the patient
was forced to ambulate either with a crutch or with shoes that did not fit. This worsened his
condition. The patient asked for specialized footwear, but the regional medical staff denied this
request for specialty care stating that the providers should manage the problem on-site. This
was cruel because it forced the patient to continue to use crutches and use the foot in a

14 patient 4
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manner that caused pain, exacerbated the condition and caused further deformity. This was
also not a rational response, as the facility providers could not manage a condition onsite that
required construction of diabetic footwear.

Ultimately, after filing a grievance, special footwear was allowed. But, the footwear provided
to the patient was so poor that it caused the patient to develop ulcerations which placed the
patient at risk of loss of limb. The failure to appropriately care for this problem caused the toe
to be deformed at a 90-degree angle to the sole of the foot making use of the first orthotic
impossible. This deformity is likely to be a life-long consequence of the mismanagement of his
condition.

As well, the patient’s diabetes was poorly cared for and his diabetic problems were largely
ignored. Over the first year of incarceration the patient lost approximately 66 pounds based on
comparison of the initial nurse screening weight of 242 on form 2 on 7/18/12, as compared
with the weight taken at a chronic care clinic of 176 pounds on 7/10/13. This weight loss was
never recognized throughout the entire incarceration. This is significant indifference.

The patient’s hemoglobin Alc, a test of long term diabetes control, was never controlled while
he was incarcerated. This measure of control was worse at the time of discharge (9.4) as
compared to what it was at intake (8.8). The goal of management is to have this number below
7 for most patients. The patient experienced 29 episodes of severe hypoglycemia over the 32
months of incarceration or almost 1 a month. These episodes sometimes were so severe that
at times the patient was unresponsive or passed out. These can be life-threatening. Yet,
despite these episodes, physicians did not appropriately adjust insulin to prevent these
episodes from occurring.

For this same patient, | evaluated almost 60 separate provider interactions of various types
over the 2 and a half years of incarceration and they were consistently inadequate. This
involved multiple different providers. The lack of appropriateness of management was
consistent. The result was poor management, indifference to his serious need and harm to his
foot and overall diabetes control which has long term health consequences.

Of the 60 provider interactions, 14 were for chronic care clinic which is intended to thoroughly
cover management of the patient’s chronic conditions. On only 1 of these chronic care visits
did the provider document that the patient had neuropathy, one of his significant diabetic
complications. This was the only note that documented that the patient had diabetic foot
ulceration due to his neuropathy, even though the patient had a diabetic foot on-and-off for
almost his entire incarceration. Diabetic foot ulceration requires specialized treatment which
the patient did not receive. This placed the patient at risk of osteomyelitis which he may have
had when he was discharged.

Of the 14 chronic care visits, an adequate foot examination was not performed once. For these
14 visits the gross deformities of the foot were documented on only 7 of 14 visits. On 2 visits
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the foot was not examined and, remarkably, on 4 evaluations the foot examination was
documented as within normal limits.

With respect to neurological assessments, on the 14 chronic care visits, providers did not
perform a neurological examination 7 times. On 1 examination, the provider documented that
the neurological examination was “grossly intact,” which it was not. On 5 visits the provider
documented normal examinations. On 1 examination the provider used the term GIT which is
not intelligible. Notably this patient had severe and advanced diabetic neuropathy with
Charcot foot which caused a severe foot deformity and ulcerations of his foot.

The 14 chronic care visits recorded only 11 of the patient’s 29 episodes of hypoglycemia. For 6
of 14 chronic care visits there was no documentation whether or not the patient had
hypoglycemia; no history was taken. For 1 visit the provider documented that the history of
hypoglycemia was not applicable. So for half of the visits, the providers failed to take sufficient
history to even determine if the patient was experiencing hypoglycemia even though the
patient was experiencing multiple episodes of life-threatening hypoglycemia. Providers ignored
a serious complication of the patient’s medical condition.

The patient was never in good diabetes control throughout his incarceration. On 1 occasion
(8/21/14), a doctor documented that the patient was in good control when the patient had 2
episodes of hypoglycemia in the 2 months before this visit and when the most recent Alc value
4 days before the chronic clinic visit was 7.8 which is not at goal. For the other chronic clinic
visits, providers assessed fair or poor control. Despite the diabetes being recognized as not at
goal, providers adjusted medication or explained why they did not adjust medication in only 6
of the 14 visits.

Another patient™*> housed at the EImore had a history of high blood lipids, coronary artery
disease and had 2 stents placed in his coronary arteries. He also had hypertension and
hyperuricemia, an elevation of uric acid in his blood that placed him at risk for kidney stones
and kidney disease. However, this elevation of uric acid was never addressed over multiple
years. The patient was being treated with multiple medications including aspirin, niacin,
Toprol, simvastatin and isosorbide.

Over a 4 year period of time, the patient frequently missed needed medications necessary to
treat his serious medical conditions and had to place numerous health requests and grievances
to obtain needed medications. From 2010 until 1/7/14, the patient filed 5 grievances for not
receiving needed medications, which were addressed without a provider visit. The patient also
submitted 2 health requests over medication issues which were addressed by nurses. During
this same 4 year time period, the medical record documents only 2 provider visits. It appeared
from the record that the patient was developing heart failure but this was never evaluated, in
part because of lack of physician attention. Multiple abnormal laboratory and an x-ray were
not followed up on, it appears because of lack of physician coverage. This lack of attention may
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have resulted in deterioration of his heart condition and at a minimum placed the patient at
risk of harm.

On 1/2/14, a nurse documented that the patient was staggering and unable to work. The nurse
referred the patient to a provider who evaluated the patient in chronic care on 1/7/14, at the
patient’s first chronic care visit since 2010, when the current volume of medical records began.
That visit didn’t address the patient’s coronary artery disease or abnormal laboratory results
that had been present over the past including abnormal bilirubin suggesting chronic liver
disease and elevated uric acid. Except for documenting that the patient complained of
“staggering from side to side at times when walking” no history was taken. The provider
documented “WNL” for the physical examination but didn’t document what examinations were
performed. The complaint of “staggering” was not addressed at all. The coronary artery
disease was not addressed. The provider did not address medication issues. No laboratory
tests were ordered and no prior abnormal laboratory tests were reviewed. Within a week of
the visit the patient filed a grievance stating that the cardiologist had previously recommended
a higher dose of aspirin. The provider should have addressed this with the patient in the clinic
visit.

The patient didn’t receive a chronic care follow-up appointment for 8 months until 8/25/14. In
the interim, on 7/25/14 the patient’s bilirubin was mildly elevated but there was no follow-up.
When the patient complained of a sore throat on 8/1/14, the provider ordered a trial of
antibiotics and ordered a chest x-ray, thyroid panel, sedimentation rate and an HIV test and
documented that an ENT referral might be indicated. The chest x-ray was done 8/6/14 and
showed bilateral interstitial markings indicative of pulmonary edema, atypical pneumonia or
underexposure of the x-ray. A provider ordered an ASAP follow-up in clinic for the patient, but
this follow-up didn’t occur.

On 8/13/14 the patient placed a health request complaining about his throat and that he was
having a problem with his medication. As a result of the request, a provider saw the patient on
8/19/14 and documented that the patient might have an abnormal lymph node on the left and
that the patient might have pneumonia. The doctor ordered antibiotics and a repeat chest x-
ray. A follow-up was ordered after the x-ray was done. Neither the x-ray nor the provider
follow-up were done.

A provider evaluated the patient in chronic clinic on 8/25/14 but did not address the throat
pain or abnormal x-ray. The provider took a history of shortness of breath when lying flat,
which is consistent with heart failure. The provider did not address the prior chest x-ray
indicating possible heart failure. Only hypertension and high lipids were listed as problems.
The patient’s coronary artery disease, painful throat, abnormal x-ray, or potential for heart
failure were not addressed. A 90-day follow-up was scheduled. This is a significant departure
from standard of care.
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On 9/3/14, a blood count showed a MCV® test of 105.7, which is very abnormal. Given the
prior elevated bilirubin the patient likely had serious liver disease. On 9/8/14, a provider
ordered a thyroid panel, chest radiograph, blood count and x-ray of the neck with a return to
clinic in 2-3 weeks. Two chest x-rays were done. One of them was normal and another
documented right lobe atelectasis. A provider evaluated the patient on 10/8/14 and
documented discussing the x-ray results, but it isn’t clear which x-ray result was discussed. The
x-ray should probably have been repeated or a CT scan ordered.

On 11/25/14, an NP 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. A recent
abnormal lab test (MCV 105) was not addressed. Prior abnormal blood tests (elevated uric acid
and bilirubin) were not addressed. Medication was not addressed.

On 2/13/15, 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 triglycerides. 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, medication
administration record (MAR) documents no longer verified receipt of medication. There were
no documents in the medical record verifying receipt of medication. Only medication orders
are present in the medical record.

On 2/19/15, 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 other abnormal blood tests were also not addressed. The patient complained of chest pain
but his angina was not listed as a problem and not addressed. The NP did not address the
patient's grievance that he was no longer receiving niacin. A 90-day follow-up was ordered.

On 3/4/15, the patient had blood tests indicating abnormal triglycerides and MCV of 101.8.
There was no follow-up of these abnormal tests.

On 5/13/15, an NP saw the patient for chronic care but documented only hypertension and
high blood lipids as problems. The previously abnormal laboratory tests were not addressed.
Medications were not discussed. The comments under head and neck examination were
illegible.

On 6/17/15, the patient placed a health request complaining of shortness of breath at night and
swollen feet. He also described chest pain with walking. A nurse did not evaluate the request
stating that the patient left before being seen. These symptoms are consistent with heart
failure. The patient had also had an abnormal x-ray and symptoms in August 2014 that

18 The MCV or mean corpuscular volume measures the size of the red blood cell. A large MCV which this patient

had can represent a variety of conditions ranging from vitamin deficiencies to chronic liver disease amongst others.
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suggested heart failure. These signs and symptoms of heart failure were ignored. This placed
the patient at risk of harm. The failure to evaluate the patient for this condition was
significantly below the standard of care.

For 3 years this patient was neglected with respect to his chronic medical conditions. He even
failed to receive needed medication and had to file grievances to obtain his medication. When
providers started seeing the patient in chronic care clinic, providers ignored critical signs and
symptoms and failed to evaluate the patient for heart failure a complication of his hypertension
and coronary artery disease. The providers also failed to follow up on abnormal laboratory
values that indicate that the patient had serious liver disease. The care for this patient fell
significantly below the standard of care and was neglectful.

Another patient,'’” who was 53-years old, had presumed emphysema and a hepatitis C
infection. The cornerstone in diagnosis of emphysema or COPD is pulmonary function testing.
This test can differentiate COPD from asthma and also differentiate COPD from other
pulmonary diseases. Staging this disease is also done with pulmonary function testing which
needs to be periodically performed over the course of treatment. Yet over the 5 year period of
medical records reviewed, there was no indication that this patient ever had this fundamental
diagnostic test for his stated condition. The patient also had a complex presentation and
another abnormal test (ANA) that suggested a different diagnosis (pulmonary fibrosis or
autoimmune hepatitis) than emphysema. Because the patient’s condition was beyond the
capacity of facility staff to manage, he should have been referred to and managed by a
pulmonologist or specialist in hepatitis C, but this did not occur.

The medical record did not document a formal chronic care visit for several years. Care was
mostly episodic. While at the Staton facility, there was apparently no medical director, and a
number of physicians, including the Regional Medical Director, oversaw nurses managing the
patient during episodes of exacerbation of COPD. An order for hospice was made over the
phone and did not appear to include a physician-patient discussion. Hospice care is typically
reserved for persons with terminal conditions. This patient did not have a terminal condition,
yet was assigned to hospice due principally to lack of physician involvement and lack of
diagnosis of the patient’s conditions. The patient remained in hospice for over 4 months but
eventually the patient asked to be taken off hospice status. The patient was apparently still
alive two years after placement in hospice. Such a lengthy survival after placement on hospice
care indicates the diagnosis of the patient’s condition was flawed.

This episodic care, provided apparently by multiple covering physicians, resulted in failing to
properly manage the patient’s problems. The patient remained on oral steroid medication for
COPD for over a year without a clear indication for the medication. Long term oral steroids are
not recommended in COPD; inhaled steroids are recommended. The patient began developing
adverse side effects of steroids, but these were not managed. When the patient started
hospice, he was placed on narcotic medication without a clear indication, except that he had
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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, the patient had a weight of 110 and measured 5 foot 9 inches. His
typical weight should have been approximately 161 pounds. He was approximately 50 pounds
underweight. This problem was never addressed by medical staff. The patient reported to the
nurse that he had a growth on his anus. This was never thoroughly evaluated and followed up.
The patient had a right atrial enlargement suggesting possible heart failure. This was never
evaluated by echocardiogram. The patient had evidence of coronary artery disease, but this
was seldom followed by ADOC physicians. The patient had bullous emphysema, but never had
a thorough evaluation with CT scan or referral to a pulmonologist.

On several occasions the patient’s acute and serious conditions were managed by nurses or
nurse practitioners without physician direction. In September of 2012 the patient developed
symptoms of serious infection including fever, shaking chills, cough, shortness of breath, and
chest pain. Nurses consulted a physician by phone. A nurse practitioner saw the patient twice,
but did not recognize the seriousness of the patient’s condition. Eventually a nurse called a
physician who ordered the patient sent to a hospital. The patient was admitted immediately to
the intensive care unit with respiratory failure and pneumonia in an advanced state. When the
patient returned to the prison, a CT scan recommended by the hospital was not done.

On several other episodes, nurses managed care by phone consultation with the Regional
Medical Director who ordered parenteral antibiotics and steroids without a physician
evaluation. | reviewed over 80 provider interactions with this patient over a 5 year period and
none were of adequate quality. Most had significant deficiencies demonstrating inadequate
chronic care management.
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Pharmacy/Medication Administration

Methodology: Review medication administration records and policies and procedures.
Opinions:

25. Patients do not consistently receive needed and prescribed medications as ordered.

26. Medication refill procedures appear to be a barrier to inmates receiving needed
medication.

27. Current policies fail to adequately define the process for medication administration
given the new electronic medication system.

28. Patients on non-formulary medication appear to have delays in receiving medication.

Findings:

Pharmacy services are managed by a subsidiary pharmacy of Corizon through a remote
pharmacy arrangement. Though there are medication rooms at each prison, there are no
pharmacies within the ADOC.

Pharmacy services are an essential support services for any correctional health program.
Inmates entering correctional facilities may already be on medication. It is critical that these
medications be continued and if changed, the change is clearly demonstrated as necessary
based on a revised treatment plan. Medication needs to be provided as prescribed. There
should not be unreasonable barriers in obtaining necessary medication. Inmates with cognitive
disorders or mental health disorders need to have special attention with respect to
administration of their medication because they may be unable to understand how to take
their medications. Medication administration rules need to be reasonable and not unduly
burdensome to inmates. Medication administration needs to take place in sanitary conditions.
Administration needs to be hygienic. Documentation of medication administration must
accurately represent the administration that occurred and documentation needs to occur at the
time medication was administered. Medication renewal policies and practices must ensure
that patients continuously receive needed medications.

Pharmacy Policy and Implementation

The OHS has 1 policy on medication related to keep-on-person medications (KOP).118 This
policy gives guidelines with respect to who can participate in the KOP program. The policy
states that if an inmate doesn’t pick up medication in 3 days, the inmate is to be contacted. It
doesn’t appear that this is occurring based on documentation in the medical record. Inmates
are responsible for notifying the medical vendor when their medication is running out and a
refill is necessary. They are to bring the medication package to the pill call line and present it to

18 Alabama Department of Corrections Office of Health Services policy number D2 Keep on Person (KOP) and Over

the Counter (OTC) Medication Programs, originated February 2008 and approved 6/6/13
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a nurse. Inmates who do not return the package to nurses are considered non-compliant even
though there may be cases when this occurs through circumstances beyond the inmate’s
control.

The Corizon regional policy manual has multiple policies, some of which are duplicates with
dates of 2003 and 2012. The 2012 regional policies have adequate procedures for medication
administration except that the procedure was written prior to the introduction of the electronic
MAR. Therefore, the procedure needs to be updated. This regional policy however, does not
address individual details of medication administration that may be in place at individual
facilities.

Using Tutwiler as an example of an individual facility, Tutwiler’s 2003 policies has no policy on
medication administration. The September 2014 Medication Services policy119 has details on
general pharmacy matters, but there is no specific policy on medication administration.
Medication administration details are found in a 2010 policy in the Tutwiler manual.’® This
policy was last revised before the introduction of the electronic medication administration
record and is therefore outdated. It also states that when a nurse has to administer medication
on “pill rounds” in a remote location the nurse can document administration of medication at a
later time in the MAR book. This is an unacceptable practice. All medication needs to be
documented as given at the time of administration of the medication. This policy is not
pertinent to the current practice because the method of documenting administration was not
available at the time this policy was written.

There are no current policies on non-formulary medications in the Tutwiler manual. The latest
policy on non-formulary medication is in the 2003 policy on formulary and non-formulary
requests.121 Similarly, there is no guidance on starting medications on inmates coming in at
intake. This lack of guidance of these essential aspects of correctional care places the inmates
at risk of harm.

Corizon utilizes a web-based medication ordering system. This process is not defined in policy
and it isn’t clear how it actually occurs. The system should have up to date policy and
procedure on these essential elements of care.

For keep-on-person medications, the inmate is responsible for notifying the health care unit
when their medication is about to expire. Refills of KOP medication require the patient bringing
the medication card to the medication window when a nurse is available. The nurse will order
a refill of the medication. This process relies on the inmate being able to get to the window
timely, the nurse correctly re-ordering medication, the pharmacy timely dispensing the

1% Corizon General Health Services Policy & Procedure Tutwiler Prison for Women policy number P-D-02.00
Medication Services, reviewed and revised September 2014

129 correctional Medical Services, Health Services Policy & Procedures Manual Alabama, policy number P-D-01-12
Medication Administration, Distribution date 06/08; revision 03/30/10

2 correctional Medical Services, Health Services Policy & Procedures Manual, Julia Tutwiler Prison for Women,
policy number P-D-01.01 Formulary and Non Formulary Request, effective date 08/01/03
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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 are to receive medication go to a central location for medication administration
for both KOP and nurse administered medication. At times, there may be a single medication
window for administration of medication.

To take Fountain as an example, there are two medication windows. The October 2014 Corizon
monthly reportm notes that approximately 55% of inmates were on active medications.
Assuming that there are 55% of the approximately 1,500 Fountain inmates on prescription
medication that would mean that on average every window must accommodate approximately
412 patients over a 2 hour period to receive directly observed medication, KOP refills, and to
bring soon to expire medication cards to the windows. KOP medication is obtained only
monthly. Still, this is a very heavy load of medication to administer in the required timeframe.

The standard for nurse administered medication is for medication to be given 1 hour before to
1 hour after the prescribed time. If medication is ordered twice a day, for example, the
responsible physician and pharmacy would decide that 7 am and 7 pm are the twice a day
times. Medication therefore would need to be given between 6 am and 8 am for the dose to be
timely. Given the numbers of inmates on medications and the numbers of medication windows
and nurses administering medications, it doesn’t appear possible to timely administer
medication.

The reasons for failure to ensure continuity of KOP medication are not documented in the
medical record. It isn’t clear whether this is due to a fault of the inmate or the system. Because

122 patient 1

123 Corizon Health, Alabama Regional Office Monthly Client Report, October 2014
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some inmates are elderly or disabled getting to a medication window and waiting in line to let
the nurse know that a refill is needed can be burdensome.

In addition, inmates who want to advise a nurse that their KOP medication needs to be refilled
must wait in line with other inmates getting their medications. This is also burdensome
because of the waiting. Some facilities | toured had a small waiting area near the medication
window but if the waiting area was filled inmates would wait exposed to the weather. Also, the
medication hours are extremely burdensome. Pill call at Limestone for example is at 4:30 am,
11:30 am, and 4:30 pm. Inmates who are elderly or disabled would have difficulty with the 4:30
am pill call, but when they miss their medication because it is difficult for them to arise at 4:30
they are considered non-compliant with medication. One inmate whose chart | reviewed failed
to take his medication because he had to get up at 3 am to receive his medication. He was
elderly and had difficulty getting up that early. The facility made no accommodation for this
individual. This medication system therefore promotes non-compliance by making it difficult
for the inmate to receive their medication.

Also, during chronic care encounters, providers almost never document review of medications.
In reviewing patient records, it is seldom clear what medication the patient is taking, whether
the patient is compliant, and whether the patient has side effects from medication he is taking.
| was told that the electronic pharmacy system can give precise compliance rates for all
medications, so the lack of documentation implies that providers are not using this system.

| have already described the problems with starting new medications in intake. A different
version of this problem is when inmates return from outside hospitalization and are prescribed
a new urgent medication. Nurses receive these patients in the health units and can call a
physician for orders. However, when the medication is a non-formulary or medication
unavailable in the pharmacy, there doesn’t appear to be a good back up. Although Corizon has
arrangements with local pharmacies for these purposes, this system appears to be faulty.

Examples in Chart Reviews of Delays and Medication Administration
Errors

These problems are evident in chart reviews. One patient124 had hypertension, high blood
lipids and a prior coronary artery stent in 2009. A PA saw the patient on 1/4/12 for a complaint
of chest pain for 2 months. The PA ordered a cardiology consultation and follow-up for a
month. About a month later a cardiologist evaluated the patient and recommended
catheterization. When the PA saw the patient in follow-up, the patient complained of
continued chest pain but the PA did not modify the anti-angina medication, which should have
been done. A few weeks later the patient had catheterization and significant stenosis was
noted in one of the coronary arteries and a bare metal stent was inserted into one of his
coronary arteries. When these stents are used, it is imperative to use a medication called

124 patient 3
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clopidogrel, or a similar anticoagulant medication, otherwise the stent can clot resulting in risk
for heart attack. The cardiologist therefore prescribed aspirin and clopidogrel on discharge.

Upon return to the prison on 2/21/12, the patient didn’t receive clopidogrel for 6 days. The PA
did not evaluate the patient upon return except to order his medication. The medication
required a non-formulary request but this wasn’t filled out until 2/23/12. On 2/26/12, the
patient placed a health request stating he was having problems with his heart and needed to go
to chronic care. The health request wasn’t evaluated until a PA saw the patient for worsening
chest pain on 2/29/12. The PA re-admitted the patient to the hospital. His recently placed
stent had clotted due to not receiving the clopidogrel. The delay in follow-up of the health
request and failure to receive prescribed medication harmed the patient as his coronary
arteries showed additional clotting (3 vessels) than had previously been present. A nuclear
study on 3/1/12 showed that there was evidence of infarction in several sections of the heart.
The patient needed 3 vessel coronary bypass surgery, which was performed 3/2/12. On
discharge, hospital physicians recommended Coreg, a different beta blocker than the one the
patient was taking.

When the patient returned to prison on 3/6/12, Coreg was prescribed, but the other beta
blocker Atenolol was not discontinued for 3 weeks on 3/28/12. The MAR for April shows that
the patient didn’t receive Coreg for most of April. There was no evidence on the April MAR that
the patient received his KOP aspirin and Zocor (his anti-lipid medication). When the PA saw the
patient for chronic care on 4/25/12, he didn’t verify that the patient had received his
medications. On 4/27/12 the PA ordered the clopidogrel for an unclear indication but the
patient never received the medication. The May MAR documented that the patient first
received Coreg on 5/23/12 about 2 months after it was recommended upon discharge from the
hospital.

The patient continued to receive KOP medications late on several occasions. A cardiologist

recommended increasing the Coreg on 9/10/12 but this wasn’t done until 11/12/12 about 2
months after the recommendation. This patient suffered harm (clotted stent and probable

damage to heart muscle) due to lack of timely medication.

Another patient™®> from Staton with diabetes and high blood lipids was initially not treated for
high blood lipids for an extended period of time. The dosage of medication was inadequate and
his blood lipids remained elevated. The patient failed to consistently receive his medication
over a period of years. For his diabetes, the failure to provide timely medications resulted in
significant deterioration of his diabetes on multiple occasions. This placed the patient at risk of
harm. There appeared to be no effort to identify why the patient wasn’t getting his medication
except to blame the inmate for non-compliance when it appeared that the patient wasn’t
actually receiving medication.

123 patient 2
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Another patient™?® from Limestone had high blood lipids (LDL cholesterol and high
triglycerides). This patient’s anti-lipid medication was not provided on 2 separate occasions
resulting in elevation of his blood lipids. On one of these occasions the inmate resorted to filing
a grievance to bring attention to the matter. The system did not appear to have a mechanism
to correct this problem outside of the grievance process.

Another patient™’ from Limestone had diabetes and high blood pressure. His blood pressure
was not controlled for a period of 3 years. At times, the pressure was dangerously elevated
(200/120). The patient had evidence of heart damage from the uncontrolled blood pressure
(EKG showing left ventricular hypertrophy). Despite the uncontrolled blood pressure, a nurse
practitioner’s referral attempt to investigate if there was secondary hypertension was denied.
The patient also had elevated blood lipids which were not treated for several years. For over a
year, documentation on the medication administration record demonstrated that the patient
was not receiving his medication appropriately.

In the third year of management, a nurse practitioner documented that the patient was not
showing up for his afternoon doses of medication. Although the nurse practitioner counseled
the patient on “compliance”, the nurse practitioner never asked the patient why he was missing
the afternoon doses of medication as he was consistently showing up for his morning doses.
Furthermore, the patient was a deaf mute whose malfunctioning hearing aid and deaf condition
was ignored for years. The patient could use sign language but the providers seeing the patient
did not document how they effectively communicated with the patient. The lack of effective
communication with the patient probably resulted in a lack of understanding about why the
patient was missing medication. It wasn’t clear how the nurse practitioner could effectively
counsel a deaf mute or effectively communicate about medication issues. The nurse
practitioner could have started keep-on-person medication but did not. Also, there are many
extended release and single day dosing medications that could have been used in this case
where the patient was missing medications. Instead, the providers ignored the problem, told
the patient to show up for his medications and allowed his blood pressure to remain elevated.
Besides the elevated blood cholesterol which was untreated, the patient also had evidence of
possible cirrhosis which was not evaluated over several years.

Urgent/Emergent Care/Hospitalizations

Methodology: Review charts with episodes of urgent and emergent care. Review of policy.
Opinions:
29. There are no urgent and emergent nurse evaluation policies and procedures.

30. Physicians fail to timely or appropriately hospitalize patients whose care cannot be
safely provided at the prison.

126 patient 7
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31. Preventable hospitalizations are not studied with respect to identification of care
management problems with an aim to improving care.

Findings:

Emergencies occur at any hour of the day. Often emergencies occur when physicians are not
present at the correctional facility. There needs to be adequate policy and practice so that
nurses who evaluate emergent needs do so properly. Nurses performing these evaluations
need to be licensed and trained for independent assessment. This is typically the responsibility
of an RN. These evaluations need to be thoroughly documented including the content of
conversations with on-call providers.

When the health needs of inmates exceed the capacity of the prison to manage, the inmate
needs to be referred to a higher level of care. This is typically a hospital but may include a
skilled nursing or long-term care facility. The health program should have a mechanism of
review of hospital cases to ensure that patients are timely referred to a higher level of care and
to identify if primary care management of the patient could be improved to reduce
unnecessary hospitalization and harm to patients.

The OHS policy on sick call requests does not address emergency health needs. No other OHS
policy addresses onsite emergency evaluation of patients. Corizon regional policy does not
address emergency requests for care but does address emergency transportation to a hospital.
Using Tutwiler as an example, a policy for emergency services is in place but it was written in
2003 and has never been revised. This policy**® implies but does not state that on site nursing
staff evaluates emergencies. It also does not state how an inmate accesses emergency services.
Nurses can call the on-call provider who is supposed to be available 24/7. However, there is no
guidance for how the nurse is to decide whether to call a physician. Because LPNs perform
most of these emergency evaluations and because RNs do not appear to review the work of the
LPN, the professionals who are making emergency evaluations are not trained to do so placing
the inmates at risk of harm. The quality of these evaluations is frequently poor. The 2012
Tutwiler policy gives no guidance on how an inmate accesses emergency services, which staff
performs emergency evaluations, and how nurses make decisions to contact physicians.*?’

The Tutwiler policy manual also has a “man down” procedure, but this was also written in 2003
and hasn’t been revised since. A “man down” procedure is a procedure for how to respond in
an emergency situation. This policy sets a training goal of a 4 minute response time for medical
staff to arrive at the scene of the emergency. However, most emergency evaluations have such
poor documentation, that time documentation is seldom included in emergency evaluations. In
some cases there is no documentation at all for events such as cardiac arrest.

128 Correctional Medical Services Health Services Policy and Procedure Manual, Julia Tutwiler Prison for Women

policy number P-E-08.00 Emergency Services, effective 10/1/03 with no revisions
12% Corizon General Health Services Policy & Procedure Tutwiler Prison for Women, policy number P-E-08.00
Emergency Services, reviewed and revised 09/2014
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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. In 1
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 patientla'1 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 EImore without having seen a physician at Kilby. There was also no
transfer form filled out when the patient transferred.
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Another patient™? from Elmore with hypertension had a sudden collapse. Instead of
transferring the patient to a hospital, the patient was transferred to the Staton infirmary. The
next day the Staton doctor documented that the patient required cardiopulmonary
resuscitation by officers. Despite this, the patient wasn’t brought to a hospital. Thisis a
substantial departure from the standard of care. At Staton, the doctor also did not immediately
hospitalize the patient. She discussed the case with the Regional Medical Director and they
agreed to keep the patient at the prison. Finally, after 26 hours the patient was hospitalized.
At the hospital, it was discovered that the patient had a stroke. The delay in transporting the
patient to a hospital prevented the use of de-clotting medications. The patient suffered
significant brain damage that may have been preventable if the patient had been timely
transferred.

Another patientla'4 from Ventress had hepatitis C and cirrhosis and developed a groin infection.
He was hospitalized and brought back to the prison system quickly and treated with
intravenous antibiotics at the prison. About 6 months later, the patient needed re-
hospitalization for severe swelling with discoloration of the right leg with serous oozing of the
lower leg. The infection appeared to affect the entire leg. The infection was in the same
location as the first groin infection and may have been an ongoing infectious process. The
hospital was initiating a work-up. DVT had been ruled out. An infectious disease specialist
needed to see the patient and the hospitalist thought that a surgery consultation was indicated.
The hospitalist said that the site medical director called him 3 times asking to bring the patient
back to the prison. Then the Regional Medical Director called and asked to have the patient
sent back to prison. The hospitalist reluctantly sent the patient back but documented that he
thought the patient needed continued hospitalization.

The patient was initially sent to Kilby where he remained on intravenous antibiotics for about 2
weeks. Despite still having ongoing infection with ulceration, necrotic tissue and oozing, the
patient was discharged from the infirmary on oral Keflex which is inadequate for a serious
infection which the patient still appeared to have. After another week the patient was
transferred back to Ventress.

At Ventress the patient was admitted to the infirmary. The doctor described continued
significant infection with ulcerated, necrotic wounds that were draining and oozing fluid. Both
legs were extremely swollen and it appeared difficult to distinguish infection from the
complications of cirrhosis. Nevertheless, despite diagnosing the patient with cellulitis the
doctor did not treat the patient with antibiotics for about 2 weeks. The patient worsened. The
ulcerations blistered. The necrotic tissue was extensive based on descriptions in the chart. The
ulcerations were oozing drainage. The patient developed early renal failure and had evidence
of severe complications of cirrhosis. Despite this, the patient was kept on the infirmary at
Ventress without antibiotics. The patient should never have been released from the hospital
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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
hypotension and was sent emergently to a hospital. At the hospital the patient had septic
shock and died about 2 weeks later. This was a preventable death. The Regional Medical
Director and site medical directors should never have asked for him to return to the prison as
the prison was unable to care for his needs and failed to care for his needs. This resulted in his
death.

Aside from the problems with hepatitis C management, there were several key problems with
this patient’s care. The patient had end-stage liver disease that placed the patient at high risk
for infection. As well, the edema from the end-stage liver disease and development of chronic
kidney disease complicated his infection. The prison did not have ready access to infectious
disease consultants, surgeons, and diagnostic testing (CT scans). Nursing care at the prison is
not comparable to the nursing care in a hospital. For these reasons the patient should have
remained in the hospital. Secondly, the doctor at the Ventress prison diagnosed an infectious
condition but for weeks but did not give antibiotics to the patient. The doctor apparently did
not have the diagnostic ability to understand that the patient needed antibiotics. For this
reason as well, the patient should have been hospitalized so he could have access to a physician
who knew how to treat his illness.

Specialty Consultations

Methodology: Review medical records with respect to specialty services. Review selected
depositions. Review policies.

Opinions:

32. Patients whose care requires referral to a specialist or requires specialized diagnostic
testing do not consistently receive that care.

33. The utilization review process is a barrier to obtaining adequate and timely specialty
care.

34. The OHS lacks policy guidelines for specialty care.

35. Some patients who require specialty care are managed at prisons by providers who do
not know how to manage that care.
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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.*® He also testified that he never denies a request; instead he offers
an alternative treatment plan. Dr. Crocker stated in deposition that the site medical director

3> Alabama Department of Corrections Request for Proposal No. 2012-02 Comprehensive Inmate Health Care

Services, July 17, 2012, section 5.9 (A) Specialty Services page 54
136 Deposition of Hugh Hood. Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs. Dunn conducted on March
10, 2016 in Birmingham, Alabama p 205
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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
the specialty care process. This is a more serious problem. At times this under-utilization is a
result of apparent lack of knowledge often when nurse practitioners are managing complex
patients when the patient should be managed by a physician. At times, under-utilization results
from inadequate physician management. All of these types of problems are observed in chart
reviews.

Examples from Chart Reviews of Specialty Care Problems

| have already cited the example of a patientla'8 who had a complication of diabetes that
typically needs the care of a team of specialists. The patient was never referred for his Charcot
foot and sustained further damage to his foot.

Another patientla'9 already cited in the section on medication management, had a hearing aid
that malfunctioned. The patient couldn’t hear and could only communicate by sign language.
The patient had medication issues that required effective communication. It did not appear
that staff could use sign language, so it appeared that there was ineffective communication that
significantly affected the patient’s care. Over a period of years, the patient was not referred to
a specialist to evaluate his hearing problem. The same patient had uncontrolled hypertension
for years that was damaging his heart. An attempt to initiate a work up for a source of

37 Deposition of Bobby Crocker MD, Civil Action No. 2:14 —cv-00601 — MHT-TFM Dunn et al. vs. Dunn conducted

on February 25, 2016, page 172
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secondary hypertension was denied without explanation. While the patient should have been
referred to a specialist in hypertension, the problem was ignored.

Another patient™*® had almost continuously elevated blood pressure for at least over a year,
but was not consistently receiving his medications. Providers or nurses did not attempt to
discover why the patient wasn’t receiving his medication. During 2013, the patient developed
signs of heart failure (significant edema of legs up to his thighs). A provider appropriately
ordered an echocardiogram to evaluate the patient for heart failure. Despite this being the
standard of care, the echocardiogram was cancelled by the Regional Medical Director. Instead,
the Regional Medical Director wrote an order to perform a chest x-ray and to schedule the
patient to be seen by the Regional Medical Director at an upcoming chronic care clinic. The
Regional Medical Director didn’t show up to see the patient and the necessary test was never
done.

Another patient™*! came into prison in August of 2013 and was eventually housed at Limestone.
He had a profound hearing loss that resulted in loss of balance. For this reason he needed
hearing aids to maintain his balance. While the loss of hearing would not be remedied by the
hearing aids, the loss of balance placed the patient at risk for harm and the hearing aids were
indicated for that.

Medical staff had difficulty achieving effective communication with this patient. When he had a
broken nose, medical staff presumed that the fracture was related to old trauma, but came to
this conclusion without an effective communication with the patient. Providers documented
difficulty in communicating with the patient. The lack of sign interpreters was apparent.

The request for hearing devices to help the patient maintain his balance was initially approved
but then denied by the ADOC OHS. The vendor attempted to obtain an over the counter device
that would not be appropriate for the patient’s need. After multiple requests t