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APPENDIX   D

MORTALITY REVIEW DETAILS

Duane Waters Health Center

Case 1 Date of Death: 38895 Age: 80 Gender: Female

Pre-morbid care: Severe advanced dementia case at DWHC for 10 years due to normal

pressure hydrocephalus (NPH) evolving for many years. He also may have

had a stroke in 1995. Incidental history of coronary artery disease and post

myocardial infarction. There was no linear record or historical evidence of

when he developed the normal pressure hydrocephalus. He was never

considered for a shunt. Infirmary-style care was given for his dense organic

brain syndrome. 

Morbid care: All at DWHC

Events during death

process:

Developed pneumonia at DWHC, did not respond to antibiotics and

expired quietly despite supportive care.

Mortality Review: Conducted by Central Office medical staff.  Performed on December 20,

2006, nearly 6 months after the death.  No findings were made.  No actions

were taken.  Case closed the same day.

COMMENT: The MDOC Committee should have considered the matter of why the

dementia was not worked up at onset.  In some cases, dementia progression

may be halted by the performance of a ventricular shunt, which may be

effective in normal pressure hydrocephalus.  The MDOC Committee should

have considered additional education and training at the institution where

the dementia work-up was omitted.  NCCHC’s standards require mortality

reviews to occur within 30 days of death.
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Southern Michigan Correctional Facility

Case 2 Date of Death: 38997 Age: 61 Gender: Male

Pre-morbid care: This male inmate died of Methicillin-resistant Staphylococcus Aureus (MRSA)

pneumonia and end-stage Chronic Obstructive Pulmonary Disease. The

massive records on hand showed multiple admissions to hospitals for

exacerbation of chronic obstructive pulmonary disease.  Although he had

been in prison since 2001, most of the time he was at “C” Unit (an

infirmary-like facility).  He was on multiple medications for chronic

obstructive pulmonary disease, plus oxygen. No evidence of chronic care

visits was found in the extensive C-Unit record.  However, it is policy to

have all C-Unit patients seen by a physician monthly.

Morbid care: All at C-Unit plus a number of frequent hospitalizations.

Events during death

process:

He was at Foote Hospital in Jackson, MI, in a secure unit. He had an

exacerbation of chronic obstructive pulmonary disease again and the

hospital staff tried to turn him around. However, the combination of MRSA

pneumonia and chronic obstructive pulmonary disease could not be

overcome.  

Mortality Review: Conducted by regional office.  No concerns found; however, it was noted

that the patient did not receive his Synthroid (thyroid medication) for 5 days. 

This would not have contributed to his death.

COMMENT: The mortality review findings were discussed with health care nurses at a

regional meeting in January 2007. 
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G. Robert Cotton Correctional Facility

Case 3 Date of Death: 38785 Age: 49 Gender: Male

Pre-morbid care: Cause of death was metastatic lung cancer. Prior to diagnosis, he was at the

Canton Facility. Evidence of chronic care was found. As part of his routine

follow-up, a chest X ray was done on January 17, 2006.  It showed a hilar

mass. 

Morbid care: By the time he was seen by oncology, metastases were in evidence. He

received chemotherapy, but eventually he stopped responding.

Events during death

process:

The patient received terminal care at DWHC, failed to respond, and expired. 

Mortality Review: Central office conducted the review. Only nursing issues were found. 

COMMENT: Nursing issues charted as “communicated to region.” No details were

described.

G. Robert Cotton Correctional Facility

Case 4 Date of Death: 38773 Age: 52 Gender: Male

Pre-morbid care: This 52 year old male died of metastatic colon cancer. While at Cotton he

was treated for emphysema, Hepatitis C, and hypertension. On February 1,

2006 he developed abdominal pain and increased girth.  He was sent to the

emergency department and was admitted.  Metastatic colon carcinoma was

found by exploratory laparotomy. No evidence of colonoscopy at age 50 or

yearly stool guaiacs.

Morbid care: Transferred to DWHC for terminal care.

Events during death

process:

Died at DWHC after hospice-type care delivered.

Mortality Review: Performed by central office medical staff. No observations were made on

the lack of screening colonoscopy or stool guaiacs. One observation was

made on nursing issues. No copy of a regional mortality review was found.
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COMMENT: Nursing issues “will be addressed by Region II Nursing Director.”

However, central office medical staff should have noted the lack of

screening colonoscopy at age 50 and the lack of yearly stool guaiacs.

Parnall Correctional Facility 

Case 5 Date of Death: 38812 Age: 92 Gender: Male

Pre-morbid care: He had a positive PPD since 1995. He refused chest X ray and medical

exam on August 10, 2002. A suspicious chest X ray and blood in sputum

were found on September 3, 2002. A lung mass was found on chest CT on

October 10, 2002. He refused bronchoscopy on November 6, 2002. 

Morbid care: Transferred to DWHC for care of terminal lung cancer. At C-Unit until

March 21, 2005, he received palliative care. He declined chemotherapy or

surgical interventions. 

Events during death

process:

After March 21, 2005, palliative care was continued at DWHC. He gradually

lost weight and strength, and passed away.

Mortality Review: Central Office conducted the review and no issues were found.

COMMENT: Central Office medical staff should have found that, following the finding of

a suspicious chest X ray and blood in sputum for a positive tuberculin skin

test the patient should have been placed in isolation pending the harvesting

of negative sputum for acid-fast bacillus.
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G. Robert Cotton Correctional Facility

Case 6 Date of Death: 38821 Age: 77 Gender: Male

Pre-morbid care: JCF and JCS: He had his chronic care visits at the Cardiac /Hypertension

clinic, where his blood pressure was controlled.

Morbid care: After an intracranial bleed, he was transferred to Foote Hospital for care,

but his condition was not survivable and he passed away.  Death due to

intracranial hemorrhage and hypertension.

Events during death

process:

He slowly slipped away at Foote Hospital.

Mortality Review: Review performed by Central Office. No findings. 

COMMENT: None.

Southern Michigan Correctional Facility

Case 7 Date of Death: 39035 Age: 45 Gender: Male

Pre-morbid care: Since April 2004, he was being treated at DWHC by a consulting surgeon

who felt he had a long term problem with ischio rectal abscess. Over time,

he received antibiotics, debridement, and appeared to have been healing.

Cancer was suspected on August 10, 2004, and a colonoscopy

recommended. It was performed around October, 2004. 

Morbid care: He was diagnosed on November 4, 2004 by biopsy as having a 12 cm mass

of the anus, proven to be carcinomatous. He was staged and given

chemotherapy by oncologists, and also given radiotherapy. He received a

diverting colostomy for relief. Death due to metastatic anal cancer

Events during death

process:

At DWHC, he dwindled, developed local metastases to bone and lymph

nodes, could not be nourished, and passed away. 

Mortality Review: Done by regional staff, who found that the diagnosis was not timely.

Specifically, they felt that a CMS MD whose signature was unreadable, did

anal visual inspections, but no digital exam.  
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COMMENT: With respect to the regional office finding, no action could be taken

“because the MD in question remains unknown.”  This was an inadequate

response.  The Committee should at least have addressed the question of

why it took the treating surgeon four months to suspect malignancy when

treating this inmate for ischio-rectal infection since April 2004.  

Originally from JCS, he was later sent to C-Unit and DWHC. 

Case 8 Date of Death: 38735 Age: 79 Gender: Male

Pre-morbid care: Chronic obstructive pulmonary disease was present at least since 1990 and

he received appropriate care.

Morbid care: While at C-Unit, he was reviewed monthly by MD. Death caused by chronic

obstructive pulmonary disease, plus diabetes mellitus and chronic renal

failure.

Events during death

process:

In his old age, he became cyanotic with minimal effort, required maximal

oxygen therapy and required narcotics for pain. He expired with respiratory

failure and multiple medical problems.

Mortality Review: Done by Central Office. No findings.

COMMENT: None
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G. Robert Cotton Correctional Facility 

Case 9 Date of Death: 38740 Age: 49 Gender: Male

Pre-morbid care: Initially, he had chronic care visits for hypertension, which was controlled by

the last visit on November 2005. There was an unscheduled visit to an RN

on October 12, 2005 for 4 weeks of episodes of chest pains lasting 30

minutes; blood pressure uncontrolled at 172/104. The RN reassured him,

did not write referrals to MD, did not obtain chest X ray or EKG. He

received Tylenol. He was seen on October 13, 2005 by another RN for

uncontrolled blood pressure (144/82) and headache over the eyes. The

patient had been holding off certain medications because of lack of faith in

his newly prescribed medications.  On October 14, 2005 he transferred to

JCF, where he had chronic care visits and controlled blood pressure.

However, apparently a physician discontinued Tenormin, Verapamil, and

other drugs except Clonidine, which was given regularly but “abruptly

decreased.”  By January 23, 2006 he went into a hypertensive crisis with

blood pressure of 220/110 and was transferred to the Foote Hospital.

Morbid care: At Foote Hospital, maximal efforts were made, but he was brain dead. 

Death due to acute cerebral hemorrhage and long standing hypertension. 

Events during death

process:

He was disconnected from life support and expired.

Mortality Review: Done by Central Office, who found that the discontinuation of many

hypertensive drugs by a JCF physician was not adequately performed or

monitored.   Central Office referred the matter to the CMS medical director

for follow-up.

COMMENT: The physician in question was referred to the Michigan Health Professional

Recovery Program for evaluation of cognitive impairment and thereafter

resigned from the Michigan DOC.
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Duane Waters Health Center

Case 10 Date of Death: 38878 Age: 53 Gender: Male

Pre-morbid care: He was at DWHC when, in early January 2005, he had a hospital admission

for chest pain and a hemoglobin of 5. The hospital diagnosed gastric ulcer,

rule out gastric carcinoma. Cancer was diagnosed a few weeks later by

biopsy and he had a gastrectomy on January 31, 2005.   

Morbid care: The last 2 months were spent at DWHC receiving palliative care

interspersed with chemotherapy rounds and admissions to Foote Hospital.

Events during death

process:

He slowly deteriorated, became malnourished despite all efforts, needed a

morphine drip, and went downhill. He passed away with peritoneal

carcinomatosis.  Death due to metastatic stomach cancer. 

Mortality Review: Done by Central Office. There was only one finding: issues with the dialysis

services at Foote Hospital.  Dialysis issues were discussed with Foote

Hospital authorities. 

COMMENT: None

Huron Valley Men’s Facility

Case 11 Date of Death: 39078 Age: 63 Gender: Male

Pre-morbid care: Known to be hepatitis C virus (HCV) positive since early 2005. He was

enrolled in the HCV Chronic Care Clinic and had visits. At times, ALT

(liver study) was elevated. It is not known why he was not considered a

candidate for interferon at any of these visits in 2005.   The 2005 outpatient

records could not be found. In 2006, he had adequate chronic care visits,

but by then he was not a candidate for interferon, because his INR (test to

study blood coagulation) was up and platelets were down. 

Morbid care: At HVM, he became confused, had a short visit to an emergency room,

returned to HVM, and was placed at the infirmary on December 27, 2006. 
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Events during death

process:

He was found unresponsive at the HVM infirmary on December 28, 2006,

given cardiopulmonary resuscitation, and transported via rescue to the

emergency room, where he was pronounced dead. Cause of death: chronic

active hepatitis C, cirrhosis of the liver, pneumonia, and dehydration. Other

diagnoses: hypothyroidism on Synthroid and Bipolar Disorder on Prolixin,

Depakene, and Cogentin.  

Mortality Review: Done by regional staff: There were multiple findings, including inaccurate

diagnosis, diagnosis not timely, inappropriate treatment, also not timely and

preventable death. They also found multiple episodes of not getting his

Synthroid, and not notifying psychiatrist of same. Another finding:

Synthroid was not increased in response to multiple elevated TSH ( test to

evaluate thyroid level in the blood). A transfer from HVM to Riverside

should not have happened. Dehydration should not have happened.   The

multiple Regional Office concerns were communicated to Central Office

and a corrective action plan devised. The case was not closed by Central

Office until implementation was verified.

COMMENT: The 2005 records should be found and the lack of documentation of

whether he was a candidate for interferon therapy should be addressed. 
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G. Robert Cotton Correctional Facility

Case 12 Date of Death: 39069 Age: 49 Gender: Male

Pre-morbid care: All chest X rays during his chronic care were benign, without masses. His

HIV was being treated regularly at DWHC with visits to consultants who

regulated his HAART.  These HIV specialists became concerned, because

by July 2006, the patient had developed clubbing and weight loss. The

specialists wrote about these concerns in their chart notes, but apparently

the primary care providers at JCF did not act upon these recommendations.

A chest X ray at Foote Hospital was normal on November 20, 2006. During

a visit to Foote Hospital on December 1, 2006 for servicing of a Port-A-

Cath, a chest X ray revealed a right lower lobe density and elevation of the

hemidiaphragm, raising the suspicion of effusion or atelectasis. He stayed at

Foote Hospital, was diagnosed with lung carcinoma via chest CT, and was

too advanced for any therapy to succeed, with brain and other metastases.  

Morbid care: Despite efforts, he died at Foote Hospital in a few days. Only brain

radiotherapy was recommended. The chest tumor was too advanced to

benefit.  Death caused by metastatic lung cancer plus AIDS. 

Events during death

process:

He could not be turned around at Foote Hospital. 

Mortality Review: Done by regional staff: The review described the failure of JCF primary care

MDs to review HIV specialist’ notes and to act upon them.  The JCF doctor

in question no longer works for the MI  DOC. 

COMMENT: None
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Robert Scott Correctional Facility

Case 13 Date of Death: 38956 Age: 56 Gender: Female

Pre-morbid care: She came to the system on October 13, 2000. She had a routine screening

mammogram on January 10, 2001, which was completely negative. On July

18, 2001 a breast biopsy was requested, because of an enlarged lymph node

near her left clavicle. A surgeon performed a biopsy on August 10, 2001; it

was positive for breast carcinoma. By late 2001, she had Stage IV metastatic

breast carcinoma, for which she was being treated appropriately.   

Morbid care: Following the metastatic breast cancer diagnosis, the patient had visits to

specialists, chemotherapy, etc. She slowly went downhill of metastatic

disease.  

Events during death

process:

Cared for at Harper Hospital from August 25, 2006 through her death on

August 28, 2006. 

Mortality Review: Done by regional staff. Findings: There were several issues with timeliness

of certain medical services after she was diagnosed. Also there was an issue

with timeliness of the biopsy after the initial request (there was a 3-4 week

delay). 

COMMENT: These issues were addressed by regional staff and one provider was replaced.

Staff education recommended for these issues. 
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Karmanos Cancer Center, from Charles E. Egeler Reception and Guidance Center 

Case 14 Date of Death: 38765 Age: 48 Gender: Male

Pre-morbid care: This 48 year old male from Midland County Jail came to RGC on January

30, 2006. At the jail, he was said to have been on a 30-day “hunger strike”

when, in fact, he could not eat. He was also incontinent of bowel and urine,

uncommunicative, and uncooperative. He had a history of hepatitis A, B and

D, plus dyslipidemia and mental health problems. Since arrival at RGC, he

took only Ensure.  On January 31, 2006, RGC sent the inmate directly to the

Foote Hospital, where a brain CT proved the diagnosis to be a glioblastoma. 

He also had a brain hemorrhage with hydrocephalus, which necessitated a

ventriculostomy. Foote staff stabilized him and sent him to the Harper

Hospital, then to the Karmanos Cancer Center for terminal care on

February 8, 2006.

Morbid care: Terminal, palliative care was given at Karmanos Cancer Center.   

Events during death

process:

He passed away quietly.

Mortality Review: Done by Central Office. No findings made. 

COMMENT: None

Duane Waters Health Center

Case 15 Date of Death: 38808 Age: 37 Gender: Male

Pre-morbid care: This patient was known to be HIV+ since 1986. He developed colon cancer

by September 2005, when he had a surgical resection as a free person. No

chemotherapy was given, because of his low CD4 count. Intake for his last

incarceration began in December 2005. He was sent to DWHC, where he

was followed by a HIV specialist with consultation reports and frequent

progress notes.
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Morbid care: Death caused by HIV and metastatic colon cancer.  While at DWHC, he

developed metastases at the incision site and other areas. Palliative care was

instituted. 

Events during death

process:

The patient died of overwhelming metastatic disease.

Mortality Review:  Done by Central Office.  No findings.

COMMENT: None

G. Robert Cotton Correctional Facility

Case 16 Date of Death: 39039 Age: 46 Gender: Male

Pre-morbid care: He returned to prison November 2004. At intake, he was noted to have

chronic obstructive pulmonary disease and congestive heart failure with

edema, a history of cardiac disease, and he was taking Imdur, Lanoxyl, other

cardiac meds. 

Morbid care: While there were progress notes which evidenced a number of clinic visits,

hospital admissions, and medication administration, no evidence of chronic

care visits was found in this review. These visits presumably took place

monthly at the C-Unit, but the C-Unit record had not been forwarded to

Central Office yet so it could not be reviewed.

Events during death

process:

He was found unresponsive in his cell at DWHC. He was rushed to Foote

Hospital, but he could not be resuscitated. Cause of death was congestive

heart failure and coronary artery disease. 
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Mortality Review: Done by Regional Office. There were some concerns regarding the quality

of pain management therapies and the quality of documentation.  Dr.

Savage, Regional Medical Director, discussed his concerns with Dr.

Pramstaller of Central Office. The main concern was regarding Institutional

Pain Management Committee decisions, which need to be entered in Serapis

(electronic medical record system). This case was not closed. However, per

Dr. Pramstaller, it appears that for the last 32 months, Institutional Pain

Management Committee decisions were entered in Serapis.  Note: the

Institutional Pain Management Committee is composed of all physicians. 

COMMENT: None
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Duane Waters Health Center

Case 17 Date of Death: 38817 Age: 83 Gender: Male

Pre-morbid care: He came to prison in 2000, age 76, with surprisingly little chronic disease.

His intake physical did not include a rectal exam. The practitioner charted

“refused.  However, no signed refusal could be found. In a few days, it was

found that his PSA (Prostate Specific Antigen) was at the upper limits of

normal for his age, and “Benign prostatic hypertrophy, rule/out prostate

carcinoma” was suspected, with the recommendation that it be followed. By

January 2001, PSA was repeated and it was higher.  A urology consult was

requested on January 15, 2001, and performed on April 23, 2001. No refusal

was found to explain the 3-month delay. The urologist did not find cancer,

only benign prostatic hypertrophy. He was referred to urology again on

October 3, 2003. The urologist found a large enlarged prostate, but no

nodules. Rectal ultrasound and biopsy were recommended. Apparently, the

patient refused these to the urologist. Evidence of yearly complete physicals

including rectal exams and PSA was found in the chart for 2002 and 2003.

An exam was mentioned as performed on August 3, 2004, but could not be

found in the chart or Serapis electronic records.  By October of 2004, he

started losing weight with poor appetite and intake. By March 2, 2005, he

was referred to an urologist with a PSA of 700, metastases by bone scan,

anemia, and full blown prostate carcinoma. He refused surgery to the

consultant. 

Morbid care: He went to Detroit Medical Center for a bilateral orchiectomy on February

23, 2005.

Events during death

process:

At DWHC, he had palliative care until he expired of prostate carcinoma

with metastases.
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Mortality Review: Done by Central Office. No problems found. Our review found that follow-

up of a rising PSA and BPH in elderly male was performed adequately until

2004, when documentation of such follow-ups could not be found. By 2005,

his disease was not operable. The Central Office Mortality Review should

have mentioned these facts.

COMMENT: None

Duane Waters Health Center

Case 18 Date of Death: 38952 Age: 51 Gender: Male

Pre-morbid care: He came to prison for the last time in 1991. Hepatitis C virus (HCV) was

diagnosed in 1998 on top of his previously known hepatitis B positive

status. 

Morbid care: The patient’s liver enzymes had been elevated at least since 1999 and he was

aware of his condition. He wrote an emergency request for hepatitis C virus

care on April 17, 2003, but it was denied. An initial HCV database was

completed on December 8, 2003. He had already a slight elevation of

bilirubin, low platelets, and persistently elevated ALT. He was not offered

interferon therapy. On May 13, 2004, there was a hepatitis C follow-up visit.

The doctor found him to have tense ascites, palmar erythema and pedal

edema. Pro-time was elevated. Lasix was increased. Thereafter, he was

followed closely. Ascites was controlled for a while. However, by May 2005,

his ammonia level was climbing. He was placed on lactulose. On August 22,

2005 he vomited blood and went to the emergency room.   Cause of death

was end-stage cirrhosis of the liver due to hepatitis C virus.

Events during death

process:

He was at DWHC where terminal care of the cirrhotic patient took place

until he expired.
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Mortality Review: Done by Regional Office. No findings were made. Our review found that in

2003, there should have been at least a notation of why this patient was or

was not a candidate for interferon therapy. Therapy with plain interferon has

been available in correctional systems since 1999. Interferon plus ribavirin

became the standard of care in corrections in 2003, and should have been

considered.
COMMENT: None

Duane Waters Health Center

Case 19 Date of Death: 38777 Age: 69 Gender: Male

Pre-morbid care: He came to the system in July of 2004. Diabetes mellitus was found and

cared for. He had quit smoking 30 years previously. By February 9, 2005, he

presented to an RN and then to a MD with productive cough, positional,

chest pain with cough, wheezing and shortness of breath, night sweats,

headache, fatigue, and nausea. The MD prescribed antibiotics, Tessalon, an

inhaler, and charted to return to clinic as needed in 4 days. The patient

requested a visit for cough again on February 25, 2005, and was seen on

March 1, 2005. A nurse gave over-the-counter medications. He was also

seen in chronic clinic, but no chest X ray was taken.  

By January 31, 2006, he had lost 20 pounds in the last 3 months, had

developed weakness, anorexia and new lumps in the neck and abdomen.  He

was sent to the Chippewa Hospital Emergency Room. A chest X ray

showed a lung mass and a CT showed multiple liver metastases. An

oncologist recommended palliative treatment, but no chemotherapy or

radiotherapy.

Morbid care: Was performed at DWHC, consisting of palliation.  Death caused by

metastatic lung cancer, plus diabetes mellitus.
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Events during death

process:

Orders to not resuscitate. He was found unresponsive in his bed.

Mortality Review: Done by Central Office. Findings: None.  NCCHC does not concur. He

should have been diagnosed almost a year earlier, when he presented to the

nurse on February 9, 2005 with classic symptoms suggestive of cancer. The

nurse properly referred him to a MD, but the MD did not perform a chest X

ray. The Central Office Committee Review did not mention this oversight.

COMMENT: None

Duane Waters Health Center

Case 20 Date of Death: 38911 Age: 82 Gender: Male

Pre-morbid care: His last incarceration began in 1992, at age 72. There were no findings on

intake exam. He refused his annual exam in 1993. He had nurse annual

screenings in 1994 and 1995. He refused chronic care in 1996 and refused

annual screening in 1997. The status of the 1998 annual exam is unknown.

He had another annual health screening by a nurse in 1999. He refused

annual screenings in 2000 and 2001, but had them in 2002 and 2003. He

refused annual screening again in 2004.  He had a nurse annual screening in

2005, but refused the blood tests. He refused blood tests again in early 2006.

He developed a non-healing axillary abscess in February of 2006. He was

referred to the Foote Hospital, because of the abscess. At Foote, anemia was

found, and Chronic Myelogenous Leukemia (CML) was diagnosed by bone

marrow biopsy.

Morbid care: At Foote Hospital, a hematologist diagnosed CML plus axillary lymphoma

via bone marrow biopsy. He was transfused. Chemotherapy was not

acceptable to the patient and he did not receive it. 

Events during death

process:

At DWHC, he had epistaxis and lasted only two days, being found dead in

bed. 
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Mortality Review: Done by Central Office. No findings were made. NCCHC concurs, but with

the comment that the several annual screenings performed (1994, 1995,

1999, 2002, 2003, and 2005) were charted as performed by nurses with no

indication that a physician examined the patient. According to Dr.

Pramstaller, annual exams in the elderly are performed by nurses, with

referral to a physician only if there are findings. Apparently, this policy is in

the process of changing.  Annual physicals for elderly inmates are to be

performed by physicians. 

COMMENT: None

Duane Waters Health Center, C-Unit 

Case 21 Date of Death: 38731 Age: 58 Gender: Male

Pre-morbid care: This inmate had been in prison since 2003. He developed gastrointestional

bleeding and was sent to the Foote Hospital. He had signs and symptoms of

gastric carcinoma, was promptly diagnosed, and given chemotherapy by an

oncologist. 

Morbid care: He received chemotherapy and was placed at DWHC for long term care.

Cause of death was metastatic gastric carcinoma, with diabetes mellitus and

hepatitis C virus.

Events during death

process:

He received palliative care until he was found dead in bed at DWHC.

 

Mortality Review: Done by Central Office. No findings.  NCCHC concurs. 
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Marquette Branch Prison 

Case 22 Date of Death: 38755 Age: 45 Gender: Male

Pre-morbid care: He was in prison since June of 2001. He was known to have high

cholesterol since September 27, 2001, when his level was 261. 

Morbid care: By March 10, 2005, his cholesterol had increased to 311. Despite the early

finding of hypercholesterolemia, the record did not evidence therapy for

hyperlipidemia or visits to chronic care for it until August 3, 2005, when he

was started on Mevacor. His medication administration record (MAR)

showed a gap (a period without Mevacor) between August 31, 2005 and

October 3, 2005. By June 6, 2005, his cholesterol had dropped to 216. By

September 27, 2005, it had dropped further to 196, then to182 on January

12, 2006.   Cause of death was acute myocardial infarction, with

contributory factors being hyperlipidemia and history of smoking.

Events during death

process:

The inmate was playing hackysack in the prison yard when he became light-

headed, sat down, and stopped breathing. Cardiopulmonary resuscitation

was given, and the automatic external defibrillator was used. Although it is

very likely that correctional officers started CPR and nurses continued it, the

health record did not describe the sequence of CPR events. Emergency

Medical Services was called. On arrival, EMS staff continued CPR, but he

could not be resuscitated. 

 

Mortality Review: Done by Central Office. No findings were made. NCCHC finds that the

Committee should have picked up the 4-year gap between diagnosing

hypercholesterolemia and treating it (2001 to 2005). While later treatment

succeeded in lowering cholesterol, the patient most likely had a cholesterol

level of over 300 for several years, thus contributing to the development of

plaques that may have led to his myocardial infarction and death.
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COMMENT: None

G. Robert Cotton Correctional Facility

Case 23 Date of Death: 38982 Age: 21 Gender: Male

Pre-morbid care: The inmate was in the system since April 3, 2006. At intake, staff learned

that before incarceration, he had a near amputation of the left hand, which

needed reattachment.  By May 3, 2006, while at JCF, he came to the clinic

with a leg boil. He stated that he had repeated staph infections in the past.

His skin infections recurred by August 13, 2006, when he presented to an

RN with open, draining lesions of the fingers of the left hand. 

Morbid care: The next day, August 14, 2006, a doctor detected a grossly infected left

middle finger He was given Augmentin and booked for a recheck in two

days. He did not improve, osteomyelitis was suspected, and he went to the

Foote Hospital emergency department on August 16, 2006.  Emergency

department staff charted the presence of foul odor, discharge, and cellulitis

of the hand. Osteomyelitis of the hand was also suspected, and he was

admitted to Foote Hospital.  Blood cultures were obtained. On August 24,

2006, at the Foote Hospital operating room, broad incision and drainage

were performed. He received IV Vancomycin for 6 weeks, as required for

osteomyelitis. Organisms grown were Serratia, Enterobacter, and MRSA

sensitive to Vancomycin. On August 28, 2006, he was discharged to DWHC

on IV Vancomycin, a full course of which was to be finished by the DWHC

staff.
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Events during death

process:

On September 22, 2006, he slumped, was cyanotic, had chest pain, shortness

of breath and an oxygen saturation of 70%. He was fluid resuscitated,

oxygenated, and transported to the Foote emergency department again. IV

access was difficult, His heart rate shot up to 164 and he was intubated. He

went into Acute Respiratory Distress Syndrome and became harder and

harder to ventilate. Consideration of transfer to a major ICU center was

made, but he was unstable, went into flat line, and died. The autopsy report

read: dilated cardiomyopathy and congestive heart failure without obvious

cardiac infection. 

Mortality Review: Done by Regional Office. No findings made.  NCCHC concurs. 

COMMENT: None
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G. Robert Cotton Correctional Facility

Case 24 Date of Death: 38831 Age: 56 Gender: Male

Pre-morbid care: This inmate came to prison in 1989, when he was already HIV+. He was

initially followed frequently by internal medicine. In March of 1995, he was

enrolled in the HIV Clinic and started on AZT. Epivir was added in March

of 1996.

Morbid care: During ID visits in September 2005, abdominal pain prompted an

abdominal work-up. Paraproteins were present, so a hematology work-up

was requested. A CT showed a pancreatic mass on 1-26-06. The next day, he

was admitted to Foote Hospital for a work-up. Pancreatic biopsy showed

adenocarcinoma. Metastases were present. IV Gemzar was tried by an

oncologist. Cause of death was pancreatic carcinoma, HIV+, hepatitis C

virus, and hypertension.

Events during death

process:

He returned to DWHC for palliative care and signed a DNR (do not

resuscitate).  He was found dead in bed in a few weeks. 

Mortality Review: Done by Central Office. There were no findings related to the death with

pancreatic carcinoma. They made an incidental finding: an institutional

primary care MD lacked the ability to recognize and treat patients co-

infected with HIV-HCV. This matter was referred to the CMS Regional

Medical Director, Dr. Hutchinson, who responded to these concerns

appropriately and put them to rest. The case was closed by Central Office. 

NCCHC concurs.  

COMMENT: None
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Duane Waters Health Center

Case 25 Date of Death: 38814 Age: 62 Gender: Male

Pre-morbid care: The inmate came into the system on April 27, 2004, already sick.

At intake, he described his diagnosis of laryngeal carcinoma in 2002, due to

chewing tobacco. Chemotherapy and radiotherapy were completed before

incarceration. In prison, he had checkups every other month. He was still

smoking cigarettes, but no longer chewing tobacco. He also had some

chronic obstructive pulmonary disease. 

Morbid care: On April 28, 2004, he had a suspicious mole on the neck and he saw a

general surgeon on May 14, 2004. The mole was excised on July 14, 2004. It

was benign. On August 31, 2004, he had some laryngeal findings and a

biopsy was scheduled. On October 28, 2004, the biopsy was described at

Foote Hospital as suspicious, but not diagnostic for recurrence of

malignancy. He was referred to the University of Michigan Hospital for

further diagnosis. He continued to see ENT frequently through 2005. New

biopsies were obtained on October 10, 2005 and were still negative despite

strong clinical suspicions. There were gaps in primary care follow-up at the

institution. He began coughing and choking on December 10, 2005 and

went to the Foote emergency room. Recurrence of laryngeal carcinoma was

blamed. He had a large laryngeal mass, could not receive more radiotherapy,

and declined chemotherapy. 

Events during death

process:

At DWHC, he received comfort measures only and expired of his large

tumor.   

Mortality Review: Done by Central Office. The Committee had concerns about primary care

follow-up gaps, lack of review of pathology reports, and certain subsequent

actions. The CMS Regional Medical Director, Dr. Hutchinson, responded to

all the concerns.  NCCHC concurs.

COMMENT: Actions taken: Referred to Dr. Hutchinson to respond to concerns. Case is

still open.
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Duane Waters Health Center, C-Unit 

Case 26 Date of Death: 38888 Age: 74 Gender: Male

Pre-morbid care: This inmate came to corrections on October 26, 1999. He had non-insulin

dependent diabetes mellitus, emphysema, and hypertension.  All appropriate

medications were continued. Chronic care visits were sporadic at first. Later

on, he had these visits more regularly. By June 2002, he went to C-Unit. 

Morbid care: On June 12, 2006, he was admitted to Foote Hospital with MRSA

pneumonia, acute respiratory failure, congestive heart failure, and his other

chronic conditions. He had complications and stayed at Foote Hospital until

June 21, 2006. He was discharged when no additional benefit from the

hospitalization could be obtained.

Events during death

process:

He returned to DWHC on June 12, 2006 and died later on that day.  Cause

of death was MRSA pneumonia.  He also had diabetes mellitus, coronary

artery disease, and atrial fibrillation.

 

Mortality Review: Done by Central Office. No findings. NCCHC concurs. 

COMMENT: None
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Duane Waters Health Center

Case 27 Date of Death: 38741 Age: 53 Gender: Male

Pre-morbid care: He came to the system on September 24, 2004. At intake, he was noted to

have status post myocardial infarction, pacemaker, congestive heart failure,

chronic obstructive pulmonary disease, and diabetes mellitus. He stated that

his last pacemaker check had been a year previously. He had a pacemaker

check on December 29, 2005. The battery was at the end of its life, so the

consultant recommended a battery change. Although he was seen by

cardiologists numerous times thereafter, the need for his pacemaker battery

replacement was not commented upon anymore. The record bore no

evidence of further pacemaker testing or battery change. 

Morbid care: While at DWHC, he was referred to the Foote Hospital for exacerbation of

congestive heart failure.  A chest X ray showed a bilateral lung mass.  He

was diagnosed with carcinoma, which was confirmed with a positive biopsy

lung. Chemotherapy was not possible, so he was recommended for

palliation. 

Events during death

process:

He returned to DWHC on January 20, 2006 and died quietly on January 25,

2006.

Mortality Review: Done by Central Office. No issues found.  NCCHC found that the

diagnosis and care of his terminal disease, lung cancer, met the standard of

care. However, the Mortality Committee did not take issue with the lack of

pacemaker testing. The pacemaker was tested only once in two years, when

it should have been tested monthly or at least every 3 months. The

Committee did not take issue with the lack of follow-up of directives to

change the pacemaker battery, which was at the end of its life. 

COMMENT: None
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DWHC, from Chippewa Correctional Facility

Case 28 Date of Death: 39041 Age: 51 Gender: Male

Pre-morbid care: This long-time heavy smoker came into the system in 1989. Chronic care

visits were regular until 2005, when they became sparse. By 2006, they were

regular again.

Morbid care: By June 23, 2006, at Chippewa, he had weight loss, fatigue, dry cough, and

shortness of breath. On July 12, 2006, he was admitted for one day first to

Marquette Hospital then to Duane Waters Health Center (DWHC) for one

month for similar symptoms. Chest X ray and CT scan of the chest showed

a large mediastinal mass infiltrating the carina, trachea. A lung biopsy

showed squamous cell carcinoma. Chemotherapy and radiotherapy were

recommended. Chemotherapy was given July 17, 2006 at Foote Hospital via

Port-a-cath. Taxol, Carboplatin and biphosphonates were given. By then,

bone metastases were present. Radiotherapy was given as well. 

Events during death

process:

On September 28, 2006 he was at DWHC for end-of-life care. He was

found dead in bed on November 21, 2006.  Cause of death was lung cancer.

He also had hypertension.

Mortality Review: Done by Regional Office. Some nursing performance issues were raised.

NCCHC concurs that no major issues of care were found. 

COMMENT: Nursing performance review per Regional Office.
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Deerfield Correctional Facility, with a few days at DWHC

Case 29 Date of Death: 38794 Age: 60 Gender: Male

Pre-morbid care: This inmate came to prison in 1984. He had paroxysmal ventricular

contractions as early as in 1988 and was on Norpace for a while. He was

enrolled in the cardiac chronic care clinic since 1996, and he had regular

clinic visits. His blood pressure was always low, perhaps reflecting a low

cardiac output. 

Morbid care: In early January of 2002, he had a stay at the Ionia Hospital, and then was

transferred to the Foote Hospital. From Foote, he went to the Sparrow

Hospital. These transfers were needed, because he had a myocardial

infarction which necessitated ICU care, a coronary artery bypass graft, and

an implantable cardiac defibrillator. These cardiac events were complicated

by gastrointestinal bleed and erosive gastritis. He was transferred to DWHC

on February 13, 2006 due to weakness, inability to walk to the bathroom,

and the onset of incontinence. 

Events during death

process:

At DWHC, he was bedridden and essentially received pain management, as

all therapeutic options were exhausted. He developed shortness of breath on

March 10, 2006, and he had another Foote Hospital emergency department

evaluation. He expired on the 19th. The death was deemed cardiac at

autopsy, with renal carcinoma being only a contributory factor. 

Mortality Review: Done by Central Office. No findings. NCCHC concurs. 

COMMENT: None
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Duane Waters Health Center, C-Unit

Case 30 Date of Death: 38915 Age: 63 Gender: Male

Pre-morbid care: He was diagnosed with small cell lung carcinoma in September of 2003. 

Morbid care: After a wedge resection of the lung, he received radiotherapy and

chemotherapy, consisting of Carboplatin and Taxol, then Gemcytabine. Due

to poor response to these, palliative therapy with IRESSA (treatment of

advanced non-small cell lung cancer) was necessary. All along, he needed

oral morphine for pain. 

Events during death

process:

He was at the DWHC C-Unit since January, coping with terminal, metastatic

lung carcinoma, and suffering much pain, which was treated with morphine

tablets. A morphine level at time of death and autopsy was 2.33 (0.1 to 0.8 is

the therapeutic level). At the Foote Hospital where he was taken initially, he

was observed to have a deep, self-inflicted neck laceration. He declared that

he had taken 600 mg of morphine tablets. Foote Hospital stabilized the

patient and referred him to the University of Michigan Hospital, where he

died of “suicide, due to morphine intoxication, plus metastatic lung cancer.”

Mortality Review: Done by Central Office. They concluded that the diagnosis was not

appropriate, not timely, and the treatment was not appropriate and not

timely. While not stated in the Central Office report, it appeared that these

qualifiers were meant to describe the evaluation of suicidality of the patient,

not the quality of treatment of his lung cancer.  
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COMMENT: The matter was referred to the regional medical officer (RMO) and to a

psychiatrist. The psychiatrist prepared a lengthy description of this inmate’s

mental health history. He criticized the DWHC evaluation of the inmate’s

suicidality, pointing to the various weaknesses in his management and their

remedies. The RMO felt that the terminal management would not have

changed the outcome, but had comments on the use of morphine tablets for

a patient who had been suicidal previously when he overdosed with

tricyclics, suggesting that liquid methadone would have been a better choice.

These comments were accepted by Central Office. NCCHC generally

concurs with the process followed, but believes that a review of this type

needs to ask how the C-Unit staff handled the directly observed

administration of morphine tablets to a previously suicidal patient. Perhaps

closer monitoring of the tablet and liquid chaser swallowing process would

prevent similar occurrences in the future.  

Baraga Maximum Correctional Facility

Case 31 Date of Death: 38768 Age: 40 Gender: Male

Pre-morbid care: While at Baraga, and beginning on January 1, 2006, this patient developed

vague, fleeting symptoms including stomach discomfort. He had some

nursing and physician exams and a couple of runs to the emergency

department which were non-diagnostic. He developed night sweats,

hematuria, abdominal pain, and swelling. By February 8, 2006, Baraga health 

staff had requested an abdominal ultrasound. 

Morbid care: He went to Marquette General Hospital on February 13, 2006, where a CT

of the abdomen and a CT-guided liver biopsy showed carcinomatosis

replacing 80% of his hepatic tissue. His condition was deemed terminal. An

oncologist did not feel that chemotherapy would work. A morphine drip

was started and he was kept comfortable. 
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Events during death

process:

He died at Marquette General Hospital on February 21, 2006 of liver

carcinomatosis.

Mortality Review: Done by Central Office. No issues were found. NCCHC concurs. 

COMMENT: None

Charles E. Egeler Reception and Guidance Center

Case 32 Date of Death: 38982 Age: 39 Gender: Male

Pre-morbid care: He had intake on September 22, 2006. The exam included a 17-question

suicide screening. 

Morbid care: He had only two positive responses to the intake suicide screening: He

checked that he was very worried about major problems (family) and that he

had a history of a previous suicide attempt with drug overdose in May of

2006. At the time of the events in question, intake inmates were referred to

mental health only if they responded positively to 6 or more of the 17

questions, or if they responded positively to a “red flag” question. The “red

flag” questions were not so marked, so inmates could not know which

questions were “red flags.” In any case, he was not referred immediately to

mental health. He would have been seen by mental health for a formal

intake evaluation in a few days, but he did not make it, committing suicide

before that date. He did not request a mental health evaluation either.

Events during death

process:

He wrote a suicide note, jumped from a 4th floor galley, crashed into a hard

floor, and was brought by Rescue to Foote Hospital, where he was

pronounced dead of multiple injuries.

Mortality Review: Done by Central Office and Regional Office. Regional staff opined that

there may have been problems with the standards used for referral to mental

health after screening and referred the matter to Central Office. Central

Office agreed that there may be a need to revise the standards for mental

health referral.
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COMMENT: Central Office said that it would create a committee to formulate screening

and mental health referral standards for suicidality at intake. NCCHC

concurs with the actions taken.

Marquette Branch Prison

Case 33 Date of Death: 39005 Age: 40 Gender: Male

Pre-morbid care: He was at MBP where he received cared for his uncontrolled insulin

dependent diabetes, diabetic uropathy with indwelling bladder catheter,

recurrent urinary tract infections and attention deficit disorder. He was on

Baclofen, Tenormin, Vasotec, Bactrim, Advair, Albuterol, Neurontin,

Norvasc, and Lantus. His Accuchecks were performed frequently, showing

primarily values between 300 and 600, with rare normal values.  HbA1c

levels were on the very high side, with values in excess of 12%. While there

were hundreds of visits and care charted in Serapis for this patient, very few

chronic care visits could be identified from the Serapis listings. 

Morbid care: While at MBP, he developed nausea, vomiting, chest and abdominal pains,

and was admitted to Marquette General Hospital. Blood cultures were

positive for gamma hemolytic strep, a gram negative rod (Serratia), and

Enterococcus. He received antibiotics. An abdominal ultrasound showed

acalculous cholecystitis and a laparoscopic cholecystectomy was performed.

He developed hypotension and required continued endotrachial intubation

and dopamine. He remained on the ventilator in septic shock with metabolic

acidosis. 

Events during death

process:

Despite all efforts, he could not be ventilated and expired at Marquette

General Hospital of multi-organ failure, insulin dependent diabetes, status

post cholecystectomy, and sepsis.
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Mortality Review: Done by Regional Office. No concerns were raised. A minor issue was

mentioned. When this inmate was found medically unsuitable to go to a

mental health residential treatment program, the information was

communicated verbally, without a health record entry on paper or

electronically. 

COMMENT: The above recommendation will be given to the MBP staff. NCCHC

concurs with findings and action taken.

Huron Valley Men’s Facility

Case 34 Date of Death: 38971 Age: 62 Gender: Male

Pre-morbid care: This heavy smoker was in the system since 2001, when he came free of

tumor. However, he disclosed a history of Hodgkin’s lymphoma in 1970,

which had required radiotherapy and chemotherapy. A melanoma of the

face had been removed in 1999. Chest X ray showed incipient emphysema.

He spent most of his time at Saginaw Correctional Institution. In 2005, he

developed a suspicious neck lesion. A biopsy performed on July 29, 2005

showed squamous cell carcinoma of the neck. 

Morbid care: After surgery and dissection of the tumor, radiotherapy was tried for 6

weeks. At first he appeared to respond to radiotherapy. However, by May 8,

2006 he had a recurrence, and, on July 27, 2006, an oncologist felt that no

additional therapies were feasible. He was transferred to the HVM infirmary

on August 4, 2006 due to the need for terminal care.

Events during death

process:

He was kept comfortable, given pain relief, and was found dead in bed on

September 12, 2006.  Cause of death was disseminated carcinoma of the

neck, unresponsive to radiation therapy, coronary artery disease, and

emphysema.

Mortality Review: Done by Central Office. No findings were made. NCCHC concurs. 

COMMENT: None
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G. Robert Cotton Correctional Facility (From JCS)

Case 35 Date of Death: 38988 Age: 54 Gender: Male

Pre-morbid care: He came to the system in 1999 with no major medical conditions at intake.

By January 2003, however, he was at JCS and was started in the pulmonary

and diabetic chronic care clinics. He was noted to be positive for hepatitis C.

Chronic care visits were sporadic, however, and he was not seen in chronic

care until July of 2002, when he was seen for his chronic conditions. Again,

in 2003, there were only sporadic chronic care visits. Regular chronic care

visits began in 2004. Apparently, he was never considered for interferon

therapy. Evidence of a pneumonia shot could not be found. 

Morbid care: He was at JCF when, on August 30, 2006, he presented with a history of

being sick for 5-6 days with cough, chills, and fatigue. He visited the DWHC

emergency department on August 31, 2006 and September 1, 2006, when he

received antibiotics. Wet film reading of his chest X ray showed infiltrates.

However, he was sent back from the emergency department to prison each

time after intravenous Levaquin was given. Suggestions were given for the

institution, JCF, to monitor the patient and to send him back for re-

evaluation. The next day, September 2, 2006, JCF staff found him very short

of breath and sent him to the Foote Hospital for definitive care. 
He left Foote Hospital on September 13, 2006 and went to DWHC. The

DWHC documentation was not part of the Central Office file given to the

NCCHC reviewer. At DWHC, he did not do well and returned to Foote

Hospital September 25, 2006.

Events during death

process:

At Foote Hospital since September 25, 2006, he did not do well, could not

be ventilated, and expired in four days, on September 29, 2006, of

pneumonia, with non-insulin dependent diabetes mellitus, chronic

obstructive pulmonary disease, and hepatitis A, B, and C.

Mortality Review: Done by Regional Office: No care issues were found, but the DWHC

documentation was not available. 
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COMMENT: The Committee agreed that the Regional DON would get together with the

DWHC nursing staff to address the documentation issue. NCCHC concurs.

In addition, it was noted that this diabetic inmate, in the system for 6 years,

has no documented pneumonia shot despite serious diabetic and pulmonary

disease. The Committee should have addressed this issue, but it did not.

G. Robert Cotton Correctional Facility

Case 36 Date of Death: 38960 Age: 77 Gender: Male

Pre-morbid care: He came into the system in 1995, without major problems.    He was

enrolled in the chronic clinic for ischemic heart disease in 1997. A

pneumonia shot was given in June of 2002. He had chronic clinic visits. His

blood pressures were on the low side, with an average of 100 systolic and 60

diastolic, perhaps denoting low cardiac output.  In 2002, he had a

myocardial infarction, which required pacemaker insertion. The pacemaker

was checked every 3 months. A cardiologist saw him on May 25, 2005, He

commented on the chronic atrial fibrillation and the use of Betapace.

Recurrent weakness and shortness of breath required clinic and emergency

department visits. 

Morbid care: He was sent to the DWHC emergency department on August 22, 2006 for

generalized weakness. DWHC staff felt that he was too sick for DWHC and

relayed the case to the Foote Hospital.

Events during death

process:

At Foote Hospital, he was felt to be very elderly, with low perfusion, which

did not respond to the usual therapies, He expired on September 1, 2006 of

pneumonia and sepsis, with chronic obstructive pulmonary disease, chronic

renal failure, coronary artery disease, and atrial fibrillation.

Mortality Review: Done by Central Office and Regional Office. There were no findings.

NCCHC concurs.

COMMENT: None
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Lakeland Correctional Facility 

Case 37 Date of Death: 38792 Age: 74 Gender: Male

Pre-morbid care: He was at the Lakeland Facility. He came to the system for his last

incarceration in 1965. Documentation from that period was available, but it

consisted of 4x5 cards with very little medical information. However, it was

known from the start that he had a “rough mitral valve sound.” The inmate

said that he had had rheumatic fever at age 7. He smoked all the way to the

end.  Over decades of institutionalization, he had numerous visits to the

clinic and to the chronic illness clinics. His last chronic illness clinic visit was

on February 5, 2006. He was doing reasonably well, had a good peak

expiratory flow, and was taking 13 medications (some were over- the-

counter). 

Morbid care: On February 13, 2006 he developed acute shortness of breath, orthopnea,

and was using accessory muscles of respiration. He was sent to the Lakeland

Community Health Center emergency room. A chest X ray was unchanged

from baseline. He was still smoking. Electrocardiogram was unchanged. He

returned to DWHC on March 2, 2006, convalescing from chronic

obstructive pulmonary disease with exacerbation. He was believed to have

end-stage chronic obstructive pulmonary disease.  Massive doses of Solu-

Medrol had to be given IV.
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Events during death

process:

By March 6, 2006, he was admitted to the Foote Hospital because of his

inability to wean from IV Solu-Medrol and increasing shortness of breath.

He had developed a myocardial infarction with elevated troponins. He

remained intubated and on steroids. It was noted that his platelet counts

were in the vicinity of 20,000, with low red blood cells and white blood cells.

A bone marrow biopsy confirmed the presence of aplastic anemia. He

received G-CSF (granulocyte-colony stimulating factor— a growth factor

that stimulates the bone marrow to make more white blood cells),

Neupogen factors, and Fortaz antibiotics, plus platelet transfusions. He did

not respond to these maneuvers, became depressed, lethargic, and expired

on March 17, 2006 of myocardial infarction, with coronary artery disease,

chronic obstructive pulmonary disease, and aplastic anemia.

Mortality Review: Done by Central Office. No findings. NCCHC concurs. 

COMMENT: None
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G. Robert Cotton Correctional Facility

Case 38 Date of Death: 38777 Age: 64 Gender: Male

Pre-morbid care: He came to the system in October of 2001, with no major medical findings,

except for smoking 1 1/2 pack per day for 45 years. He also had chronic

obstructive pulmonary disease, some shortness of breath, and non-insulin

dependent diabetes mellitus since 1975. On admission, he refused a

pneumonia shot. He refused the same shot again in 2003. 

Chronic care clinics took place regularly. His HbA1c fluctuated between

10% to 12.0%, because of compliance issues. He refused some chronic care

visits and ministrations.  

Morbid care: He developed shortness of breath, a productive cough and weight loss, and

needed admission to the Foote Hospital on September 30, 2005. A CT scan

of the chest showed lung masses and mediastinal adenopathy.  A trans-

bronchial biopsy proved the presence of lung carcinoma. Chemotherapy was

started. He was not operable and was sent to DWHC for palliative care on

October 14, 2005.

Events during death

process:

At DWHC, he stayed until November 16, 2005, receiving palliative care. He

stabilized and was returned to JCF. He lasted at JCF until January 13, 2006,

when he developed left-sided weakness and uncontrolled diabetes mellitus.

He went to Foote Hospital, where his lungs were opaque by chest X ray, but

he still was breathing on his own. He was discharged to DWHC on January

23, 2006. Taxol and Taxotere were tried for tumor palliation. He refused his

insulin shots and was restless and weak. He expired on March 2, 2006 of

respiratory failure, metastatic lung carcinoma, plus diabetes.  

Mortality Review: Done by Central Office. Only one problem was found. The Committee

pointed out that, following an emergency department visit on September 9,

2005, a repeat chest X ray that was supposed to take place at the institution

in one week had not been done.  Apparently, the inmate had refused to go

to the emergency room for the chest X ray, but the correctional officer did

not generate a signed refusal. 
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COMMENT: The RMO took appropriate action. NCCHC concurs.
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Appendix E

External and Internal Stakeholders’ Concerns

Groups and individuals have expressed their concerns to the MDOC administration, the

Governor, and the Michigan Legislature about MDOC health services and the quality of care being

provided to inmates.  As part of this comprehensive assessment, NCCHC contacted external and

internal stakeholders to solicit their opinions regarding health services.  External stakeholders were

identified by the MDOC, and NCCHC contacted them by telephone in August 2007.  Several

themes emerged as a result of their responses.

External Stakeholder Concerns 

Theme 1.  Health care is not timely nor appropriate.  Many external stakeholders indicated to us

that prisoners are not getting the care that they are supposed to be receiving.  They cite as examples: 

medications are not being delivered on a timely basis, specialist care is not being delivered, health

complaints are being ignored, and recommendations from health care professionals are not followed

through.

Theme 2.  Inconsistent Policies and Procedures.  Several external stakeholders indicated to us

that health services policies are inconsistent from institution to institution.  For example, lack of

special accommodation (e.g., special shoes, canes, walkers, or low bunk assignments) may be allowed

in one facility, but then medical staff cannot order it at a different facility with the same security

rating.

Theme 3.  Failure to Follow Thorough.  Many external stakeholders indicated to us that health

staff do not sufficiently explain issues to the inmates and fail to follow through on promised

services.  Often, inmates are treated rudely by health staff.
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Theme 4.  Failure of Accountability.  A number of external stakeholders indicated there is no

single individual who can effectively take responsibility for change.  Owing to the tripartite system,

there is much “finger-pointing” and it is difficult to assign responsibility and accountability.  For

example, a severe chronic pain regime has been issued by a “pain committee.”  However, it has not

been followed by CMS physicians and there is no enforcement or accountability.  Without impunity,

health appointments are cancelled without notification, medications are not delivered, and inmates

are not taken seriously for their complaints or diseases.  They indicated there is insufficient oversight

over CMS.

Theme 5.  Dysfunctional Operational Capacities. Many of the external stakeholders indicated

that unit physicians are reluctant to put in requests for care, because they know it will be denied

anyway through CMS’s utilization review.  CMS has little risk exposure and does not share in the

costs, yet failure to monitor expenses such as over-prescribing leads to over-utilization of services

without accountability.  The DOC’s Bureau of Health Care Services, CMS, and the Department of

Community Health do not coordinate their efforts.  There is much overlap and failure to ensure that

operational capacities are functioning efficiently and effectively.

Internal Stakeholder Concerns 

NCCHC contracted with MGT of America, a national public sector consulting firm specializing

in corrections, to conduct a survey of all employees of the MDOC regarding their impressions and

opinions of inmate health care in the department.

NCCHC and MGT of America designed the Likert survey questions.  The survey asked fifteen

questions.  The web-based survey was made available online for a one-week period.  Table 1

presents the survey questions and response options as they appeared to the survey respondents.

An invitation to participate in the survey was sent by the MDOC Director to all employees.
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In an effort to maximize the level of participation, the survey was designed to be taken

anonymously.  No mechanisms to identify individuals responding to the survey were included.  A

total of 1,114 employees responded to the survey. 

Table I
Michigan Department of Corrections Staff Survey on Correctional Health Care

Strongly
Disagree

Disagree Neutral Agree Strongly
Agree

Not
Applicable

1. Correctional officers, mental health, and
health care staff are held equally
accountable for their performance.
2. Correctional officers follow MDOC
practices, procedures, and regulations.
3. Health care and mental health staff
follow MDOC practices, procedures, and
regulations.
4. Providing good health care and mental
health services to inmates is central to the
mission of the MDOC.
5. Inmates take unfair advantage of health
care and mental health services.  
6. Correctional officers treat inmates fairly.
7. Correctional officers, health care, and
mental health staff share common values
and work together effectively.
8. Management does a good job in
balancing security considerations with the
delivery of health care and mental health
services to inmates.
9. I feel safe when working among the
inmates.
10. Inmates should receive no more than a
minimal level of health care services.
11. Inmates currently receive a high level of
health care services.
12. Health care and mental health staff
understand institutional security rules.
13. Health care, mental health staff, and
correctional officers back each other up if
things get tough.
14. It is important to keep an inmate’s
health status confidential.
15. Inmates usually lie about being ill.
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Survey Results 

Question 1.  Correctional officers, mental health, and health care staff are held equally

accountable for their performance.  There were 1,107 survey respondents who answered this

question. The results were divided almost evenly, with 44 per cent of respondents strongly

disagreeing (15%) or disagreeing (29%) and 43 per cent strongly agreeing (16%) or agreeing (27%). 

Twelve percent of respondents were neutral on the issue, and one per cent responded “not

applicable.”  Chart 1 below illustrates a summary of the results of question one.

Chart 1  

Correctional officers, mental health, and health care staff are held equally accountable for

their performance.
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Question 2.  Correctional officers follow MDOC practices, procedures, and regulations. 

There were 1,109 respondents who answered this question.  The overwhelming majority (81%) of

respondents agreed (51%) or strongly agreed (30%) that correctional officers follow MDOC

practices, procedures, and regulations. Only eight per cent disagreed (6%) or strongly disagreed (2%)

with this statement.  Ten per cent of respondents were neutral on the issue, and one per cent

responded “not applicable.”  Exhibit 2 below illustrates a summary of the results of question two.
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Chart 2

Correctional officers follow MDOC practices, procedures, and regulations.
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Question 3. Health care and mental health staff follow MDOC practices, procedures, and

regulations.  There were 1,105 survey respondents who answered question three. The majority of

respondents (62%) agreed that health care and mental health staff follow MDOC practices,

procedures, and regulations. Of the 62% agreeing with this statement, 19% strongly agreed, and

43% agreed. Sixteen percent did not agree with the statement, with 13% of these disagreeing and 3%

strongly disagreeing. Nineteen percent were neutral on the issue and 2% responded “not applicable.” 

Responses do not add up to exactly 100% due to rounding.  Chart 3 below illustrates a summary of

the results of question three. 

Chart 3

Health care and mental health staff follow MDOC practices, procedures, and regulations.
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Question 4. Providing good health care and mental health services to inmates is central to

the mission of the MDOC.  There were 1,104 survey respondents who answered this question. The

majority (67%) of respondents agreed (38%) or strongly agreed (29%) that providing good health

care and mental health services to inmates is central to the mission of the MDOC.  There were 16%

of the respondents who did not support the statement [disagreed (11%) or strongly disagreed (5%)].

Another 16% of respondents were neutral on the issue and less than one per cent responded “not

applicable.”  Chart 4 below illustrates a summary of the results of question four. 

Chart 4

Providing good health care and mental health services to inmates is central to the mission of

the MDOC.

5%

11%

16%

38%

29%

0%
0%

5%

10%

15%

20%

25%

30%

35%

40%

Strongly
Disagree

Disagree Neutral Agree Strongly Agree Not Applicable

Question 5.  Inmates take unfair advantage of health care and mental health services.   

There were 1,107 survey respondents who answered this question. A large majority (74%) strongly

agreed (50%) or agreed (24%) that inmates take unfair advantage of health care and mental health

services. Fourteen percent were neutral on this issue. Only 11% disagreed (9%) or strongly disagreed

(2%) with the statement. One per cent responded “not applicable.”  Chart 5 below illustrates a

summary of the results of question five. 
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Chart 5

Inmates take unfair advantage of health care and mental health services.
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Question 6. Correctional officers treat inmates fairly.  There were 1,106 survey respondents

who answered this question, with 79% of them agreeing (53%) or strongly agreeing (26%) that

correctional officers treat inmates fairly.  Only 9% did not agree with this statement; 7% disagreed

and 2% strongly disagreed. Twelve percent of respondents were neutral on this issue and one

percent responded “not applicable.”  Responses do not add up to exactly 100% due to rounding. 

Chart 6 below illustrates a summary of the results of question six.

Chart 6 

Correctional officers treat inmates fairly.
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Question 7. Correctional officers, health care, and mental health staff share common values

and work together effectively.  There were 1,105 survey respondents who answered this question, 

with almost half (49%) agreeing (36%) or strongly agreeing (!3%) that correctional officers, health

care, and mental health staff share common values and work together effectively. However, 30%

either disagreed (23%) or strongly disagreed (7%) with this statement. Also, 21% of respondents

were neutral on the issue and one percent responded “not applicable.”  Responses do not add up to

exactly 100% due to rounding.  Chart 7 below illustrates a summary of the results of question seven.

Chart 7

Correctional officers, health care, and mental health staff share common values and work

together effectively. 
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Question 8. Management does a good job in balancing security considerations with the

delivery of health care and mental health services to inmates.  There were 1,104 survey respondents

who answered this question.  Over half (59%) either agreed (43%) or strongly agreed (16%) that

management does a good job balancing security considerations with the delivery of health care and

mental health services to inmates. Almost one quarter of respondents (23%) disagreed (15%) or

strongly disagreed (8%) with this statement. Sixteen percent of respondents were neutral on this

issue and one percent responded “not applicable.”  Responses do not add up to exactly 100% due to

rounding.  Chart 8 below illustrates a summary of the results of question eight.
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Chart 8

Management does a good job in balancing security considerations with the delivery of

health care and mental health services to inmates.
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Question 9. I feel safe when working among the inmates.  There were 1,106 survey

respondents who answered this question.  Two thirds (66%) either agreed (43%) or strongly agreed

(23%) that they felt safe when working among inmates.  There was 16% disagreement with this

statement [either disagreed (12%) or strongly disagreed (4%)], 15% of respondents were neutral on

the issue and three per cent responded “not applicable.”  Chart 9 below illustrates a summary of the

results of question nine.

Chart 9  

I feel safe when working among the inmates.
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Question 10. Inmates should receive no more than a minimal level of health care services. 

There were 1,096 respondents who answered this question.  There were 46% who either agreed

(26%) or strongly agreed (20%) that inmates should receive no more than a minimal level of health

care services. Another 33% either disagreed (27%) or strongly disagreed (6%) with this statement.

Twenty percent of respondents were neutral on this issue and one per cent responded “not

applicable.”   Chart 10 below illustrates a summary of the results of question ten.

Chart 10

Inmates should receive no more than a minimal level of health care services.

6%

27%

20%

26%

20%

1%

0%

5%

10%

15%

20%

25%

30%

Strongly
Disagree

Disagree Neutral Agree Strongly Agree Not Applicable

Question 11.  Inmates currently receive a high level of health care services.  There were

1,102 survey respondents who answered this question.  A large majority (74%) either agreed (31%)

or strongly agreed (43%) that inmates currently receive a high level of health care services. Only 13%

either disagreed (8%) or strongly disagreed (5%) with this statement. Twelve percent of respondents

were neutral on this issue and one per cent responded “not applicable.”  Chart 11 below illustrates a

summary of the results of question eleven.
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Chart 11 

Inmates currently receive a high level of health care services.
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Question 12. Health care and mental health staff understand institutional security rules.

There were 1,102 survey respondents who answered this question. Slightly more than half (52%)

either agreed (38%) or strongly agreed (14%) that health care and mental health staff understand

institutional security rules. Thirty percent either disagreed (21%) or strongly disagreed (9%) with this

statement, 16% of respondents were neutral on this issue, and two per cent responded “not

applicable.”  Chart 12 below illustrates a summary of the results of question twelve.

Chart 12

Health care and mental health staff understand institutional security rules.
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Question 13. Health care, mental health staff, and correctional officers back each other up if

things get tough.  There were 1,106 survey respondents who answered this question. Over half

(57%) either agreed (36%) or strongly agreed (21%) that health care, mental health staff, and

correctional officers back each other up if things get tough. Twenty percent either disagreed (14%)

or strongly disagreed (6%) with this statement. Another 21% of respondents were neutral on the

issue and two percent responded “not applicable.”  Chart 13 below illustrates a summary of the

results of question thirteen.

Chart 13

Health care, mental health staff, and correctional officers 
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Question 14.  It is important to keep an inmate’s health status confidential.  There were

1,108 respondents who answered this question.  A total of 59% of respondents supported this

statement 30% agreeing and 29% strongly agreeing that it is important to keep an inmate’s health

status confidential. One quarter (25%) of respondents either disagreed (17%) or strongly disagreed

(8%) with this statement. Another 14% of respondents were neutral on the issue and two per cent

responded “not applicable.”  Chart 14 below illustrates a summary of the results of question

fourteen.
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Chart 14

It is important to keep an inmate’s health status confidential.
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Question 15. Inmates usually lie about being ill.  There were 1,108 survey respondents who

answered this question. Respondents appeared divided as to whether inmates usually lie about being

ill, with 38% either agreeing (23%) or strongly agreeing (15%) with this statement. Another 35%

were neutral on this issue, and 26% either disagreed (24%) or strongly disagreed (2%) with the

statement. Two per cent responded “not applicable.” Responses do not add up to exactly 100% due

to rounding.  Chart 15 below illustrates a summary of the results of question fifteen.

Chart 15

Inmates usually lie about being ill.
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Conclusions 

The survey results showed a strong consensus among MDOC staff that both correctional

officers and health care staff comply with agency policies and rules in the performance of their

duties.  Most staff agreed that health care is an important part of the MDOC’s mission.  A very high

percent of respondents agreed that inmates currently receive a very high level of health care service,

and that officers treat inmates fairly.  However, the statement that inmates take unfair advantage of

the services available to them received one of the highest positive responses in the survey, with 74%

in agreement (50% strongly agree), and only 11% disagreeing.  Staff also generally feel safe working

around inmates and feel that management does a good job of balancing security and health care

service delivery.

There appeared to be a major divide among staff as to whether health care and custody staff are

held equally accountable, whether custody and health care staff share similar values and work

together well, and whether inmates should receive minimal levels of health care.  It would have been

useful to know the positions of the respondents in regard to the answers they gave.  Unfortunately,

in an effort to promote a higher number of responses to the survey and provide the respondents

with anonymity, data were not collected on the job or facility of the respondents.  Therefore,

additional analysis of the data was not possible.




