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Personal Injury Fact Sheet and Medical Opinion
Prepared by Christine Slack RN, BSN, APRN, NP-C, CFNC
Patient Information
Name: Doe, Jane
Date of Birth: 3/26/xxxx
Date of Injury: 05/03/xxxx
Date of Death: 05/03/xxxx
Primary Care Physician: Dr D.D.
Treating Physicians/APP:  
Other caregivers:

Records Reviewed
	File Name/Designation
	Total Pages

	Against Medical Advice (000433)
	1

	Feb flowsheet (000007-000016)
	10

	March flowsheet (000017-000039)
	19

	April flowsheet (000040-000057)
	15

	May flowsheet (000058—000067)
	10

	Level 2 (000251-000270)
	20

	Initial Referral (000216-000250)
	35

	Orderreports (000086-000087)
	2

	Orderreports1 (000098-000099)
	2

	Orderreports2  (000070-000071)
	2

	Orderreports3  (000088-000097)
	10

	Orderreports4  (000068-000069)
	2

	Orderreports5  (000072-000085)
	14

	Orderreports6  (000106-000107)
	2

	Orderreports7  (000102-000103)
	2

	Orderreports8  (000104-000105)
	2

	Orderreports9  (000100-000101)
	2

	Orderreports10  (000108-000109)
	2

	Orderreports11  (000110-000111)
	2

	Orderreports12  (000126-000127)
	2

	Orderreports13  (000143-000144)
	2

	Orderreports14 (000130-000132)
	3

	Orderreports15  (000112-000125)
	2

	Orderreports16  (000128-000129)
	2

	Orderreports17  (000133-000142)
	10

	Orderreports18  (000147-000148)
	2

	Orderreports19  (000149-000150) 
	2

	Orderreports20  (000145-000146)
	2

	Orderreports21. (000155-000157)
	3

	Orderreports22. (000153-000154)
	2

	Orderreports23  (000151-000152)
	2

	Orderreports24  (000158-000167)
	10

	Orderreports25  (000184-000185)
	2

	Orderreports26  (000171-000183)
	13

	Orderreports27  (000168-000170)
	3

	Orderreports28 (000188-000197)
	10

	Orderreports29 (000186-000187)
	2

	Orderreports30  (000198-000199)
	2

	Orderreports31 (000200-000201)
	2

	Orderreports32 (000202-000213)
	12

	Orderreports33 (000214-000215)
	2

	Schedule management (000378)
	1

	Bhm notes (000398-000400)
	3

	Bhm notes – 1(000407-000409)
	3

	Bhm notes – 2(000002-000003)
	2

	Death Certificate (000272-000273)
	2

	ehr10471857-1775835579955 (000401-000403)
	3

	ehr10471857-1775835673249 (000404-000406)
	3

	ehr10471857-1775835675959  (000382-000397)
	16

	Ehr10471857-1775764251297 (000274-000377)
	104

	Care Plan (000410-000432)
	23

	Tasks (000004-000006)
	3

	University Health (000271)
	2

	TOTAL
	394



Documented Medical Conditions
	The Following are documented medical conditions based on the review of the above records: 

	HIV Positive

	Vitamin D Deficiency

	Cigarette nicotine dependence without complication

	Major Depressive Disorder, recurrent, severe with psychotic symptoms

	Neuropathy

	Unspecified Psychotic Disorder

	Cluster B Personality Trait

	Mood disorder

	Alcohol abuse

	Bipolar disorder

	Personality disorder

	Seizure disorder

	Post traumatic stress disorder

	Severe cocaine abuse

	Bell’s Palsy

	Anxiety disorder, unspecified type

	Cannabis abuse

	Dysthymic Disorder

	Stimulant abuse

	Schizoaffective disorder, bipolar type







Medical Opinion

It is this writer’s medical opinion that the staff at Parkview deviated from the applicable standard of care in their management of Jane Doe on 05/03/2024 and in the weeks preceding that date. Based upon the available medical records and documentation, there were signs and behavior changes that should have prompted consideration of a possible manic episode, psychotic episode, or other acute psychiatric decompensation. Given Ms. Doe’s extensive and well-documented psychiatric history, it is this writer’s opinion that appropriately trained healthcare personnel should have recognized the potential significance of these findings and initiated further assessment, monitoring, communication, and intervention as clinically indicated.
This opinion is based upon my education, training, and over 23 years of experience as a Registered Nurse/Nurse Practitioner, as well as my review of the available medical records, documentation, and other materials provided in this matter, including but not limited to the following:
1. It is extensively documented throughout the records reviewed, including the progress notes authored by Dr. D.D., records authored by FNP Doe, the PASRR/DU Level II Evaluation, and Parkview records, that Ms. Doe had a longstanding and complex psychiatric history. Documented diagnoses included Major Depressive Disorder, recurrent and severe with psychotic features; Dysthymic Disorder; Unspecified Psychotic Disorder; Schizophrenia with auditory hallucinations; Schizoaffective Disorder, bipolar type; Mood Disorder; Post-Traumatic Stress Disorder; Cluster B personality traits; severe cocaine abuse; alcohol dependence; cannabis dependence; and stimulant use disorder.
Additionally, the records document a history of more than sixteen prior suicide attempts.
Taken together, these diagnoses and prior suicide attempts establish that Ms. Doe was a high-risk psychiatric patient with a documented history of serious mental illness, psychosis, mood instability, substance use disorders, and recurrent self-harm behavior which warranted close psychiatric monitoring and intervention. Given the severity and chronicity of her psychiatric history, patient should have had ongoing psychiatric follow up and documented risk assessments to monitor for psychiatric decompensation. Dr D.D. documented in his admission note that Ms. Doe was to "follow up with psych." However, upon review of the records provided, this writer found no documentation demonstrating that psychiatric follow-up occurred or that ongoing psychiatric treatment was being actively provided.
2. The records reviewed do not contain documentation demonstrating the implementation of several interventions commonly considered appropriate for patients with significant psychiatric illness and a history of recurrent suicidality, including: 
a. Regular structure psychotherapy,
b. Ongoing psychiatric evaluation, including periodic risk assessments for suicide, self-harm, and psychiatric decompensation.
c. Integrated treatment addressing co-occurring substance use disorders, when clinically indicated; and
d. Individualized  safety planning and crisis intervention measures designed to identify and mitigate escalating psychiatric risk.
3. Review of the medical progress notes authored by Dr D.D., Ms. Doe was prescribed Seroquel, in treatment of her schizophrenia, to be given daily at bedtime. Review of medication administration records and nursing documentation in the days preceding the incident of 05/03/2024 revealed no documentation demonstrating that Ms. Doe received her prescribed antipsychotic, Seroquel, on 04/24/2024, 04/25/2024, 04/26/2024, 04/27/2024, 04/29/2024, 05/01/2024 or 05/02/2024. The last documented administration identified by this writer prior to the incident on 05/03/2024 occurred on 04/30/2024. Additionally, this writer found no documentation explaining why these undocumented doses were not administered. 
Quetiapine is an antipsychotic medication commonly used to manage psychotic disorders, mood disorders, and behavioral symptoms. Quetiapine works best when it is taken at the same time every day. The goal is to maintain a steady level of the medication in your bloodstream. Abrupt interruption of antipsychotic therapy may result in withdrawal symptoms, rebound psychiatric symptoms, or exacerbation of the underlying psychiatric illness. Potential manifestations may include increased agitation, anxiety, mood instability, insomnia, paranoia, delusions, hallucinations, or other signs of psychiatric decompensation. If several days are missed, it is not advised to restart the full dose without medical advice. Despite the documented absence of Quetiapine administration on 04/24/2024, 04/25/2024, 04/26/2024, 04/27/2024, 04/29/2024, 05/01/2024 and 05/02/2024, this writer found no documentation indicating that a medical provider was notified of undocumented doses, that the missed doses were evaluated, or that any plan was implemented to address the interruption in therapy.
A nursing note documents that Ms. Doe checked out of the facility at approximately 8:30 p.m. on 04/30/2024. A subsequent nursing note entered at midnight indicates that she had not yet returned to the facility. However, this writer found no documentation establishing when Ms. Doe ultimately returned to the facility or whether her prescribed medications were administered upon her return. 
The medication administration concerns identified during this review were not limited to Quetiapine. Similar documentation deficiencies were noted with other prescribed medications, including Escitalopram (treatment of depression/Anxiety) and Biktarvy (treatment of HIV) and others. These medications were also listed in Dr D.D. admission note to be given daily. No documentation found as to why these were not given. The presence of multiple undocumented medication administrations suggests a broader pattern of medication-management and documentation deficiencies rather than an isolated omission involving a single medication.
4. Upon review of the records provided, this writer found no documentation of physical aggression toward Parkview staff by Ms. Doe prior to the incident of 05/03/2024, during which it was documented that she slapped a housekeeper. To the contrary, multiple records describe Ms. Doe as cooperative, calm, and appropriately engaged. During the PASRR/DU Level II Evaluation dated 10/04/2023, she was described as "calm and cooperative." The Nursing Admission Screen/History dated 02/27/2024 documented that the resident was "pleasant upon arrival," "cooperative during assessment," and "calm." Additional records indicate participation in facility activities, including Bible Study on 03/06/2024, the Gold Rush Game on 03/14/2024, and Resident Council on 04/05/2024. These documented observations suggest that Ms. Doe had historically been able to interact appropriately with staff and participate in facility activities. The documented act of physical aggression on 05/03/2024 therefore appears inconsistent with her previously documented behavior and should have prompted consideration of an acute change in psychiatric status, psychiatric decompensation, or another underlying medical or behavioral cause requiring further evaluation.
Additionally, the records document two significant behavioral incidents occurring in the week immediately preceding the 05/03/2024 event.
On 04/25/2024, a behavioral note documented that Ms. Doe dropped a crack pipe in the dining room. Ms. Doe was educated that this was a violation of the drug & alcohol policy and could lead to discharge from facility or placement on the no LOA list for the safety of herself and others. No documentation found in reviewed records to indicate whether there was any follow up on this behavior. 
On 05/02/2024, another behavioral note documented that a resident had reportedly provided Ms. Doe with money to purchase crack cocaine. Facility staff subsequently searched her room and reportedly recovered a crack pipe, multiple used lighters, and a bottle containing narcotic pills. The documentation further states that Ms. Doe admitted to using narcotics and attempting to obtain narcotics for another resident. Physician was notified who wrote orders to place resident on the no LOA list for safety of herself and others. The records reviewed did not contain documentation of a request for, recommendation of, or order for additional psychiatric evaluation following the incident. Review of the available records did not identify any documentation indicating that the physician was notified that Ms. Doe had an interruption of Seroquel therapy prior to the incident. Had the physician been provided with a complete and accurate account of Ms. Doe’s recent behavioral changes following interruption of prescribed Seroquel therapy, the physician would have been in a better position to evaluate whether more urgent psychiatric intervention was warranted.
These incidents are significant because they occurred within a week of the 05/03/2024 event and represent a notable escalation in documented behavioral concerns. When viewed in conjunction with Ms. Doe’s extensive psychiatric history, documented substance use disorders, and the interruption of her prescribed Seroquel therapy from 04/24/2024 through 04/27/2024, 04/29/2024 and again on 05/01/2024 and 05/02/2024, these events should have raised concern for possible substance-induced behavioral changes, psychiatric decompensation, medication-related issues, or a combination of these factors. Review of the available records did not identify any documentation indicating that the physician was notified that Ms. Doe had missed multiple doses of Seroquel prior to the incident.
In this writer's opinion, the clustering of these events warranted heightened monitoring and a comprehensive psychiatric assessment to determine whether Ms. Doe was experiencing an acute change in mental status or psychiatric condition. In the PASRR/DU level II Evaluation it states that “Given Ms Doe's persistent psychiatric symptoms, acute/chronic medical conditions, difficulty maintaining sobriety, limited insight/ judgment… Ms Doe requires 24 hour/day nursing supervision and oversight to ensure she is safe, to ensure her basic needs are being met, and ensure she has consistent access to medications and psychiatric/medical follow… A Behavioral Support Plan is indicated due to Ms Doe’s history of unsafe/risk-taking behavior,.. Ms Doe requires ongoing assessment of mood, thought process and behaviors for early recognition of changes to promote early intervention and proactive modifications to plan of care”  In light of Ms. Doe’s extensive psychiatric history, her documented behavioral changes on 04/25/2024 and 05/02/2024 should have prompted consideration of substance induced behavioral changes, psychiatric decompensation, medication-related issues, or a combination of these factors and triggered further psychiatric assessment. The absence of documentation demonstrating such an evaluation raises concerns regarding whether appropriate psychiatric monitoring and intervention were provided. No documentation found in provided records of an active Behavioral Support Plan. 
5. The records reviewed do not establish whether responding law enforcement officers on 05/03/2024 were informed of Ms. Doe’s extensive psychiatric history, including her documented psychotic disorders, mood disorders, substance use disorders, history of more than sixteen suicide attempts, and recent behavioral changes in the setting of interrupted Seroquel therapy documented preceding the events of 05/03/2024. In this writer's opinion, the information available to facility staff at that time should have raised concern for possible psychiatric decompensation and warranted consideration of urgent psychiatric evaluation. Given Ms. Doe’s extensive psychiatric history, documented behavioral changes, and the circumstances surrounding the incident, referral for immediate mental health assessment, including evaluation of whether involuntary psychiatric detention, was clinically indicated, would have been a reasonable and appropriate intervention to consider at that time.
Had responding law enforcement officers been provided with a complete and accurate account of Ms. Doe’s psychiatric history, recent behavioral changes, recent substance abuse, interruption of Seroquel therapy and potential signs of psychiatric deterioration, they would have been in a better position to evaluate whether urgent psychiatric intervention was warranted.
Given Ms. Doe’s extensive psychiatric history, the absence of documentation regarding prescribed Quetiapine administration, the lack of any documented explanation for the missed doses, and the incomplete documentation regarding her whereabouts and return to the facility constitute significant gaps in the medical record. As a result, it is not possible to reliably determine whether medication interruption, substance use, psychiatric deterioration, or a combination of these factors contributed to the behavioral changes observed in the days preceding the incident on 05/03/2024 as well as the incident on 05/03/2024. These omissions also hinder retrospective assessment of whether appropriate monitoring, evaluation, and intervention were provided during a period of apparent clinical change.
Because of the abovementioned, it is this writer’s medical opinion that the staff at Parkview deviated from the applicable standard of care in their management of Ms Doe.
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Comprehensive Forensic Medical Consulting reserves the right to amend this report with the discovery of further records.
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