COMMONWEALTH OF MASSACHUSETTS
WORCESTER SUPERIOR COURT

WORCESTER, ss C/
CIVIL ACTION NO.
11-0342

MARIO LEMANSKI, ADMINISTRATOR,
ESTATE OF ZYGMONT LEMANSKI
Plaintiff

V.

COMMONWEALTH OF MASSACHUSETTS,
KATHLEEN SHULTZ, THOMAS PATNAUDE, MD,
COLEEN R. HANNAM, LPN, NURSE JANE DOE |
NURSE JANE DOE 2, NURSE JANE DOE 4

FILED

FEB 2 , 201

ATTEST: M m
CLERK

Defendants
COMPLAINT AND REQUEST FOR JURY TRIAL
INTRODUCTION
L. This is an action in wrongful death for money damages arising from negligence,

malpractice and/or violations of the constitutional rights of plaintiff’s decedent by the
Worcester County Sheriff’s Office, an agency of the Commonwealth of Massachusetts,
and by the medical director, nurses and correctional officers of the Worcester County
House of Correction. As a direct and proximate result of these parties’ misconduct,
plaintiff was deprived of medical care necessary to preserve his life and suffered great
pain of body and mind, awareness of impending death, and death, and members of his

immediate family experienced grief and emotional distress.
JURISDICTION

This action is brought pursuant to 42 U.S.C.§1983 and 1988, the Eighth and Fourteenth
Amendments to the United States Constitution, and the common law, Constitution and

statutes of the Commonwealth of Massachusetts,

On information and belief all defendants are within the personal jurisdiction of this
Honorable Court, and/or the Court has jurisdiction over them pursuant to the so called
Long-Arm Statute of Massachusetts, M.G.L. c. 223A.83.

;’herc is no reasonable likelihood that plaintiff’s recovery will be less than or equal to
25,000.
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This Honorable Court has original jurisdiction of the action generally pursuant to M.G.L.
c. 212,§3 & 4, and it has exclusive jurisdiction of claims against the Commonwealth per

the 11 Amendment to the U.S. Constitution and M.G.L. ¢. 258,§3.
VENUE

6. Venue in this Court is proper per M.G.L. ¢. 223,§1 and 258§3
PARTIES

Plaintiff Mario Lemanski, resides in the City of Worcester, Worcester County,
Massachusetts and, by decree of the Worcester Family and Probate Court in Docket No.

11P0482 (Meagher, J.) plaintiff is the duly appointed administrator of the estate of his
brother the decedent, Zygmont Lemanski.

At all times pertinent hereto until his death from pneumonia on March 4, 2008, at the age
of 44, plaintiff’s decedent Zygmont Lemanski (“Mr. Lemanski” or “decedent”) was an
inmate of the Worcester County House of Correction (“WCHC” or “the jail”) located at 5
Paul Tivnan Drive, Town of West Boylston, Worcester County, Massachusetts in custody

of the Worcester County Sheriff’s Office (“WCSO”).

9.  The defendant Commonwealth of Massachusetts (“The Commonwealth™) is a sovereign
with a usual business address at the City of Boston, Suffolk County, Massachusetts, and is
sued for conduct of its agency, the WCSO, in operation of the jail and for the conduct of

employees of the Commonwealth working at the jail under the direction of the WCSO. '

10. Defendant Thomas R. Patnaude, M.D., (“Dr. Patnaude™) of 610 Pleasant Street, Worcester,
Massachusetts, who is sued in his individual capacity and in his official capacity insofar as
the law may allow, was at all times pertinent hereto a duly licensed physician in the
Massachusetts and, as the Medical Director of the jail was the plaintiff’s primary care

physician.

11. Defendant Kathleen Shultz (“Deputy Schultz”), who is sued in her individual capacity, was
at all times pertinent hereto employed at the jail as an Assistant Deputy Schultz
Superintendent and the administrator of medical services and she was Dr. Patnaude’s

immediate superior.

12.  Defendant Nurse Jane Doe 1, who is sued in his or her individual capacity, was at all times
pertinent hereto a medical practitioner duly licensed in Massachusetts who provided
medical care to inmates at the jail under the clinical supervision of Dr. Patnaude.

! The WCSO is an independent agency of the Commonwealth of Massachusetts pursuant to Chapter 48 of the Acts
of 1997, M.G.L. c. 34B as amended, with a usual place of business at 5 Paul X. Tivnan Drive, Town of West

Boylston, Worcester County, Massachusetts.
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Pertinent o ‘;Jaﬂe Doe 2, Who is syeq In his or her Individua] Capacity, was at ] times

medie Medjc, Practitione, duly licensed jp, Massachusetts Who provided
Inmateg € Jail under the clinica] Supervision of Dy Patnaude

Deﬂl_nenzhereto'a Mmedica) Practitioner qyJy licensed i Massachusetts Who provideq
are to inmateg at the jaj] under the clinjc,] Supervision of Dy. Patnayge,

At all timeg pertinent hereto €ach individya] defendant kney of the foregoing
Tesponsibilities ang duties, including the duty to provide appropriate medica] care to sick
inmates ang the duty to take obvious ang available steps t avert a readily apparent and
imminent threat of substantial harm to an inmate arising from undiagnosed and/oy untreated

Atall times pertinent hereto Dr. Patnaude and the nursing defendants knew that the

decedent was HIV positive,
ual defendant knew that as a jailed inmate the

At all times pertinent hereto each indivig . ! :
decedent hadpio way of obtaining medical care essential to his health and survival except

from them and others in the jail medica] department,
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At all times pertinent hereto, as the medical director of a jail with significant percentages of
fh'i-lg users and HIP patients in its population, Dr. Patnaude knew of the susceptibility of
Intravenous drug users to infection and that IV drug abusers typically had weaker immune

System response to infection as compared to non-abusers.

F)n November 8, 2007, jail medical staff took a chest x-ray of the decedent and obtained
information from him regarding his medical treatment and providers in the months

preceding his incarceration.
On or about November 9, 2007 jail medical staff drew a sample of decedent’s blood for
laboratory testing.

On November 13 and 24, 2007, jail medical staff reviewed the results of decedent’s
laboratory tests, contacted one of his previous medical providers and sought to obtain

copies of his medical records.
On November 15, 2007, the decent was started on daily doses of an anti-retroviral
medication, Atripla.

Atripla, which consists of a combination of three different anti-retroviral drugs
(emtricitabine, tenofovir and efavirenz), was formulated specifically and solely for
treatment of HIV, and in 2006 received approval for use by HIV patients in the United

States.
Blood work reported on January 10, 2008, indicated that after the start of HIV medications

the levels of HIV in decedent’s blood had been controlled.

The Ordeal of Zygmont Lemanski
On Saturday, February 23, 2007, Mr. Lemanski felt ill with flu-like symptoms and took to

his bed.
In the medical record defendant Nurse Jane Doe 1 reported providing Atripla to Mr.
Lemanski in his cell at approximately 10 PM on the aforesaid date.

At the aforesaid time and place defendant Nurse Jane Doe 1 observed Mr. Lemanski’s
condition and despite knowing of his HIV diagnosis made no note or report and took no
other action to see that he got appropriate and timely diagnosis and treatment.

On Sunday, February 24, 2007, plaintiff remained in bed with the aforesaid complaint.

In the medical record defendant Nurse Jane Doe 2 reported providing Atripla to Mr.
Lemanski in his cell at approximately 10 PM on the aforesaid date.
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At the aforesaid time and place defendant Nurse Jane Doe 2 observed Mr. Lemanski’s
wing of his HIV diagnosis made no note or report and took no

condition and despite kno
other action to see that he got appropriate and timely diagnosis and treatment.

On Monday, F ebruary 25, 2007, plaintiff remained in bed with the aforesaid complaint.

In the medical record defendant Nurse Jane Doe 2 reported providing Atripla to Mr.
Lemanski in his cell at approximately 10 PM on the aforesaid date.

At the af(_)resaid time and place defendant Nurse Jane Doe 2 again observed Mr.
Lemanski’s condition and despite knowing of his HIV diagnosis made no note or report

and took no other action to see that he got appropriate and timely diagnosis and treatment.

On Tuesday, February 26, 2007, plaintiff remained in bed coughing up blood, vomiting and

suffering from diarrhea and chills.

In the medical record defendant Nurse Jane Doe 3 reported providing Atripla to Mr.
Lemanski in his cell at approximately 10 PM on the aforesaid date.

At the aforesaid time and place defendant Nurse Jane Doe 3 observed Mr. Lemanski’s

condition and despite knowing of his HIV diagnosis made no note or report and took no
other action to see that he got appropriate and timely diagnosis and treatment.

On Wednesday, February 27, 2007, plaintiff remained in bed with the aforesaid symptoms.

In the medical record defendant Nurse Jane Doe 2 reported providing Atripla to Mr.
Lemanski in his cell at approximately 10 PM on the aforesaid date.

At the aforesaid time and place defendant Nurse Jane Doe 2 observed Mr. Lemanski’s
condition for the third time and despite knowing of his HIV diagnosis made no note or
report and took no other action to see that he got and timely diagnosis and treatment.

On Wednesday, February 27, 2007, submitted a written medical services request, on a form
provided by the jail for that purpose, in which he stated: “I’ve been in bed since Saturday.
I've been coughing up dark phlegm and diarrhea and feel weak and the chills. Need some
antibiotic medication and [I’ve also had] loss of appetite.”

Nurse Hannam wrote in the medical record she received the aforesaid request for medical
care on February 28, 2008, but despite knowing of his HIV diagnosis did not examine or
assess the patient and took no other action that day to see that he got appropriate and timely

diagnosis and treatment.
On Thursday, February 28, 2007, plaintiff remained in bed with the aforesaid symptoms.

i
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In the meldlicallrecord defendant Nurse Jane Doe 3 reported providing Atripla to Mr.
Lemanski in his cel] at approximately 10 PM on the aforesaid date.

At the aft?resaid time and place defendant Nurse Jane Doe 3 again observed Mr.
Lemanski’s condition and despite knowing of his HIV diagnosis made no note or report
and took no other action to see that he got appropriate and timely diagnosis and treatment.

According to the medical record Mr. Lemanski had no medical exam, review, assessment,
diagnosis or treatment of any kind from the day he took to bed ill on February 23, 2008,

through February 28, 2008, and his medical record shows no activity at all in that period,
except for the daily dispensing of Atripla and Nurse Hannam’s receipt of his written plea

for help.

At 8:35 AM on February 29, 2008, Cheryl D. Carter-Piper RN/NP examined Mr. Lemanski
at the jail infirmary, finding he could not walk unassisted due to dizziness, had a blood
pressure of 98/60, a heart rate of 137, a blood oxygen saturation of 91 percent, and had

reduced lung sounds.

Nurse Carter-Piper attempted unsuccessfully to place an I'V line in Mr. Lemanski.

Nurse Carter-Piper evaluated Mr. Lemanski as dehydrated and tachycardic with a question
of pneumonia, and she had an ambulance summoned to take Mr. Lemanski to St. Vincent

Hospital.

Shortly after 9 AM on the aforesaid date an ambulance arrived at the jail and medical
technicians obtained a pressure of 98/60, respiration rate of 18, heart rate of 110, oxygen
saturation of 90% and a capillary refill time of greater than three seconds.

Per the ambulance run report the ambulance medical technicians found Mr. Lemanski’s
skin was pale, hot, and dry and jail medical staff reported to them his temperature was

100.5 F.

The ambulance technicians gave Mr. Lemanski oxygen and intravenous fluids and
transported him to the St. Vincent Hospital emergency department.

On arrival at St. Vincent Mr. Lemanski’s temperature was the same and his blood pressure
was 86/55.

Mr. Lemanski’s respiratory function deteriorated despite continued oxygen at the hospital
and he was intubated shortly before 7 PM.

Mr. Lemanski remained aware and alert up to the time of intubation.
Mr. Lemanski was sedated but conscious at the time of intubation.
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mi:;?;aﬁzld experienc_:ed difficult and labored breathing before his intubation and was
¥ doctors that intubation was necessary because his respiratory function was

failing,

Eﬂ February 29, 2008, doctors at the Saint Vincent Emergency Department gave Mr.
themanskl a p‘relunmary 'dla_gnosis of pneumonia, acute renal failure and hypokalemia, and
ey started him on medications to treat these conditions including antibiotics for several

types of potential causes of pneumonia.

Back at .the Jail, on February 29, 2008, at approximately 10 PM Nurse Jane Doe 2 wrote in
the medical record that he or she had dispensed that night’s dose of Atripla to Mr.
Lemanski in his cell, notwithstanding that at that time Mr. Lemanski was not at the jail but

lay dying in St. Vincent Hospital.

On the night of February 29, 2008, as he continued to deteriorate, Mr. Lemanski was
transferred from the emergency department to intensive care at St. Vincent.

The next day, March 1, Mr. Lemanski was diagnosed as suffering from overwhelming

infection and septic shock.

After cultures revealed on March 1 that the source of infection was MRSA (the bacterium
methicillin-resistant Staphylococcus aureus), doctors adjusted the antibiotic therapy, but
Mr. Lemanski’s respiratory and kidney functions continued to decline and he developed

acidosis and hypoxia.

On March 2, Mr. Lemanski was unresponsive, and his family and jail officials were
informed his condition was hopeless.

On the moming of March 4, after meeting doctors at the hospital, Mr. Lemanski’s family
members requested termination of life support.

Mr. Lemanski was extubated and after 10 minutes died in the presence of his family at
approximately 2 PM March 4, 2008.

Medical Policies and Practices of the Defendants

At all times pertinent hereto the jail maintained a written policy, adopted and approved by
Dr. Patnaude as medical director, for assuring that inmates had access to health care: Policy

932.09 — Sick Call.

The aforesaid policy provided that “[a]ccess to daily sick call is an inmate’s right, not a
privilege” and it guaranteed inmates “the opportunity to report a medical illness or other
health problem, and to receive diagnosis and/or treatment, from medical staff.”
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The aforesaid policy required that sick call be conducted on a daily basis “by qualified
!Jealthcare professionals who shall provide appropriate response to healthcare request by
inmates" who were “responsible for examining the inmate and providing appropriate triage
and treatment based on approved protocols or refer the inmate to the facility physician.”
The aforesaid policy required that inmates who submitted written medical services requests
on a prescribed for, the form on which Mr. Lemanski submitted his request, must have

access to daily sick call.
medical department to collect and review

The aforesaid policy required staff of the jail :
inmate housing unit of the jail and to have

medical services request forms daily from each
ill inmates brought to the medical department for assessment.
written policy, adopted and approved by

the policy of the jail “to provide

At all times pertinent hereto the jail maintained a
Unimpeded

Dr. Patnaude as medical director, stating that it was
unimpeded access to health care for all inmates,” entitled Policy 832.08 -

Access to Health Care.
access to daily sick call by submitting a

The aforesaid policy stated that, besides gaining
request assistance from any staff member

written medical services request, an inmate “may
for access to medical services.”

The aforesaid policy required that “[ijnmates’ health complaints shall be processed on a

daily basis by the Health Service Unit.”
"[i]n the event a health care complaint is other than

The aforesaid policy required that
the on-call physician" who could order

routine in nature, medical staff shall contact
hospitalization if necessary.

Mr. Lemanski’s flu-like symptoms of February 23, 24, and 25 and his vomiting, diarrhea,
chills and coughing up of blood on February 27, 27, and 28 were observable complaints,
and complaints that on information and belief he reported to medications nurses on each of

those dates, are not routine in an HIV patient but in fact were ominous indicators of life

threatening illness.
At all times pertinent hereto nurses, including those dispensing medications to Mr.
Lemanski, had a duty pursuant to 244 CMR 3.02 (3)(f) as to registered nurses and pursuant

to 244 CMR 3.04(4) (g) as to licensed practical nurses, to “collaborate, cooperate and
communicate with other health care providers to ensure quality and continuity of care.”

At a!l times pertinent hereto regulations and policies of the Commonwealth and the jail
reqmrffd nurses dispensing medications to assure such medications were dispensed,
according to doctors’ prescriptions, only to the individuals named in the prescriptions.
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:['he nursing dcfendants negligently, grossly negligently, recklessly, wantonly and/or
intentionally with deliberate indifference to the Mr. Lemanski’s serious medical needs
lgno.red his urgent pleas and need for medical attention, which he presented and/or
manifested to them repeatedly over six days, and as a direct and proximate result he

suffered and died.
Nurse Jane Does 1 through 3, when they dispensed medications to Mr. Lemanski as
aforesaid, failed to report or otherwise act in response to his condition so carelessly,
negligently and with such gross negligence as to directly and proximately cause his deadly
illness to go undiagnosed and untreated on each of the six days from February 23 through

28, 2008, and thereby caused his death.
Mr. Lemanski as aforesaid, he

When Nurse Jane Does 1 through 3 dispensed Atripla to .
complained to them of his symptoms and/or they observed him to be ill and they each
at this presented to him as an HIV

understood and appreciated the potentially mortal thre

patient.
Notwithstanding the foregoing and these defendants’ knowledge of measures av_ailable to
them by which Mr. Lemanski could have access to timely examination, diagnosis and
treatment, the said defendants negligently, grossly negligently, recklessly, wantoqiy and
with deliberate indifference to his health and safety took no such steps, and as a direct and
proximate result Mr, Lemanski suffered and died.
bove, in one or more instances from February 23 through
otes in the record indicating they had
fact given him medication or observed

In the alternative to/85 and 86 a
but fraudulently misrepresented

28, 2008, where the said nurse defendants placed n
dispensed Atripla to Mr. Lemanski, they had not in
his condition or listened to any of his health complaints,
their conduct in the record.

Notwithstanding their knowledge that such conduct posed grave risks to the health and well
being of Mr. Lemanski due to deprivation of medication and creation of an unfounded
impression that he had not complained of or otherwise manifested any illness, the said
nurse defendants acted as aforesaid intentionally and with deliberate indifference to the
health and safety of Mr. Lemanski, and as a direct and proximate result thereof he suffered

and died.
At all times pertinent hereto Dr. Patnaude and Deputy Schultz were aware of previous

instances at the jail of nurses failing to respond appropriately to complaints or
manifestations of serious illness in inmates, with harm to such inmates resulting.

Notwithstanding the foregoing and their knowledge that such conduct was contrary to
policy and posed serious risks to the health of inmates under their care, Dr. Patnaude and

Deputy Schultz negligently, grossly negligently and/or with deliberate indifference to the

health and w?ll being of inmates, including Mr. Lemanski, failed to seek training,
evaluation, discipline or termination of nurses so as to prevent the conduct from continuing

9
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Notwithstanding that on February 28, 2008, Nurse Hannam, received Mr. Lemanski’s
written request for medical care describing symptoms that were ominous and non-routine

in an HIV patient.

92. Notwithstanding her knowledge of Mr. Lemanski’s urgent need for diagnosis and treatment
Nurse Hannam negligently, grossly negligently, recklessly wantonly and/or with deliberate
indifference to his health and safety denied Mr. Lemanski access to medical care necessary
to save his life, and he suffered and died as a direct and proximate result.

93. Notwithstanding they knew that the Massachusetts Board of Registration in Nursing
reprimanded Nurse Hannam on or before February 23, 2008, for nursing misconduct, Dr.
Patnaude and Deputy Schultz left her in charge of sick call on February 28, 2008, when she
denied Mr. Lemanski access to medical care necessary to save his life.

Dr. Patnaude and Deputy Schultz acted or failed to act as aforesaid negligently, grossly_
negligently and/or with deliberate indifference to the health and safety _of Mr. Lemanslfi
and other inmates, and as a directly and proximate result Mr. Lemanski suffered and died.

94.

95. The nursing defendants negligently, grossly negligently, recklessly, w:fntonly anc}for
intentionally with deliberate indifference to the plaintiff’s serious medical needs ignored

his condition.

At all times pertinent hereto the WCSO by written policy provided that medical clinical
Jjudgments “shall be the sole province of the responsible physician.” (Policy 932.04, Health

Care Treatment)

Notwithstanding the aforementioned policy, Dr. Patnaude negligently, grossly negligently,
recklessly, wantonly and/or intentionally with deliberate indifference to the plaintiff's
serious medical needs allowed nursing staff, primarily LPN's, to make clinical judgments
as to the plaintiff's need for monitoring, examination, diagnosis and treatment, and the
nursing defendants made such judgments notwithstanding their lack of competence,
qualifications, or authority to do so, and as a direct and proximate result thereof Mr.

Lemanski suffered and died.

96.

97.

COUNT I
DR. PATNAUDE
MALPRACTICE

98. Each of the preceding paragraphs in incorporated in this count as if fully set for herein.

99. At all times pertinent hereto, Dr. Patnaude represented himself to be skilled in the treatment
of various illnesses and medical conditions, and in particular, represented that he was
knowledgeable, competent and qualified to diagnose and treat medical conditions
commonly found among inmate populations, including the plaintiff,

10
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100. From February 23 to 29, 2008, Dr. Patnaude and persons acting under his supervision,
direction or control, provided and/or failed to provide medical care to the plaintiff, his
patient, so negligently, carelessly, grossly negligently and without regard for plaintiff’s

health and well being so as to proximately cause his suffering and death.

101. The decedent’s suffering and death were the direct and proximate results of the
carelessness, unskillfulness, negligence, and gross negligence of Dr. Patnaude in one or

more of the following respects:

His misrepresentations that he was sufficiently knowledgeable, skillful, and diligent

to treat the decedent and others similarly situated. .
His failure, and that of medical staff under his supervision and control, to diagnose

and appropriately treat the decedent’s medical condition; ]
e His failure to recognize, or to have knowledge to recognize, his inability and lack o
have known of the foreseeable

skill to treat the decedent, when he knew or should . arig e
consequences of his inability and failure to properly and skillfully provide deceden

with appropriate medical care and treatment; - _ "
His failure to possess and exercise the degree of skill, training and care as is or sho

. -
be possessed and exercised by the average qualified member of the medical

profession.

COUNT II
COMMONWEALTH OF MASSACHUSETTS
NEGLIGENCE, MALPRACTICE —M.G.L. c. 258

102. Each of the preceding paragraphs in incorporated in this count as if fully set for herein.

103. At all times pertinent hereto, the Commonwealth, acting by and through its agency the
WCSO and its employee Deputy Schultz, negligently and grossly negligently provided
substandard and inadequate medical care for inmates at the jail by acts and omissions

including but not limited to the following:

o  Failing to have an adequately staffed medical service;
Providing medical care by inadequately trained, and/or underqualified staff;

Failing to ensure that inmates in need of routine or acute medical care were seen by
medical staff or referred to hospitals for acute care in a timely manner;

Failing to ensure that diagnostic procedures were performed in a timely and
appropriate fashion with due regard for urgent and acute conditions;

Failing to appropriately manage and coordinate the flow of critical diagnostic

information;
Failing to ensure that the policies set forth herein regarding medical care of inmates

were observed.

104. As a direct and proximate result of the foregoing, the decedent suffered and died

11



105. On lflfonnahﬂn and belief, Deputy Schultz and the nursing defendants were at all times
pertinent hereto employees of the Commonwealth at the jail and negligently acted or failed
to act, as set forth herein, in the course of their employment, and therefore the
Commonwealth is liable for harms resulting from their negligent conduct as per M.G.L. c.

258.

106. On or about February 25, 2010, the Commonwealth received written notice as per the

aforesaid statute, of the claims set forth in this count.

107. To date, the Commonwealth has not answered or responded to the aforesaid notice and no
settlement or resolution of the said claims has occurred.

COUNT III
DR. PATNAUDE, DEPUTY SCHULTZ, NURSING DEFENDANTS
42 U.5.C.§1983, DELIBERATE INDIFFERENCE

108. Each of the preceding paragraphs in incorporated in this count as if fully set for herein.

109. Each individual defendant wasaware of and deliberately and consciously indifferent to a
clear and imminent danger of harm and injury to the decedent and/or to similarly situated
nmates, arising from the failure to monitor, evaluate, diagnose and treat his serious medical

condition in a timely fashion as set forth herein

The risk or harm, defendants’ knowledge thereof and the failure to do the obvious, taken
together, placed decedent in harm’s way, and demonstrated that defendants were reckless,
callous and deliberately indifferent to the harm that occurred.

110.

By their actions, the said defendants subjected the plaintiff to these deprivations

knowingly, intentionally, willfully, purposely, maliciously and/or with such reckless
disregard of the consequences as to display a conscious indifference to the danger of harm

and injury.

L.

112. As a direct and proximate result of the foregoing plaintiff was deprived of his rights under
the laws and Constitution of the United States, in particular the Eighth and Fourteenth
Amendments thereof ant 42 U.S.C.§ 1983, 1985(2)(3), 1985 and 1988, and under the law of
the Commonwealth, and thereby endured devastating injury and great pain of body and

mind.

12
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The records show the defendants failed to properly evaluate, assess or treat Mr.

for help until it was too late. These deviations from

Lemanski’s condition, and ignored his pleas
the acceptable standard of care caused Mr. Lemanski to die secondary to pneumonia related to

immunodeficiency and hepatitis C on March 4, 2008, at Saint Vincent Hospital.

This Offer of Proof includes the affidavit of medical opinion by Robert B. Greifinger,
M.D., a correctional medical care expert and a board certified pediatrician. Ex. 5. Dr. Greifinger

has dedicated most of his career to the treatment of prison inmates. Dr. Greifinger opines that
that Dr. Patnaude and members of the nursing staff at the jail breached the applicable standard of

medical care and thereby caused Mr. Lemanski’s fatal deterioration. The medical record
unmistakably links Dr. Patnaude and the nurses that came in contact with Mr. Lemanski to

conduct that Dr. Greifinger specifically identifies as malpractice causally related to harm to the

patient. Plaintiff submits that this expert opinion and the medical record pose legitimate

questions of liability as to Dr. Patnaude and the nurses involved in his care, appropriate for

judicial review as per M.G.L. c. 231, § 60B.

Facts

Zygmont Lemanski was incarcerated at the WCHC on November 7, 2007 as a pre-trial
detainee and was sentenced on January 7, 2008. His release date was set for May 3, 2008.
Complaint, Ex. 7, at §20. The record of his physical examination at the WCHC on November
7, 2007, showed he had been diagnosed as positive for HIV since December 2001 and had been
on HIV medications since November 2007. Ex. 1, selected jail medical record p. 2-3. It also
showed he weighed 160 Ibs on intake. Id. A special needs plan was written for Mr. Lemanski at
the jail on the day after his arrival, November 8, 2007. Id. p. 13-14. See also Affidavit of Dr.

Greifinger Ex. 5 at 124. There were plans to start him on Atripla, a medication for HIV
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infection. Ex. 1, p.24,and Ex 5 at§24. In a progress note dated November 8, 2007, Nurse

Lenault also documented that Mr. Lemanski had HIV and hepatitis C since 2001. Ex. 5 at ] 24.
On November 9, 2007 Mr. Lemanski complained of loose stools and gastric distress and

was prescribed Immodium as well as Kool Aid packs for hydration and crackers by a practitioner

whose name is illegible. Ex. 1, p. 31, 36, 60. In a note of November 13, 2007, Nurse Lenault
recorded that there was no medical information from the medical provider Mr. Lemanski had
before going to jail, but she did note laboratory values acquired by telephone. Dr. Eric Garcia
saw Mr. Lemanski on November 15, 2007, and Atripla was ordered for his HIV infection. The
patient received the Atripla daily. Medications administration record. Ex. 6. There was a seven-
day lag from the special needs plan for initiation of medication, which required beginning
medications for HIV within 96 hours of booking, and the date of his first dose, although his

medications were noted to have been verified on November 8, 2007 Ex. 1 pp. 30-36, Ex. 5 at

26.
Mr. Lemanski received influenza vaccine on November 19, 2007. Ex. 1, pp. 11-12. Ex.

5 at 9§ 28. According to the medical records, Mr. Lemanski refused a physical examination on
February 19, 2008, but there is no note regarding counseling and no signed refusal form in the

record. Ex. 5at]29. On Wednesday, February 27, 2008, Mr. Lemanski filled out a request for
care complaining of decreased appetite, cough with dark phlegm, weakness and chills and stating
that “[I] need some antibiotic medication and loss of appetite.” Ex. 1, pp. 22. As per plaintiff’s
medical expert, “[t]hese are urgent serious medical needs in any patient, especially one with a
compromised immune system, such as Mr. Lemanski.” Ex. 5at{30. Mr. Lemanski’s medical
request slip was acknowledged the next day by C. Hannam, LPN, but despite his diagnosis and

reported symptoms he was not seen that day, nor referred to a physician, and not scheduled for
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care. Ex. I at22 and Ex. 5,at§30. The nurses delivering medications to Mr. Lemanski from
February 23 — 28, 2008 ignored a patient with his life-threatening symptoms, and he became

bedridden. The justodial staff ignored him as well, Ex. 5 at{31.

On Friday, February 29, 2008, an ambulance was summoned for Mr. Lemanski when
Nurse Practitioner Cheryl Carter-Piper found him with tachycardia (a pulse of 137 beats per
Minute), dehydration, and an oxygen saturation of 91%. Ex. 1, p. 59, and Ex. 5at§32. An

ambulance arrived at 9:02 A.M. and delivered him to the emergency department of St. Vincent’s

Hospital at 9:31 A.M. Ex. 5at§32.

Ambulance Notes/Transfer to St. Vincent’s Hospital
The notes of the EMTs from American Medical Response who transferred Mr. Lemanski

to the hospital indicate a complaint of flu-like symptoms for one week and hemoptysis, nausea,
vomiting and diarrhea for approximately three days. Ex. 2, AMR records. The notes also show
that on the day of transfer he had been treated by prison staff with ibuprofen and Compazine and

that the EMTs found him sitting in a wheelchair. Jd. An electrocardiogram performed by them

showed sinus tachycardia at 110 beats per minute with ectopic beats. His oxygen saturation was
only 90% in room air. Prison staff reported a body temperature of 100.5 F. These records also

show that he was being followed up for dehydration /o pneumonia. Id

Emergency Department records from St. Vincent’s Hospital ("SVH”) state Mr. Lemanski

had been having flu symptoms for 6 days. Ex 3. Upon arrival at the emergency department his
breathing sounds were diminished in the left upper lobe and left posterior lower lobe with
bilateral crackles. Later that day Mr. Lemanski was intubated. SVH records show he was
hypotensive, his blood pressure was 86/55 at 10:03. On February 29, 2008, Mr. Lemanski was

transferred to a medical floor by Internist/Nephrologist Patrick Chua, M.D., who like the ED also
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took a history of flu-like symptoms, rhinorrhea for 6 days with worsening of symptoms and onset

of nausea, diarrhea, fever and chills for the last three days. Chest x rays showed

broncopneumonia and extensive patchy bilateral consolidations with a questions of ARDS. As

per the transfer note prepared by Dr. Chua, he was transferred to the intensive care unit (MICU)
on February 29, 2008 and was aggressively volume resuscitated but he did not respond and was
placed on pressors (Levophed and Pitressin). Blood cultures and sputum cultures were sent.
Blood cultures came back 4 out of 4 Gram-positive cocci and sputum grew MRSA. Ceftazidime,
Bactrim and azthromycin were discontinued and Vancomycin was continued as per an infectious
disease consult by Dr. Gregory T. Williams, On the third hospital day, Mr. Lemanski was not
responsive to pain and his pupils were sluggishly reactive to light. On March 4™ Mr. Lemanski’s
family discussed the bleak prognosis of Mr. Lemanski and decided to withdraw all life support
and treatment, which according to records, because Mr. Lemanski was under the jurisdiction of
the WCHC, jail officials exercised. (See transfer note prepared by Dr. Chua). Zygmont
Lemasnki was placed on morphine drip and he was pronounced dead on March 4, 2008 at 1:59

pm. According to the plaintiff’s expert, even after Mr. Lemanski was sent to the hospital, a

nurse documented giving him medication at a time he was not there. Ex. # 5 at 135.

Liability of Dr. Patnaude

Plaintiff’s expert, Dr. Greifinger has practiced in the field of correctional medicine for the
past 20 years. From 1987 through 1989 he managed the medical care at Riker's Island, New
York City’s Jail. Ex. 5 atq 1. From 1989 until 1995 he was Chief Medical Officer for the New
York State Department of Correctional Services and was accountable for the all inmate health
services in a system with 68,000 inmates. Jd From 1995 to present he has consulted in the

design, management and quality improvements programs for correctional health care systems
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and has been court-appointed for the medical medical care in the jails in Philadelphia, Fulton
County, Georgia, DeKalb County, Georgia and in other states. He has also monitored multiple
jails and prison correctional health care systems for the Civil Rights Division of the United
States Department of Justice and has consulted on correctional health care issues in 36 states. d.
at 2. Dr. Greifinger is an associate editor and author of one chapter in Second Edition of Clinical
Practice in Correctional Medicine, published in 2006 and is the editor of Public Health Behind
Bars: From Prison to Communities, a textbook published by Springer in 2007. He is familiar
with the degree of care and skill ordinarily exercised by members of the medical and behavioral
health professions involving care and treatment of inmates in correctional facilities as those
operated by the Worcester County Sheriff, both generally and under the same or similar
circumstances and surrounding conditions that involved Zygmont Lemanski. Id. at 6.

Dr. Greifinger concluded to a reasonable degree of medical certainty that:

“Mr. Lemanski’s death was preventable. On intake, he had an eight-day lag to his first

doses of medication, violating WCI’s clinical guideline for patients with HIV infection

(special needs plan). This falls far below the standard of correctional health care.”

Ex. 5atq36.

“He developed symptoms of a life-threatening condition that should have been apparent
to the nursing staff to administered medication to him on a daily basis. Had they paid
attention to him, they would have known that he was ill and was deteriorating, as
patientswith pneumonia and compromised immune systems typically do. On February 28,
2008, when Nurse Hannam read his request for care, she should have immediately
referred him to a physician or to the hospital for evaluation and treatment. She failed to
do that. She was inadequately trained and supervised to recognize and act on his life-
threatening condition. This falls far below the standard of correctional health care.”

Id at §37.

“The Commonwealth failed to assure that health care staff was trained and supervised
sufficiently to respond in a timely manner to a patient with known underlying
Immunodeficiency when he complained of fever, chills, and loss of appetite.”

Id. at 7 38.




Dr. Patnaude, as medical director and physician for the facility, failed to train and 1

supervise staff to respond in a timely manner to a patient known to have ,

immunodeficiency and symptoms of a life-threatening condition. Kathleen Schultz, as i

Dr. Patnaude’s supervisor, failed to assure that staff was properly trained and supervised

to respond in a timely manner to a patient with known immunodeficiency and symptoms r

of a life-threatening condition. These fall far below the standard of correctional health 3
4

care.
Id at 739,

The nurses who gave Mr. Lemanski his medication on February 23 — 28, 2008, failed to
respond to his symptoms and his deteriorating condition. This falls far below the

standard of correctional health care.

Id at Y 40.

Between February 25 and 28, 2008, jail staff were aware that Mr. Lemanski was
bedridden. They ignored him and did not seek care for him. Ignoring him as a practice
indicates a failure of training and supervision. This falls far below the standard of

correctional care.

ERRRRDDD)

Id atq41.

In the case of Zygmunt Lemanski, jail staff and health care staff failed to follow their
policies to provide timely access to care. This falls far below the standard of correctional

health care. |
Id at Y 42.

The time lag from his complaint of life-threatening conditions is egregious, but not
inconsistent with care given in at least one other case at WCJ (Jesus Ramos v. Former

Sheriff of Worcester County, et al). By ignoring his complaints on February 27, 2008,
Thomas Patnaude, Nurse Hannam and the health care staff at WCJ were deliberately

indifferent to Zygmunt Lemanski’s serious medical needs.

Id. at 9 43.

Ignoring his complaints on February 27 and 28, 2008 was the proximate cause of his

death.,
Id. at § 44.

The documentation of a dose of medication as given, when in fact the patient was
hospitalized at the time, indicates a serious disregard for patient care and for integrity. It
indicates deficient nursing practice at the WCJ. This falls far below the standard of

correctional health care.

Id at Y 45.
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The care for Zygmunt Lemanski was deficient. Defendants Commonwealth of
Massachusetts, Dr. Patnaude, Ms. Schultz, and the three nurses who administered
medication to him were deliberately indifferent to his serious medical needs.

Id atq 46

Standard of Inquiry to be Applied by the Tribunal

In determining whether the plaintiff’s Offer of Proof raises a legitimate question of
liability appropriate for judicial inquiry, "the Tribunal's task should be compared ...to the trial
Jjudge's function in ruling on a defendant's motion for directed verdict.” Little v. Rosenthal, 376
Mass. 573, 578, 382 N.E. 2d 1037, 1041 (1978).

Under that standard, the evidence must be viewed in the light most favorable to the
plaintiffs..." Curtiss-Wright Corp. v. Edel Brown Tool and Die, 381 Mass. 1, 3-4, 407 N.E.2d
319, 322 (1980). “ ¢ [1]t is of no avail for the defendant[s] to argue that there was [or is] some or
even much evidence which would have warranted a contrary finding by the jury.”” Curtiss-
Wright, citing Chase v. Roy, 363 Mass. 402, 404, 294 N.E.2d at 336, 339 (1973). At this stage of

the proceeding, even if there is conflicting evidence or differences of opinion, the plaintiff
should prevail under the standard of a motion for a directed verdict if he has evidence sufficient
to establish each essential element of his claims against Nurse Santiago and Nurse Deyette.
The standard that this Tribunal is bound to apply requires that all rational inferences be
made in the plaintiff’s favor and that all evidence favorable to the plaintiff be accepted as true.
“[TThe defendant, in fact is taken to have conceded the truth” of the plaintiff’s evidence. See

Smith & Zobel, Rules Practice, 8 Mass. Prac. Series, p. 203.

The judge presiding of the Tribunal should instruct the members of the Tribunal, during

their deliberations, upon the applicable law, to the extent that it appears to be necessary. Kapp

v. Ballantine, 380 Mass. at 189 n.3, 402 N.E.2d at 466 n. 3.
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The plaintiff’s Offer of Proof prevails against the defendants if there is evidence of (1) a
medical provider-patient relationship, (2) the provider's failure to conform to good medical
practice, and (3) damage resulting therefrom. Id,, at 193. "[The] opinions expressed in the
affidavit of the plaintiffs' expert, based on the facts contained in the documents [he] examined,
[are] sufficient to establish the scope of the duty owed by the defendant and to warrant a finding
that duty has been breached.” Delicata v. Bourlesses, 9 Mass. App. Ct. 713, T18.

Liability of Nurses Hannam and Nurses Jane Doe 1-3

There can be no dispute that Nurses Hannam and Jane Doe 1-3 each attended Mr.
Lemanski as medical professionals and that as such they each had duties to provide him with
care within their qualifications. They cannot be heard to say that they were unaware of Mr.
Lemanski’s predicaments since medication records demonstrate they were providing daily

medications through February 28, 2008. Indeed, the expert opinion of Robert Greifinger, MD,

Ex. 5, provides a substantive basis for finding that each of these defendants breached his or her
duty of care to Mr. Lemanski, causing a failure to provide necessary medical care that proved
fatal. Dr. Greifinger concludes: “[T]he nurses giving him medication from February 23-28, 2008
ignored their patient with life threatening symptoms causing him to be bed-ridden. Custody staff
ignored him as well.” Ex. 5 at§31. There is, therefore, a legitimate question for judicial inquiry
as to the nursing defendants’ liability to Mr. Lemanski’s estate in malpractice.
Conclusion

Based upon the Offer of Proof submitted by the plaintiff and in light of the standards

referenced above, the plaintiff respectfully submits that there is a genuine question of liability

presented as to Dr. Patnaude and the nurses involved in Mr. Lemanski’s care, and the action

should proceed without the imposition of bond.

12
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I ROBERT B. GREIFINGER, M.D.

May 4, 2011

Hector Piniero, Esq.,
807 Main Street
Worcester, MA 01610

Re:  Zygmunt Lemanski

Dear Mr. Piniero:
This is a report on the medical care provided to Zygmunt Lemanski from November 7,

2007 to February 29, 2008 at the Worcester County, MA Jail and House of Correction (WCJ).
My opinions are based on the materials I have reviewed and are expressed to a reasonable degree

of medical certainty. You have indicated to me that you will forward WCJ Policy 932.20A
regarding care for patients with HIV and other communicable disease, HIV information sheets,
and perhaps additional materials received in discovery. In that case, I reserve the right to update

or supplement my report.

Background
1. Iam a physician licensed in New York and Pennsylvania. I have been a physician since

1971. I have practiced in the field of correctional medicine for the past 20 years. From
1987 to 1989, I managed the medical care at Rikers Island, New York City’s jail. From
1989 until 1995, I was the Chief Medical Officer for the New York State Department of
Correctional Services. Directing a staff of 1,100 and a budget of $140 million, I was

accountable for all inmate health services in a system with 68,000 inmates.

2. From 1995 until the present, I have consulted in the design, management, and quality
improvement programs for correctional health care systems. As part of this work, I was a
court-appointed monitor for the medical care in the jails in Philadelphia, Fulton County,
Georgia, DeKalb County, Georgia, and Albuquerque, New Mexico. Until recently, I was
the court monitor for the Alabama prison for women. I currently monitor the medical
care in the New Mexico juvenile system. I monitor multiple jails and prison correctional
health care systems for the Civil Rights Division of the United States Department of
Justice. I am a consultant to the Office of Civil Rights and Civil Liberties of the
Department of Homeland Security. I have consulted on correctional health care issues in

36 states.

(914) 693-9205

ROBERT B. GREIFINGER, M.D.

32 PARKWAY DRIVE
DoBBs FERRY, NY 10522

ROBERT.GREIFINGER@VERIZON NET
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3. As the principal investigator for a study and report issued by the National Commission on

Correctional Health Care in 2002, I made recommendations to Congress on identifying

public health oppertunities for soon-to-be-released inmates. In addition, 1 am a
consultant on public health issues in corrections for the Centers for Disease Control and

Prevention. I have written numerous articles in the field and I am an associate editor and
author of one chapter in the Second Edition of Clinical Practice in Correctional
Medicine, published in 2006. I am the editor of Public Health Behind Bars: From

Prisons to Communities, a textbook published by Springer in 2007.

. I am Professor (Adjunct) of Health and Criminal Justice and Distinguished Research
Fellow at the John Jay College of Criminal Justice.
A more detailed listing of my experience in correctional health care, my participation in

5.
the development of national correctional policy and standards, my experiences as a

consultant and expert witness, and a list of my publications are included in my
curriculum vitae, which is attached. T have also attached my fees for this case and a list

of testimony within the past four years.

I am familiar with that degree of care and skill ordinarily exercised by members of the
medical and behavioral health professions involving the care and treatment of inmates
and pre-trial detainees, in correctional facilities such as those operated by the Worcester

County Sheriff, both generally and under the same or similar circumstances and
surrounding conditions that involved Zygmunt Lemanski, as is reflected in the records

that I have reviewed.

Materials Reviewed

7. Complaint;

8. Lemanski medical records:

9. Harry Soba Complaint;
10. Thomas Patnaude deposition transcript, dated September 10, 2008;

11. WCI policies 926, 932.04, through 932.08;

12. Mortality reviews;
13. Soba photos (2);
14. Lemanski death certificate;

15. Medication administration record:;
16. Chief Medical Examiner file;

17. Complaint, dated February 24, 2011; and
18. Medico-legal report of Richard Sullivan, PhD, MD, in connection with care provided

to Harry Soba;
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19. Medical records from St. Vincent’s Hospital;

20. Paramedic notes from American Medical Response.

Findings

anski was a 45-year-old man infected with HIV and hepaftitis. A, B, and
e g{ﬁ:&??ﬁ#?—.}); These are serious medical needs.' He received medical care in the

community from the Family Health Center and the Homeless Outreach and Advocacy
Project in Worcester, MA (Bates pp. 11-12).

22. Mr. Lemanski was incarcerated at the WCJ on November 7, 2007, when he reported
his history of being on psychotropic medication and medication for HIV infection
(Bates pp. 13-16). His weight on intake was recorded as 160 pounds. He apparently
refused a complete blood count and serologic test for syphilis, but there is no

documentation in the medical record that he was counseled and no signed refusal form.
23. On November 7, 2007, he was begun on a four

-day regimen of tranxene, an antianxiety
medication, and donnatol, a medication used for gastrointestinal upset (Bates p. 18).

24. Special needs plans were written on November 8, 2007, with plans to start him on
Atripla, a medication for HIV infection (Bates pp. 24-26). Ina progress note, dated
November 8, 2007, Nurse Lenault documented that he had HIV and hepatitis C since
2001 (Bates p. 19). Nurse Lenault noted his recent visit for medical care in the

community and she noted his laboratory results. Nurse Lenault noted that a release of

information had been faxed and she referred Mr. Lemanski to the physician,

25. On November 9, 2007, Mr. Lemanski
(Bates p. 20). Immodium was prescri
crackers by a practitioner, whose sign

complained of loose stools and gastric distress

bed, as well as Kool Aid packs for hydration and
ature is illegible (Bates pp. 17, 20).

26. In a note dated November 13, 2007, Nurse Lenault noted that there was no medical
information from Mr. Lemanski’s community provider, but she did note laboratory
values acquired by telephone. Dr. Eric Garcia saw Mr. Lemanski on November 15,
2007 and Atripla was ordered for his HIV infection. He received the Atripla daily

(medication administration record). There was a seven-day lag from the special needs
plan for initiation of medication, which requires beginning medications for HIV within

96 hours of booking and the date of his first dose, although his medications were noted
to have been verified on November 8, 2007 (Bates pp. 24-26).

27. Mr. Lemanski was also seen at Great Brook Valley Health Center on November 15,
2007, where Atripla was ordered (Bates pp. 29-32).

28. Mr. Lemanski received influenza vaccine on November 19, 2007.

' A serious medical need is a valid health condition that, without timely medical intervention,

- R e G L e e s
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c ki refused a physical examination on
; edical records, Mr. Lcman§ : ;
o }‘fl ?T:;j %;ozu;;én but there is no note regarding counseling and no signed refusal
ebru 3 »

form in the record (Bates p. 27).

r. Lemanski filled out a request for care
30. On Wefi:{esd:}’,dii:’;‘:;g f;;,:gg:‘gz{;gh with dark phlegm, wefakness and chills for
comp lla:;'llﬂsg These are urgent serious medical needs in any patient, especially one
ﬁ:;r:cggp;omised immune system, such as Mr. Lemans!{i. The slip was .
acknowledged the next day by C. Hannam, LP]N'I,‘bur. despite his urgent medical need
he was not seen that day, nor referred to a physician, and not scheduled for care (Bates

p. 36).
31. The nurses giving him medication from February 23 — 28, 2008 ignored their patient

with his life-threatening symptoms causing him to be bed-ridden. Custody staff
ignored him as well.

32. On Friday, February 29, 2008, an ambulance was summoned for Mr. Lemanski when
Nurse Practitioner Cheryl Carter-Piper found him with have a pulse of 137 beats per
minute, dehydration, and an oxygen saturation of 91% (low) (Bates pp. 27, 38). The
ambulance arrived at 9:02 A.M. and delivered him to the emergency department of St.
Vincent’s Hospital at 9:31 A.M. (Bates p. 46).

33. The notes from American Medical Response indicate that he had flu-like symptoms for
one week and hemoptysis, nausea, vomiting and diarrhea for approximately three days.
They also show that on the day of transfer he had been treated by prison staff with
ibuprofen and Compazine and that he was found sitting in his wheelchair. An
electrocardiogram performed by them showed sinus tachycardia at 110 beats per

minute with ectopic beats. His oxygen saturation was only 90% in room air. Prison
staff reported a body temperature of 100.5 F. These records also show that he was
being followed up for dehydration r/o pneumonia.

34. Mr. Lemanski was hospitalized at St. Vincent's Hospital where, despite intensive care
and intervention, he died of pneumonia related to immunodeficiency and hepatitis C,
on March 4, 2008 (Bates pp. 39, 40, 43-72). On admission to the hospital, he was
noted to have had hemoptysis (blood in his sputum) for three days (Bates pp. 46-47).

35. After he was sent to the hospital, a nurse documented giving him medication at a time
he was not there.

Opinions and Conclusions

36. Mr. Lemanski’s death was preventable. On intake, he had an eight-day lag to his first
doses of medication, violating WCJ’s clinical guideline for patients with HIV infection
(special needs plan). This falls far below the standard of correctional health care.

37. He developed symptoms of a life-threatening condition that should have been apparent to
the nursing staff to administered medication to him on a daily basis. Had they paid
attention to him, they would have known that he was ill and was deteriorating, as patients
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; 2 . i ; February 28, 2008,
. : ed immune systems typically do. On F e
with PI’IEHD;D,-II‘.I;z ::::i c;::ﬂ;?;nr.:quest for care, she should have immediately referred him
when N“'ﬁian or to the hospital for evaluation and treatment. She failed to do that. She
to : ﬁ;h:;;:uatefy trained and supervised to recognize and act on his life-threatening

wa

condition. This falls far below the standard of correctional health care.

38. The Commonwealth failed to assure that health care staff was trained and supervised

i i i ient with known underlying
ently to respond in a timely manner to a patien y
a’smuﬁj;ude{iciency when he complained of fever, chills, and loss of appetite.

39. Dr. Patnaude, as medical director and physician for tl'_te facility, failed to train and
supervise staff to respond in a timely manner to a patient kni_:-?vn to have
immunodeficiency and symptoms of a life-threatening condition. Kathleen Schultz, as
Dr. Patnaude’s supervisor, failed to assure that staff was properly tra_ined and supervised

to respond in a timely manner to a patient with known immunodeficiency and symptoms
of a life-threatening condition. These fall far below the standard of correctional health
care.

“"ll‘”

40. The nurses who gave Mr. Lemanski his medication on February 23 — 28, 2008, failed to

respond to his symptoms and his deteriorating condition. This falls far below the
standard of correctional health care.

41. Between February 25 and 28, 2008, jail staff were aware that Mr. Lemanski was bed-
ridden. They ignored him and did not seek care for him. Ignoring him as a practice

indicates a failure of training and supervision. This falls far below the standard of
correctional care.

42. In the case of Zygmunt Lemanski, jail staff and health care staff failed to follow their

policies to provide timely access to care. This falls far below the standard of correctional
health care.

43. The time lag from his complaint of life-threatening conditions is egregious, but not
inconsistent with care given in at least one other case at WCJ (Jesus Ramos v. Former
Sheriff of Worcester County, et al). By ignorin g his complaints on February 27, 2008,
Thomas Patnaude, Nurse Hannam and the health care staff at WCJ were deliberately

indifferent to Zygmunt Lemanski’s serious medical needs.

44. Ignoring his complaints on February 27 and 28, 2008 was the proximate cause of his
death.

45. The documentation of a dose of medication as given, when in fact the patient was

hospitalized at the time, indicates a serious disregard for patient care and for integrity. It

indicates deficient nursing practice at the WCJ. This falls far below the standard of
correctional health care.
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46. The care for Zygmunt Lemanski was deficient.
Massachusetts, Dr. Pathaude. Ms. Schultz, and t
medication to him were deliberately indifferent

Defendants Commonwealth of
he three nurses who administered
to his serious medical needs,

Sincerely,

Robert B. Greifinger, M.D.

"Tery)

Attachments: Resume, list of publications, fees, and list of testimony




