Order in which the complaints appear in this document
1 --- Dr Daniel Hoffman [urologist]
2 --- Dr Lee Berlad [board certified neurologist]
3 --- Dr Timothy Weber [Hospitalist, Mary Washington Hospital]
4 --- Dr Selwyn Adams [general practitioner]
5 --- Dr Feroz Tamana [Hospitalist, Mary Washington Hospital]

Daniel Hoffman, MD
Urology
License Number = 0101053945
Urology Associates-Fredericksburg
1051 Care Way, Fredericksburg, VA 22401
(540) 374-3131
Background information related to the complaint
My father Moses Burt Jr, 81[DOB = 9/15/1931], died in the ICU at Mary Washington Hospital on Sunday, August 25, 2013. See attached death
certificate.
This complaint --is-- related to his death.
-- My dad's prostate related history.....
September 24, 1996....admission to Mary Washington Hospital due to inability to urinate
September 28, 1996....admission to Mary Washington Hospital due to inability to urinate
September 29, 1996....admission to Mary Washington Hospital due to inability to urinate
October 3, 1996..........admission to Mary Washington Hospital due to inability to urinate
December 17, 1996.....cytoscopic transurethral resection of the prostate.
-- Cancer related Family history......my dad's father, Moses Burt Sr died on March 17, 1965 at age 67 at the VA Hospital in Durham, North Carolina of
bone cancer that spread to his lungs and brain. Obviously, this was their understanding of events in 1965, so its not outside the realm of possibility that
this was prostate cancer that had spread to bone, then lung and brain, as it did to my dad. My dad's mother died of lung cancer. One of his sisters died
of breast cancer.
-- Dr Daniel Hoffman was my dad's long-time urologist, going back as far as 2009 [perhaps earlier].
-- Urologist Dr Daniel Hoffman saw my dad on these dates...
October 26, 2010 [office visit]
November 22, 2010 [office visit]
Sept 28, 2011 [office visit]
Oct 12, 2011 [office visit]
Oct 20, 2011 [office visit]
Jan 10, 2012 [office visit]
Aug 20, 2012 [office visit]
Sept 10, 2012 [office visit]
Sept 12, 2012 [office visit]
January 16, 2013 [at Mary Washington Hospital]
February 12, 2013 [in the ICU at Mary Washington Hospital]
June 9, 2013 [at Mary Washington Hospital]
June 24, 2013 [at Mary Washington Hospital]
-- December 31, 2013 my dad was admitted to Mary Washington Hospital, diagnosed by Dr Timothy Weber [Hospitalist] with a VP shunt malfunction and
discharged to home.
[an unsafe discharge complaint has been filed with the Virginia Medical Board on Dr Timothy Weber]
-- January 2, 2013 my dad was admitted to Mary Washington Hospital with a VP shunt malfunction and 3 centimeter basal ganglia stroke.
-- January 14, 2013 he was discharged down the street to HealthSouth rehab center. He was unable to function sufficiently to follow their rehab program

and was discharged to Falls Run nursing and rehab center. After much improvement he was moved back to HealthSouth rehab on May 9, 2013.
-- May 27, 2013 as an inpatient at Health South rehab center, my dad fell and hit his head. He was transported down the street to Mary Washington
Hospital.
Dr Feroz Tamana noticed that he had a bed sore on his right buttock. Discharge Summary June 3, 2013 electronically signed by Dr Feroz Tamana MD
on June 5, 2013...."slight swelling on the right buttock area of the wound.....Surgery was consulted and Dr Ramia evaluated the patient. Recommended
CT of pelvic and right buttock. That CT scan of abdomen showed significantly enlarged prostate encroaching upon, invading the inferior aspect of the
urinary bladder, worrisome for prostatic neoplasm. Urology was consulted and Dr Beamon evaluated the patient and recommended followup as an
outpatient. The patient will follow as an outpatient."
-- May 27, 2013....PSA at 155.0. There are zero records of PSA tests prior to May 27, 2013 going as far back as October 2010.
-- May 29, 2013 Radiology Report at 4:45pm ordered by Dr Feroz Tamana....
"The prostate in its entirety appears to measure 7.8 x 6.2 x 7.1 centimeters...."
"Pathologic adenopathy.....worrisome for metastatic adenopathy."
"CT evidence to suggest osteoblastic metastatic foci throughout the pelvis."
My dad was dicharged June 3, 2013 by Dr Feroz Tamana, with an initial prostate cancer diagnoses and brain hemorrhage that was growing in size as
noted in one month later in July by Dr Rosalind Barrett Malhotra in an Ocology Note on July 1, 2013 at 2:21pm.
[an unsafe discharge complaint has been filed with the Virginia Medical Board on Dr Feroz Tamana]
-- June 9, 2013, my dad was admitted to Mary Washington Hospital.
History & Physical June 9, 2013 electronically signed June 11, 2013 at 6:11pm by Dr Rupinder Sandhu MD....
"He is in acute renal failure" --- "...high white count 23.6..." --- "Note that in the Foley there was about 300cc of bloody urine."
"....comes back with hematuria, leukocytosis, urinary tract infection, acute renal failure, and early sepsis."
-- June 20, 2013 Radiology Report electronically signed June 21, 2013 11:25am by Dr Thomas T. Medsker...."Total body bone scan."
"...in the ribs, midlower dorsal spine, pelvis, and shoulders." --- "Findings in keeping with widespread bony metastatic disease."
-- I felt less than confident in my dad's doctors. I wanted an integrative medicine oncologist to take over his care. The closest to that I could find in
Fredericksburg that had hospital privileges was Dr Timothy Cannon at Hematology Oncology Associates Of Fredericksburg, who agreed to do a consult
but refused to take over my dad's care at Mary Washington Hospital. Consultation June 29, 2013 electronically signed by Dr Timothy Cannon July 25,
2013 at 6:03pm...."He was noted at that time to have retroperitoneal adenopathy and a large irregular prostate, His PSA was 155. He had multiple
prostate biopsies that showed malignancy in nearly every core biospy including a Gleason score of 8 at the left apex lateral portion. He had a bone scan
that showed diffuse metastatic disease that seems particularly severe in the lumbar spine, sacrum, and pelvis."
-- "African American men have a two- to three-fold greater incidence of newly diagnosed metastatic prostate cancer compared to white men, which
contributes to a similarly increased mortality rate."
"A greater effort is needed to eliminate disparities in prostate cancer..."
Prostate Cancer Survival Rates Improved Since Introduction of PSA Testing
Science Daily....Aug. 23, 2012
-- Early Detection of Prostate Cancer: American Urological Association Guideline
Guideline Statement 5:
"The Panel does not recommend routine PSA screening in men age 70+ years or any man with less than a 10 to 15 year life expectancy.
guideline statements listed in this document target men at average risk, defined as a man without risk factors, such as......African American race."
"Some men with high risk aggressive prostate cancers with a life expectancy less than a decade, may benefit from the diagnosis and treatment of their
disease. Thus, the goal should be to identify these men while avoiding the associated overdiagnosis and over treatment of those with lower risk disease
that occurs with opportunistic screening."

The Complaint
------- My complaint relates to the reasoning behind doing -zero- PSA tests for 3 or more years, -zero- transrectal ultrasounds for 3 or more years, -zerocolor flow dopplar ultrasounds for 3 or more years. But then by happenstance a CT scan is done revealing metastatic disease, suddenly a PSA can be
done, suddenly transrectal ultrasound can be done, and suddenly treatment can be offered and implemented to the terminal prostate cancer patient.
That can't be consistent with the medical guidelines or the standard of care for patients at high risk for prostate cancer.
Few patients receiving the standard of care from their urologist have a PSA test at 155.0 without having few previous tests with far lower numbers
leading up to that result.
Dr Daniel Hoffman performed a rectal ultrasound about 60 days before my dad died from multiple organ failure induced by metastatic prostate cancer.
This isn't what happens to patients that receive the standard of care from their urologist that they regularly visited for several years.
Urologist Dr Daniel Hoffman saw my dad at least 11 times from 2010 thru 2013, and yet it was only because my dad fell at HealthSouth rehab center did
a CT scan on a bedsore on his butt result in discovery of wide spread terminal prostate cancer throughout his body.
He died 90 days later.
These events and their outcome do -not- represent what happens to patients that receive the standard of care from their urologist that they regularly
visited for several years.

------- My complaint is that urologist Dr Daniel Hoffman detected prostate cancer or advanced prostate cancer in -zero- out of 11 opportunities to
examine my dad.
1 - October 26, 2010 [office visit]
2 - November 22, 2010 [office visit]
3 - Sept 28, 2011 [office visit]
4 - Oct 12, 2011 [office visit]
5 - Oct 20, 2011 [office visit]
6 - Jan 10, 2012 [office visit]
7 - Aug 20, 2012 [office visit]
8 - Sept 10, 2012 [office visit]

9 - Sept 12, 2012 [office visit]
10 - January 16, 2013 [at Mary Washington Hospital]
11 - February 12, 2013 [in the ICU at Mary Washington Hospital]

------- My complaint is that Dr Daniel Hoffman inserted a Foley catheter past my dad's metastatic prostate and into his bladder at Mary Washington
Hospital on January 16, 2013.
And again on February 12, 2013 Dr Daniel Hoffman inserted a Foley catheter past my dad's metastatic prostate and into his bladder at Mary Washington
Hospital.
My dad was diagnosed by somebody else with wide spread terminal prostate cancer 4 months later -only- because he fell at HealthSouth rehab center,
leading to a CT scan on a bedsore on his butt, resulting in the discovery of wide spread terminal prostate cancer throughout his body.
These events and their outcome do -not- represent what happens to patients that receive the standard of care from their urologist that they regularly
visited for several years.

------- My complaint is that Dr Daniel Hoffman saw my day on January 16, 2013 at Mary Washington Hospital, 2 days after his colleague, my dad's
primary care physician Dr Selwyn Adams generated this medical record.....January 14, 2013 Transfer Summary electronically signed January 29, 2013
at 7:30pm by Dr Selwyn Adams, he listed as one of the diagnoses in the "Discharge Diagnosis(es) section...."benign prostate hyperplasia".
Obviously, its -not- possible that my dad had benign prostate hyperplasia on January 14, 2013 or January 16, 2013. Obviously neither doctor examined
my dad to come to that diagnosis. Neither doctor order any diagnostics that made either of them come to that conclusion. My dad died of non-benign
prostate metastasis throughout his body barely 8 months after that benign prostate diagnosis.
It can't possibly be the accepted standard of care for medical doctors to diagnose their patients by way of the copy & paste function of their
computer, blindly placing previous diagnoses onto current medical records as if those items had been properly examined and diagnosed. My dad's
prostate situation wasn't properly examined or diagnosed until after he fell at HealthSouth rehab center, leading to a CT scan on a bedsore on his butt,
resulting in the discovery of wide spread terminal prostate cancer throughout his body.
----- My complaint is that the Dr Daniel Hoffman Office Visit record electronically signed by Dr. Daniel Hoffman August 20, 2012 at 3:09pm, statements
exist that are questionable as to whether they were derived from an actual medical exam given that they appear in the record 12 months prior to my
dad's death from prostate cancer. I call this into question given the number of copy & paste items that can be found in Dr Daniel Hoffman's office visit
records.
- "Physical Examination...Prostate: 50 -70gm, non-tender"
- "Current Impression.....Chronic Prostatitis"
----- My complaint is that there exist multiple office visit records of Dr Daniel Hoffman with my dad, containing information that was obviously copied &
pasted from the record or records of previous office visits. This calls into question whether digital rectal exams actually took place, and whether or not
statements related to a diagnosis of "stable" benign prostate hyperplasia were the result of an actual medical exam.
- see the record on November 22, 2010
- see the record on September 28, 2011
- see the record on August 20, 2012 [copied & pasted the same paragraph...twice]
- see the record on January 16, 2013 ["He has frequency every 2 hours".....no, my dad was bedridden with stroke and VP shunt malfunction and hardly
talking, was copied & pasted from Aug 20, 2012]
This can't be the standard of care. This was the time frame most critical for detection of prostate cancer and his urologist was copying and pasteing
critical informaiton in the medical records.

----- My complaint is that Dr Daniel Hoffman performed regular renal ultrasounds on my dad for early detection of kidney cancer metastasis. Clearly he
did -not- provide that same level of monitoring for the prostate.
A record of a digital rectal exam on September 28, 2011, but due to the number of obvious copy & paste inputs on that record that appear to be from a
November 22, 2010 appointment, there is no reliable way to tell if the exam of the prostate described in the Sept 28 2011 or Nov 22, 2010 record
actually took place.
"A 3 to 1 cancer detection advantage of transrectal ultrasound over digital rectal examination was shown. Transrectal ultrasound and prostate-specific
antigen each detected 92% of the proven cancers..."
"32% of all cancers were detected by digital examination, with digital exam having no predictive power after two study years."
L.F.McHugh, et al
Transrectal ultrasound, digital rectal examination, and prostate-specific antigen: preliminary results of an early detection program for prostate cancer.
Scandanavian Journal Of Urology and Nephrology Supplement....Volume 137.....1991....page 101 - 105

----- My complaint is that in the Dr Daniel Hoffman office visit record on August 20, 2012 electronically signed by Dr. Daniel Hoffman August 20, 2012 at
3:09pm the following statement is found multiple times....."There is no back pain".
That and other prostate cancer relevant statements are in the records on November 22, 2010 and January 16, 2013.
My dad presented with back pain that did not resolve with chiropractic, physical therapy, or orthopedic care.
Relevant history......
December 12, and 14 in 2011 my dad saw Dr. Patrick Caiafa at Spotsylvania Chiropractor
June 19, 2012 he went to Dr Ahuja Avnit at Rheumatology Associates for radiograph exam for back pain.
July 2 and 6, 2012 he saw Dr. Patrick Caiafa at Spotsylvania Chiropractor for back pain.
July 6, 2012 he went to his neurologist Dr Lee Berlad for CT scan due to headaches, worsening bladder dysfunction, worsening memory [referred by Dr
Selwyn Adams]
July 13, 25, 27, 31 2012 he went for physical therapy at Lee's Hill Rehabilitation Services for back pain.
July 19, 2012 he went to Dr Jatinder Narula MD at Virginia Interventional Spine Associates for MRI due to back pain. .
August 2, 3, 7, 9, 13, 15, 20, and 22, 2012 he went for physical therapy at Lee's Hill Rehabilitation Services for back pain.
August 3, 2012 he went to Dr Jatinder Narula MD at Virginia Interventional Spine Associates due to back pain
November 16, 2012 my dad saw Dr Anita Banerjee at Cardiology Associates of Fredericksburg for imbalance, dizziness, and chest pain.

------- My complaint is that treatment for advanced prostate cancer did not begin for one month following the day of initial diagnosis.
- initial diagnosis = May 27, 2013

- initial treatment = June 27, 2013
- casodex started June 27, 2013
- lupron [leuprolide] July 3, 2013
"Consultation May 31, 2013 Dr Vladimir Slutsker 8:02 am....."He was also seen by Urology due to enlarged prostate with concern about malignant tumor
in his bladder, but has decided not to treat the patient at this point and deferred treatment after his discharge".

------- My complaint is that Dr Daniel Hoffman provided substandard care in his failure to provide routine, regular early detection prostate cancer
screenings on my dad who was -not- at "average risk" for prostate cancer as medical guidelines by the American Urological Association provide. He was
a black male with a family history and an enlarged prostate [for 2 decades] that had to be resected. He was not a man with "average risk" for prostate
metastasis that the do-no-screening part of the medical guidelines was intended to apply to, and he was not a white European male. There exist no
guidelines saying don't screen high risk elderly black men.
My dad was entitled to regular screenings consistent with the guideline from the American Urological Association medical guidelines......
Early Detection of Prostate Cancer: American Urological Association Guideline
Guideline Statement 5:
"The Panel does not recommend routine PSA screening in men age 70+ years or any man with less than a 10 to 15 year life expectancy.
guideline statements listed in this document target men at average risk, defined as a man without risk factors, such as......African American race."
Some men with high risk aggressive prostate cancers with a life expectancy less than a decade, may benefit from the diagnosis and treatment of their
disease. Thus, the goal should be to identify these men".
- American blacks have about double the risk of prostate cancer than white males.
- He was diagnosed with benign prostate hyperplasia in the early 1990's, over 20 years ago. On December 17, 1996 after repeated Mary Washington
Hospital admissions [Sept 24, 28, 29, and Oct 3] due to inability to urinate, my dad had cytoscopic transurethral resection of the prostate.
- Family History---His father, Moses Burt Sr died on March 17, 1965 at age 67 at the VA Hospital in Durham, North Carolina of bone cancer that spread
to his lungs and brain. Obviously, this was their understanding of events in 1965, so its not outside the realm of possibility that this was prostate cancer
that had spread to bone, then lung and brain, as it did to my dad.
- My dad's mother died of lung cancer.
- One of his sisters died of breast cancer.
As my dad's urologist it was the job of Dr Daniel Hoffman to make certain that multiple opportunities to provide regular PSA tests, transrectal ultrasound,
color doplar ultrasound, or other early detection prostate cancer screenings was provided. There were office visits on...
- October 26, 2010
- Sept 28, 2011
- Oct 12, 2011
- Oct 20, 2011
- Jan 10, 2012
- Aug 20, 2012
- Sept 10, 2012
- Sept 12, 2012
"African American men have a two- to three-fold greater incidence of newly diagnosed metastatic prostate cancer compared to white men, which
contributes to a similarly increased mortality rate."
"A greater effort is needed to eliminate disparities in prostate cancer..."
Prostate Cancer Survival Rates Improved Since Introduction of PSA Testing
Science Daily....Aug. 23, 2012
-------"Both studies showed a relative reduction of 21% in the rate of death from prostate cancer in the screening group, as compared with the control group."
[May 23, 2012] The latest on the PSA test and prostate cancer mortality
-------Early Detection of Prostate Cancer: American Urological Association Guideline
Guideline Statement 5:
"The Panel does not recommend routine PSA screening in men age 70+ years or any man with less than a 10 to 15 year life expectancy.
guideline statements listed in this document target men at average risk, defined as a man without risk factors, such as......African American race."
"Some men with high risk aggressive prostate cancers with a life expectancy less than a decade, may benefit from the diagnosis and treatment of their
disease. Thus, the goal should be to identify these men while avoiding the associated overdiagnosis and over treatment of those with lower risk disease
that occurs with opportunistic screening."
-------[Cedric M. Bright, M.D., President of the National Medical Assocation]
“The National Medical Association is committed to decreasing health disparities in African Americans; this includes disparities in prostate cancer. As a
national organization, comprised of the nation’s leading experts in minority health, we support the American Urological Association's best practice
statement regarding the PSA blood test to detect prostate cancer at its earliest stages. As a primary care physician, I have been testing African
American males with PSA screening starting at age 40, and in my 20 years of practice I have detected prostate cancer in men as young as 42. With the
prevalence of prostate cancer disproportionally affecting our men, we must be vigilant to ensure aggressive testing continues for this most vulnerable
population,”
-------Oncology Live [OncLive]....Thursday June 27, 2013
Lack of PSA Screening Leads to Poor Prognosis in Prostate Cancer
from the presentation made by W.Adams, C Elliott, and J Reese titled...."What happens when we do not screen for prostate cancer? The fate of men
presenting with PSA over 100 ng/mL".....Presented at: Annual Meeting of the American Urological Association; May 4 - 8, 2013; San Diego, CA. Abstract
1484
[excerpts]......
Prostate cancer prognosis remains poor for patients who have a prostate-specific antigen (PSA) level 100 ng/mL at discovery, a review of cancer
registry data showed.
"Our study confirms poor survival and significant morbidity in men initially presenting with PSA 100 ng/mL,” he said. “It stresses the vital role of PSA and
the need for improved access to screening, which would have detected these cancers at earlier stages.”

Reese added that many of the patients in the study may have gone without PSA screening because they were underinsured.
“Our underinsured patient population presented with advanced prostate cancer at a rate of at least 3.6 times the national average of 4%, and survival
was substantially less than the national 71% 5-year survival for metastatic disease,” Reese said.
To examine the potential consequences of not screening for prostate cancer, investigators searched medical records of all men with newly diagnosed
prostate cancer from 1998 to 2008....
“Despite modern therapy, survival is poor for advanced prostate cancer associated with PSA levels of 100 ng/mL or greater,” Reese concluded. “In the
absence of screening, 14% of prostate cancer patients are diagnosed with PSA levels of 100 ng/mL or greater at presentation. Our results suggest a
role for continued PSA screening.”
-------"......African-American males should be told about screening tests available for prostate cancer earlier in order to increase the likelihood that if they do
develop cancer it might be diagnosed at an early stage while it is still curable."
"When doctors fail to act in accordance with the guidelines for cancer screening and their patient is subsequently diagnosed with advanced prostate
cancer that physician might be liable for medical malpractice."
J.Hernandez
Article Sphere
Jury Finds Against Doctor In Delayed Diagnosis Of Cancer Medical Malpractice Matter
--------

------- My complaint is that my dad consistently presented with the gradually escalating major symptoms of prostate cancer across a 2 year period prior
to diagnosis. Zero dots were connected.
symptom = Incontinence, urinary issues.....
- October 2011
"Urinalysis.....pH urine 5.5"
[Office Visit doctor notes Dr Daniel Hoffman....October 20, 2011]
- November, 2011
"Mr Burt had worsening incontinence in November"
[Office Visit doctor notes Dr Lee Berlad....July 6, 2013]
- March 26, 2012
"Bladder issues continue"
[Office Visit doctor notes Dr Lee Berlad....March 26, 2012]
- June 19, 2012
"Cancelled urinalysis. Patient couldn't go"
[Summary, page 3, Dr Avnit Ahuja....June 26, 2012]
- July 6, 2012
"He reports worsening bladder dysfunction....."
[Office Visit doctor notes Dr Lee Berlad....July 6, 2013]
- December 31, 2012
"He has been having difficulty making it to the bathroom recently....this started about 2 months ago and is still present."
[Clinical Report, emergency department Mary Washington Hospital electronically signed December 31, 2012 at 6:40pm by Hospitalist Dr Timothy
Weber]
------symptom = Back Pain......
My dad presented with back pain that did not resolve with chiropractic, physical therapy, or orthopedic care.
Relevant red flag history......
December 12, and 14 in 2011 my dad saw Dr. Patrick Caiafa at Spotsylvania Chiropractor
June 19, 2012 he went to Dr Ahuja Avnit at Rheumatology Associates for radiograph exam for back pain.
July 2 and 6, 2012 he saw Dr. Patrick Caiafa at Spotsylvania Chiropractor for back pain.
July 6, 2012 he went to his neurologist Dr Lee Berlad for CT scan due to headaches, worsening bladder dysfunction, worsening memory [referred by Dr
Selwyn Adams]
July 13, 25, 27, 31 2012 he went for physical therapy at Lee's Hill Rehabilitation Services for back pain.
July 19, 2012 he went to Dr Jatinder Narula MD at Virginia Interventional Spine Associates for MRI due to back pain. .
August 2, 3, 7, 9, 13, 15, 20, and 22, 2012 he went for physical therapy at Lee's Hill Rehabilitation Services for back pain.
August 3, 2012 he went to Dr Jatinder Narula MD at Virginia Interventional Spine Associates due to back pain
November 16, 2012 my dad saw Dr Anita Banerjee at Cardiology Associates of Fredericksburg for imbalance, dizziness, and chest pain.
His back pain went unresolved. Among his 15 medications I looked through on December 25, 2012 was a prescribed medication containing codeine.
------symptom = venous lakes in the skull......
Radiology Report, January 3, 2013 electronically signed January 3, 2013 at 8:04pm by Dr Daryle Darden MD
"Incidental note made of large venous lakes and nutrient vessels within the calvarium."

symptom = low immune system, anemia........
Date

Lymph

Absolute
Lymph

normal

normal

Hemoglobin

Hematocrit

normal
[12.6 - 17.4]

normal

November 17, 2011
July 29, 2011
September 2, 2011
November 17, 2011
January 19, 2012
June 19, 2012
October 19, 2012
November 19, 2012
December 31, 2012
January 2, 2013
January 3, 2013
January 10, 2013
January 11, 2013
January 14, 2013
January 31, 2013
February 1, 2013
February 27, 2013
March 4, 2013
March 11, 2013
March 18, 2013
March 25, 2013
April 8, 2013
May 27, 2013
May 28, 2013
May 30, 2013
May 31, 2013
June 1, 2013
June 9, 2013

[26 - 46]
17
--17
-17
13
13.3
10
10
15
15
9
15
-6
12
8
11
16
16
15
3
----1

[1.5 - 4.5]
0.8
--0.8
-1.0
0.9
1.0
0.8
0.8
1.1
0.9
0.6
0.9
-0.4
0.9
0.7
1.1
1.2
1.0
0.9
0.3
----0.2

12.8
12.5
14.1.
12.8
-14.9.
14.4
17.
14.6
15
13.1
13.3
12.0
10.8
9.5
10.2
10.9
11.5
11.5
11.7
11.9
10.2
12.5
11.1
11.0
11.2
10.9
10.5

[12.6 - 17.4]
41
40
45
41
43
46
44
41
45
46
40
40
36
33
29
32
35
37
36
37
39
32
39
34
34
34
34
33

Cumulative radiation exposure
[shunt was implanted May 2010 so obviously there were more tests ordered than listed here]
1 -- December 20, 2011 CT scan ordered by Dr Lee Berlad
2 -- June 19, 2012 xray ordered by Avnit Ahuja
3 -- July 6, 2012 CT scan ordered by Dr Lee Berlad
4 -- July 19, 2012 MRI ordered by Jatinder Narula
5 -- December 31, 2012 CT scan ordered by Dr Timothy Weber
6 -- January 3, 2013 [pre-MRI] xray ordered by Dr Lee Berlad
7 -- January 2, 2013 MRI ordered by ???
8 -- January 3, 2013 [post-MRI xray] ordered by Dr Lee Berlad
9 -- January 11, 2013 CT scan ordered by Dr Lee Berlad
10 -- January 17, 2013 CT scan ordered by Dr Galina Kolycheva
11 -- January 31, 2013 MRI ordered by Dr Galina Kolycheva
12 -- May 27, 2013 CT scan ordered by ???
13 -- May 29, 2013 CAT scan ordered by Dr Lee Berlad
14 -- May 29, 2013 CT scan ordered by Dr Feroz Tamana
15 -- June 9, 2013 CAT scan ordered by ???
16 -- June 13, 2013 chest xray ordered by ???

relevant documents enclosed.....
--- Death Certificate
--- Discharge Summary June 3, 2013 electronically signed by Feroz Tamana MD on June 5, 2013,
--- Consultation note May 29, 2013 electronically signed at 3:44pm on June 16, 2013 by neurologist Dr Lee Berlad
--- History & Physical electronically signed June 11, 2013 at 6:11pm by Dr Rupinder Sandhu MD.
--- May 29, 2013 Radiology Report at 4:45pm ordered by Dr Feroz Tamana....
--- Ocology Note on July 1, 2013 at 2:21pm by Dr Rosalind Barrett Malhotra
--- June 20, 2013 Radiology Report electronically signed June 21, 2013 11:25am by Dr Thomas T. Medsker
--- Consultation June 29, 2013 electronically signed July 25, 2013 at 6:03pm

End of complaint

Dr. Lee Berlad, MD
Neurosurgery, Board Certified
License Number = 0101233988
1101 Sam Perry Blvd, Fredericksburg, VA 22401
Phone:(540) 374-3230
Background information related to the complaint
My father Moses Burt Jr, 81 [DOB = 9/15/1931], died in the ICU at Mary Washington Hospital on Sunday, August 25, 2013. See attached death
certificate.
This complaint is -not- related to his death.
-- May 11, 2010 by my dad's neurologist Dr Lee Berlad implanted a cerebral shunt [VP shunt] at Mary Washington Hospital in Fredericksburg Virginia.
-- [Hydrocephalus Association]...."An estimated 50% of shunts fail within 2 years."
-- Shunt malfunction can result in personality and behavior changes, irritability, change in behaviour or intellectual performance, difficulty staying awake,
headaches, brain damage and subsequent dementia, stroke, death.
-- November 30, 2011 my dad presented to his neurologist Dr Lee Berlad with worsening incontinence, loss of balance, slurred speech, headaches,
numbness in left hand, tinnitus in both ears....see result section of December 20, 2011 Radiology Report electronically signed at 9:28pm by George D.
Fish MD
-- December 12, and 14 in 2011 my dad saw Dr. Patrick Caiafa at Spotsylvania Chiropractor during a time frame when he had headaches, dizziness,
loss of balance, slurred speech, numbness in the hands [also saw Dr Selwyn Adams on December 13]
-- Spring-Summer-Fall 2012, my dad had back pain, escalating memory loss, and loss of ability to maintain attention.
-- July 6, 2012 my dad presented to his neurologist Dr Lee Berlad with...."periods of the day that he does not recall"....see page 1 of July 6, 2012 office
visit doctors note signed by Dr Lee Berlad
-- November 16, 2012 my dad presented to Dr Anita Banerjee at Cardiology Associates of Fredericksburg with imbalance, dizziness, and chest pain.
-- December 11, 2012 my dad met with his primary care doctor, Dr Selwyn Adams MD
-- December 24, 2012 my mom informed me of significantly escalating behavioral problems she had been experiencing with my dad in the previous
weeks.
She said that out-of-the-blue one day, he angrily stated that he knows who her boyfriend is and demanded that she tell him who her boyfriend is. She
was sufficiently disturbed and frightened by the incident that she left the house for several hours. She noted to me, occassions of his significantly
reduced talking while around the house, his constantly sleeping most of every day only getting up for meals and doctor appointments, his reduced ability
to walk normally, his peeing and defecating in bed requiring her to have him wear a diaper that he would often remove.
Later that day, I witnessed periodic deficits in his mental functioning [blank stare straight ahead], and periodic altered behavior that I would describe as
hallucinations [after getting in the passenger side of the car to go Christmas shopping he angrily told my mother to stop jerking the steering wheel so
hard, even though she had just entered the vehicle and hadn't yet touched the steering wheel or anything else].
-- December 25, 2012, myself, 2 brothers, and mother all noticed periodic deficits in his mental functioning [blank stare straight ahead]. We noticed his
gait consisted of a shuffle rather than normal walking. My mother had already informed me a day or two prior that she had stopped giving him some of
the medications that he had been prescribed around the time that she first began noticing changes in my dad's behavior.
-- December 31, 2012, in the morning my dad was seated in a chair at the kitchen table for a meal. Without trying to get up or move, he slid out of his
chair and onto the floor. He was unable to get up. My mother had him transported via ambulance to Mary Washington Hospital. He was discharged by
Dr Timothy Weber after Dr Weber spoke with primary care physician, Dr Selwyn Adams [complaints to the medical board have been filed on these 2
doctors]
-- "Urgent help from the on-call neurosurgeon should be sought for all suspected cases of acute shunt malfunction..."
.K. Pople
Hydrocephalus and Shunts: What the Neurologist Should Know
Journal Of Neurology, Neurosurgery & Psychiatry.....Volume 73...2002...page i17 - i 22
-- "Neurosurgical consultation should be sought if shunt malfunction is clinically suspected, despite normal imaging."
A.Mater
Test characteristics of neuroimaging in the emergency department evaluation of children for cerebrospinal fluid shunt malfunction
Canadian Journal Of Emergency Medicine...Volume 10 #2....2008...page 131 - 135
-- January 2, 2013 my dad was diagnosed as having a malfunctioning shunt [a stuck proximal Codman Hakim programmable shunt valve].
-- January 2, 2013 my dad was diagnosed as having a larger than 3 centimeter stroke [greater than 1 inch of tissue ] in the basal ganglia area
-- January 10, 2013 shunt revision surgery by my dad's neurologist, Dr Lee Berlad.

The Complaint
----- 50% of shunts malfunction within 2 years of implantation, additional numbers in 5 years.
My complaint is that Dr Lee Berlad, failed to resolve ongoing problems with the VP shunt he implanted in May 2010, and was clearly a problem by late
2011 and into 2012, and 2013.
The outcome of Dr Lee Berlad's failure to resolve ongoing problems with the VP shunt he implanted .....
-- December 24, 2012 my mom informed me of significantly escalating behavioral problems she had been experiencing with my dad in the previous
weeks.
She said that out-of-the-blue one day, he angrily stated that he knows who her boyfriend is and demanded that she tell him who her boyfriend is. She
was sufficiently disturbed and frightened by the incident that she left the house for several hours. She noted to me, occassions of his significantly
reduced talking while around the house, his constantly sleeping most of every day only getting up for meals and doctor appointments, his reduced ability
to walk normally, his peeing and defecating in bed requiring her to have him wear a diaper that he would often remove.
Later that day, I witnessed periodic deficits in his mental functioning [blank stare straight ahead], and periodic altered behavior that I would describe as
hallucinations [after getting in the passenger side of the car to go Christmas shopping he angrily told my mother to stop jerking the steering wheel so
hard, even though she had just entered the vehicle and hadn't yet touched the steering wheel or anything else].
-- December 31, 2012, in the morning my dad was seated in a chair at the kitchen table for a meal. Without trying to get up or move, he slid out of his
chair and onto the floor. He was unable to get up. My mother had him transported via ambulance to Mary Washington Hospital. After accurately
diagnosing the classic triad of symptoms of shunt malfunction, Hospitalist Dr Timothy Weber discharged......On discharge my mom came to Mary
Washington Hospital and drove my dad home.
Their house is a 10 - 15 minute drive away from Mary Washington Hospital.
Upon arrival in the driveway my dad attempted to exit the passenger side of the vehicle, after standing he lost his balance and back peddled off the side
of the driveway and slid head first down an embankment and into a clump of trees. My mom was able to get him rolled over face-up but unable to get
him up [30 degree temps, my dad age 81, my mom 80]. Shocked at what happened and given that they had just come from the hospital, it didn't occur to
her to have him taken back. A next door neighbor happened to come outside and heard my mom talking to him. The neighbor got her sons to help get
him into the house.
January 1, 2013 my dad had recovered some degree of mobility, but fell after rising from his chair at the kitchen table trying to quickly get about 20 to 25
feet down the hall to the bathroom. My mom got the neighbors to help him up and put back in bed.
January 2, 2013 my dad was unable to get out of bed. After speaking with primary care Dr Selwyn Adams on the phone my mom had him transported
via ambulance to the hospital. Two of the major diagnoses that day were a malfunctioning shunt, and a larger than 3 centimeter stroke [over an inch of
tissue] in the basal ganglia area.
---------------------------------------- My complaint is that Dr Lee Berlad, in examining the shunt for malfunction, persistently relied on repeated, unreliable CT scans as well as unreliable
shunt reservoir palpation/pumping tests reflected in the words....."Shunt pumps down and refills" that show up consistently in Dr Lee Berlad's records.
- March 26, 2012 --- "The reservoir pumps down and refills."
[Office Visit doctor notes Dr Lee Berlad....March 26, 2012]
- July 6, 2013 --- "The reservoir pumps down and refills."
[Office Visit doctor notes Dr Lee Berlad....July 6, 2013]
- "Followup head CT done December 20, 2011 was fine."
[Office Visit doctor notes, Dr Lee Berlad....July 6, 2013]
- January 28, 2013 --- "The reservoir pumps down and refills."
[Office Visit doctor notes Dr Lee Berlad....January 28, 2013]
-- "Investigations of shunt malfunction....Palpation of shunt reservoir—unreliable"
K. Pople
Hydrocephalus and Shunts: What the Neurologist Should Know
Journal Of Neurology, Neurosurgery & Psychiatry.....Volume 73...2002...page i17 - i 22
-- "To assess the value of the information derived from pumping the shunt valve in hydrocephalic patients with cerebrospinal fluid shunts..."
"....the sensitivity of the shunt pumping test in the detection of shunt obstruction was 18% to 20%...."
"For the hydrocephalic patient with symptoms of shunt malfunction, definitive imaging studies must not be deferred because of reassuring findings on
examination of the shunt valve."
J.H.Piatt Jr.
Physical examination of patients with cerebrospinal fluid shunts: is there useful information in pumping the shunt?
Pediatrics.....Volume 89 #3....March 1992....page 470 - 473
---------------------------------------- My complaint is that around the end of 2011, throughtout -all- of 2012, and a portion of 2013 the shunt was an ongoing problem that never got
resolved.
-- December 12, and 14 in 2011 my dad saw Dr. Patrick Caiafa at Spotsylvania Chiropractor during a time frame when he had headaches, dizziness,
loss of balance, slurred speech, numbness in the hands [also saw Dr Selwyn Adams on December 13, and his neurologist Dr Lee Berlad on December
20]
-- July 6, 2012 he went to his neurologist Dr Lee Berlad for CT scan due to headaches, worsening bladder dysfunction, worsening memory [referred by
primary care Dr Selwyn Adams]
-- November 16, 2012 my dad saw Dr Anita Banerjee at Cardiology Associates of Fredericksburg for imbalance, dizziness, and chest pain.

-- January 2, 2013 at Mary Washington Hospital, diagnoses stroke, malfunctioning shunt
-- January, 10, 2013 shunt revision surgery
-- January 17, 2013 Dr Galina Kolycheva at HealthSouth rehab center in Fredericksburg Virginia ordered a CT scan on my dad due to a severe
headache

Shunt reprogramming
-- May 11, 2010....implanted
-- July 28, 2010....no reset, was at 110
-- November 30, 2011....reprogrammed from 90 to 70
-- March 26, 2012.....no change [patient reports leg fatigue, bladder issues continue]
-- July 6, 2012....reprogrammed from 70 to 90
-- July 19, 2012....reprogrammed from 90 to 70
-- January 10, 2013....reprogrammed from ??? to 60
-- August 25, 2013....my dad died
------------------------------------

----- My complaint is that an MRI was done on my dad --without-- follow-up by Dr Lee Berlad to check the magnetically sensitive re-programmable shunt
following the MRI.
Background......On January 17, 2013 Dr Galina Kolycheva at HealthSouth rehab center in Fredericksburg Virginia ordered a CT scan on my dad due to
a severe headache, potentially a symptom of shunt malfunction for my dad who had just had shunt revision surgery 7 days earlier.
During a family conference on January 24, 2013, therapists at HealthSouth informed myself, my mom and 2 older brothers that my dad was unable to
perform the level of rehab offered at HealthSouth, and that he would need to discharged else where. On January 31 he was discharged to Falls Run
Nursing and rehab center.
Some days prior to the January 31 discharge, my dad fell at HealthSouth rehab center and hit his knee [ie. likely on-going undiagnosed problems with
the shunt].
On January 28, 2013 Dr Lee Berlad had my dad transported from HealthSouth rehab facility to his office for the purpose of removing staples from the
shunt revision surgery that took place on January 10, 2013. Dr Lee Berlad stated in the doctor notes...."Left an order to have the physician on staff
evaluate his right leg, knee. Regarding his shunt, will see him in follow-up in about 2 months."
Dr Berlad either knew or should have known of the likelyhood that the doctor he ordered to "evaluate his right leg, knee" would order an MRI.
On the day of discharge from HealthSouth, the MRI facility at Mary Washington Hospital was unavailable. My dad was transported by ambulance to
Stafford Hospital and an MRI was done there. He waited in the MRI room near the machine for over an hour because they arrived while the people there
were at lunch. While moving my dad the paramedics accidently punctured his urine catheter bag [foley catheter] and it leaked.
The MRI was ordered but I can find no records of Dr Lee Berlad doing a post-MRI follow-up on the shunt. I can find Radiology Reports for previous
MRI's going back into 2012 along with notes by Dr Lee Berlad, usually dated the same day showing that he did a post-MRI followup.
My dad had a series of extraordinary outbursts and behavioral problems while at HealthSouth, at one point yelling at the nursing staff. Its clear that
before and after shunt revision on January 10, 2013 that issues related to the shunt were ongoing and persisted into February until they relented for
several weeks during March thru April before things once again fell off a cliff in May.
To be fair to Dr Berlad, there is obviously no way to tell how much of my dad's mental functioning and behavioral issues were related to the shunt as
compared to the possibility that prostate cancer had made its way into the brain. We do know with certainty that in April my dad was suddenly "a new
person" as described by the Falls Run therapy staff during a Family Conference on April 24, 2013. He was functioning well cognitively, behaviorally, and
physically in feeding himself, climbing stairs in rehab, reading the newspaper, etc.
Deficits in mental, behavioral, and physical functioning due to dementia and cancer don't usually reverse themselves such that people become "a new
person".
Thus in clinical reasoning, one has to look at the shunt.
When one looks at the shunt, what one sees is a neurologist [Dr Lee Berlad], persistently relying on repeated, unreliable CT scans and shunt reservoir
palpation/pumping tests. Thus one sees him failing to make sure the shunt was functioning properly. Revision coming only -after- my dad on December
31 exited the passenger side of his car, fell off the edge of his driveway and slid head first down an embankment into a clump of trees.
What one sees is a neurologist [Dr Lee Berlad], persistently relying on repeated, unreliable CT scans and shunt reservoir palpation/pumping tests.
Revision coming only -after- my dad had a larger than 3 centimeter basal ganglia stroke.
Between the shunt and the stroke, my dad was in inpatient rehab for a sufficiently lengthy period of time that he ran out of medicare days and had to
apply for medicaid long term care program [approval for which came a few days before he died].
When one looks at the shunt, what one sees is that Dr Lee Berlad generated an order on Janaury 28 that resulted in an MRI being done on January 31,
and failed to do a proper followup to make sure the shunt was programmed correctly after the MRI.
[worth noting that obviously, as mentioned previously, Dr Galina Kolycheva at HealthSouth rehab center in Fredericksburg Virginia ordered a CT scan
on January 17, and obviously she relied on an unreliable CT scan, instead of having the shunt evaluated by a neurologist after suspecting shunt
malfunction or shunt revision post-surgical complications]
-- [MRI Safety, Cerebrospinal Fluid Shunt Valves and Accessories]---"...for shunt valves that utilize magnetic components, highly specific safety
guidelines must be followed in order to perform MRI procedures safely in patients with these devices..."
"....magnetic fields should not be placed in close proximity to the valve due to the possibility of an unintentional setting change."
-- "We conclude that as many as one third of patients presenting with shunt malfunction will not have the diagnosis of shunt malfunction
supported by a prospective radiologic interpretation of brain imaging. Although the neurosurgical community can assess the clinical situation to

determine the need for surgery, other clinicians can be easily reassured by a radiographic report that does not mention or diagnose shunt malfunction."
B.J.Iskandar, et al
Pitfalls in the diagnosis of ventricular shunt dysfunction: radiology reports and ventricular size.
Pediatrics....Volume 101 #6....June 1998...page 1031 - 1036
[Department of Pediatric Neurosurgery, Children's Hospital, Birmingham, Alabama]
-- "Neuroimaging has a low sensitivity for identifying shunt malfunction."
" Neurosurgical consultation should be sought if shunt malfunction is clinically suspected, despite normal imaging."
A.Mater
Test characteristics of neuroimaging in the emergency department evaluation of children for cerebrospinal fluid shunt malfunction
Canadian Journal Of Emergency Medicine...Volume 10 #2....2008...page 131 - 135
-- "The second most common reason for being sued for negligence in neurosurgery is a problem related to hydrocephalus management..
K. Pople
Hydrocephalus and Shunts: What the Neurologist Should Know
Journal Of Neurology, Neurosurgery & Psychiatry.....Volume 73...2002...page i17 - i 22
---------------------------------------- My Complaint, for some reason Dr Lee Berlad believed that nothing my dad presented with seemed to be related to the shunt.....
- January 3, 2013
"....increased nocturia, unrelated to his shunt.."
[Consultation notes....electronically signed January 3, 2013 at 4:32pm by Dr Lee Berlad]
- January 3, 2013
"I believe his memory difficulty is unrelated to the shunt."
[Consultation notes....electronically signed January 3, 2013 at 4:32pm by Dr Lee Berlad]
- January 10, 2013
"MRI of the brain also demonstrated an unrelated, new, nonhemorrhagic left basal ganglia stroke."
[Operative Report....electronically signed January 12, 2013 at 7:33am by Dr Lee Berlad]
- July 6, 2012
"memory dysfunction appears to be more dementia than NPH".
[Office Visit doctor notes Dr Lee Berlad....July 6, 2013]
- January 3, 2013
"20% - 25% of these patients are associated with an independent progressive dementia. Unfortunately, the patient has this...."
[Consultation notes....electronically signed January 3, 2013 at 4:32pm by Dr Lee Berlad]

please follow these statements....
- November, 2011
"Mr Burt had worsening incontinence in November"
[Office Visit doctor notes Dr Lee Berlad....July 6, 2013]
- March 26, 2012
"Bladder issues continue"
[Office Visit doctor notes Dr Lee Berlad....March 26, 2012]
- June 19, 2012
"Cancelled urinalysis. Patient couldn't go"
[Summary, page 3, Dr Avnit Ahuja....June 26, 2012]
- July 6, 2012
"He reports worsening bladder dysfunction....."
[Office Visit doctor notes Dr Lee Berlad....July 6, 2013]
- December 31, 2012
"He has been having difficulty making it to the bathroom recently....this started about 2 months ago and is still present."
[Clinical Report, emergency department Mary Washington Hospital electronically signed December 31, 2012 at 6:40pm by Hospitalist Dr Timothy
Weber]
- January 3, 2013
"shunt.....it has improved his....bladder function."
[Consultation notes....electronically signed January 3, 2013 at 4:32pm by Dr Lee Berlad]
------------------------------------

Cumulative radiation exposure
[shunt was implanted May 2010 so obviously there were more tests ordered than listed here]
1 -- December 20, 2011 CT scan ordered by Dr Lee Berlad
2 -- June 19, 2012 xray ordered by Avnit Ahuja
3 -- July 6, 2012 CT scan ordered by Dr Lee Berlad
4 -- July 19, 2012 MRI ordered by Jatinder Narula
5 -- December 31, 2012 CT scan ordered by Dr Timothy Weber

6 -- January 3, 2013 [pre-MRI] xray ordered by Dr Lee Berlad
7 -- January 2, 2013 MRI ordered by ???
8 -- January 3, 2013 [post-MRI xray] ordered by Dr Lee Berlad
9 -- January 11, 2013 CT scan ordered by Dr Lee Berlad
10 -- January 17, 2013 CT scan ordered by Dr Galina Kolycheva
11 -- January 31, 2013 MRI ordered by Dr Galina Kolycheva
12 -- May 27, 2013 CT scan ordered by ???
13 -- May 29, 2013 CAT scan ordered by Dr Lee Berlad
14 -- May 29, 2013 CT scan ordered by Dr Feroz Tamana
15 -- June 9, 2013 CAT scan ordered by ???
16 -- June 13, 2013 chest xray ordered by ???

Large Venous Lakes in the skull
Radiology Report, January 3, 2013
[electronically signed January 3, 2013 at 8:04pm by Dr Daryle Darden MD]
"Incidental note made of large venous lakes and nutrient vessels within the calvarium."

Back Pain
Back pain possibly related to shunt malfunction and/or prostate cancer spread to spine
Spring, summer, and fall of 2012 my dad presented with back pain that did not resolve with chiropractic, physical therapy, or orthopedic care.
Thus it may have been related to cerebral shunt malfunction and/or prostate cancer metastasis to the spine and subsequent spinal compression.

The relevant back pain and similar red flag symptom history.....
-- December 12, and 14 in 2011 my dad saw Dr. Patrick Caiafa at Spotsylvania Chiropractor during a time frame when he had headaches, dizziness,
loss of balance, slurred speech, numbness in the hands [also saw Dr Selwyn Adams on December 13, and his neurologist Dr Lee Berlad on
December 20]
-- June 19, 2012 he went to Dr Ahuja Avnit at Rheumatology Associates for radiograph exam for back pain.
-- July 2 and 6, 2012 he saw Dr. Patrick Caiafa at Spotsylvania Chiropractor for back pain.
-- July 6, 2012 he went to his neurologist Dr Lee Berlad for CT scan due to headaches, worsening bladder dysfunction, worsening memory [referred by
Dr Selwyn Adams]
-- July 13, 25, 27, 31 2012 he went for physical therapy at Lee's Hill Rehabilitation Services for back pain.
-- July 19, 2012 he went to Dr Jatinder Narula MD at Virginia Interventional Spine Associates for MRI due to back pain. .
-- August 2, 3, 7, 9, 13, 15, 20, and 22, 2012 he went for physical therapy at Lee's Hill Rehabilitation Services for back pain.
-- August 3, 2012 he went to Dr Jatinder Narula MD at Virginia Interventional Spine Associates due to back pain
-- November 16, 2012 my dad saw Dr Anita Banerjee at Cardiology Associates of Fredericksburg for imbalance, dizziness, and chest pain.

relevant documents enclosed.....
--- Death Certificate
--- December 20, 2011 Radiology Report electronically signed at 9:28pm by George D. Fish MD
--- Office Visit doctor notes Dr Lee Berlad....January 28, 2013
--- Office Visit doctor notes Dr Lee Berlad....March 26, 2012
--- Office Visit doctor notes Dr Lee Berlad....July 6, 2013
--- Consultation notes....electronically signed January 3, 2013 at 4:32pm by Dr Lee Berlad
--- Operative Report....electronically signed January 12, 2013 at 7:33am by Dr Lee Berlad
--- Summary, page 3, Dr Avnit Ahuja....June 26, 2012
--- chart on immune system blood test results

End of complaint

-

Timothy Weber, MD
Hospitalist
License Number = 0101234421
Mary Washington Hospital
1001 Sam Perry Blvd, Fredericksburg, VA 22401
(540) 741-1100
Background information related to the complaint
My father Moses Burt Jr, 81 [DOB = 9/15/1931], died in the ICU at Mary Washington Hospital on Sunday, August 25, 2013. See attached death
certificate.
This complaint is -not- related to his death.
-- May 11, 2010 by my dad's neurologist Dr Lee Berlad implanted a cerebral shunt [VP shunt] at Mary Washington Hospital in Fredericksburg Virginia.
-- November 30, 2011 my dad presented to his neurologist Dr Lee Berlad with worsening incontinence, loss of balance, slurred speech, headaches,
numbness in left hand, tinnitus in both ears....see result section of December 20, 2011 Radiology Report electronically signed at 9:28pm by George D.
Fish MD
-- December 12, and 14 in 2011 my dad saw Dr. Patrick Caiafa at Spotsylvania Chiropractor during a time frame when he had headaches, dizziness,
loss of balance, slurred speech, numbness in the hands [also saw Dr Selwyn Adams on December 13]
-- July 6, 2012 my dad presented to his neurologist Dr Lee Berlad with...."periods of the day that he does not recall"....see page 1 of July 6, 2012 office
visit doctors note signed by Dr Lee Berlad
-- November 16, 2012 my dad presented to Dr Anita Banerjee at Cardiology Associates of Fredericksburg with imbalance, dizziness, and chest pain.
-- December 11, 2012 my dad met with his primary care doctor, Dr Selwyn Adams MD
-- December 24, 2012 my mom informed me of significantly escalating behavioral problems she had been experiencing with my dad in the previous
weeks.
She said that out-of-the-blue one day, he angrily stated that he knows who her boyfriend is and demanded that she tell him who her boyfriend is. She
was sufficiently disturbed and frightened by the incident that she left the house for several hours. She noted to me, occassions of his significantly
reduced talking while around the house, his constantly sleeping most of every day only getting up for meals and doctor appointments, his reduced ability
to walk normally, his peeing and defecating in bed requiring her to have him wear a diaper that he would often remove.
Later that day, I witnessed periodic deficits in his mental functioning [blank stare straight ahead], and periodic altered behavior that I would describe as
hallucinations [after getting in the passenger side of the car to go Christmas shopping he angrily told my mother to stop jerking the steering wheel so
hard, even though she had just entered the vehicle and hadn't yet touched the steering wheel or anything else].
-- December 25, 2012, myself, 2 brothers, and mother all noticed periodic deficits in his mental functioning [blank stare straight ahead]. We noticed his
gait consisted of a shuffle rather than normal walking. My mother had already informed me a day or two prior that she had stopped giving him some of
the medications that he had been prescribed around the time that she first began noticing changes in my dad's behavior.
-- December 31, 2012, in the morning my dad was seated in a chair at the kitchen table for a meal. Without trying to get up or move, he slid out of his
chair and onto the floor. He was unable to get up. My mother had him transported via ambulance to Mary Washington Hospital.
-- January 2, 2013 my dad was diagnosed as having a larger than 3 centimeter stroke [greater than 1 inch of tissue ] in the basal ganglia area
-- January 2, 2013 my dad was diagnosed as having a malfunctioning shunt [a stuck proximal Codman Hakim programmable shunt valve].
-- January 10, 2013 shunt revision surgery by my dad's neurologist, Dr Lee Berlad.

-- [Hydrocephalus Association]...."An estimated 50% of shunts fail within 2 years."
-- Shunt malfunction can result in brain cell loss and subsequent dementia, stroke, death.
-- ".....classic Adam’s triad of symptoms—gait apraxia, incontinence, dementia".
"The second most common reason for being sued for negligence in neurosurgery is a problem related to hydrocephalus management.
K. Pople
Hydrocephalus and Shunts: What the Neurologist Should Know
Journal Of Neurology, Neurosurgery & Psychiatry.....Volume 73...2002...page i17 - i 22
-- "Urgent help from the on-call neurosurgeon should be sought for all suspected cases of acute shunt malfunction..."
.K. Pople.....Hydrocephalus and Shunts: What the Neurologist Should Know
Journal Of Neurology, Neurosurgery & Psychiatry.....Volume 73...2002...page i17 - i 22

The Complaint
----- My complaint is that Dr Timothy Weber provided substandard care to my dad on December 31, 2013, after having accurately identified the tell tale -triad-- of symptoms of a potentially life threatening VP shunt malfunction, he failed to immediately arrange for the problem to be resolved. Instead.....after
he accurately identified the tell-tale triad of symptoms of a VP shunt malfunction, he discussed the case with my dad's primary care doctor, Dr Selwyn
Adams. And then provided substandard care in discharging my dad with instructions to call Dr Selwyn Adams....."for the next available appointment."
-- December 31, 2013, Clinical Report, emergency department Mary Washington Hospital electronically signed December 31, 2012 at 6:40pm by
Hospitalist Dr Timothy Weber....."patient appears to have the triad of dementia, ataxia, and incontinence. He had a shunt for this placed by Dr Berlad in
the past...."
"Discussed case with patient's primary care provider, (Adams). Agreed upon need for patient follow-up. Health care provider will see patient in
office.....Disposition: condition: good. Discharged..."
"Follow up: Follow up with your doctor in two days. Call for the next available appointment."
-- "Urgent help from the on-call neurosurgeon should be sought for all suspected cases of acute shunt malfunction..."
.K. Pople
Hydrocephalus and Shunts: What the Neurologist Should Know
Journal Of Neurology, Neurosurgery & Psychiatry.....Volume 73...2002...page i17 - i 22
-- "Neurosurgical consultation should be sought if shunt malfunction is clinically suspected, despite normal imaging."
A.Mater
Test characteristics of neuroimaging in the emergency department evaluation of children for cerebrospinal fluid shunt malfunction
Canadian Journal Of Emergency Medicine...Volume 10 #2....2008...page 131 - 135
-- ".....classic Adam’s triad of symptoms—gait apraxia, incontinence, dementia"
"The second most common reason for being sued for negligence in neurosurgery is a problem related to hydrocephalus management..
K. Pople
Hydrocephalus and Shunts: What the Neurologist Should Know
Journal Of Neurology, Neurosurgery & Psychiatry.....Volume 73...2002...page i17 - i 22

----- My complaint is that Dr Timothy Weber provided substandard care in relying on an unreliable CT scan noting an intact VP shunt and catheter to
disregard the tell tale symptoms of VP shunt malfunction that he accurately identified and noted in his written Clinical Report.
-- "Cerebrospinal fluid shunt malfunction is one of the most common life-threatening neurosurgical conditions. In the emergency department, imaging
techniques to identify shunt malfunction include the shunt series and CT scanning of the head. We sought to determine the test characteristics of the
shunt series and CT scan for identifying children with shunt malfunction."
"Neuroimaging has a low sensitivity for identifying shunt malfunction."
" Neurosurgical consultation should be sought if shunt malfunction is clinically suspected, despite normal imaging."
A.Mater
Test characteristics of neuroimaging in the emergency department evaluation of children for cerebrospinal fluid shunt malfunction
Canadian Journal Of Emergency Medicine...Volume 10 #2....2008...page 131 - 135
-- "Less experienced physicians may rely more on radiographic reports as a primary diagnostic modality. In this study, we evaluated the reliability of
using these reports without accurate clinical assessment."
"We conclude that as many as one third of patients presenting with shunt malfunction will not have the diagnosis of shunt malfunction
supported by a prospective radiologic interpretation of brain imaging. Although the neurosurgical community can assess the clinical situation to
determine the need for surgery, other clinicians can be easily reassured by a radiographic report that does not mention or diagnose shunt malfunction."
B.J.Iskandar, et al
Pitfalls in the diagnosis of ventricular shunt dysfunction: radiology reports and ventricular size.
Pediatrics....Volume 101 #6....June 1998...page 1031 - 1036
[Department of Pediatric Neurosurgery, Children's Hospital, Birmingham, Alabama]

----- My complaint is that Dr Timothy Weber provided substandard care in creating an unsafe discharge.
-- Clinical Report, emergency department Mary Washington Hospital electronically signed December 31, 2012 at 6:40pm by Hospitalist Dr Timothy
Weber....."Discussed case with patient's primary care provider, (Adams). Agreed upon need for patient follow-up. Health care provider will see patient in
office.....Disposition: condition: good. Discharged..."
"Follow up: Follow up with your doctor in two days. Call for the next available appointment."
-- The outcome of that unsafe discharge.....
Around 10pm that night December 31, 2012....my mom came to Mary Washington Hospital and drove my dad home.
Their house is a 10 - 15 minute drive away from Mary Washington Hospital.
Upon arrival in the driveway 10 - 15 minutes after leaving the hospital, my dad attempted to exit the passenger side of the vehicle. After standing he lost
his balance and back peddled off the side of the driveway and slid head first down an embankment and into a clump of trees.
My mom was able to get him rolled over face-up but unable to get him up [30 degree temps, my dad age 81, my mom 80]. Shocked at what happened
and given that they had just come from the hospital, it didn't occur to her to have him taken back. A next door neighbor happened to come outside and
heard my mom talking to him. The neighbor got her sons to help get him into the house.
-- January 1, 2013 my dad had recovered some degree of mobility, but fell after rising from his chair at the kitchen table trying to quickly get about 20 to
25 feet down the hall to the bathroom. My mom got the neighbors to help him up and put back in bed.
-- January 2, 2013 my dad was unable to get out of bed. After speaking with my dad's primary care doctor Dr Selwyn Adams [a separate complaint to

the medical board has been filed on Dr Selwyn Adams] on the phone my mom had him transported via ambulance to the hospital. Across the day a
number of diagnostic tests were done and he was seen be several medical doctors. Two of the major diagnoses that day were a malfunctioning shunt,
and a larger than 3 centimeter stroke [over an inch of tissue] in the basal ganglia area.
Dr Timothy Weber provided substandard care and my dad suffered harm.
In the several months prior to December 31, my mom suffered prolonged psychological trauma from the escalating behavioral dysfunction periodically
exhibited by my dad caused by the malfunctioning shunt. Then on December 31, 2012 came the final blow that guaranteed PTSD [from which she still
has not recovered] in having to live through her New Years Eve watching my dad exit the car, slide head first down an embankment and into a clump of
trees at 10pm at night in 30 degree temperatures, about 10 - 15 minutes after returning from the hospital.
Obviously that took place before they had an opportunity to call primary care doctor, Dr Selwyn Adams...."for the next available appointment."
"Urgent help from the on-call neurosurgeon should be sought for all suspected cases of acute shunt malfunction..."
.K. Pople
Hydrocephalus and Shunts: What the Neurologist Should Know
Journal Of Neurology, Neurosurgery & Psychiatry.....Volume 73...2002...page i17 - i 22

American Medical Association Opinion 9.141 - Safe Patient Discharge
[excerpts]…..
Physicians' primary ethical obligation to promote the well-being of individual patients encompasses an obligation to collaborate in a discharge plan that is
safe for the patient. As advocates for their patients, physicians should resist any discharge requests that are likely to compromise a patient's safety. The
discharge plan should be developed without regard to socioeconomic status, immigration status, or other clinically irrelevant considerations
To facilitate a patient's safe discharge from an inpatient unit, physicians should:
(a) Determine that the patient is medically stable and ready for discharge from the treating facility; and
(b) Collaborate with those health care professionals and others who can facilitate a patient discharge to establish that a plan is in place for medically
needed care that considers the patient's particular needs and preferences.
Issued November 2012 based on the report "Physician Responsibilities for Safe Patient Discharge from Health Care FacilitiesPDF FIle," adopted June
2012.

American Medical Association Code Of Medical ethics.
Physician Responsibilities for Safe Patient Discharge from Health Care Facilities Sharon P. Douglas, MD, Chair
Reference Committee on Amendments to Constitution and Bylaws (Jerome C. Cohen, MD, Chair)
[excerpts]……
--- Safe discharge requires that physicians, together with the assistance of institutional support staff if needed.......take reasonable steps to prevent
foreseeable harm to the patient during and after the discharge.
--- The safety of patients depends on physicians (and supporting staff) anticipating and addressing (or delegating others to address) risks before
authorizing a discharge......
--- Regardless of clinical stability at the time of discharge, risks of harm can escalate if patients are, for instance........left without appropriate caretakers,
or forced to live in an unsuitable environment after discharge.
--- confirm the receiving environment's appropriateness to meet the patient's needs......
--- Whether a patient is medically stable for discharge may depend on specific discharge arrangements. Physicians should be satisfied that aspects
of discharge arrangements-- such as......appropriate, sustainable care at the destination-have been reasonably verified either by themselves or by other
available hospital professionals who have relevant expertise. While discharge coordinators or others may be better equipped to make these
arrangements, the physician should always clarify to all involved parties the expectations regarding a patient's needs, including the minimum
technological capabilities and the provider expertise necessary to deliver an appropriate level of care.
--- A physician's responsibility for safe patient discharge is recognized as standard practice, and the responsibility has been affirmed through several
formal means. As a condition of participation in Medicare and Medicaid services, hospitals are required to discharge patients to "appropriate
facilities" that can sufficiently meet the patient's medical needs.The AMA Council on Scientific Affairs (now Council on Science and Public Health) in its
1996 report on evidence-based discharge practices affirmed as a primary principle that a patient's needs "be matched to an environment with the ability
to meet those needs.
Physicians should not discharge a patient to an environment in which the patient's health could reasonably be expected to deteriorate due solely to
inadequate resources at the intended destination.
Before discharging a patient, the physician should be assured that both the professional and material resources at the receiving facility are adequate to
address the patient's medical needs.
While a discharging physician may have no control over the care provided at the destination, he or she is nonetheless well placed to decide whether the
described standard of care a the destination is likely to be appropriate for the patient's post-discharge care needs.
--- In an effort to secure appropriate continuity of patient care, physicians may also request that discharge plans stipulate follow-up progress reports on a
discharged patient. Such follow-up may be effective in preventing unplanned rehospitalizations.

relevant documents enclosed.....
--- Death Certificate
--- December 31, 2013, Clinical Report, emergency department Mary Washington Hospital electronically signed December 31, 2012 at 6:40pm by
Hospitalist Dr Timothy Weber

End of complaint

Selwyn A Adams, MD
Primary Care Physician
License Number = 0101050322
2301 Fall Hill Ave # 301, Fredericksburg, VA 22401
Phone:(540) 374-1188
Background information related to the complaint
My father Moses Burt Jr, 81[DOB = 9/15/1931], died in the ICU at Mary Washington Hospital on Sunday, August 25, 2013. See attached death
certificate.
Below is back ground information centering around 3 subjects related to the complaint....
1--cerebral shunt
2--prostate
3--colcrys, pravastatin, kidney function

1--Cerebral Shunt...
-- My dad had a cerebral shunt [VP shunt]. It was implanted on May 11, 2010 at Mary Washington Hospital by his neurologist Dr Lee Berlad .
According to published research data, 50% of shunts malfunction within 2 years of implantation.
Shunt malfunction can result in brain cell loss, worsening dementia, etc.
-- Spring-Summer-Fall 2012, my dad had back pain, escalating memory loss, and loss of ability to maintain attention.
-- December 2012 he suffered behavioral problems and anger outbursts founded on hallucinations, bouts of severe muscle weakness that I would
described as periodic "quadraplegia", multiple falls, a larger than 1 inch brain stem stroke, followed by hospitalization at Mary Washington Hospital
[Fredericksburg Virginia].
-- December 11, 2012 my dad had an appointment with his primary care physician, Dr Selwyn Adams
-- December 24, 2012 my mom informed me of significantly escalating behavioral problems she had been experiencing with my dad in the previous
weeks.
She said that out-of-the-blue one day, he angrily stated that he knows who her boyfriend is and demanded that she tell him who her boyfriend is. She
was sufficiently disturbed and frightened by the incident that she left the house for several hours. She noted to me, occassions of significantly reduced
talking while around the house, constantly sleeping most of every day only getting up for meals and doctor appointments, reduced ability to walk
normally, peeing and defecating in bed requiring her to have him wear a diaper that he would often remove.
Later that day, I witnessed periodic deficits in his mental functioning [blank stare straight ahead], and periodic altered behavior that I would describe as
hallucinations [after getting in the passenger side of the car to go Christmas shopping he angrily told my mother to stop jerking the steering wheel so
hard, even though she had just entered the vehicle and hadn't yet touched the steering wheel or anything else].
-- December 25, 2012, myself, 2 brothers, and mother all noticed periodic deficits in his mental functioning [blank stare straight ahead]. We noticed his
gait consisted of a shuffle rather than normal walking. I checked each of his -15- prescription medications for possible drug interactions, identified colcrys
and pravastatin as possibly producing the symptoms we were seeing, and planned to ask that he and my mother contact his Primary Care doctor [Dr
Selwyn Adams MD] sometime shortly after New Years day. My mother had already informed me a day or two prior that she had stopped giving him
some of the medications that he had been prescribed around the time that she first began noticing changes in my dad's behavior.
-- December 31, 2012, in the morning my dad was seated in a chair at the kitchen table for a meal. Without trying to get up or move, he slid out of his
chair and onto the floor. He was unable to get up. My mother had him transported via ambulance to Mary Washington Hospital.
At somepoint while at the hospital that day, my dad recovered some degree of mobility.
Hospitalist, Dr Timothy Weber, in his doctor notes stated that he identified the presence of the classic Adams/Hakim triad of symptoms of a
malfunctioning shunt [shuffle walk, dementia, urinary issues]. In the doctor notes, he says that he told my mom and dad to meet with their Primary Care
doctor within 2 days. He discharged my dad to home [that is the subject of a separate complaint, unrelated to Dr Imran Ahmad MD].
At discharge, 10pm at night, 30 degree temps, my mom came to Mary Washington Hospital and drove him home. Their house is a 10 - 15 minute drive
away from the hospital.
Upon arrival in the driveway my dad attempted to exit the passenger side of the vehicle, after standing he lost his balance and back peddled off the side
of the driveway and slid head first down an embankment and into a clump of trees.
My mom was able to get him rolled over face-up but unable to get him up. Shocked at what happened and given that they had just come from the
hospital, it didn't occur to her to have him taken back. A next door neighbor happened to come outside and heard my mom talking to him. The neighbor
got her sons to help get him into the house.
-- December 31, 2013 Clinical Report, emergency department Mary Washington Hospital electronically signed December 31, 2012 at 6:40pm by
Hospitalsit Dr Timothy Weber...."patient appears to have the triad of dementia, ataxia, and incontinence. He had a shunt for this placed by Dr Berlad in
the past...."
"Discussed case with patient's primary care provider, (Adams). Agreed upon need for patient follow-up. Health care provider will see
patient in office......Disposition: condition: good. Discharged..."
[this is the subject of a separate complaint that will be filed with the medical board on a doctor other than Dr Selwyn Adams].
-- January 1, 2013 my dad had recovered some degree of mobility, but fell after rising from his chair at the kitchen table trying to quickly get about 20 to
25 feet down the hall to the bathroom.
My mom got the neighbor to help him up and put back in bed.

-- January 2, 2013 my dad was unable to get out of bed. My mom had him transported via ambulance to the hospital.
Across the day a number of diagnostic tests were done and he was seen by several medical doctors.
Two of the major diagnoses that day were a larger than 3 centimeter stroke [greater than 1 inch of tissue ] in the basal ganglia area, and a
malfunctioning shunt.
-- January 10, 2013 shunt revision surgery by my dad's neurologist, Dr Lee Berlad. Based on my reading of the urinalysis I'm assuming the reason they
waited more than a week to do the surgery was due to a bladder infection my dad presented with.

2--Prostate
-- May 27, 2013 as an inpatient at Health South rehab center, my dad fell and hit his head. He was transported down the street to Mary Washington
Hospital. One of the doctors noticed that he happened to have a bed sore on his buttock. One of them called in surgeon Dr Rony Ramia to evaluate it.
He recommended a CT scan of the pelvis and right buttock. That CT scan showed malignant prostate cancer progressing into the bladder and
lymphnodes. Further scans showed progression into pelvis, spine, ribs, and shoulders. PSA at 155. This May 27, 2013 PSA test is the only PSA test I've
found in the medical records, going back to January 2011. That includes office visit records of my dad's urologist, Dr Daniel Hoffman.
-- Cancer related Family history......my dad's father, Moses Burt Sr died on March 17, 1965 at age 67 at the VA Hospital in Durham, North Carolina of
bone cancer that spread to his lungs and brain. Obviously, this was their understanding of events in 1965, so its not outside the realm of possibility that
this was prostate cancer that had spread to bone, then lung and brain, as it did to my dad. My dad's mother died of lung cancer. One of his sisters died
of breast cancer.
-- December 17, 1996 after repeated Mary Washington Hospital admissions [Sept 24, 28, 29, and Oct 3, 1996] due to inability to urinate, my dad had
cytoscopic transurethral resection of the prostate

3--Colcrys, Pravastatin, Kidney function
-- July 14, 2011....medical records show that among my dad's prescription medications prescribed by Dr Selwyn Adams, were colcrys [0.6mg 2 to 3
times per day] and pravastatin [40mg daily]....and continued up to the end of January 2013 where Dr Selwyn Adams includes them in a list of
medications shown in the January 14, 2013 Transfer Summary from Mary Washington Hospital to Health South rehab center electronically signed at
7:30pm on January 29, 2013 by Dr Selwyn Adams.
-- December 25, 2012, while at my parents house for a few days for Christmas, I went through my dad's -15- prescription medications looking for items
that might account for symptoms of drug interaction. I found colcrys and pravastatin.
They're both listed on Mary Washington Hospital medical records on January 2, 2013 and on the Transfer Summary from Mary Washington Hospital to
Health South rehab center electronically signed at 7:30pm on January 29, 2013 by Dr Selwyn Adams.
-- late January 2013, I participated in a family conference with Dr Selwyn Adams present at Health South rehab center. My mother and two older
brothers were present. I phoned in from Austin Texas and asked questions via speaker on my brother's cell phone. I asked Dr Selwyn Adams how it can
be that colcrys and pravastain got prescribed to the same patient. His response was that the drugs were approved by the FDA. He went on to state that
he would be putting my dad on high-dose lipitor [he never followed through on the high-dose lipitor].
-- 2011 thru 2012....on multiple occassions my dad was treated with antibiotics for repeated bladder infections by Dr Selwyn Adams.
-- October 26, 2010 my dad was diagnosed with chronic kidney disease by his urologist Dr Daniel Hoffman [Urology Associates Of Fredericksburg] as
far back as that date.
-- August 7, 2007 my dad was diagnosed with renal cell carcinoma on the left kidney by Dr Daniel Hoffman [Urology Associates Of Fredericksburg]
-- August 8, 2007, and March 25, 2009 he had laproscopic renal cryotherapy for renal cell carcinoma by his urologist Dr Daniel Hoffman [Urology
Associates Of Fredericksburg].
-- 2011 thru 2012...please see results of multiple renal ultrasounds in the office records of Dr Daniel Hoffman [Urology Associates Of Fredericksburg],
showing multiple cysts on the left kidney.

The Complaint
My complaint on Dr Selwyn Adams centers around 4 subjects....
1--failure to diagnose cerebral shunt malfunction
2--failure to provide or oversee urologist provision of regular early detection screening for prostate cancer
3--failure to connect several months of back pain possibly related to shunt malfunction and/or prostate cancer spread to spine
4a--prescribing colcrys and pravastatin to the same patient
4b--prescribing colcrys to a patient with low kidney function, repeated antibiotic use, and other dangerous red flags

1--- Cerebral shunt malfunction
My complaint is that Dr Selwyn Adams provided substandard care in failing to recognize, diagnose, and arrange treatment for the tell-tale symptoms of a
cerebral shunt malfunction.
My dad had year 2012 office visits with Dr Selwyn Adams on April 23--2012, October 19--2012, December 11--2012.
On December 31, 2013, as one can see below in the clinal report, Dr Timothy Weber accurately identified the tell-tale triad of symptoms of a VP shunt
malfunction. He states that he discussed the case with Dr Selwyn Adams. And then in contradiction to medical guidelines, discharged my dad with
instructions to call Dr Adams....."for the next available appointment."
[This is the subject of a separate complaint for unsafe discharge that will be filed with the medical board on a doctor other than Dr Selwyn Adams].
"Urgent help from the on-call neurosurgeon should be sought for all suspected cases of acute shunt malfunction..."
.K. Pople.....Hydrocephalus and Shunts: What the Neurologist Should Know
Journal Of Neurology, Neurosurgery & Psychiatry.....Volume 73...2002...page i17 - i 22

Dr Weber noted in the Clinical Report, emergency department Mary Washington Hospital electronically signed December 31, 2012 at 6:40pm by
Hospitalist Dr Timothy Weber.....
----- "...patient appears to have the triad of dementia, ataxia, and incontinence. He had a shunt for this placed by Dr Berlad in the past...."
"Discussed case with patient's primary care provider, (Adams). Agreed upon need for patient follow-up. Health care provider will see
patient in office......Disposition: condition: good. Discharged..."
----- Discussed case with patient's primary care provider, (Adams). Agreed upon need for patient follow-up. Health care provider will see patient in office.
Disposition: condition: good. Discharged"
----- "Follow up: Follow up with your doctor in two days. Call for the next available appointment."
The outcome of that discharge.....
Around 10pm that night December 31, 2012....my mom came to Mary Washington Hospital and drove my dad home. Their house is a 10 - 15 minute
drive away from Mary Washington Hospital. Upon arrival in the driveway my dad attempted to exit the passenger side of the vehicle, after standing he
lost his balance and back peddled off the side of the driveway and slid head first down an embankment and into a clump of trees. My mom was able to
get him rolled over face-up but unable to get him up [30 degree temps, my dad age 81, my mom 80]. Shocked at what happened and given that they had
just come from the hospital, it didn't occur to her to have him taken back. A next door neighbor happened to come outside and heard my mom talking to
him. The neighbor got her sons to help get him into the house. January 1, 2013 my dad had recovered some degree of mobility, but fell after rising from
his chair at the kitchen table trying to quickly get about 20 to 25 feet down the hall to the bathroom. My mom got the neighbors to help him up and put
back in bed. January 2, 2013 my dad was unable to get out of bed. After speaking with Dr Selwyn Adams on the phone my mom had him transported via
ambulance to the hospital. Across the day a number of diagnostic tests were done and he was seen be several medical doctors. Two of the major
diagnoses that day were a malfunctioning shunt, and a larger than 3 centimeter stroke [over an inch of tissue] in the basal ganglia area.
About 20 days prior, my dad was in the office of Dr Selwyn Adams, on December 11, 2011.
In medicine, faulty assumptions are the mother of all screwups.
Both, Dr Timothy Weber and Dr Selwyn Adams likely relied on results from a CT scan looking only at the shunt catheter. Shunts malfunction in ways
other than issues related to the catheter. The proper diagnosis was a stuck, proximal Codman Hakim programmable shunt valve that required shunt
revision surgery. Obvioulsy this issue could have been identified and resolved at the December 11 appointment with Dr Selwyn Adams given that my
dad had progressively worsening symptoms in the --months-- leading up to December 31. Clearly Dr Weber thought that Dr Adams could handle it when
he referred my dad to see Dr Adams for followup rather than immediately having a neurologist come in and properly deal with the problem as medical
guidelines say is a critical action. What happened is only slightly less bad than telling a patient that presents with a stroke to wait a day or 2 before
presenting to the hospital for brain cell saving care.
My dad received substandard care from Dr Selwyn Adams.
He suffered harm.
My mom suffered prolonged psychological trauma from the escalating behavioral dysfunction periodically exhibited by my dad, followed by the final blow
on December 31, guaranteeing PTSD [from which she still has not recovered] in having to live through her New Years Eve watching my dad exit the
car, slide head first down an embankment and into a clump of trees at 10pm at night in 30 degree temperatures, about 15 minutes after returning from
the hospital. Obviously that taking place before they had an opportunity to call Dr Selwyn Adams...."for the next available appointment."
---------------------------"Urgent help from the on-call neurosurgeon should be sought for all suspected cases of acute shunt malfunction..."
K. Pople
Hydrocephalus and Shunts: What the Neurologist Should Know
Journal Of Neurology, Neurosurgery & Psychiatry.....Volume 73...2002...page i17 - i 22
---------------------------".....classic Adam’s triad of symptoms—gait apraxia, incontinence, dementia".
"The second most common reason for being sued for negligence in neurosurgery is a problem related to hydrocephalus management. However, the
good news is that the overall standard of care for patients with hydrocephalus appears to have greatly improved over the last 10 years with the advent of
better facilities for investigation, new approaches to treatment, and a greater awareness of the need for adequate follow up. In the possible absence of a
local neurosurgeon with an interest in hydrocephalus, a neurologist who is faced with the ongoing care of a patient with hydrocephalus should ideally
have a clear idea of what exactly constitutes appropriate follow up and which clinical and radiological warning signals of shunt problems to look out for."
K. Pople
Hydrocephalus and Shunts: What the Neurologist Should Know
Journal Of Neurology, Neurosurgery & Psychiatry.....Volume 73...2002...page i17 - i 22
---------------------------"If shunt malfunction is present, an expected finding on CT scan of the head is absolute or relative ventriculomegaly. Currently, there is little evidence
to support the use of this neuroimaging to identify children with shunt malfunction."
"Cerebrospinal fluid shunt malfunction is one of the most common life-threatening neurosurgical conditions. In the emergency department, imaging
techniques to identify shunt malfunction include the shunt series and CT scanning of the head. We sought to determine the test characteristics of the
shunt series and CT scan for identifying children with shunt malfunction."
"Neuroimaging has a low sensitivity for identifying shunt malfunction. Neurosurgical consultation should be sought if shunt malfunction is clinically
suspected, despite normal imaging."
A.Mater
Test characteristics of neuroimaging in the emergency department evaluation of children for cerebrospinal fluid shunt malfunction
Canadian Journal Of Emergency Medicine...Volume 10 #2....2008...page 131 - 135
----------------------------

"Less experienced physicians may rely more on radiographic reports as a primary diagnostic modality. In this study, we evaluated the reliability
of using these reports without accurate clinical assessment."
"We conclude that as many as one third of patients presenting with shunt malfunction will not have the diagnosis of shunt malfunction
supported by a prospective radiologic interpretation of brain imaging. Although the neurosurgical community can assess the clinical situation to
determine the need for surgery, other clinicians can be easily reassured by a radiographic report that does not mention or diagnose shunt malfunction."
B.J.Iskandar, et al
Pitfalls in the diagnosis of ventricular shunt dysfunction: radiology reports and ventricular size.
Pediatrics....Volume 101 #6....June 1998...page 1031 - 1036
[Department of Pediatric Neurosurgery, Children's Hospital, Birmingham, Alabama]
---------------------------"An estimated 50% of shunts fail within 2 years."
Hydrocephalus Association

2--- Prostate cancer
On May 27, 2013 as an inpatient at Health South rehab center, my dad fell and hit his head. He was transported down the street to Mary Washington
Hospital. One of the doctors noticed that he happened to have a bed sore on his buttock.
One of the doctors called in Surgeon Dr Rony Ramia to evaluate it.
He recommended a CT scan of the pelvis and right buttock.
That CT scan showed prostate cancer progressing into the bladder and lymphnodes. Further scans showed progression into pelvis, spine, ribs, and
shoulders. PSA on May 27, 2013 was at 155.
They started treating one month after the cancer was initially diagnosed. My dad died 90 days after that.
-- initial diagnosis May 27, 2013
-- casodex started around June 27 or 28, 2013
-- lupron [leuprolide] shot was given Wednesday July 3, 2013
-- my dad died August 25, 2013
My complaint is that in 2011, 2012, and 2013 Dr Selwyn Adams provided substandard care in failing as my dad's primary care physician to properly
coordinate and oversee between himself and urologist Dr Daniel Hoffman, early detection prostate cancer screenings.
Instead....in the January 14, 2013 Transfer Summary electronically signed January 29, 2013 at 7:30pm by Dr Selwyn Adams, he listed as one of the
diagnoses in the "Discharge Diagnosis(es) section...."benign prostate hyperplasia".
Obviously, its -not- possible that my dad had benign prostate hyperplasia on January 14, 2013 as Dr Selwyn Adams put on the Transfer Summary. He
obviously didn't order any diagnostics that made him come to that conclusion. Obvioulsy my dad's urologist Dr Daniel Hoffman didn't do any diagnostics
at that time. Dr Selwyn Adams should -not- have diagnosed my dad with benign prostate hyperplasia. My dad died of non-benign prostate metastasis
throughout his body barely 8 months after that benign prostate diagnosis. It can't possibly be the accepted standard of care for medical doctors to
diagnose their patients by way of the copy & paste function of their computer, blindly placing previous diagnoses onto current and medical records
as if those items had been properly examined and diagnosed.
Clearly no proper prostate exam and diagnostics took place until my dad presented with a bed sore and somebody ordered a pelvic CT 90 days prior to
my dad's death from prostate cancer.
.
As a result the patient lost multiple months that could have been used for life saving, or life extending treatment.
The patient's cancer wasn't discovered until 90 days prior to it killing him, in spite of multiple visits across several years to Dr Selwyn Adams and the
urologist Dr Daniel Hoffman who's work Dr Adams is supposed to coordinate and oversee as the primary care physician.
As to the lack of early detection screeing in 2011 and 2012, Medical Guidelines from the American Urological Association state that based on studies
on white European men, that at men that are at "average risk" and over the age of 70 should not be screened.
My dad was not of "average risk". American blacks have about double the risk of prostate cancer than white males.
He was entitled to regular screenings consistent with the guideline from the American Urological Association which says...."Some men with high risk
aggressive prostate cancers with a life expectancy less than a decade, may benefit from the diagnosis and treatment of their disease. Thus, the goal
should be to identify these men". He was diagnosed with benign prostate hyperplasia in the early 1990's, over 20 years ago. On December 17, 1996
after repeated Mary Washington Hospital admissions [Sept 24, 28, 29, and Oct 3] due to inability to urinate, my dad had cytoscopic transurethral
resection of the prostate. Family History---His father, Moses Burt Sr died on March 17, 1965 at age 67 at the VA Hospital in Durham, North Carolina of
bone cancer that spread to his lungs and brain. Obviously, this was their understanding of events in 1965, so its not outside the realm of possibility that
this was prostate cancer that had spread to bone, then lung and brain, as it did to my dad. My dad's mother died of lung cancer. One of his sisters died
of breast cancer.
He was a black male with a family history and an enlarged prostate [for 2 decades] that had to be resected.
He was not a man with "average risk" for prostate metastasis that the do-no-screening part of the medical guidelines was intended to apply to, and he
was not a white European male.
There exist no guidelines saying don't screen high risk elderly black men.
My dad was a high risk elderly black man that needed to be screened, that should have been screened, for whom there was no viable excuse for failing
to screen on a regular basis.
Dr Selwyn Adams failed to provide this level of care.
As the primary care physician it was the job of Dr Selwyn Adams to make certain that multiple opportunities to provide regular PSA tests, transrectal
ultrasound, color doplar ultrasound, or other early detection prostate cancer screenings was provided. There were office visits on...
- March 4, 2011
- April 11, 2011
- June 9, 2011
- December 13, 2011

- April 23, 2012
- October 19, 2012
- December 11, 2012
- Dr Adams has hospital privileges and saw my dad in January, and February 2013.

-----------------------------------"African American men have a two- to three-fold greater incidence of newly diagnosed metastatic prostate cancer compared to white men, which
contributes to a similarly increased mortality rate."
"A greater effort is needed to eliminate disparities in prostate cancer..."
Prostate Cancer Survival Rates Improved Since Introduction of PSA Testing
Science Daily....Aug. 23, 2012
-----------------------------------"Both studies showed a relative reduction of 21% in the rate of death from prostate cancer in the screening group, as compared with the control group."
[May 23, 2012] The latest on the PSA test and prostate cancer mortality
-----------------------------------Early Detection of Prostate Cancer: American Urological Association Guideline
Guideline Statement 5:
The Panel does not recommend routine PSA screening in men age 70+ years or any man with less than a 10 to 15 year life expectancy.
guideline statements listed in this document target men at average risk, defined as a man without risk factors, such as......African American race.
Some men with high risk aggressive prostate cancers with a life expectancy less than a decade, may benefit from the diagnosis and treatment of their
disease. Thus, the goal should be to identify these men while avoiding the associated overdiagnosis and over treatment of those with lower risk disease
that occurs with opportunistic screening.
-----------------------------------[Cedric M. Bright, M.D., President of the National Medical Assocation]
“The National Medical Association is committed to decreasing health disparities in African Americans; this includes disparities in prostate cancer. As a
national organization, comprised of the nation’s leading experts in minority health, we support the American Urological Association's best practice
statement regarding the PSA blood test to detect prostate cancer at its earliest stages. As a primary care physician, I have been testing African
American males with PSA screening starting at age 40, and in my 20 years of practice I have detected prostate cancer in men as young as 42. With the
prevalence of prostate cancer disproportionally affecting our men, we must be vigilant to ensure aggressive testing continues for this most vulnerable
population,”
-----------------------------------Oncology Live [OncLive]....Thursday June 27, 2013
Lack of PSA Screening Leads to Poor Prognosis in Prostate Cancer
from the presentation made by W.Adams, C Elliott, and J Reese titled...."What happens when we do not screen for prostate cancer? The fate of men
presenting with PSA over 100 ng/mL".....Presented at: Annual Meeting of the American Urological Association; May 4 - 8, 2013; San Diego, CA. Abstract
1484
[excerpts]......
Prostate cancer prognosis remains poor for patients who have a prostate-specific antigen (PSA) level 100 ng/mL at discovery, a review of cancer
registry data showed.
"Our study confirms poor survival and significant morbidity in men initially presenting with PSA 100 ng/mL,” he said. “It stresses the vital role of PSA and
the need for improved access to screening, which would have detected these cancers at earlier stages.”
Reese added that many of the patients in the study may have gone without PSA screening because they were underinsured.
“Our underinsured patient population presented with advanced prostate cancer at a rate of at least 3.6 times the national average of 4%, and survival
was substantially less than the national 71% 5-year survival for metastatic disease,” Reese said.
To examine the potential consequences of not screening for prostate cancer, investigators searched medical records of all men with newly diagnosed
prostate cancer from 1998 to 2008....
“Despite modern therapy, survival is poor for advanced prostate cancer associated with PSA levels of 100 ng/mL or greater,” Reese concluded. “In the
absence of screening, 14% of prostate cancer patients are diagnosed with PSA levels of 100 ng/mL or greater at presentation. Our results suggest a
role for continued PSA screening.”
-----------------------------------"......African-American males should be told about screening tests available for prostate cancer earlier in order to increase the likelihood that if they do
develop cancer it might be diagnosed at an early stage while it is still curable."
"When doctors fail to act in accordance with the guidelines for cancer screening and their patient is subsequently diagnosed with advanced prostate
cancer that physician might be liable for medical malpractice."
J.Hernandez
Article Sphere
Jury Finds Against Doctor In Delayed Diagnosis Of Cancer Medical Malpractice Matter

3--Back pain possibly related to shunt malfunction and/or prostate cancer spread to spine
My complaint is that in the spring, summer, and fall of 2012 my dad presented with back pain, headaches, etc that did not resolve with chiropractic,
physical therapy, or orthopedic care. Thus it may have been related to cerebral shunt malfunction and/or prostate cancer metastasis to the spine and
subsequent spinal compression. Dr Selwyn Adams failed to do prostate screening diagnostics, and during an appointment December 11, 2012 obviously
missed the opportunity to properly diagnose a shunt malfunction that led to dangerous falls and a large stroke about 20 days later.
The relevant back pain and similar red flag symptom history.....
-- December 12, and 14 in 2011 my dad saw Dr. Patrick Caiafa at Spotsylvania Chiropractor during a time frame when he had headaches, dizziness,
loss of balance, slurred speech, numbness in the hands [also saw Dr Selwyn Adams on December 13, and his neurologist Dr Lee Berlad on
December 20]
-- June 19, 2012 he went to Dr Ahuja Avnit at Rheumatology Associates for radiograph exam for back pain.
-- July 2 and 6, 2012 he saw Dr. Patrick Caiafa at Spotsylvania Chiropractor for back pain.
-- July 6, 2012 he went to his neurologist Dr Lee Berlad for CT scan due to headaches, worsening bladder dysfunction, worsening memory [referred by
Dr Selwyn Adams]
-- July 13, 25, 27, 31 2012 he went for physical therapy at Lee's Hill Rehabilitation Services for back pain.
-- July 19, 2012 he went to Dr Jatinder Narula MD at Virginia Interventional Spine Associates for MRI due to back pain. .
-- August 2, 3, 7, 9, 13, 15, 20, and 22, 2012 he went for physical therapy at Lee's Hill Rehabilitation Services for back pain.
-- August 3, 2012 he went to Dr Jatinder Narula MD at Virginia Interventional Spine Associates due to back pain
-- November 16, 2012 my dad saw Dr Anita Banerjee at Cardiology Associates of Fredericksburg for imbalance, dizziness, and chest pain.
Please note the lengthy time period that my dad had a very low functioning immune system, possibly related to neurological issues related to shunt
malfunction, and/or having been prescribed colcrys, and/or bone invasion by prostate cancer cells and subsequent dysfunction of bone marrow cells.
Please see enclosed document I made that charts blood test results on Lymph and Absolute Lymph throughout 2011, 2012, and 2013.

4--- Prescribing of colcrys and pravastatin.....
My complaint is that Dr Selwyn Adams put my dad in danger of colcrys toxicity when he prescribed colcrys to my dad, an elderly, African American that
had chronic kidney disease, renal cancer, and relatively frequent use of antibiotics for repeated UTI's. For one patient, that's a lengthy list of red flags for
colcrys prescription that Dr Selwyn Adams either ignored or was unaware of.
My complaint is that Dr Selwyn Adams prescribed colcrys to my dad who he had already prescribed a statin drug [pravastatin], creating a risk of adverse
drug interaction. Particularly given my dad's low renal function which could have and may have resulted in low clearance of one or both drugs, facilitating
an adverse interaction.
My complaint is of possible colcrys induced immune system suppression, please see enclosed document charting Lymph and Absolute Lymph 2011,
2012, and 2013.
My complaint is that Dr Selwyn Adams prescribed a statin drug [pravastatin] to my dad for multiple years without also a CoQ10 supplement.
---------------------"Even medicines that you take for a short period of time, such as antibiotics, can interact with Colcrys and cause serious side effects or death."
Medication Guide, United States Food & Drug Administration [FDA]
---------------------"These interactions can occur even at prescribed Colcrys doses, and with medications that are given for a limited time, such as antibiotics"
Information for Healthcare Professionals: New Safety Information for Colchicine [marketed as Colcrys]
United States Food & Drug Administration [FDA]....2009
---------------------"We suggest that clinicians be aware that neuromuscular toxicity can occur in patients with mild renal dysfunction with combined use of colchicine and
pravastatin."
G. Alayli,et al.
Acute myopathy in a patient with concomitant use of pravastatin and colchicine.
Annals Of Pharmacotherapy.....Volume 39 # 7 - 8.....July - August 2005....page 1358 - 1361
---------------------Colchicine toxicity
"Long-term (prophylactic) regimens of oral colchicine are absolutely contraindicated in patients with advanced renal failure. Cumulative toxicity is a high
probability in this clinical setting."
"Colchicine toxicity can be potentiated by the concomitant use of cholesterol-lowering drugs (statins, fibrates).

Accompanying dementia has been noted in advanced cases.
A main side-effect associated with all mitotic inhibitors is peripheral neuropathy, which is a numbness or tingling in the hands and feet due to
peripheral nerve damage that can become so severe that reduction in dosage or complete cessation of the drug may be required.
---------------------Colchcine
"Taking the drug may cause damage to an individual's bone marrow. This in turn can lower the number of white blood cells present in the bloodstream
and compromise the body's ability to fight off infection. Many health professionals will conduct regular blood tests to ensure the patient's immune system
is not being compromised by the drug.
"Ongoing fatigue, a flu-like weakness, gray skin, and numbness or tingling in the extremities should be reported as serious side effects."

relevant documents enclosed.....
--- Death Certificate
--- Chart of lymph, absolute lymph in 2011, 2012, 2013
--- Clinical Report electronically signed December 31, 2012 at 6:40pm by Hospitalsit Dr Timothy Weber
--- January 14, 2013 Transfer Summary electronically signed January 29, 2013 at 7:30pm by Dr Selwyn Adams

End of complaint

Feroz Tamana, MD
Hospitalist
License Number = 0101241515
Mary Washington Hospital
1001 Sam Perry Blvd, Fredericksburg, VA 22401
Phone:(540) 741-7604
Background information related to the complaint
My father Moses Burt Jr, 81, died in the ICU at Mary Washington Hospital on Sunday, August 25, 2013. See attached death certificate.
Monday May 27, following a fall at HealthSouth rehab center, my dad was admitted to Mary Washington Hospital
Upon discharge to home monday June 3 my dad was brought home by ambulance.
Paramedics carried him on a gurney into the house, up the stairs, and placed him in a chair in the living room. As they prepared to lift him off the gurney
we learned for the first time that he had a foley catheter and urine bag attached, with bloody urine in the bag. We weren't told prior to discharge that he
had a urine catheter. We weren't given any information on how to clean the area, etc.
My dad was averaging an infection about once every 40 days. The one in Febraury 2013 while at Falls Run rehab for post-stroke inpatient rehab shut
down his kidneys and had him on a ventilator in the ICU at Mary Washington hospital. We thought he was going to die. Due to risk of infection, had I
known prior to discharge that a foley catheter was attached I would have refused discharge.
The paramedics handed me some papers, explained what the catheter and catheter bag was, and told us someone from Home Health would come the
next day and empty the bag.
For the record.....the patient lived with his wife, not with "his son" as mentioned several times in various Mary Washington Hospital medical records
between January to August 2013. I am the "his son" referenced in the records, the one making medical decisions on my father's behalf. I live in Austin
Texas, not Fredericksburg Virginia. My mother is 5 feet tall 100 pounds, not capable of lifting my dad. We were told he was walking with a walker and the
nurses. We weren't told he required 2 strong people to help him out of a chair or bed, or that he was only able to stand or walk on certain days when he
was functioning sufficiently to do so.
The Complaint
My complaint; unsafe discharge to home from Mary Washington Hospital by Dr Feroz Tamana on June 3, 2013.
The patient was subsequently re-admitted 6 days later [June 9, 2013] with White Blood Cells at 23.65, diagnosed with foley catheter related UTI,
diagnosed with "acute renal failure and early sepsis"....his immune system numbers -- Lymph 1, Absolute Lymph 0.2.....see the medical record from the
emergency room dated 6/9/2013, electronically signed on 6/10/2013 by Dr Richard Dalberg MD. The discharge contributed to a delay in biopsy and
subsequent treatment of metastatic disease diagnosed May 29 that had spread to pelvis, spine, ribs, shoulders, and possibly to the lungs and brain.
Doctor's note, June 2, 2013 by Dr Feroz Tamana [his stamp showing Physician #8557 FHG Hospitalist] says...."will talk to his son about discharge
plan".
"Discharge Summary" of June 3, 2013 electronically signed by Feroz Tamana MD on June 5, 2013 he says....."Plan of discharge was discussed with
the patient and his family, and they are in agreement."
Had I known about a brain hemorrhage, a foley catheter, an advanced prostate cancer diagnosis from a CT scan done 5 days earlier, or an infection
prior to discharge, I would have refused discharge.
Please note that after we had my dad returned to the hospital on June 9, he never left until he died in the ICU on August 25. The discharge on June 3
wasn't necessary and created an unsafe situation for the patient.
--- Unsafe discharge to home with no instruction on thickened fluids.
"Discharge Instruction Record" electronically signed June 3, 2013 by Feroz Tamana MD offers no instruction on diet or "aspiration precautions".
The hospital's "Discharge Summary" of June 3, 2013 electronically signed by Feroz Tamana MD on June 5, 2013, he says......"Regular diet with
aspiration precautions".
We received the Discharge Instruction Record. It was handed to me by the paramedic that brought my dad home.
We did -not- receive the Discharge Summary where Dr Feroz Tamana MD mentions "aspiration precautions".
--- Unsafe discharge to home with C. difficile infection.
Unknown to me at the time my dad was averaging a bladder infection about once every 40 days. One in Febraury 2013 while at Falls Run stroke rehab
had advanced far enough to shut down his kidneys and had him on a ventilator in the ICU. Mary Washington hospital medical records show that his
immune system numbers....Lymph was 17 to as low as 3 for most of 2013 [was at 3 on May 27, 2013 six days prior to discharge]. Absolute Lymph was
below 0.9 or lower for most of 2013 [was at 0.3 on May 27, 2013 six days prior to discharge].
--- Unsafe discharge to home with buttock abscess and wound.
We first became aware of the wound when we spotted the bandage over it while we were changing my dad's diaper that night, after putting him in bed.
He defacted into his diaper and to the wound bandage area. We were given no information on what to do about cleaning him related to this other than
the paramedic handing me a sheet paper earlier in the day that said that someone from Home Health would come by the next day to clean the wound.
--- Unsafe discharge to home with spreading brain hemorrhage. We weren't told about this diagnosis and we were given no information on treatment
plan. We were told that my dad fell and hit his head, and got some stitches on his forehead above his eye.
"Discharge Summary" of June 3, 2013 electronically signed by Feroz Tamana MD on June 5, 2013, he says......"On 5/29, CT scan shows worsening
hemorrhage with possible fluid in the right maxillary sinus."
In the doctor's note May 30 [7:22am] by neurologist Dr Lee Berlad, he states....."evolutionary change in bifrontal hemorrhagic contussion.....these may
contribute negatively to his mental states.....also on scan...extra maxial fluid collecting which may be early cSDH or overdrainage of shunt. Will
reprogram shunt upward.....will need CT in 5 - 7 days to check contussions and extra maxial...drainage."
That 5 - 7 day period would have been 1 - 3 days --after-- discharge for a bed ridden patient in his 80's with a brain hemorrhage, advanced prostate
cancer, infection, etc. The hospital's "Discharge Instruction Record" electronically signed June 3, 2013 by Feroz Tamana MD lists an appointment

with neurologist Dr Lee Berlad MD scheduled nearly 3 weeks after discharge, 6/21/2013 at 9:30am, -not- June 4 or 5, or 6. In the doctor's note May 29
[7:50am] by neurologist Dr Lee Berlad, he states....."the degree of SDH, hydrocephalus does not explain decreased mental status....suspect his
progressive dementia and 101.1 temp is a more likely explaination". My dad's mental status hadn't changed by June 3 discharge.
We weren't told anything about his mental status or any treatment plan.
--- Unsafe discharge with advanced prostate cancer diagnosis from CT scan of his pelvis on May 29 that we weren't told about.
We weren't told about plans for biopsy or other diagnostics.
We weren't told about a treatment plan.
The hospital's "Discharge Instruction Record" electronically signed June 3, 2013 by Feroz Tamana MD instructed us to call Dr Beamon [urologist] for
an appointment and nothing about prostate cancer, biopsy, or anything else.
The doctor's note May 31, 2013 by Dr Vladimir Slutsker DO says....."He was also seen by Urology due to enlarged prostate with concern about
malignant tumor in his bladder, but has decided not to treat the patient at this point and deferred treatment after his discharge."
We weren't told any of this, and I would have refused discharge had we been told.
In the "Discharge Summary" of June 3, 2013 electronically signed by Feroz Tamana MD on June 5, 2013, he says...."slight swelling on the right
buttock area of the wound.....Surgery was consulted and Dr Ramia evaluated the patient. Recommended CT of pelvic and right buttock. That CT scan of
abdomen showed significantly enlarged prostate encroaching upon, invading the inferior aspect of the urinary bladder, worrisome for prostatic neoplasm.
Urology was consulted and Dr Beamon evaluated the patient and recommended followup as an outpatient. The patient will follow as an outpatient."
We weren't told any of this.
We were told to schedule an appointment and we were told this not verbally but on the Discharge Instruction Record handed to me by the paramedic
that transported my dad in an ambulance from the hospital to his living room on a gurney, with a foley catheter, stage 4 prostate cancer, an infection,
and a spreading brain hemorrhage.

American Medical Association
Opinion 9.141 - Safe Patient Discharge
[excerpts]…..
Physicians' primary ethical obligation to promote the well-being of individual patients encompasses an obligation to collaborate in a discharge plan that is
safe for the patient. As advocates for their patients, physicians should resist any discharge requests that are likely to compromise a patient's safety. The
discharge plan should be developed without regard to socioeconomic status, immigration status, or other clinically irrelevant considerations. Physicians
also have a long-standing obligation to be prudent stewards of the shared societal resources with which they are entrusted. That obligation may require
physicians to balance advocating on behalf of an individual patient with recognizing the needs of other patients.
To facilitate a patient's safe discharge from an inpatient unit, physicians should:
(a) Determine that the patient is medically stable and ready for discharge from the treating facility; and
(b) Collaborate with those health care professionals and others who can facilitate a patient discharge to establish that a plan is in place for medically
needed care that considers the patient's particular needs and preferences.
If a medically stable patient refuses discharge, physicians should support the patient's right to seek further review, including consultation with an ethics
committee or other appropriate institutional resource. (I, II, VIII)
Issued November 2012 based on the report "Physician Responsibilities for Safe Patient Discharge from Health Care FacilitiesPDF FIle," adopted June
2012.

American Medical Association Code Of Medical ethics.
REPORT OF THE COUNCIL ON ETHICAL AND JUDICIAL AFFAIRS
PHYSICIANS' ETHICAL RESPONSIBILITIES IN DISCHARGING PATIENTS
Physician Responsibilities for Safe Patient Discharge from Health Care Facilities Sharon P. Douglas, MD, Chair
Reference Committee on Amendments to Constitution and Bylaws
(Jerome C. Cohen, MD, Chair)
[excerpts]……
--- Safe discharge requires that physicians, together with the assistance of institutional support staff if needed.......take reasonable steps to prevent
foreseeable harm to the patient during and after the discharge.
--- The safety of patients depends on physicians (and supporting staff) anticipating and addressing (or delegating others to address) risks before
authorizing a discharge......
--- Regardless of clinical stability at the time of discharge, risks of harm can escalate if patients are, for instance........left without appropriate caretakers,
or forced to live in an unsuitable environment after discharge.
--- confirm the receiving environment's appropriateness to meet the patient's needs......
--- Whether a patient is medically stable for discharge may depend on specific discharge arrangements. Physicians should be satisfied that aspects
of discharge arrangements-- such as......appropriate, sustainable care at the destination-have been reasonably verified either by themselves or by other
available hospital professionals who have relevant expertise. While discharge coordinators or others may be better equipped to make these
arrangements, the physician should always clarify to all involved parties the expectations regarding a patient's needs, including the minimum
technological capabilities and the provider expertise necessary to deliver an appropriate level of care.
--- A physician's responsibility for safe patient discharge is recognized as standard practice, and the responsibility has been affirmed through several
formal means. As a condition of participation in Medicare and Medicaid services, hospitals are required to discharge patients to "appropriate
facilities" that can sufficiently meet the patient's medical needs.The AMA Council on Scientific Affairs (now Council on Science and Public Health) in its
1996 report on evidence-based discharge practices affirmed as a primary principle that a patient's needs "be matched to an environment with the ability

to meet those needs.
Physicians should not discharge a patient to an environment in which the patient's health could reasonably be expected to deteriorate due solely to
inadequate resources at the intended destination.
Before discharging a patient, the physician should be assured that both the professional and material resources at the receiving facility are adequate to
address the patient's medical needs.
While a discharging physician may have no control over the care provided at the destination, he or she is nonetheless well placed to decide whether the
described standard of care a the destination is likely to be appropriate for the patient's post-discharge care needs.
--- In an effort to secure appropriate continuity of patient care, physicians may also request that discharge plans stipulate follow-up progress reports on a
discharged patient. Such follow-up may be effective in preventing unplanned rehospitalizations.

relevant documents enclosed.....
--- Death Certificate
--- Discharge Summary of June 3, 2013 electronically signed by Feroz Tamana MD on June 5, 2013
--- Discharge Instruction Record electronically signed June 3 by Feroz Tamama MD
-------------------------------------------------------------------------------------------- doctor's note May 29 [7:50am] by neurologist Dr Lee Berlad
--- doctor's note May 30 [7:22am] by neurologist Dr Lee Berlad
--- doctor's note May 31, 2013 by Vladimir Slutsker DO
--- doctor's note, June 2, 2013 by hospitalist Feroz Tamana

End of complaint

Dr Imran Ahmad, MD
Hospitalist
License Number = 0101241400
Mary Washington Hospital
1001 Sam Perry Blvd, Fredericksburg, VA 22401
Phone:(540) 741-7604
Background information related to the complaint
-- My father Moses Burt Jr, 81[DOB = 9/15/1931], died in the ICU at Mary Washington Hospital on Sunday, August 25, 2013. See attached death
certificate.
This complaint is -not- related to his death.
-- My dad had a malfunctioning cerebral shunt [VP shunt] that I believe went undiagnosed for perhaps a year [that is the subject of a separate complaint
on a practitioner other than Imran Ahmad MD].
-- December 24, 2012 my mom informed me of significantly escalating behavioral problems she had been experiencing with my dad in the previous
weeks.
She said that out-of-the-blue one day, he angrily stated that he knows who her boyfriend is and demanded that she tell him who her boyfriend is. She
was sufficiently disturbed and frightened by the incident that she left the house for several hours. She noted to me, occassions of significantly reduced
talking while around the house, constantly sleeping most of every day only getting up for meals and doctor appointments, reduced ability to walk
normally, peeing and defecating in bed requiring her to have him wear a diaper that he would often remove.
Later that day, I witnessed periodic deficits in his mental functioning [blank stare straight ahead], and periodic altered behavior that I would describe as
hallucinations [after getting in the passenger side of the car to go Christmas shopping he angrily told my mother to stop jerking the steering wheel so
hard, even though she had just entered the vehicle and hadn't yet touched the steering wheel or anything else].
-- December 25, 2012, myself, 2 brothers, and mother all noticed periodic deficits in his mental functioning [blank stare straight ahead]. We noticed his
gait consisted of a shuffle rather than normal walking. I checked each of his -15- prescription medications for possible drug interactions, identified colcrys
and pravastatin as possibly producing the symptoms we were seeing, and planned to ask that he and my mother contact his Primary Care doctor [Dr
Selwyn Adams MD] sometime shortly after New Years day. My mother had already informed me a day or two prior that she had stopped giving him
some of the medications that she had been prescribed around the time that she first began noticing changes in my dad's behavior.
-- December 31, 2012, in the morning my dad was seated in a chair at the kitchen table for a meal. Without trying to get up or move, he slid out of his
chair and onto the floor. He was unable to get up. My mother had him transported via ambulance to Mary Washington Hospital.
At somepoint while at the hospital that day, my dad recovered some degree of mobility.
Hospitalist, Dr Timothy Weber, in his doctor notes stated that he identified the presence of the classic Adams/Hakim triad of symptoms of a
malfunctioning shunt [shuffle walk, dementia, urinary issues]. In the doctor notes, he says that he told my mom and dad to meet with their Primary Care
doctor within 2 days. He discharged my dad to home [that is the subject of a separate complaint, unrelated to Dr Imran Ahmad MD].
At discharge, 10pm at night, 30 degree temps, my mom came to Mary Washington Hospital and drove him home. Their house is a 10 - 15 minute drive
away from .
Upon arrival in the driveway my dad attempted to exit the passenger side of the vehicle, after standing he lost his balance and back peddled off the side
of the driveway and slid head first down an embankment and into a clump of trees.
My mom was able to get him rolled over face-up but unable to get him up. Shocked at what happened and given that they had just come from the
hospital, it didn't occur to her to have him taken back. A next door neighbor happened to come outside and heard my mom talking to him. The neighbor
got her sons to help get him into the house.
-- January 1, 2013 my dad had recovered some degree of mobility, but fell after rising from his chair at the kitchen table trying to quickly get about 20 to
25 feet down the hall to the bathroom.
My mom got the neighbor to help him up and put back in bed.
-- January 2, 2013 my dad was unable to get out of bed. My mom had him transported via ambulance to the hospital.
Across the day a number of diagnostic tests were done and he was seen be several medical doctors.
Two of the major diagnoses that day were a 3 centimeter stroke in the basal ganglia area, and a malfunctioning shunt.

The Complaint
My complaint: When my dad presented to Mary Washington Hospital on January 2, 2013, Hospitalist Dr. Imran Ahmad was among the medical doctors
that saw him.
In the "History And Physical" of January 2, 2013 electronically signed on January 14, 2013 at 7:43pm by Imran Ahmad MD, Dr Ahmad states in the
"Assessment And Plan" section located on page 2..."Admitted for generalized weakness, most likely from dehydration from decreased p.o. intake...."

I have -no- complaint about the first portion of the sentence about generalized weakness. I don't expect a doctor to have an accurate assessment of a
patient prior to having a chance to gather more information.
My complaint is about the next portion of that sentence, the part about "...most likely from dehydration from decreased p.o. intake".
That statement is problematic given that he went on to note later in the same sentence his awareness that my dad was in the hospital on December 31.
As I stated in the background, on December 31 Hospitalist, Dr Timothy Weber, in his doctor notes stated that he identified the presence of the classic
Adams/Hakim triad of symptoms of a malfunctioning shunt [shuffle walk, dementia, urinary issues].
Thus, the top suspect of causation of "generalized weakness" as well as the "repeated falls" Dr Ahmad noted, should have been a malfunctioning shunt,
not dehydration.
He noted that a CT scan on December 31 showed that the shunt catheter "appeared unchanged". Obviously shunt catheters aren't the only thing that
can malfunction on a shunt.
Dr Imran Ahmad concluded that patient's issues were most likely due to dehydration from low food consumption
1. patient had a VP shunt
2. patient presented December 31 with the classic signs of VP shunt malfunction, noted by a hospitalist
3. patient re-presented January 2 with more falls
4. how does dehydration make the list of top suspects???
This can't be the standard for clinical reasoning in the medical profession.
My dad had a stuck, proximal Codman Hakim programmable shunt valve that required shunt revision surgery.
My dad had a longer than 1 inch stroke in the basal ganglia.
I appreciate that my dad was -not- discharged home on January 2 as he was on December 31. But in coming upon Dr Ahmad's statement of "....most
likely from dehydration from decreased p.o. intake....", I am somewhat surprised that discharge to home did not happen.
Had that portion of the sentence read something closer to...."Admitted for generalized weakness, shunt will be further evaluated" I would feel less
disturbed by the doctor's statement.
Had that portion of the sentence read something closer to...."Admitted for generalized weakness, patient is dehydrated." I would feel less disturbed by
the doctor's statement.
Had the disturbing portion of the sentence -not- been present I would not be filing this complaint.
Patients deserve a higher standard of clinical reasoning than was provided by Dr Ahmad on January 2, 2013.

"If shunt malfunction is present, an expected finding on CT scan of the head is absolute or relative ventriculomegaly. Currently, there is little evidence
to support the use of this neuroimaging to identify children with shunt malfunction."
"Cerebrospinal fluid shunt malfunction is one of the most common life-threatening neurosurgical conditions. In the emergency department, imaging
techniques to identify shunt malfunction include the shunt series and CT scanning of the head. We sought to determine the test characteristics of the
shunt series and CT scan for identifying children with shunt malfunction."
"Neuroimaging has a low sensitivity for identifying shunt malfunction. Neurosurgical consultation should be sought if shunt malfunction is clinically
suspected, despite normal imaging."
A.Mater
Test characteristics of neuroimaging in the emergency department evaluation of children for cerebrospinal fluid shunt malfunction
Canadian Journal Of Emergency Medicine...Volume 10 #2....2008...page 131 - 135

"Less experienced physicians may rely more on radiographic reports as a primary diagnostic modality. In this study, we evaluated the reliability
of using these reports without accurate clinical assessment."
"We conclude that as many as one third of patients presenting with shunt malfunction will not have the diagnosis of shunt malfunction
supported by a prospective radiologic interpretation of brain imaging. Although the neurosurgical community can assess the clinical situation to
determine the need for surgery, other clinicians can be easily reassured by a radiographic report that does not mention or diagnose shunt malfunction."
B.J.Iskandar, et al
Pitfalls in the diagnosis of ventricular shunt dysfunction: radiology reports and ventricular size.
Pediatrics....Volume 101 #6....June 1998...page 1031 - 1036
[Department of Pediatric Neurosurgery, Children's Hospital, Birmingham, Alabama]

relevant documents enclosed.....

--- "History And Physical" of January 2, 2013
electronically signed on January 14, 2013 at 7:43pm by Imran Ahmad MD
--- Death Certificate

End of complaint

