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UNITED STAT ES DISTRICT COURT
 WESTERN DISTRICT OF MIC HIGAN

SOUTHERN DIV ISION

EVERETT  HADIX, et  al., ) 
)

Plaintiffs, )
) Case No. 4:92-CV-110 

v. )
) HONORABLE ROBERT J. JONKER

PATRICIA CAR USO, et al., )
)

Defendants. )
                                                            )

BRIEF IN OPPOSITION TO DEFENDANTS’ MOTI ON TO TERMINATE RELIE F
REGARDING MENTAL HEA LTH F OR THE HADIX FACILI TIES

I. INTRODUCTIO N

Contrary to Defendants’ claims, a careful consideration of the evidence reveals that the

extraordinary failures that led to the Court’s November 13, 2006 preliminary injunction reflect

systemic deficiencies in the mental health system, including the failure to diagnose mental il lness,

the failure to provide qualified mental health staffing and services, the failure to coordinate mental

health services, the creation of barriers to psychiatric consultation for general medical practitioners,

and the unreliability of medication prescription and delivery, among others. While many of the

examples of these problems were drawn from the experience of the mentally ill at the Southern

Michigan Correctional Facility (“JMF”), contrary to Defendants’ claims, these failures prevent

necessary medical care, as well as necessary mental health care for those with mental health issues,

at all the Hadix facili ties.

 The Court appropriately utilized Fed. R. Civ. P. 60(b)(6) to reopen the issues of the

Complaint.  In any event, even without a reopening, the Court’s equitable powers allow the Court



    Findings of Fact & Conclusions of Law, Dec. 7, 2006 (Dkt. No. 2233) at 2. 1

Defendants failed to challenge any of the findings of fact in their appeal from this order.  See
Attach. 1 (excerpt from Defs.’ Final Br. on Appeal, No. 06-2591 et al.) (showing that
Defendants’ Statement of Issues Presented does not include any challenge to the factual findings
of the Court with regard to Appeal No. 2591, the mental health appeal or Appeal No. 06-2628,
the medical appeal).  Having failed to appeal any of the factual findings with regard to mental
health or medical care, Defendants cannot now challenge them.  United States v. Adesida, 129
F.3d 846, 850 (6  Cir. 1997) (law-of-the-case doctrine bars challenge to decision reached atth

earlier stage of litigation that could have been challenged on appeal but was not).
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to address the mental health issues that serve as a barrier to ending the constitutional violations

affecting medical care.  Further, there is simply no basis for Defendants’ claim that the testimony

of Robert Cohen, M.D., and Jerry S. Walden, M.D., was improperly admitted into evidence, in light

of the nature of the testimony provided.  Also contrary to Defendants’ claims, none of the mental

health issues are moot.

II. THE  FACTUAL BASIS FOR RELIEF ON THE MENTAL HEAL TH CLAIMS

A.  Evidence of Harm from Mental Health Failures

Defendants’ presentation of the facts is remarkable for what it leaves out as well as how its

repetition of points that the record flatly refutes.  Defendants’ first incorrect claim is that the Court

based relief solely on two deaths, the death of T.S. in the Southern Michigan Correctional Facili ty

(“JMF”) segregation unit, and the death of P.H. as a result of his treatment at Duane Waters Hospital

(now, after the facility  has been downgraded and lost its accreditation, known as Duane Waters1

Health Care (“DWH”)).

In fact, in addition to these two deaths, the Court cited a number of other “instances of

medical treatment failure which were causally related to inadequate psychological and psychiatric

services at the Hadix facili ties.”  Op., Nov. 7, 2006 (Dkt. No. 2186) (“Nov. Op.”) at 13.  These

include failures to provide mental health services to a dialysis patient who was refusing dialysis, a



  Several of these patients received all or a substantial part of their treatment at DWH. 2

Attach. 2, Walden Decl.
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patient who needed surgery for a drug-resistant “staph”  (methicill in-resistant staphyloccus aureus

or MRSA), a patient with heart failure who refused to take his medication, a patient who died of

renal failure without counseling, a patient who refused surgery for a brain tumor, and a patient

needing surgery for an arteriovenous malformation in his brain.  Id. at 13-14.  2

The Court also noted a number of additional deaths related to inadequate mental health care,

including the death of Patient 165, a death related to lack of care at DWH that rivals that of T.S. in

the prolonged agony that the patient was forced to endure.  Id. at 14-15.  When this patient arrived

at the Reception and Guidance Center (“RGC”) after losing 60 pounds at another prison, supposedly

because of a food strike, the nurse found him covered with feces and lying on the fl oor of the

“bubble” (point of initial screening in the reception process).  Despite these obvious symptoms, the

nurse decided that the prisoner was neurologically sound because she thought that he “had sneaked

a peak at her.”  As a result, she gave him a can of Ensure.  He was subsequently sent to DWH for

evaluation and the next day a physician transferred him to an outside hospital.  Once he reached the

outside hospital, he was diagnosed with severe neurological impairments, including a “blown pupil”

(a sign of severe neurological compromise).  He also had aspiration pneumonia, which Dr. Walden

noted may have resulted from the Ensure the nurse gave him.  Dr. Walden also criticized the nurse’s

assumption that the patient was a malingerer and the lack of documentation and care by the two

physicians, one at RGC and one at DWH.  Jerry Walden Redacted Expert Report, Aug. 4, 2006 (Dkt.

No. 2079) at 58.  The patient subsequently died of a Glioblastoma, a brain tumor.  Id. at 57.  As the

Court notes, the patient was treated as a malingerer without psychological examination although he



    Defendants claim that there was on-site psychiatric coverage.  That claim lacks any3

arguable factual basis.  See Br. in Support of Pls.’ Mot. to Strike, Nov. 30, 2007 at 5-7.
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“needed coordinated medical and mental health care.”  Nov. Op. at 15.  

One of the suicides involved a patient who reported that his medications no longer worked

and he needed “to silence the voices.”  The psychiatrist was unable to prescribe an effective

medication for him because of the formulary limitations imposed on the medical system related to

cost.  Id. at 14-15.  Another patient in a DWH general ward was held in restraints for an

approximately two-week period shortly after T.S. died. Attach. 2, Walden Decl.   The Court quoted

from Dr. Walden’s Expert Report regarding the intertwined medical and mental health failures

represented by this case and his unmet  need for coordinated care by both medicine and psychiatry.

Nov. Op. at 15 (quoting Walden Redacted Expert Report, Aug. 4, 2006 at 73-74).
  

Defendants’ versions of the deaths of T.S. and P.H. are also fundamentally distorted by their

failure to include inconvenient facts.  Defendants incorrectly state that only an unanticipated human

error in communicating a need to transfer T.S. to a mental health treatment facility caused a 21-year-

old mentally ill  prisoner to die of exposure to excessive heat and dehydration.  Defs.’ Br. at 15.  This

is simply not correct; the death of T.S. reflected the systemic failures of medical staff , mental health

staff , and custody to take any actions when the need for action was patently obvious.

T.S. had a history of mental illness, including bipolar disorder, depression, and past suicide

attempts.  T.S. also had multiple medical problems that placed him at high risk of heat injury.

Findings of Fact & Conclusions of Law, Apr. 3, 2007 (Dkt. No. 2375) at 6.  On a heat alert day,

during a period of time in which the facili ty had no on-site psychiatric coverage, he was sent to

segregation for disobeying correctional officers.  Nov. Op. at 3, 6.  He then attempted to flood his3



  Defendants’ brief denies that T.S. was ever placed on water restrictions, but the record4

is to the contrary.  Indeed, it is striking that, although T.S. was on the heat-risk list, the record
indicates that Nurse Glasper, a supervisory nurse, approved the water restriction.  See Br. in
Support of Pls.’ Mot. to Strike, Nov. 30, 2007 (Dkt. No. 2690) at 7.
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cell.  Custody staff  briefly placed him on water restrictions,  then placed him in four-point restraints4

on a concrete slab in the segregation unit, where he stayed for five days, until shortly before he died

of heat injury and dehydration.  Id. at 3-4; Stip., Exh. A, Nov. 17, 2006 (Dkt. No. 2210) (autopsy

report) at 8.  For much of the time he was in restraints, he lay naked in his own urine, and he spent

much of the time screaming incoherently.  Id. at 4; Pls.’ 2006 Exh. 4 & Exh. 106B.

Although Mr. Duffy, who was the highest ranking mental health staff in the facility at the

time, declared T.S. to be “floridly psychotic,” he noted that T.S.’s psychiatric medications could not

be changed because of the absence of a psychiatrist.  Mr. Duffy prepared an emergency referral to

a mental health unit for T.S., but the referral never took place.  Nov. Op. at 4-5.  Mr. Duffy knew that

the referral had not taken place, but took no further action to transfer T.S. from the observation cell

in the segregation unit at JMF.  Pls.’ 2006 Exh. 103 at 75-76.

The first two days that T.S. spent in restraints were heat alert days, with heat index readings

around 100.  The videotape of T.S.’s cell fogs up repeatedly in these two days and it shows the

correctional off icers perspiring heavily and complaining about the heat.  Although

correctional officers frequently offered T.S. water and food during the time he was restrained, on

most occasions he refused.  No staff member, during this period, noted the significance of these

repeated refusals, and neither of the limited-license “psychologists” who saw T.S. while he was in

restraints (Mr. Duffy and Mr. Small) , or a physician who saw T.S. but did not treat his urine burns,

made any attempt to obtain an examination by a psychiatrist, aside from Mr. Duffy’s unsuccessful



  See “Lithium Carbonate,” available at 5 http://www.mentalhealth.com/drugs/p30-
102.html (visited 12/2/07).

  See, e.g., “Hydrochlorothiazide Patient Advice Including Side Effects,” available at6

http://www.drugs.com/pdr/hydrochlorothiazide.html (visited 12/2/07).
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attempt to transfer T.S.  Nov. Op. at 6-9.  Similarly, neither medical nor mental health staff  paid

attention to the fact that he was not taking his psychotropic or his cardiac medications (other than

a diuretic for hypertension) at all, because there was no detectable level of lithium (for bipolar

disorder) or anti-psychotics in his blood at autopsy.  Stip., Nov. 17, 2006, Exh. A, AIT Laboratory5

Rpt. at 2, 3.  There are also no documents in the medical record that indicate that staff were

monitoring his medications.  See, e.g., Nov. Op. at 6 n.2 (noting that T.S.’s lithium levels were not

monitored for a prolonged period prior to his restraint and death). The only medication that T.S.

appears to have been taking was hydrochlorothiazide, a common diuretic that places the patient at

increased risk of dehydration.   He had more than twice the therapeutic range of this medication in6

his blood, Stip., Exh. A, AIT Laboratory Rpt. at 1, again reflecting the lack of appropriate monitoring

of his condition.

Shortly before T.S.’s death, he was taken for a shower.  He needed assistance in rising from

the slab and walking to the showers.  He was taken back to his cell in a wheelchair by custody staff

and placed back in restraints on the concrete slab.  Mr. Small then decided not to examine T.S.

because he was “sleeping,” the reason Mr. Small gave on repeated occasions for not examining T.S.

Nov. Op. at 7.

A few hours later, T.S. was removed from the restraints.  One minute after T.S. was removed

from the restraints, he fell from the slab to the floor.  A few minutes later, he fell from the toilet and

lay on the floor for almost an hour.  At that point, a registered nurse, Charles Boltjes, attempted to

http://www.mentalhealth.com/drugs/p30-102.html
http://www.mentalhealth.com/drugs/p30-102.html
http://www.drugs.com/pdr/hydrochlorothiazide.html


  The nurse was apparently attempting to take T.S.’s pulse or blood pressure, or both.7

  This exhibit consists of an edited version of two videotapes: the videotape in the8

isolation cell, which records periodically, and the videotape made whenever staff  enter the cell,
which records those encounters continually.  The exhibit is approximately fifteen minutes in
length. 

  Id. at 4-6.9

  See id. at 4 (noting that despite T.S.’s removal to DWH on August 4, 2006, he was not10

treated by the physician there).  
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take vital signs.   T.S. asked the nurse if he got a reading, and the nurse told T.S. that “it’s faint, but7

I heard it.”  Id. at 7; Pls.’ 2006 Exh. 106B (excerpted recordings).    The nurse then took no further8

action to summon emergency care or otherwise treat T.S., and did not even record his findings.  An

hour later, when the nurse returned to pass medication, he discovered T.S. not breathing, and

resuscitation efforts were unsuccessful.  Nov. Op. at 7-8.

  In short, all the staff involved did nothing, including the mental health staff, Francis Duffy

(chief of the Out-Patient Mental Health Team (“OPMHT”)) and Allan Small  (Psychological Services

Unit (“PSU”) staff), who watched and listened as a “floridly psychotic” man  was held in four-point9

restraints while screaming incoherently and generally refusing to eat or drink during and after a heat

wave.  Id. at 4-6.  Custody similarly recorded T.S.’  continued refusal to accept water, and did

nothing.  Pls.’ Exh. 106A at unnumbered 2-8.   Any single one of these staff members, including the

physician who failed to intervene or treat at DWH and the nurse who knew that T.S.’s cardiac input

had fallen dramatically, could have prevented T.S.’s death by intervening; none did.  Id. at 7.  T.S.’s

death thus resulted from the failures to provide any on-site psychiatric coverage, as well as specif ic

failures of both “psychologists,” the physician at DWH,  the nurses Glasper and Boljes, as well as10

custody.  Such across-the-board failures are intrinsically systemic.   As  Defendants’ Medical
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Director said in his testimony:

I think in looking at the tapes in particular it was very
apparent in the tapes that T.S. was having, number one, 
mental deterioration, and number two, physical 
deterioration.  I thought that there was ample opportunity
for custody officers, for mental health professionals, and
for nursing to have intervened and brought in a 
psychiatrist, brought in a medical doctor, or just done
something to intervene.  And that was not done.

Id. at 8-9.

Defendants similarly make an unpersuasive, and in this case, internally contradictory

argument regarding the death of P.H.  Defendants’ basic argument is that P.H. was in fact competent

to make the decision to refuse treatment, and should have been allowed to make that decision.  See,

e.g., Defs.’ Mot. at 13 (“One can argue with that choice, but it was a choice with a logical connection

to PH’s desired outcome, that he not be returned to KCF.”).  At the same time, inconsistently,

Defendants apparently endorse the eventual decision of the medical staff to begin the process for

appointment of a guardian.  Id. at 13-14 (“Defendants did, over the course of several months, finally

determine that PH’s medical condition was sufficiently affecting his cognition that a guardian

petition was warranted. . . . No one has suggested that there was a reason why a medical doctor could

not and in fact should not have made the determination that a probate proceeding should begin for

Mr. PH based on the influence on his cognition of his hyperthyroidism.”).

If there is any way to construe Defendants’ argument as logically consistent it would have

to be that Defendants’ staff started guardian proceedings at exactly the right time – not too early and

not too late.  The problem with that argument is that, once again, it ignores some inconvenient facts.

Allan Small, the PSU staff member involved in the death of T.S., saw P.H. for evaluation in January
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and February 2005, but did not schedule any follow-up despite the fact that Mr. Small believed that

P.H. may have been suffering paranoid delusions because P.H. refused care.  Nov. Op. at 11.

Another limited-license psychologist, David Arend, who was the head of the JMF PSU Unit,

assessed P.H. as not mentally ill  on the very day that P.H. was diagnosed with thyrotoxicosis (thyroid

levels so high as to be toxic).  Id. at 11-12.  As noted above, it is Defendants’ position that P.H.’s

cognitive problems resulted from his hyperthyroidism.  Defs.’ Mot. at 13-14.  

Accordingly, the question that Defendants do not address is why it took another year from

the time of the diagnosis of thyrotoxicosis to begin guardianship proceedings.  In fact, P.H. saw a

psychiatrist as a result of the May 2005 diagnosis who noted that P.H. had paranoid delusions and

prescribed anti-psychotic medications that he did not take.  Corrections Medical Services, Inc.,

(“CMS”) denied a request for follow-up by an endocrinologist.  Untreated, P.H.’s health continued

to deteriorate through multiple hospitalizations until June 2006, when a physician demanded that

mental health staff evaluate P.H.’s competency.  A psychiatrist then prepared the necessary statement

that P.H. was not competent, but the Central Office of the Michigan Department of Corrections

(“MDOC”) sat on the statement for more than a month despite the life-threatening emergency.  A

hearing was set for August 2006, by which time it was too late and P.H. died.  Nov. Op. at 12-13.

But for the one-month completely unexplained delay by the MDOC, despite the previous year of

delays, perhaps P.H. would have lived.  In any event, had the competency issue been addressed at

the time of the initial diagnosis of thyrotoxicosis, there is no real question but that P.H.’s lif e would

have been spared.

B.  The Failure to Diagnose Mental Illness at RGC

As illustrated by the deaths of P.H. and Patient 165 (supra at 3), much of the harm from
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Defendants’ l ack of mental health services flows from their failure to diagnose prisoners as mentally

ill.  This is a problem that is particularly acute at RGC, where prisoners are supposed to be screened

and their chronic medical and mental health needs diagnosed.  In fact, however, the record evidence

shows that, while the PSU staff refer about 14-18% of incoming prisoners for possible admission

to the OPMH program, only a small f raction of those prisoners are accepted into the program, with

the result that only 2.2-3.2% of incoming prisoners are actually accepted into the OPMH caseload.

Walsh Expert Rep., Aug. 24, 2007 (Dkt. No. 2609-5) at 5. 

 In contrast, surveys indicate that 16% of prisoners nation-wide are receiving mental health

treatment of some form and 10% are receiving mental health medications.   Id. at 5 n.6; see also

Kupers Expert Rep., Aug. 24, 2007 (Dkt. No. 2609-2) at 2 (noting that epidemiological surveys

indicate that 15-30% of prisoners have psychiatric disorders that result in functional disabilities).

Indeed, Dr. Kupers cites an article by Jeffrey Metzner, M.D., currently serving as Defendants’

psychiatric expert, in which Dr. Metzner says that “[s]tudies and clinical experience have

consistently indicated that 8 to 19 percent of prison inmates have psychiatric disorders that result in

significant functional disabilities and another 15 to 20 percent will  require some form of psychiatric

intervention during their incarceration.”  Id.

Aside from the stark statistical evidence of under-diagnosis, the experts found a host of other

indications that prisoners were not receiving appropriate diagnoses of mental il lness in RGC.  PSU

staff failed and refused to obtain records of past mental health treatment, with the result that

prisoners whose illness was in temporary remission, but likely to reemerge in the stressful

atmosphere of the prison, would not be identified.  Walsh Rpt. at 6.   Large numbers of prisoners

who reported extensive histories of mental health diagnoses and treatment were nonetheless labeled
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not in need of treatment at RGC:

b. There is a consistent pattern of “under-diagnosing.”  By that I
mean that prisoners suffering from serious mental illness have
their diagnoses downgraded inappropriately to a less severe
mental illness or no mental illness at all, and on many 
occasions have their treatment discontinued. . . . . I have
found during my tours of the Hadix faciliti es the following
widespread patterns of under-diagnosing:

(1) In Reception, individuals who have documented past 
history of Schizophrenia, Bipolar Disorder or Major Depressive
Disorder with suicide attempts, are diagnosed “Adjustment
Disorder, “No Axis I Disorder”or merely “Substance Abuse
Disorder,” then the treatment plan is “TNR,” treatment not
required, and the individual is dropped from or not enrolled
in mental health treatment.

(2) Prisoners who report during their Reception 
evaluation that they have a history of mental illness, and
prisoners who have been taking psychiatric medications,
verified on their jail transfer documents, are advised by
mental health staff not to seek mental health treatment
because such treatment might adversely affect parole
proceedings or adversely affect their institutional 
assignment.  Then, mental health staff report on the
chart that the prisoner suffers from a minor emotional
condition and does not wish to participate in mental health
treatment.

(3)  Very little in the way of neuropsychological 
assessment and neurological examination is done.  This
is problematic because problems related to “closed head
injuries” and other causes of organic brain disorders, which
are very prevalent among a population of prisoners, are
consequently under-diagnosed.  Prisoners with organic
brain disorders are prone to inappropriate behavior, but
because no testing was done they are usually left to shift
for themselves with no mental health intervention, and 
they run afoul of the disciplinary system and frequently
end up in some form of punitive segregation.

(4)  Outside of Reception, many prisoners I 
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encountered are diagnosed with a primary condition
such as “substance abuse disorder” or “adjustment
disorder” – relatively minor mental illnesses – even
though they have a history of repeated psychiatric
hospitalizations, past diagnoses of Schizophrenia or
equivalent serious mental illnesses, and are prescribed
strong psychiatric medications with anti-psychotic,
mood stabilizing and antidepressant effects.  This makes
no sense.  Either they suffer from a mental illness that
justifies their being prescribed strong and potentially 
toxic psychiatric medication, or they do not and should
not have to undergo the risk of side effects.  In many
cases, when I noted this discrepancy between diagnoses
and medications, the prisoner reported that he had been
diagnosed and hospitalized in the past for serious 
mental illness and suicide attempts, and had been 
taking strong psychiatric medications with very good
effects over many years.  In general, when a patient has
a positive response to a psychiatric medication that is
anti-psychotic or mood stabilizing, this is evidence he
suffers from the mental illness that warrants such 
medications, i.e., a psychotic condition such as 
Schizophrenia or an affect disorder such as Bipolar
Disorder.

Kupers Decl., Aug. 24, 2007 (Dkt. No. 2609-3) at 5-7.

Dr. Kupers’ expert report gives many examples of this pattern of under-diagnosing in RGC.

 See, e.g., Kupers Expert Rpt. at 7-8 (describing Patient K-20, who was first a psychiatric patient at

the age of 9 and has taken psychotropic medications since then; this patient reported his need for his

anti-psychotic and antidepressant medication when he came to RGC but despite a kite did not receive

any psychotropic medications for 45 days; notes in his chart contradict each other, with some saying

there is no psychiatric history despite noting his prior psychiatric medications, or describing

psychiatric symptoms but stating that his mental status is unremarkable); at 12 (describing Patient

K-22, another prisoner in the Reception process, who had been in treatment for bipolar disorder for
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four years, has a family history of bipolar disorder, arrived at RGC with prescriptions for a number

of psychotropic medications, and is currently off medications and experiencing clinical depression,

but was dissuaded by the psychiatrist from seeking psychiatric medications; the psychiatrist found

no psychiatric illness).

C.  The Lack of Qualified Staff and Services

Mental health staff are divided into two separate reporting and supervision lines.  The

OPMHT is operated by the Department of Community Health.  PSU staff  are MDOC employees,

whose duty is to provide the mental health services for the great majority of prisoners in the Hadix

faciliti es.  See Nov. Op. at 15-16.  During a two-month period in 2006, including the time that the

psychiatrist from RGC was supposed to be covering both RGC and JMF, there were no on-site

services at JMF provided by a psychiatrist.  Id. at 16-17.  Among the prisoners referred to mental

health services during this period who received no mental health services from either a psychologist

or a psychiatrist were a patient on a hunger strike, a suicidal patient, two patients making threats of

self-injury, and a patient described as experiencing paranoia.  Id. at 17.  

PSU staff  are professionally ill -equipped for the tasks they are assigned to perform.

Documentary evidence suggests that PSU staff  rarely, in fact, deliver actual services; they appear to

be fulfilling rote paperwork requirements when they do see patients.  Id. at 17.  For example, Mr.

Small, involved in two deaths, like virtually all of the PSU staff, has only a limited license to practice

psychology in Michigan.  He was supposedly supervised, as is required under Michigan law, by a

fully-licensed psychologist.  Mr. Small’s only contact with his official supervisor, the PSU Regional

Director, was by email, plus one face-to-face contact with that person in the year prior to the hearing.

His direct supervisor was another limited-license psychologist, also supervised by the Regional



14

Director.  Id.  Mr. Small’ s qualif ications as a psychologist consisted of an undergraduate degree in

theology and an M.A. in community counseling.  Pls.’ 2006 Exh. 105.  The OPMHT shares the PSU

deficiencies.  In fact, the supervisor for OPMHT at JMF, Francis Duffy, had qualifications similar

to those of Mr. Small. He was a psychiatric social worker, also not fully licensed, even though he

was the senior member of his unit.  As noted above, he was also involved in a patient death.   Nov.

Op. at 19.

Aside from the lack of qualifications, there is also a critical lack of available services.  As

Dr. Walsh notes, only a small minority of the prisoners referred by PSU for mental health evaluation

in the RGC screening process are accepted for the OPMHT caseload.  Walsh Rpt. at 5. 

There are also long delays to see mental health staff in RGC.  Kupers Decl. at 4, 14.  In addition,

missed appointments with mental health staff were prevalent, an indication that patient outcomes

were being adversely affected by delays in treatment.  Nov. Op. at 19.  These failures to refer for

services and delays occur in the context of system-wide reductions in the availability of mental

health treatment.  There have been no increases in the availability of mental health beds in the system

since at least 2002, despite population increases.  In fact, prisoners who need in-patient treatment

have lost access to 22 beds formerly available at DWH, and DWH has lost its hospital accreditation.

Hadix prisoners have also lost access to any accredited MDOC in-patient psychiatric facili ty, because

the Huron Valley in-patient mental health program has also lost its accreditation.  In addition, Hadix

prisoners have lost access to the off-site self-mutilation unit, which Defendants have closed.  Kupers

Decl. at 9-10.  

In short, it is not surprising that so few prisoners are referred for treatment because there is

littl e treatment available for them wherever they are sent.  See also Attach. 3 (Redacted Cohen
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Memo. Dec. 5, 2007).  Prolonged failure for psychiatric attention to patient deterioration in DWH.

Further, despite the reductions of access to mental health care that have already occurred, the

intention of the Department of Community Health (which runs the OPMHT) is to

“downsize/streamline treatment” even more.  Pls.’ Br. in Opp’n to Defs.’ Mot. to Approve Transfer

Plans, Aug. 13, 2007, Attach. 15 (Dkt. No. 2594-16) at 3.  As Dr. Kupers noted,

Of course, if sufficient services for prisoners suffering from
significant or serious mental illness are not available, one way 
for clinical staff  to feel more comfortable with the shortfall i s
by not diagnosing mental illness that would require treatment. 
. . . Thus, one of the PSU clinicians told me during a joint 
meeting with PHU and OPMU staff that she tries not to refer
“too many cases” to OPMH because they are so overloaded 
with cases.  In that straight-forward comment lies the crux of
the problem: the only way to decrease the volume of referrals
to OPMH is to raise the bar in terms of who is to be referred.

Kupers Rpt. at 6-7. 

D.  Lack of Coordination of Mental Health Services

The MDOC Medical Director forthrightly admits that the current system of mental health

staff divided into PSU staff that it employs, the OPMHT who are part of the Department of

Community Services, along with a separate reporting line for the physicians employed by CMS, is

not working and cannot work:

Q: Do you think that there are any problems right now in the
     coordination between the MDOC, the Department of 
     Community Health and – well, let me – and CMS with
     regard to mental health care and the intersection of mental
     health and medical care?
A: Yes, I do.
Q: Could you describe what those problems are?
A: Well, because of the supervisory structure and the fact that
      mental health in and of itself has three lines of
     supervision, and then you have – so there’s an interface with
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     custody and then you have an interface with the MDOC, 
     and then you have – which are the nurses, and then you have
     an interface with the MSP, which is a CMS employee. 
     You’ve got at least six or seven interfaces there.

Pramstaller Dep. Excerpt, Aug. 13, 2007 (Dkt. No. 2594-6) at 16.  In fact, Dr. Pramstaller stated that

he is “not sure that the Department of Corrections has the expertise to run a good mental health

program.” Id.   See also Kupers Rpt. at 16 (noting that “there does seem to be a serious failure of

collaboration between medical and mental health clinicians, as evidenced by delays in psychiatric

assessments requested by medical practitioners”; also noting problems between PSU and OPMHT

staff based on patterns of OPMHT staff “inappropriately downgrading the diagnoses” and “denying

needed mental health treatment”).  

Another critical problem is that the Office of the Independent Medical Monitor (“OIMM”)

has documented PSU staff reviewing referrals for psychiatric care from general physicians and

deciding that no referral was necessary, thus overruling the judgment of the physician that evaluation

by a psychiatrist was required, and also making the decision about whether a prisoner placed in

observation as potentially suicidal should be evaluated by a psychiatrist.  The OIMM notes how

inappropriate this practice is:

At the Hadix faciliti es the decision to refer a prisoner to 
psychiatry rests with the PSU staff  member, and it should
not.

At the present time, PSU can decide to refer to [OPMHT], which
would involve the prisoner being seen by another limited 
license psychiatrist, or, they can decide not to make the 
referral.  This is another reason why these services should be
unified.  All prisoners placed in isolation because of a change
in their mental status should receive psychiatric evaluation by
a psychiatrist.
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Cohen Letter, Apr. 26, 2007 (Dkt. No. 2401) at 5-6; see also Attach. 4 (Cohen redacted mem., 

July 6, 2007 and attachments) (showing that a physician attempted to make a direct referral to a

psychiatrist but PSU staff blocked the referral; the physician refers to a protocol indicating that

physicians are unable to refer to a psychiatrist directly); see also First Report of the OIMM, July

10, 2007 (Dkt. No. 2535) at 36.

E. Medication Delays and Interruptions

Patients are denied psychiatric medications, as noted above, as a direct result of the systemic

under-diagnosing of mental illness.  Unfortunately, they also lose access to medications because the

system of medication delivery is simply broken.  Defendants depend on a mail order pharmacy in

Oklahoma that has proven indifferent to its contractual responsibilities, without provoking a

contractual enforcement action from MDOC.  As the MDOC Medical Director stated in his

deposition:

There seems to be an attitude that we have to accept what 
they [PharmaCorr, the contractual pharmacy service] give
us, almost like they’re in the driver’s seat and we work for
them, which is totally unacceptable in my eyes.  We are 
the person[s] who let the contract, we had the ideas about
what we needed in the contract, and on many issues they
haven’t delivered.

Pramstaller Dep. Excerpt, Aug. 13, 2007 at 39.

Dr. Pramstaller also described a contract requirement requiring PharmaCorr to deliver

medications sorted by patient, but in fact PharmaCorr refuses to sort them as required by the

contract, so that MDOC staff have to spend “hours and hours” sorting through the boxes to locate

all the medications for a particular patient, which may be in three to four different boxes.  Id.

PharmaCorr also refused to carry out its responsibility to establish an electronic link between
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SERAPIS, the electronic record system, and its operations on the ground that prior MDOC staff had

decided that the electronic link was unnecessary.  Id. at 40.

The OIMM investigation of medication renewals at the Hadix faciliti es found that there were

problems with back-order delays at the pharmacy, automatic renewal delays, medication

administration delays, and delays in executing a physician medication order.  OIMM First Rpt., July

10, 2007 (Dkt. No. 2535) at 4.  The Report also found that, contrary to the announced policy of

purchasing medications from a local pharmacy when PharmaCorr could not supply them, the practice

is, if medications are not available, the patient will just have to wait.  Id. at 7.  

The Report includes a medication study of RGC.   One of its findings was that, of thirteen

arriving prisoners on a randomly chosen day, only two of the patients actually received their

medications the day that they arrived or the following day.  OIMM Medication Rpt., July 10, 2007

(Dkt. No. 2535) at 14-15.   On another day that the OIMM studied, only five of 20 patients received

their ordered medications on the day of arrival or the following day.  Id. at 15-16.  One of the

patients whose medications was interrupted had a history of hearing voices that told him to hurt

himself or others.  It took four days for him to receive his fi rst dose of anti-psychotic medication,

even though he arrived with verified previous medications and an obvious need for medication.  Id.

at 17.  In fact, Dr. Kupers found prisoners who experienced three-week interruptions of their

psychiatric medications.  Kupers Rpt. at 17.  This failure to order same-day medications was

confi rmed in a recent deposition taken by Plaintiffs in which Dr. Thai, a psychiatrist at RGC,

indicated that he does not order same-day medications for incoming prisoners who have psychotropic



  Plaintiffs will file the appropriate deposition excerpt in support of this statement when11

it becomes available.

  The figures are set forth below:12

    Projected Rate of Kites     Projected Total
Month     No. of Kites         Showing No Meds        No Meds Kites
January 166 53% 88
March 247 67%           165
May 190 73%           139

Projected total over the three months: 392

Because not all prisoners who are out of medications file kites, the actual total of
prisoners whose medications were interrupted is obviously higher.
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prescriptions unless it is an “emergency.” 11

The OIMM also studied medication interruptions, after the initial prescription, at RGC.  By

analyzing a sample of medication kites in three of the months studied, the study determined that, had

the OIMM analyzed the entire sample of medication kites, the OIMM would have statistically

expected to have identified 392 kites filed by prisoners out of one or more medications.  OIMM Rpt.

at 19-23.12

Moreover, because of the limitations of PharmaCorr, the only way to get a “same day”

medication at RGC is to util ize the on-site pharmacy at DWH.  To do so requires a nurse to walk

over to DWH to pick up the medication, taking away nursing staffing time.  Id. at 26.  As the Report

notes:

Staff is now, in effect, dealing with two parallel pharmacies, neither
of which provides delivery service to the nurses and neither of which
appears to be very eff icient from an MDOC perspective: nurses must
pick up the medication, track and prompt PharmaCorr for undelivered
routine medication, and when medication is delivered to RGC for
patients who have transferred to other facili ties, the nurses have to
find out where the patient went and ensure that medication is 
delivered o the new facility.



  After Defendants ultimately fi led a response to this Report, the OIMM refuted its13

findings, thoroughly demonstrating that there was no merit to Defendants’ factual claims. 
OIMM Resp., Nov. 20, 2007 (Dkt. No. 2685).  Although Plaintif fs immediately suggested to
Defendants that it would be helpful to resolve any remaining factual disagreements in a
conference call, Defendants declined to do so and have since failed to respond in any manner to
the OIMM Response.
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Thus, the paperwork tracking is not good and is acknowledged as not 
good by RGC staff. . . . A quick review of the [keep on person 
medications] log on June 15, 2007 demonstrated that of 48 
medications prescribed on June 5, 2007, only 12 had arrived and only

19 of the 42 prescriptions sent on June 4, 2007 arrived.  According to
this log, only one-third of the medications ordered were received
within 10 or 11 days of their orders.

Id. at 27.13

The staff  cannot treat their patients effectively as long as components of the mental health

system such as the medication renewal system remain broken, so that prescriptions for psychotropics

are not reliably filled and administered.  For example, a prisoner who arrived at RGC on three

psychotropic medications did not receive those prescriptions for varying lengths of time.  Deprived

of his medications at RGC, his mental status deteriorated rapidly and he became floridly psychotic.

He was eventually housed in DWH for treatment of decompensated psychosis and celluli tis.

Ultimately, he had to be transferred to MDOC’s (unaccredited) psychiatric facility .  First Report of

the OIMM, July 10, 2007 (Dkt. No. 2535) at 10-12; see also id at 17 (similar case).  Psychotropic

medications prescribed for incoming prisoners are delayed and interrupted because of the systemic

problem that SERAPIS cannot be used to order medications directly to PharmaCorr and the other

systemic problems with PharmaCorr’s services.  These problems include PharmaCorr’s refusal to

accept prescription renewal requests more than five to seven days before a prescription expires,

building into the operations a Catch-22 that, given the PharmaCorr shipping delay (and refusal to



  The medication problems are particularly severe for patients who, because of serious14

medical problems or disabilities, are assigned to in-patient care at C Unit.  By policy, such
patients cannot be prescribed major psychotropic medications.  This policy was confirmed by Dr.
Rushbrook during his deposition on December 12, 2007.  Plaintiffs will supply the deposition
excerpt when it becomes available.  While Dr. Rushbrook stated that one of the C Unit patients
affected by the policy had been recently transferred to another facility where he could receive
psychiatric medications, that transfer does not cure the systemic problem that prisoners are forced
to go without these medications as a result of their assignment to C Unit.
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pack medications in a distribution-friendly manner), guarantees that a number of medications will

be interrupted.  Id. at 36; see also Pramstaller Dep. Excerpt at 39 (re packing issues).   

These medication disruptions are also particularly serious because “medications become

the sole clinical modality available to prisoners with serious mental illness.”  Kupers Rpt. at 26.

Further, these critical problems are widespread, as demonstrated  by Dr. Kupers:

I discovered many inappropriate discontinuations of psychiatric
medications for prisoners with mental illness.  I discovered cases
where psychiatric medications were discontinued abruptly when
prisoners entered the system.  I discovered cases where prescribed
medications were not delivered to the patient for days or weeks at
a time[.] . . . Discontinuation and lack of continuity in the 
provision of psychiatric medications can have grave effects, 
ranging from discomfort and insomnia in patients taking mood-
stabilizing medications to outright manic episodes in individuals
who depend on mood stabilizers to avoid dramatic mood swings.
When antidepressant medications are discontinued abruptly, or
there is a gap in their use for any reason, a depressive episode is
likely to evolve, and it may be complicated by suicidal ideation
or actions.  When anti-psychotic medications are discontinued
abruptly, or there are discontinuities in their delivery, the patients
are prone to acute exacerbations of psychosis.  In other words, 
discontinuation and discontinuities in medication delivery can
have very dire clinical consequences.  I discovered numerous
cases of discontinuation and discontinuity among the prisoners
I interviewed and the charts I reviewed.

Kupers Rpt. at 10-11.14
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III . THE RELATIONSHIP BETWEEN THE MEDICAL AND MENTAL HEALTH
VIOLATIONS

Defendants have failed for years to eliminate the Eighth Amendment violation regarding

medical care, and the egregious deficiencies in mental health care are interfering with the steps

necessary to eliminate the medical violation.   One particularly striking example of how reforming

medical care is hindered by the constitutional violation involving mental health is the barrier that

PSU presents to a somatic physician referring directly to a psychiatrist.   See discussion supra at 16-

17.   Similarly, as noted above, the record indicates that many patients with life-threatening illnesses

declined necessary medical treatment in the complete absence of the appropriate availability of the

psychological counseling that could result in prisoners accepting treatment.  Such medical treatment

failures caused by the lack of appropriate psychological counseling availability will necessarily

continue until mental health services are provided.

The record is replete with other examples of the mental health failings exacerbating the

medical failings.  Policy allows psychotropic medications to be adjusted by off-site physicians, as

was the only way medication adjustments were done at JMF during the period that the psychiatrist

was absent.  This practice poses medical risks to patients, since there are significant physical side

effects of psychotropic medications that require monitoring.  Indeed, T.S. had no monitoring of his

psychotropic medications while the psychiatrist was absent despite his psychological deterioration,

and one of his psychotropic medications could not be changed in the absence of the psychiatrist. Pls.’

2006 Exh. 114 bates 152092.  Similarly, medical staff were unable to save the life of the

hyperthyroid patient because unqualified PSU staff did not refer the patient to a psychiatrist.  The

record shows a multitude of other patients whose medical care was adversely affected by the absence
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of psychiatric or psychological counseling.  See supra at 2-4.  

 The Court thus appropriately concluded that it could not address the medical problems of

the class without also addressing the mental health issues:

[M] any of the repeated and recurrent problem cases noted
by Drs. Cohen and Walden concern the cracks between
medical care and mental health care.  Without a system
that effectively addresses both areas, Eighth Amendment
violations will continue as a by-product of unconstitutional
mental health care.

Nov. Op. at 24.  Defendants have provided no argument attempting to challenge the Court’s

conclusion.

IV. THE COURT’S DIS CRETION UNDER RULE 60

A.  The Court Has General Equitable Power to Modify Existing Orders to Cure the Constitutional
Violations Regarding Medical Care by Addressing Mental Health Care.

As the Supreme Court said in United States v. Swift & Co., 286 U.S. 106 (1932), 

We are not doubtful of the power of a court of equity to modify
an injunction in adaptation to changed conditions, though it was 
entered by consent. . . . Power to modify the decree was reserved 
by its very terms, and so from the beginning went hand in hand 
with its restraints.  If the reservation had been omitted, power there
would be by force inherent in the jurisdiction of chancery.  A
continuing decree of injunction directed to events to come is
subject always to adaption as events may shape the need. . . . 
[A]  court does not abdicate its power to revoke or modify
its mandate, if satisfied that what it has been doing has been turned
through changing circumstances into an instrument of wrong.

Id. at 114-15; see also Rufo v. Inmates of the Suffolk Co. Jail, 502 U.S. 367, 378, 383-84 (1992)

(holding that consent decrees may be modif ied pursuant to Rule 60(b) when a party shows that a

change in the injunction is warranted by changes in law or facts, as long as the modif ication is

suitably tailored under the circumstances).
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Al l of the remedies required by the Court in the November 2006 Order are in fact critical to

fi xing the medical violations.  The use of in-cell mechanical restraints in non-medical settings

presents an unreasonable risk of death or other harm from physical causes for mentally ill  prisoners.

Similarly, the lack of qualif ied mental health care staff , in appropriate numbers, and appropriately

coordinated with medical care, presents an unreasonable risk of death for prisoners like P.H. or

others who do not receive the medical care they need because their untreated mental illness leads

them to decline needed medical care.  Indeed, as noted this problem has already contributed to a

number of prisoner deaths.  The practice of limited-license psychologists interfering with referrals

from CMS physicians to psychiatrists also exposes prisoners with untreated mental il lness,

particularly those wrongly classified as “malingerers,” to failures to treat their physical health needs.

Thus, whether or not the Court reaffirms the reopening of the mental health issues in the case, the

Court has a responsibili ty to address the barriers to appropriate medical care that the severely

deficient mental health care now imposes, and it cannot perform its constitutional responsibili ty

without addressing these mental health issues.

B.  The Court Has Unquestionable Power to Reopen Under Rule 60(b)(6).

In Kokkonen v. Guardian Life Insurance Co., 511 U.S. 375 (1994), the Supreme Court

affirmatively stated that, when a settlement agreement has been incorporated into a court order, the

court has jurisdiction to grant relief by reopening the judgment if the settlement is breached.  Id. at

381.  Notwithstanding Kokkonen, Defendants argue that the Court erred because the Consent Decree

mental health provisions had been terminated.  Termination of a consent decree provision or other

injunctive order, however, does not mean that, for legal purposes, the consent decree never existed.

Benjamin v. Jacobson,172 F.3d 144, 159 (2d Cir. 1999) (en banc); Inmates of Suffolk County Jail



  In Kokkonen, the Court also noted that the case before it did not involve the power of a15

federal court to grant reopening of litigation under Rule 60(b) after breach of an out-of-court
settlement agreement, it was instead limiting the circumstances under which a federal court could
enforce a settlement to those in which the court either retained jurisdiction to enforce the
settlement or incorporated the settlement terms into a court order.   Id. at 378. 
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v. Rouse, 129 F.3d 649, 662 (1  Cir. 1997).  Nor is there anything in the language of PLRA thatst

explicitly or implicitly suggests in any manner that PLRA was intended to deprive either party of

remedies otherwise available to it under Rule 60; in fact the language indicates that PLRA was not

intended to limit a party’s rights to seek reopening under Rule 60.  See 18 U.S.C. § 3626(b)(4)

(providing that nothing in PLRA prevents any party from seeking modification of injunctive court

orders “ to the extent that modification or termination would otherwise be legally permissible”); see

also Dep’t of Hous. and Urban Dev. v. Rucker, 535 U.S. 125, 133 n.4 (2002) (Congress is presumed

to legislate against the background of existing law, and when it legislates in an area but does not

address a particular subject, it indicates its intention to leave the law on that subject undisturbed).

Kokkonen held that a federal court cannot enforce a settlement agreement, after complete

dismissal of the case with prejudice, id. at 377-78,  pursuant to its ancillary jurisdiction, if the district

court had neither retained jurisdiction nor incorporated the settlement agreement into an order.  Id.

at 381-82.  The Supreme Court in so holding reasoned that the settlement agreement in that case was

based on state law contractual principles, not on the diversity issues that supported federal

jurisdiction in the original case.  Further, the Court held that the claims at issue in the original

diversity suit were not factually interdependent with the claims related to enforcement of the out-of-

court settlement.  Id. at 381.15

Thus, for three separate reasons, Kokkonen does not support Defendants’ position that the

Court was barred from reopening the mental health issues.  First, this case, unlike Kokkonen, was


























