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DWHC, from Chippewa Correctional Facility

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

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

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

regular again.

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

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

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

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

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

showed squamous cell carcinoma. Chemotherapy and radiotherapy were

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

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

bone metastases were present. Radiotherapy was given as well. 

Events during death

process:

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

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

He also had hypertension.

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

NCCHC concurs that no major issues of care were found. 

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

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

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

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

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

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

cardiac output. 

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

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

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

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

an implantable cardiac defibrillator. These cardiac events were complicated

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

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

and the onset of incontinence. 

Events during death

process:

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

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

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

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

autopsy, with renal carcinoma being only a contributory factor. 

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

COMMENT: None
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Duane Waters Health Center, C-Unit

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

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

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

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

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

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

oral morphine for pain. 

Events during death

process:

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

a patient who had been suicidal previously when he overdosed with

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

These comments were accepted by Central Office. NCCHC generally

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

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

administration of morphine tablets to a previously suicidal patient. Perhaps

closer monitoring of the tablet and liquid chaser swallowing process would

prevent similar occurrences in the future.  

Baraga Maximum Correctional Facility

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

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

vague, fleeting symptoms including stomach discomfort. He had some

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

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

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

staff had requested an abdominal ultrasound. 

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

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

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

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

was started and he was kept comfortable. 
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Events during death

process:

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

carcinomatosis.

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

COMMENT: None

Charles E. Egeler Reception and Guidance Center

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

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

suicide screening. 

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

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

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

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

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

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

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

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

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

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

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

Events during death

process:

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

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

pronounced dead of multiple injuries.

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

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

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

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

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

and mental health referral standards for suicidality at intake. NCCHC

concurs with the actions taken.

Marquette Branch Prison

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

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

dependent diabetes, diabetic uropathy with indwelling bladder catheter,

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

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

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

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

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

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

chronic care visits could be identified from the Serapis listings. 

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

and was admitted to Marquette General Hospital. Blood cultures were

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

Enterococcus. He received antibiotics. An abdominal ultrasound showed

acalculous cholecystitis and a laparoscopic cholecystectomy was performed.

He developed hypotension and required continued endotrachial intubation

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

acidosis. 

Events during death

process:

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

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

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

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

mental health residential treatment program, the information was

communicated verbally, without a health record entry on paper or

electronically. 

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

concurs with findings and action taken.

Huron Valley Men’s Facility

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

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

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

which had required radiotherapy and chemotherapy. A melanoma of the

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

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

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

showed squamous cell carcinoma of the neck. 

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

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

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

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

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

Events during death

process:

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

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

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

emphysema.

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Hospital September 25, 2006.

Events during death

process:

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

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

pneumonia, with non-insulin dependent diabetes mellitus, chronic

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

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

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

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

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

has no documented pneumonia shot despite serious diabetic and pulmonary

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

G. Robert Cotton Correctional Facility

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

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

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

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

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

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

myocardial infarction, which required pacemaker insertion. The pacemaker

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

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

Recurrent weakness and shortness of breath required clinic and emergency

department visits. 

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

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

relayed the case to the Foote Hospital.

Events during death

process:

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

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

pneumonia and sepsis, with chronic obstructive pulmonary disease, chronic

renal failure, coronary artery disease, and atrial fibrillation.

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

NCCHC concurs.

COMMENT: None
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Lakeland Correctional Facility 

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

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

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

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

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

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

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

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

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

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

counter). 

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

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

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

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

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

obstructive pulmonary disease with exacerbation. He was believed to have

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

Medrol had to be given IV.
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Events during death

process:

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

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

He had developed a myocardial infarction with elevated troponins. He

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

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

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

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

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

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

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

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

chronic obstructive pulmonary disease, and aplastic anemia.

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

COMMENT: None
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G. Robert Cotton Correctional Facility

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

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

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

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

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

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

Chronic care clinics took place regularly. His HbA1c fluctuated between

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

visits and ministrations.  

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

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

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

bronchial biopsy proved the presence of lung carcinoma. Chemotherapy was

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

October 14, 2005.

Events during death

process:

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

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

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

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

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

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

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

respiratory failure, metastatic lung carcinoma, plus diabetes.  

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

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

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

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

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

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

External and Internal Stakeholders’ Concerns

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

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

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

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

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

themes emerged as a result of their responses.

External Stakeholder Concerns 

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

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

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

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

through.

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

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

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

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

rating.

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

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

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

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

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

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

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

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

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

over CMS.

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

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

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

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

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

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

operational capacities are functioning efficiently and effectively.

Internal Stakeholder Concerns 

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

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

opinions of inmate health care in the department.

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

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

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

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

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

total of 1,114 employees responded to the survey. 

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

Strongly
Disagree

Disagree Neutral Agree Strongly
Agree

Not
Applicable

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

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

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

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

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

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

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

Chart 1  

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

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

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

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

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

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

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

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

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

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

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

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

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

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

the results of question three. 

Chart 3

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

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

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

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

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

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

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

Chart 4

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

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

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

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

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

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

summary of the results of question five. 
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Chart 5

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

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

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

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

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

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

Chart 6 

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

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

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

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

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

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

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

Chart 7

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

results of question nine.

Chart 9  

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

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

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

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

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

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

Chart 10

Inmates should receive no more than a minimal level of health care services.
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Question 11.  Inmates currently receive a high level of health care services.  There were

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

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

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

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

summary of the results of question eleven.
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Chart 11 

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

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

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

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

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

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

Chart 12

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

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

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

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

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

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

results of question thirteen.

Chart 13
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Question 14.  It is important to keep an inmate’s health status confidential.  There were

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

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

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

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

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

fourteen.
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Chart 14

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

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

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

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

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

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

Chart 15

Inmates usually lie about being ill.
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Conclusions 

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

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

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

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

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

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

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

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

service delivery.

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

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

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

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

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

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

additional analysis of the data was not possible.




