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ALLEGATION

It is alleged that Dr. Alexander Horwitz neglected the care of OSH patient AV on
XX/XX/10, in violation of OAR 407-045-0430(2)(c)".

INVESTIGATION SUMMARY

Did Dr. Alex Horwitz neglect the care of OSH patient AV on XX/XX/10, in violation
of OAR 407-045-0430 (2) (¢}?

1. According to documentation, on the evening of XX/XX/10, around 2030 hours,
OSH patient AV, XXX, was observed by Ward XXX staff to be bleeding heavily
from XXX. One staff said the blood was coming "like a faucet.” W3 said W3 saw
a lot of bright red blood in a toilet. W3 said AV told W3 AV had not noticed
bleeding until AV went to the bathroom to urinate. W3 said AV told W3 the blood
was still coming. W3 said AV's vital signs were not alarming at that point.

2. Other witnesses on the ward describe seeing a steady stream of blood from AV,
who was hysterical. Some witnesses described a very foul odor. Several
witnesses said AV was very pale or grey. Ward staff stayed with AV to assure AV
and keep AV clean, and to take vital signs.

' 0AR 407-045-0430(2)(c) defines Abuse by Failure to Act as including "neglecting the care of the individual resulting
in . . . physical or psychological harm, or a significant risk of harm to the individual . . . by failing to provide authorized
and prescribed treatment . . . or failing fo intervene when an individual needs assistance . . . ."
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3. W3 assessed AV and called the Officer of the Day (or "OD"), Dr. Alex Horwitz
around 2045 hours. Dr. Horwitz, a psychiatrist, was on his way to Ward XXX
(AV's ward) from the "call room" at the Communications Center, to assess
another patient. Horwitz told W3 to call W4. W3 called W4, who asked W3 to
check AV's blood pressure and pulse when AV is lying down, then sitting, then
standing, to see how AV's body compensates for the changes.

4, W3 said W3 told both W4 and Horwitz that AV had saturated a towel with blood
and that W3 was seeing a "continuous stream" of blood. W4 and Dr. Horwitz both
said they do not recall W3 telling them that.

5. W4 said W4 was told a patient (AV) was XXX blood. W4 said AV's vital signs
were not real good, but did not suggest that AV had lost a lot of blood. W4 said
W3 told W4 AV was not overly upset. W4 had W3 keep taking AV's vital signs
and reporting them to W4. W4 said W4 recalled that AV's pulse went up when AV
stood up, but AV's blood pressure was "nice and high" and did not drop. W4 said
this suggested no major blood loss. W4 said the pulse could be affected by
medication.

8. W3 said Dr. Horwitz came to Ward XXX around 2100 to assess another patient.
W3 said Horwitz did not look at AV, but asked W3 what W4 said. W3 said W3
showed Horwitz AV's vital signs. W3 said AV's heart rate was 150, "which is
pretty rapid." W3 said W3 checked AV's heart rate again, which was still
elevated, to around 130 to 140. W3 said AV was upset and agitated about the
bleeding. W3 said when W3 came out of the room Dr. Horwitz had left the ward.
W3 said W4 had W3 check to make sure it was a XXX and not a XXX bleed. W3
said after 2100 hours, after Horwitz had left the ward, W4 decnded it was best to
transport AV to the ER.

7. W4 expressed concern about whether the bleeding was XXX or XXX. W4 said
XXX bleeding can be more serious, and can be life-endangering. W4 said W4
wanted the patient examined by a doctor. W4 said nurses are not trained to
make such examinations. W4 said W4 did not expect Dr. Horwitz to assess AV
for a XXX or XXX bleed. W4 said this is not the type of assessment W4 would
ask a psychiatrist to do. W4 said even his report about the amount of bleeding
would not tell W4 enough about the situation. W4 said because W4 could not do
the examination W4's self, and a XXX bleed could be "catastrophic," W4 wanted
AV taken to an emergency room o be examined by a doctor.

8. W4 said W4 could not tell the level of seriousness of AV's condition from talking
with W3. W4 said W4 told W3 it was probably a XXX bleed and not an
emergency. W4 said W4 asked W3 to have Dr. Horwitz help prepare the
paperwork needed to fransport AV from the ward to the (hospital) ER. W4 said
the OD doctor should come to the ward fo help unless he or she has another
crisis to deal with elsewhere.
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W4 did not ask to have AV sent by ambulance. W4 said the situation did not
seem to call for an ambulance. W4 said even if it was a XXX bleed, W4 did not
think an ambulance was necessary. W4 said if it took half an hour to an hour to
get AV to the ER, that would not be too much time.

W4 said W4 thought at the time that taking AV fo the emergency room was
probably "over-kill," but W4 wanted to be sure. W4 said W4 never got a call back
from the unit about Dr. Horwitz or about the need for an ambulance. W4 said
anyone, including the nurses, can call an ambulance any time they think it is
necessary.

W4 said a XXX laceration is very unusual. W4 said if AV lost two units of blood,
this would indicate AV was at a significant risk.

W3 said the ward has a packet of forms that need to be filled out for outside
services such as a trip to an emergency room, including the nurse's assessments
and the physician's assessment. W3 said as soon as W4 said to take AV to the
ER, W3 pulled out this notebook, checked the list, and called Dr. Horwitz and told
him W4 wanted AV to the ER. W3 said W3 told Horwitz W3 needed him to fill out
the physician's information form. W3 said W3 did not tell Horwitz the situation
seemed life-threatening.

W3 said when W3 asked Horwitz to complete the paperwork, Horwitz said, "Yes,
can someone bring it to me?" W3 said W3 told him OK. W3 said W3 just wanted
the paperwork to get done as soon as possible. W3 said W3 did not know the
official procedure.

W3 said at this time W3 was concerned about AV. W3 said AV was still bleeding,
but was alert, oriented, and communicating with them. W3 said AV's appearance
was better and AV was less pale. W3 said AV was anxious, but not in obvious
distress and had not passed out. Other witnesses said the bleeding appeared to
slow at this time. Some witnesses said they changed AV's briefs (or Attends) two
or three times while waiting for AV to go to the hospital.

W3 said W3 collected the paperwork, and filled out W3's part. Around 2200 hours
W6, W5, and OP1 came on the ward. W3 said the other nurses helped collect
the papers and make copies. W3 said they did not know whether to call for
transportation. W3 said they had to call Dr. Horwitz to ask if the Communications
Center needed to call an ambulance.

W3 said someone ran the paperwork over to Horwitz. W3 said the rest of the
nurses put together a packet to send to the ER. W3 said OP1 and W5 checked
AV, whose heart rate was around 120, AV's blood pressure was stable, and AV
was alert and talking.

W3 said W3 thought it was probably all right to take AV to the ER by car. W3 said
AV could walk, was not dizzy and had not fainted. W3 said W3 did not feel AV's
life was in imminent danger, but felt AV needed to be seen by a doctor. W3 said
AV's condition was not rapidly deteriorating.
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W3 said W3 did not ask Dr. Horwitz to return to the ward to examine AV. W3 said
Dr. Horwitz knew AV's heart rate was about 150 per minute when he left the
ward. W3 said if Dr. Horwitz had seen AV's bleeding, he would have sent AV to
the ER.

AV left the ward around 2300 hours. W3 said the transport process would
"probably have gone a little quicker" if Dr. Horwitz had been on the ward, since
Horwitz could have been dictating orders while he was present.

W5 said the night of 5/26/10 W5 and OP1 came on XXX at XXX hours. W5 said
W3 gave them a run-down on what was happening with AV. W5 said W5 asked
W3 where AV was bleeding. W5 said W3 told W5 W3 did not know. W5 said W5
asked W3 if W3 had examined AV, and W3 said the (staff) had seen a lot of
blood, and the bleeding started around 2000 hours. W5 said W5 asked why AV
was not already at the emergency room.

W5 said W5 and OP1 helped W3 with the paperwork. W5 said the problem was
that there was paperwork with Dr. Horwitz (at the Communication Center) that
needed to be completed. W5 said W5 and OP1 told W3 to get the paperwork, or
have someone get it. '

W5 said W5 and OP1 looked at AV. W5 said AV "didn't look bad," meaning AV
was not diaphoretic (sweating), not pale, and did not have a racing pulse~—all of
which would be signs of serious blood loss. WS said this was around 2220 or
2230 hours.

W5 said W5 went to the bathroom to check on AV. W5 said W5 saw a "steady
stream” of dark red blood. W5 said the (staff) told W5 they had seen a "huge
amount” of bright red blood earlier. W5 said W5 thought AV needed to go to the
emergency room "right now." W5 said AV was still bleeding and had been
bleeding at that rate since 2000 hours. W5 said AV's condition was "serious, but
not critical."

W5 said Dr. Horwitz's failure to come to the ward delayed the process. W5 said
his signatures and orders were all that they were waiting for. W5 said W5 thought
AV could have been transported by 2230 or 2245 hours.

W5 said Dr. Horwitz also did not make a decision about whether to call for an
ambulance. W5 said Horwitz should have examined AV so he could make this
determination. W5 said Dr. Horwitz never did write an order for AV to be taken to
(the hospital).

Psychiatrist Alexander Horwitz, a ward doctor for Unit XXX, said on XX/XX/10 he
was the OD, staying in the "call room" in the Communication Center. Horwitz said
he was called about a patient (AV) with a bleeding problem on Ward XXX as he
was on his way to that ward to see a patient who had been restrained. He said
W3 said the patient had "excessive XXX bleeding" and was soaking towels. He
said W3 did not ask him to do anything. Horwitz said he wanted to involve W4.
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Dr. Horwitz said when he was on Ward XXX he assessed the patient in
restraints, then went to the nurses' station to write his notes. Dr. Horwitz's notes
for that patient indicate he was on Ward XXX at 2055 hours. Dr. Horwitz said W3
talked with W4 and W4 wanted orthostatic, or positional, vital signs. Horwitz said
W3 had not finished with the vital signs. He said W3 showed him the signs on a
sticky note and he thought there were some inconsistencies. He said W3 needed
to call W4 and discuss the patient with W4,

Horwitz did not see AV when he was on the ward. Horwitz said it was not his
impression that it was possible for him to assess this kind of problem with an
examination, and W3 was doing what W3 needed to do. Horwitz said he and W4
needed to know if AV had routine or pathological bleeding. He said a XXX
examination was not appropriate or indicated. He said a XXX exam "could make
things worse,” by causing severe bleeding.

Horwitz left the ward. He said it was a busy evening and OSH has been very
busy lately, with lots of restraints and calls. Horwitz said his usual practice is to
let the RN complete an assessment first. He said he will see a patient if a nurse
asks him to. Horwitz said the nurse did not ask him to see the patient.

Horwitz said W3 did not tell him W3 saw a "steady stream of blood" from AV.
Horwitz said if he had been told this, he would want to see for himself. Horwitz
said excessive bleeding is not easy to assess, and an assessment cannot be
made from seeing a towel soaked in blood. He said something more objective is
needed, like orthostatic blood pressure and pulse measurements.

Horwitz said he got a call later from W3 and was informed of a plan to send the
patient to the emergency room. He said W3 had talked with W4, and they had
determined to use a "non-emergency transport.” Horwitz said it was unclear what
the severity of the patient's condition was.

Horwitz said his role in the transport process is fairly simple—he signs a
Physician's Hospital Transfer Note and an order for the transport. He said he also
notifies the Communication Center to get a transport vehicle. He said he
understood this was not an emergency and that is what he told the
Communication Center.

Dr. Horwitz said he asked W3 to bring the Transfer Note to him at the
Communication Center. Dr. Horwitz said a "substantial amount of time" went by
between the time he was called by W3 about the plan to take the patient to the
ER and the time the Transfer Note was brought to him. He said he remembers
starting to wonder if the patient had already left or if 911 had been called. Horwitz
said during this time he was doing "unrelated things" or taking phone calls. He
said he got no other calls from Ward XXX. He said W4 could have called him but
did not.

Dr. Horwitz said when the Transfer Note was brought to him, he made some
corrections, then signed the order. Asked why he did not go to the ward when he
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knew the ward staff was preparing to transport the patient, Horwitz said, "I
thought it would be easier this way and | had already been up there." He said he
did not anticipate a delay or confusion would result from his not going to the
ward. Horwitz said preparing for a transport is a fairly routine procedure. Horwitz
said he surmises that W3 was very unfamiliar with OSH procedures, otherwise
W3 would have gotten the Transfer Note to him more quickly. He said if W3 had
a problem with the procedures W3 could have called him.

Dr. Horwitz said his not coming fo the ward should not have delayed AV's
transport, but it "did introduce another variable." He said if a person is not familiar
with procedures, more things can go wrong. Horwitz said the people who were
attending to the patient, such as the nurse, have a responsibility to "push things
along" and ask questions.

Horwitz said it is not true that he failed to respond fo staff requests to come to the
ward, or that he failed to facilitate the transport. He said he did go the ward and
he was involved in the evaluation of the patient, by talking with W3. Horwitz said
he did not ask staff to bring him completed paperwork for him to sign. Dr. Horwitz
said he was not told he needed to come to the ward to see the patient.

Horwitz said OP1 did not call him that night, but did talk with him (Horwitz) the
next morning. He said OP1 told him the patient had a blood transfusion and had
an artery repaired. Horwitz said AV's bleeding was "clearly a serious problem."

Horwitz said no one asked him to do more at the time. He said no one told him
there was a need for faster action. He said if they wanted him to be on the ward
they could have said so. He said bringing the paperwork to him was just his
suggestion. He said W3 never told him this was the first time W3 had filled out
transport paperwork or that W3 was unfamiliar with the process.

Dr. Horwitz said he did not neglect the care of patient AV by not coming to the
ward o assess AV or to help with paperwork.

WO treated AV on 5/26/10 at (the hospital). W9 said AV arrived at the emergency
room at 2324 hours, and W9 saw AV at 0009 hours. W9 said when W8 first saw
AV AV looked "fine," and W9 could not tell that AV had a serious condition. W9
said AV was not in distress or discomfort and AV's vital signs were "okay."

W9 when W9 did a XXX examination of AV WO could not tell how much AV was
bleeding. W9 said W9 removed a lot of XXX (foreign items) from AV, some that
seemed to have been XXX for a day or more. W9 said the XXX inside AV's XXX
put pressure on the laceration. W9 said when W9 removed the foreign bodies
W9 could see a "significant injury" with blood "spurting." W9 said W9 could not
stop the bleeding. W9 said W9 called another doctor who stopped the bleeding
with surgery.
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WO said AV was given fluids, but AV's blood pressure dropped, which means AV
had lost a lot of blood. W9 said at one point AV's blood pressure was XXX, which
meets the criteria for hemorrhagic shock.

W9 wrote in the (hospital) chart that there was a "high risk of morbidity and
mortality" related to AV's injury. W9 said this refers to the amount of bleeding AV
experienced. W9 said such a loss of blood creates a risk of other complications,
but AV responded to the fransfusion.

Told that the first witnesses to AV's bleeding described blood "gushing"” from AV,
W9 said when a (person) is lying or sitting down, blood will accumulate XXX,
then come out when (the person) stands up. W9 said it is common to see blood
and clots "gushing" out, even from a normal (blood) flow. W9 said this is probably
what happened with AV on the ward. W9 said when W9 saw the injury, the
bleeding was "slow but steady.”

Asked if a delay of an hour or two hours contributed to a risk to AV's health, W9
said a delay of two hours could have contributed to AV needing more treatment.
W9 said AV probably lost a significant amount of blood between 2130 and 2330
hours. W9 said if AV had been seen at or close to 2130 hours, AV probably
would not have needed a transfusion or to be hospitalized.

W9 said AV's blood pressure dropped after the injury had been repaired in part
because AV's body compensated for the loss of blood by constricting vessels in
the arms and legs. W9 said the body can only do this for a while, then when
these vessels return to normal, the loss of blood resuilts in low blood pressure.
W9 said with AV, two hours of bleeding (at OSH) made a difference in AV's
condition.

W9 said this is the first time W9 has seen this type of injury. W9 said W9 would
have thought AV's bleeding was just XXX. W9 said subjective descriptions of
bleeding are often not accurate. W9 said blood pressure can also be misleading.
W9 said this is the fast thing to drop, because the body works hard to keep the
pressure up.

W9 said it made sense in this case to ask that the patient be examined by a
doctor to determine if the bleed was XXX or XXX. W9 said sometimes even the
patient can't tell where the blood is coming from.

W10 said W10 had discussed this incident with Dr. Horwitz prior to W10's
interview with OIT.

W10 said the Officer of the Day (OD) is the first doctor ¢alled for all medical and
psychiatric issues. W10 said the OD is required to be on the OSH campus so the
OD can personally see patients with serious issues. W10 said if a nurse calls the
OD and is concerned about a non-routine medical issue, such as XXX pains or
bleeding, the OD has an obligation to see the patient. W10 said the OD does not
have to wait for a nurse to ask him to see a patient. He said a nurse saying a




OSH10036 PUBLIC RECORD
July 28, 2010 .

51.

52.

53.

54.

25.

56.

57.

58.

59.

patient has excessive bleeding should be enough that the OD must come to the
ward and see the patient.

W10 said W10 thinks it was "neglectful” for Dr. Horwitz to not see AV. W10 said it
is possible Dr. Horwitz could have done something to help control the bleeding or
otherwise help AV. W10 said if Dr. Horwitz had seen AV, he might have
immediately sent AV to the ER, and Dr. Horwitz could have had AV transported
quickly by filling out the needed paperwork and including his own observations.
W10 said W10 would not expect Horwitz fo do a XXX examination of AV, but
W10 would expect Horwitz to see AV.

* WA0 said by the time a patient's blood pressure drops, it is too late. W10 said the

patient should be transported to a hospital before AV gets to the point AV needs
a transfusion.

W10 said it is important that a doctor who has seen the patient is communicating
with the ER doctors about what he has observed.

W10 said it is also important for the OD to see a patient when the on-call medical
doctor is making decisions, because the medical doctor cannot assess the
patient him/herself. W10 said, in this case, W4 needed to know how much the
patient is bleeding. W10 said Dr. Horwitz should have been with the patient so he
could tell W4 what he is observing. W10 said the patient's appearance can be
important, as well as seeing how much the patient has already bled and how
much (the patient) is still bleeding.

W10 said when an OD knows there is a plan to send a patient to the ER, the OD
should go to the ward to help. W10 said it does not make sense to have the
transport stop at the Communication Center to pick up paperwork.

W10 said sending a patient to the ER is "very high priority," and unless an OD
has a higher priority, he should be with the ward staff and the patient. W10 said if
an OD needs to make or receive phone calls, he can take his Blackberry to the
ward.

W10 said Dr. Horwitz "showed poor clinical judgment’ by not personally
observing AV. W10 said Dr. Horwitz delayed treatment for AV.

Other psychiatrists who work as Officer of the Day said there are no written
guidelines for when an OD must personally assess a patient. They said the OD is
expected to "exercise sound clinical judgment.”

The other psychiatrists interviewed for this investigation said a personal
assessment of the patient prior to transport to the ER is important, so information
can be provided to an on-call medical doctor or the ER doctors. They said it is
also important to know whether the patient can be safely transported by van and

" whether the patient might present a danger in the ER.
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CONCLUSION

The allegation that Dr. Alexander Horwitz neglected the care of OSH patient AV on
XXIXX/10, in violation of OAR 407-045-0430(2)(c), is SUBSTANTIATED.

OSH patient AV bled for almost three hours on an OSH hospital ward while a nurse
assessed AV's condition, communicated AV's status by telephone to W4, and collected
paperwork needed to send AV to the emergency room. By the time AV was seen by a
doctor at (the hospital), AV needed surgery, IV fluids, and, after AV's blood pressure
dropped to a dangerous level, a transfusion of two units of blood.

Meanwhile, Dr. Horwitz, the Officer of the Day on the OSH campus that evening, after
being told AV had "excessive bleeding," did not assess AV in person, despite being on
AV's ward minutes later. Furthermore, Dr. Horwitz, after being told W4 wanted AV
transported to (the hospital) for an evaluation, did nothing to facilitate this process,
which should have been a high priority for him. Dr. Horwitz did not go to the ward to
help the nurse with paperwork, but instead asked for the paperwork to be brought to
him. Even when he noticed "a substantial time" had passed without the paperwork
being brought to him, he did not call the ward to ask about the patient.

Dr. Horwitz did not point to any emergency that prevented him from providing
assistance to the patient or the nurse. Dr. Horwitz said he was at the Communication
Center during this time.

Withesses who were with AV describe seeing a steady stream of blood, evidence of a
large blood loss, a very foul odor, and described AV as hysterical, pale, ashen, or grey.
At least two RNs who saw the rate at which AV was bleeding, thought if Dr. Horwitz had
assessed AV in person, he would have sent AV to the emergency room immediately.
WO, who treated AV at (the hospital), said if AV was in the community with the kind of
bleeding AV had, AV would have been sent to an ER right away.

W4, hearing the description of AV's vital signs telephonically that night, did not think this
was enough of an emergency to call an ambulance. However, W4 could not see or talk
to AV, nor could W4 see what the ward staff saw. W4 should have had the benefit of an
in-person assessment from a physician. OSH administration clearly believes a
physician's presence is necessary to assess such medical crises.

Dr. Horwitz said he did not examine AV because the nurse did not ask him to despite
being told of excessive bleeding. Dr. Horwitz said he felt the nurse and W4 could handie
the situation. If this is true, there would be no need for doctor to be on-campus at all
times at OSH.

Once W4 decided to send AV to the ER, Dr. Horwitz should have returned to the ward,
to complete necessary paperwork and make sure his observations were communicated
to the emergency room doctors. He should not have ignored "a substantial passage of
time" without making an effort to find out why the patient was not being promptly
transported. By the time AV got to the ER, AV was, in W9's phrase, "at high risk of
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morbidity and mortality." W9 said if AV had been brought to the hospital two hours
earlier, AV probably would not have needed a transfusion or to be admitted to the
hospital. The delay in getting AV properly assessed and transported to the ER placed
AV at a significant risk of harm.

Dr. Horwitz's explanation that the transport paperwork is routine and he was "facilitating"
the transport process by making ward staff walk paperwork over to him in the
Communication Center, is inadequate to excuse his failure to assist this patient. Dr.
Horwitz should have known the ward nurse had paperwork to prepare, a patient in
restraints to supervise, and two staff attending to AV. Asking the nurse to have one of
his/her staff bring paperwork to the Communication Center under these circumstances
is not reasonable and did not facilitate the process.

W4 may have saved AV's life by sending AV to the emergency room, aithough if W4
had not made this decision, the two experienced night shift RNs probably would have
made this decision on their own. None of the people involved in saving AV's life had
assistance from the person who is expected to take charge of this kind of medical issue.

Dr. Horwitz's neglect of AV's care resulted in a serious risk to AV's health. The
allegation that Dr. Horwitz neglected the care of AV is substantiated.

REQUIRED ACTIONS

1.  OSH administration should consider creating a written policy regarding the
expectations for an Officer of the Day (OD), specifically when the OD is expected
to conduct a face-to-face assessment of a patient.

2. OSH administration should review the process ward nurses and staff use to
prepare paperwork necessary for sending a patient to an emergency room, so
unnecessary confusion or delay do not interfere with the prompt treatment of
patients in crisis.

Submitted by: Richard Keck, Investigator
Approved by: Simon Turner, Chief Investigator
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