Adntinistrative Closure
Alleged Quality of Care lssues _
Captain James A. Lovell Federal Health Carc Center
North Chicago, lllinois
MCI4 2013-00448.H1-0329

On December 22, 2011, the VA Office of Inspector General Office of Healthcare Inspections
receivedd an anonymous complaint slleging quality of care issues af the Captain James A. Lovell
Federal Heslth Care Center (facility),  Specifieally, the complainant alleged a patient
experienced a delayed cancer diagnosis ip 2010, On January 13, 2012, the Office of Inspector
General, Hetline Division, requested that the facility determine the merits of the complainant’s
allegation. On March 9, 2012, the facility managers responded to the request. On November 6,
2012, the Chicago Office of Healthcare Inspections was asked to review the facility’s findings to
determine if the complainant’s aliegations were adequately addrassed.

I response o the complainant’s allegations, the facilily conducted an electranic health record
review, The facility found that nn March 5, 2019, the patient, a 67 year old male, presented
the mental bealth clinie at the facility, The mental bealth clinie siaff escorted the patient o the
facility's emergency department (EIY) because the patient had 2 low a blood pressure (§3/4%).
While being treated in the ED, the patient received a chest radiograph (CXR) which revealed a
jung tumor. The radiologist interpreting the CXR cesults activated the facility’s “view alen
system”, notifying the patient’s primary cere physician and the ED physician of the CXR resulis.
The radiologist recommended that the patient undergo a computed tomography scan of the chest,
The patient was discharged from the ED without receiving 2 computed tomography scat of the
chest or being informed of the CXR resvits.  According to the facilily’s documestation, the
tesults of the CXR and the radiclagist’s recommendation were not acted on by the patient’s
pritnavy csre physician and the ED  physician wpfil July 20, 2010 On
fuly 23, 2010, the patient underwent a blopsy of the lung tumor, which revealed
nen-smali cell carcinoma.

ITE + - < . = e L S . 3708
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> ITThe patient expired on July 6, 2Ui 2,

We concur with the facility’s actions and make no recommerdations,
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