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Open Records Request 

From : Dr. Karen Burroughs 
<dr.karenburroughs@gmail.com> 

Subject: Open Records Request 

To : Sharla Collins <scollins@grmf.org> 

Good Morning Sharla, 
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scollins@grmf.org 

Fri, Oct 24, 2014 07:47 AM 

I have no records of any communication between myself and Mr Darell Best to provide. 
The only thing I have between myself and doctors on the staff is a copy of letter 
forwarded from Mr Harrison to me from I will bring you a copy of that as soon 
as possible. All other communication between me and doctors at this facility is patient 
care related and protected by HIPPA. 

Thank you, 

Karen Burroughs, MD 

bttps:llmail.grmf.orglzimbralhlprintmessage?id=5240l 10/24/2014 



10-16-2014 

I am forwarding this letter from  it is dated 10-05-14 I received it on 10-15-14 after 3 pm and it is 

being mailed today. 

Thanks Chip 

 



Chip Harrison 

From: 
Sent: 
To: 

Wednesday, October 22, 2014 9:22 AM 
chipharrison@windstream.net 

Subject: Fwd: 10/13 AM code blue 
Attachments: GRMC Horizontal 4x2.png 

 

 

 

 

 

Disclaimer: This electronic message may contain information that is Proprietary, Confidential, or legally 
privileged or protected. It is intended only for the use of the individual(s) and entity named in the message. If 
you are not an intended recipient of this message, please notify the sender immediately and delete the 
material from your computer. Do not deliver, distribute or copy this message and do not disclose its contents 
or take any action in reliance on the information it contains. 

GLEN ROSE 
MEDICAL CENTER 

To: rreynolds@grmf.org , tdequina@grmf.org , rrichards@grmf.org 
Sent: Tuesday, October 21,20149:07:24 PM 
Subject: code blue 

Sorry it took me a while to write this email. We had a patient on the floor that coded early AM  
When the ER nurse, respiratory, and I arrived, no CPR had been initiated. I also was suprised that 
the crash cart only had an AED, which the pads were not placed at time of arrival. Are all crash carts 
only equipped with an AED and not a cardiac monitor? Just wanted to make someone aware that if 
code blue is called, CPR should be initiated as soon as possible while waiting for the provider and ER 
nurse to arrive. 
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Let me know if you have any other questions for me. Thanks, 
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Chip Harrison 

From: 
Sent: 
To: 
Cc: 
Subject: 
Attachments: 

 
Friday, 2014 8:20 AM 
Teresita Dequina; Robert Richards 
Ray Reynolds; chipharrison@windstream.net 
CODE BLUE 
GRMC Horizontal 4x2.png 

We had a patient safety issue on the floor today. The code Blue light sounded in the emergency department 
alerting the emergency department that there was a code on the med/surg floor in room 101 and  

responded to the alarm. When we got to 
the med/surg unit, the crash cart was in the room but was not turned on or attached to the patient. CPR had not 
been started. The cardiac monitor was attached to the patient and the rhythm read asystole. This is not the first 
time this has happened. I and others have requested that the med/surg nurses be trained in CPR and ACLS. It 
was hard to fmd the things that were needed in the crash cart because the cart was not organized and there were 
things on top of the cart in the way. The most important thing is starting CPR. Anybody who comes into a 
room can start CPR. Could someone please address this issue? Not starting CPR is a sentinel event and . . 
reqUITes peer reVIew. 

 

 

 

 

Disclaimer: This electronic message may contain information that is Proprietary, Confidential, or legally 
privileged or protected. It is intended only for the use of the individual(s) and entity named in the message. If 
you are not an intended recipient of this message, please notify the sender immediately and delete the 
material from your computer. Do not deliver, distribute or copy this message and do not disclose its contents 
or take any action in reliance on the information it contains. 

GLEN ROSE 
MEDICAL CENTER 
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To the Board Members of Glen Rose Memorial Hospital : 

As some of you may know I have been striving for improvements at our hospital for the past several 

years. When I first started, I would take my concerns directly to Ray Reynolds and point out problems 

and situations that were putting patients at risk. After several months it became apparent that my 

concerns were being ignored. I told Rayon multiple occasions that we needed strong clinical nursing 

leadership in our med-surg dept. When no significant action was observed I made sure to emphasize this 

need in the med-staff meetings. Other doctors expressed some of the same concerns. I continued to 

pOint out that failing to have strong nursing leaders was leaving the floor nurses to flounder with no 

support, endangering their licenses, and putting our patients at risk. After an extended period of time I 

quit wasting my time going to Mr. Reynolds. What I should have done was be more forceful and 

document the reporting of these concerns. Unfortunately, in part due to my lack of tenaciousness, I 

started to see evidence of what I had been warning about. I saw what I believe to be at least two, and 

possibly more, patients die in our hospital due to a lack of proper care. When I reported these episodes I 

was told that it would be looked into, but I saw nothing done to address the problem. 

After the most recent episode, in frustration, I stated in the next med-staff meeting that "we are 

essentially killing patients in our hospital". The next day I wrote a letter to Ray clarifying my comments. I 

pointed out that we, as phYSicians, shared in some of the blame because as physicians we should have 

insisted on changes immediately. I then painted out that, in my opinion, since the administrators had 

been warned for more than a year; they were responsible for these deaths. I thought that surely this 

strongly worded letter would prompt rapid change. Unfortunately, it did not. I and some of the other 

doctors started pursuing other ways to circumvent Ray to try to improve the care and safety of our 

patients. Our efforts started to show results, and I believe, because it was making Ray look bad, he 

intervened, stopped our efforts on that front, and threatened to fire a hospital employee that was 

helping the doctors improve patient care. 

At this point I wrote another strongly worded letter to Ray to try and facilitate improvements. Ray told 

me that I was the only doctor that had these complaints and that none of the other doctors felt this 

way. I would have to disagree. When showing the letter to one doctor they said they agreed with the 

statements but thought it was worded" too harshly". Another doctor read the letter and said they could 

understand questioning why the problems weren' t addressed more quickly. A third doctor read the 

letter given to Ray and said that he would have to agree with most of it and stated that most of the 

doctors felt the same but were not as vocal as I was. On presenting the letter to a fourth doctor, I asked 

if there was anything in the letter with which he disagreed. This doctor stated that he agreed with all of 

it. A fifth doctor shown the letter was the chief of staff and he added to the letter and signed it with me. 

I called a colleague that has been a hospital administrator for over thirty years and discussed the 

situation with him and requested advice. He encouraged me to take all of this information to the 

hospital board. He reported that he would be concerned that Mr. Reynolds would not only be at risk for 

civil penalties for ignoring the warnings, but might even be at risk for criminal prosecution. He also 

strongly recommended that we contact TORCH to come in and help our hospital. At this point I was 

unsure of the new hospital board and the "four" that were reportedly against the hospital and did not 



know if some of them would use this information to harm the hospital. So instead of reporting this to all 

of the board members, I approached some of them individually and showed them a draft of the letter 

sent to Ray. I expressed my concerns, asked for their help and told them about TORCH. One board 

member simply reported that they understood my concern for it taking so long for improvements to 

occur. A second board member listened to my concerns, took the TORCH information and appeared to 

be interested, but nothing happened. I met with a third board member and after showing him the draft 

of the letter, explaining my concerns and telling him about TORCH, he openly said that Ray was a friend 

of his and that he would be too busy fighting against the "four" other board members to be able to help. 

With nowhere left to turn I contacted one of the "four" members that were supposedly against the 

hospital. After questioning him closely concerning his plans for the hospital, his interest in improving the 

hospital, his interest in patient care and his integrity, I finally felt like I had contacted someone that 

would fight along with me to put the hospital and patients first and foremost. I then shared with him my 

concerns and gave him the information on TORCH. Finally, some action was taken. He called a board 

meeting and the board voted unanimously to bring in TORCH. 

When the representative from TORCH came in he recommended making some of the same changes that 

I had been requesting for years. I was hopeful that this would force Ray to make these changes but it 

appears that he is fighting against them vigorously. The representative from TORCH has said that he has 

never had an administration that didn't readily welcome him to come in and help much less fight against 

it so vehemently. Regardless, he has stated that he believes he can work with Ray to help him improve 

as a hospital CEO if Ray will allow this to occur. 

This leads me to several questions. Why is Ray Reynolds fighting against the changes recommended by 

the expert? Why is the hospital board no longer unanimous in their support of TORCH? And finally, 

since I have never dealt with a situation such as this, are we obligated to inform the family members of 

these patients that died and do we need to have an independent agency come in to investigate to see if 

there is evidence of negligence or wrongful death? 

Please share this with any of the other board members that you believe to be willing to put patient care 

first. 
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