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Boston University School of Medicine 

Patient: 

1. My name is Nicole Mushero. I am a physician and am board-certified in 
internal medicine and geriatric medicine and am employed by Boston 
University School of Medicine as an Assistant Professor of Medicine. I have 
expertise and experience in diagnosing and treating patients with complex 
medical conditions including cognitive impairment. 

2. I have been asked to review the physical and mental condition of 
(DOB-) who is incarcerated at Old Colony Correctional Center 
(OCCC) to assess the extent of his incapacitation. My conc1usions are based on 
a physical examination of Mr. - done at OCCC on March 26, 2022 and my 
review of his medical records. 

3. I understand that a prisoner must be permanently incapacitated or terminally ill 
in order to qualify for medical parole and that permanent incapacitation is 
defined as "a physical or cognitive incapacitation that appears irreversible, as 
determined by a licensed physician, and that is so debilitating that the prisoner 
does not pose a public safety risk." 

4. In assessing incapacitation, I have considered whether Mr. - suffers from 
identifiable diseases or disabilities, the extent to which such diseases or 
disabilities substantially limit major life activities and, in particular, restrict his 
mobility and the activities in which he can engage, and whether the diseases or 
disabilities are irreversible. 

5. All opinions expressed in this statement are held by me to a reasonable degree 
of medical certainty. 



6. Cardiovascular disease: The patient has known severe coronary artery disease 
(CAD) including a myocardial infarction (NSTEMI) in April 2009 where a stent 
was placed. Despite being on the appropriate medical regimen to control disease 
(Plavix, metoprolol, lisinopril, simvastatin and isosorbide monohydrate to 
control symptoms) he continues to have unstable angina-this means that he 
has chest pain from lack of blood flow to his heart at rest and this severely 
limits his ability for any type of physical activity. During the course of my 
interview with him he developed chest pain and shortness of breath requiring a 
dose of medication (nitroglycerin) to relieve his symptoms. 

7. Arthritis: While medical records only note arthritis in his R knee on my exam 
Mr. - has severe arthritis in multiple joints in his body. His hands have 
swelling consistent with severe arthritis and he is not able to make a fist or 
grasp things tightly due to the pain and swelling there. This limits his ability to 
dress himself and he is dependent for assistance with dressing and grooming 
ADLs. He is also dependent for administration of as needed medications for 
chest pain relief as he is unable to open the bottle of medication himself. I 
evaluated his gait which is extremely unsteady- he currently uses a cane as 
ambulatory aid but even with this aid his gait was unsafe and he had to use the 
wall or furniture to balance himself. It is noted by the patient and in his medical 
record that he falls frequently which is further evidence of his gait instability. 
He was unable to walk more than a few feet without stopping due to a 
combination of imbalance and pain. 

8. Cognitive impairment: Prior to my evaluation there was concern for cognitive 
impairment due to multiple people in Mr.-s life noting instances of 
forgetfulness such as getting lost in a facility in which he has lived since 2003, 
forgetting the name of the prisoner aid who helps him daily and making non­
sensical statements such as a family member living to be 142 years old. His 
medical records indicate difficulty relaying his own medical history but he has 
not previously been diagnosed with cognitive impairment and it is unclear if 
this has been assessed. 
I evaluated him for cognitive impairment during our meeting using two 
cognitive screening tools. The first test is the Rowland Universal Dementia 
Assessment Scale (RUDAS) which is a validated dementia screening instrument 
scored out of 30 points, with less than 24 points meeting criteria for cognitive 



impairment. Mr. - scored 16/30 (please see attached documentation). On 
memory recall he could recall only 2/4 words at five minutes. He also had 
severe difficulty understanding directions or following tasks as exemplified by 
inability to reason around the judgement task or perform the praxis. This 
combined with his functional impairment (needing support with IADLs and 
ADLs) means that Mr. - meets criteria for a diagnosis of dementia. 
Additionally, I did another test (the mini-cog, another validated dementia 
screening tool which includes a three-word recall and clock draw) which 
includes having the person make a clock which Mr. - was unable to do 
correctly (see attached documentation). Notably Mr. - is unable to put al1 
of the numbers in for a clock or keep the numbers within the clock face, these 
are common errors for people with cognitive impairment. He was asked to place 
the hands at ten minutes past 11 which you can also see he has not been able to 
do. The sheet also includes a request for him to write his name, demonstrating 
that it is his. 
For both of these tests Mr. - screened positive for cognitive impairment 
which raises the strength of the assessment. Even more striking, for someone 
with Mr. -s educational background it is expected that they will perform 
better than average on testing such as this which Mr. - failed to do 
highlighting the extent of his cognitive impairment. 
Given his history it is likely that he has a mixed Alzheimer's and Vascular 
dementia although it would require further neuropsychiatric testing to fully 
elucidate the type of dementia. Regardless of the type, however, dementia is an 
irreversible and progressive neurological condition which will worsen with 
time. It is expected that Mr. - wilJ become more confused, forgetful and 
physically weaker as the dementia progresses. 

9. Visual impairment: according to medical records from June 2021 he has only 
light perception in his R eye vision and diminished vision in his left eye due to 
primary, open angle glaucoma. 

10. Mr. - has several other medical problems including hypertension, although 
this seems generally well controlled, a seizure disorder with last known seizure 
5/21 /2 l on medications to prevent future seizures, acid reflux disease or GERD 
for which he takes medications and severe hearing loss for which it is 
recommended he wear hearing aids. 



11.ln summary, Mr. - has multiple disabling medical conditions including 
severe arthritis, coronary artery disease, visual impairment with blindness in 
one eye and dementia. All of these conditions severely limit Mr. llllln's 
physical functioning. Dementia alone is a disabling, irreversible disease which 
renders Mr. - permanently incapacitated. His physical function is further 
limited by cardiac ischemia and difficulty walking and using his hands due to 
arthritis. 

12.1 have reviewed the medical parole plan prepared for Mr.-· The plan 
anticipates that he will live with his brother, with other family available for 
assistance in care. It is my opinion that this medical parole plan is adequate to 
provide for Mr. llllllls continuing care in the event that he is released on 
medical parole. 

Signed under the penalties for perjury. 
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