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Executive Summary

The New Mexico Veterans Affairs Health Care System responded to an inquiry
from the U. S. Office of Special Counsel (OSC) to the Secretary of Veterans
Affairs dated November 13, 2000, regarding allegations against the Veterans =
Affairs (VA), Veterans Community Based Outpatient Clinic (CBOC); New
Mexico, clinic physxman from a former Nurse Clinic Director. »

The OSC concluded that the information provided by the former Nurse Clinic
Director provided information that "demonstrates a substantial likelihood that a
substantial and specific danger to public health and safety exists" at the Clinic.
The former Nurse Clinic Director alleged that the Clinic physician on at least four
occasions between (February 1999 and June 1999, and January 18, 2000) was
treating patients while under the influence of alcohol. She went on to further
allege that in February 2000, the management of the New Mexico Veterans
Affairs Health Care System (NMVAHCS) told her to not file any additional reports
of contact regarding the Clinic physician; that VA officials believed the problems
at the clinic are management related and not caused by the Clinic physician’s
drinking; and as a result of VA management’s response to the allegations the -
staff was “chilled” from reporting additional incidents of drinking. The Nurse
Clinic Director resigned her position in July 2000 (her last day of employment
was August 14, 2000). Pursuantto 5 U.S.C. § 1213, OSC directed VA to
conduct an investigation into the allegations of the former Nurse Clinic Director.

Methodology

Prior to the VA's receipt of the inquiry from the OSC, the former Nurse Clinic
Director filed reports of contact with her supervisor and other management
officials alleging that she smelled alcohol on the Clinic physician, and that he was
treating patients while under the influence of alcohol. At the direction of the
NMVAHCS Chief Executive Officer (CEQ), an Administrative Board of
Investigation (BOI) was initiated on October 5, 1999 and concluded on November
9, 1999. The BOI was based on the allegations from the Nurse Clinic Director.

With the receipt of the November 13, 2000 letter from the OSC, the Interim Chief
Executive Officer of the NMVAHCS independently reviewed the entire BOL.

Additionally, the Chief, Performance Improvement Section at the NMVAHCS
conducted a further investigation which included a review of numerous
documents as well as interviewing a number of Clinic personnel.

A Primary Care physician, with extensive experience in the practice and ]
management of CBOC medicine conducted a peer review. He reviewed the
medical records of 80 veterans who received care fron the Clinic physician. He
also reviewed the credentialing and privileging folder for the Clinic physician,
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Reports of Contact, Incident Reports, Quality Management Reports and Peer
Reviews pertaining to the Clinic physician's practice.

A clinical investigator staff member of the VHA Office of the Medical Inspector
provided assistance and advice to the Chief, Performance Improvement Section,
interviewed the nurse complainant, and reviewed a number of the above
documents

Findings and Conclusions

The BOI could not substantiate that the Clinic physician at th'()!inic had
ingested alcohol while on duty or that alcohol impaired his dlinical judgment.
After reviewing the BOI, the Interim Chief Executive Officer concluded that none
of the allegations in the BOI were substantiated. The Clinic physician's
performance and clinical judgment have been evaluated and continue to be
monitored by his supervisor. The Clinic physician also participates in the peer
review process that all the General Internal Medicine providers participate in on a
monthly basis. The Clinic physician is performing well at the clinic, and the staff
has filed no further reports of contact regarding his performance.

The Chief, Performance Improvement Section, upon the extensive review of
relevant documents and interviews of the Clinic physician, staff, and NMVAHCS
staff relating to the Nurse Clinic Director's complaints, has found no evidence to
support the former Nurse Clinic Director's complaints. :

The physician completing the peer review concluded that the Clinic physician’s
use of diagnostic testing, consultation requesting, and treatment patterns were
consistent with established medical practices. However, he did find examples of
- questionable documentation practices by the Clinic physician that may indicate a
pattern of recording patient examination information that was not based on actual
physical examination at the time of the note. The reviewer also noted examples
of narcotic analgesic prescribing that might be considered outside the usual
acceptable clinical parameters by some physicians. These new issues brought
to light during the peer review will be addressed by the NMVAHCS management.

The clinical investigator from staff of the OMI could not find evidence to
substantiate the allegations that the Clinic physician provided care while
impaired; that the veteran patient appointments were cancelled due to the Clinic
physician’s impairment; or that the patients of the Clinic did not receive care
when needed due to the absence of the Clinic physician.
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This report sets forth the finding of the U.S. Department of Veterans Affairs (VA)
regarding information that was submitted to the Office of Special Counsel (OSC)
by Ms. Elizabeth K. McDonald, R.N., the former Nurse Clinic Director of VA's
Community-Based Outpatient Clinic mﬁ New Mexico. The report has been
investigated pursuant to the requirement of 5 U.S.C. § 1213. The report is

divided into five sections: (1) a summary of the information with respect to which
the investigation was initiated; (2) a description of the conduct of the

investigation; (3) a summary of any evidence obtained from the investigation; (4)

a listing of any violation or apparent violation of law, rule, or regulation; and (5) a
description of any action taken or planned as a result of the investigation.

{. Summary of the information with respect to which the
investigation was initiated:

On November 13, 2000, the U.S. Office of Special Counsel (OSC) directed the
Acting Secretary, Hershel W. Gober, to conduct an investigation into "information
that demonstrates a substantial likelihood that a substantial and specific danger -

to public nd safety exists" at VA's Community Based Outpatient Clinic
(clinic) in I New Mexico. The authority for this investigation is found in 5
U.S.C. § 1213. The information that caused this investigation to be initiated is set

forth in the letter VA received from OSC.
The letter details information that OSC recsived regarding the alleged use of
alcohol by a Clinic physician, Dr . The information was received
from the former Nurse Clinic Director of the Clinic, Ms. Elizabeth K. McDonald,
R.N. The letter details the information provided by Ms. McDonald regarding the
various Reports of Contact (ROC) that she had filed. The letter also notes that a
Board of Investigation was convened in October 1999, to investigate the
allegations against Dr.ﬁ that Dr.éretumed to the Clinic in December
1999; and that Ms. McDonald was instructed as to the procedure to follow if she
had a reasonable suspicion that the physician was under the influence of alcohol.
Ms. McDonald asserts that on January 18, 2000, the staff reported to her that Dr.
ssmelled of alcohol. She agreed, and reported her suspicion to the social
WOTRer that was to escort Dr. *to the Rehobeth Medical Center for a blood
alcohol test. Ms. McDonald asSerts that she observed that Dr. %Sdelayed
his departure to the Rehobeth Medical Center for approximately 3 minutes
and that he drank large quantities of water during the delay. The letter states
that the blood alcohol test was "inconclusive." The letter from OSC further states
that in February 2000, Ms. McDonald was told not to file additional reports
regarding Dr.& The letter notes that on occasion subsequent to the
incident on January 18, 2000, she noted that the physician smelled of alcohol.
However, she asserts that due to the negative response from her supervisors,
she filed no ROC on this incident. Ms. McDonald asserts that she observed .
numerous incidents of absentesism by Dr. She asserts that beca%

management's failure to respond to this issue and take action against Dr
the Clinic staff is "chilled" from reporting additional incidents of drinking.
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VA initiated this investigation based on the information provided by the OSC.

11. Description of the conduct of the investigation:

The investigation involved a review of VA's formal BO! convened in October 1999
to investigate the allegations against Dr.“paragraph A) as well as an
independent review of all of the allegations set forth in the information noted
above (paragraph B).

A. With the receipt of the November 13, 2000 inquiry from the U.S. Office of
Special Counsel, the Interim Chief Executive Officer of the NMVAHCS
independently reviewed the complaint (enclosure 1) and the report of the
Administrative Board of Investigation (BOI) (enclosure 2) that was initiated on
October 5, 1999 and concluded on November 9, 1999. The charge to the BOI
was to determine if:

1. The Clinic physician was working under the influence of alcohol and thus

- impairing clinical judgement and resulting in patient complaints.

~ 2. The Clinic physician allegedly ingested alcohol while on duty.

3. The Clinic physician's secondary employment outside the VA was interfering
with VA physician duties.

4. The Clinic physician paid a patient to have a physical examination done
elsewhere.

B. The Chief, Performance Improvement Section at the NMVAHCS conducted a
further investigation which mcluded

=  Complaint (enclosure 1)

« Report of the Administrative Board of Invest:gation Case No. 99-5 including
affidavits and related documents. (enclosure 2)

= NMVAHCS Medical Center Memorandum 11-27, "Outside Professional

Activities for Title 38 Employees”, dated 6/8/99 (enclosure 3)

MP-5 Part Il, dated 10/30/98

Updates to MP-5, Part I, dated 10/23/99 and 9/1/00 (enclosure 4)

Clinic physician's time and leave for calendar year 1999 and 2000

Clinic physician's work load reports 1999 and 2000

Clinic No Show Rates for January 1, 2, 3, 6, 8 and 9, 1999; January and

February 2000, and January 2001

= Patient Complaint Reports from Patient Advocate database from calendar
year 1996 through 2000

= Cancelled clinic dates for calendar year 1999 and 2000

= Qutside Staffing Agency data for the Clinic physician from Sneliing, National

Emergency Services (NES) and Presbytenan Healthcare System
Professional Staffing
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= Calendar year 1999 and 2000 Reports of Contact relating to Clinic MD
Staffing, Security issues generated by Clinic and Supervisor staff. Police and
Security Service Reviews conducted in 2™ quarter FY 00 by VA Headquarters
Security and Law Enforcement Representative

Report Response to Senator Udall regarding a patient complaint about

the NM Clinic _

= Comparison of the Clinic physician’s availability as related to cancelled clinic
dates

= Patient Satisfaction Surveys - Clinic specific compared to overall scores for all

clinics for January 13 - December 10, 1998; March 13 - December 17, 1998;

August 31 - November 18, 1998; May 1 - June 24, 2000; and November 3 -

December 22, 2000

Clinic physician's credential and privilege file

Incident Reports

Clinic Physician's Employee Health Record

Admission Discharge and Transfer (ADT) computerized Records for check—m

& checkout times for patients

= Laboratory and diagnostic tests and consults on February 16 1999; March
25, 1999; June 2, 1999; and January 18, 2000

* OIG Hotline Case # 2001 HL0268 VAMC ABS NM 501 (enclosure 5) ,

s« Reports of act related to Police/Security Issues for CY 1999 and 2000

u Requesteﬁi’oﬁce Department to provide gelog of Police Calls to the
Clinic for CY 1999 and 2000. As of this report,wp
‘been received.

olice Logs have not

In addition, the Chief of Performance Improvement interviewed the following
personnel:

= 5 staff physicians

Clinic Administrator - General Internal Medicine - NMVAHCS

Clinic Supervisor - CBOC, NMVAHCS

Administrator of CBOC NMVAHCS during 1999-2000 -

Administrative Officer of Clinic

LPN at Clinic

Veteran's Transition Center Director (MSW),
Interim Chief Executive Officer - NMVAHCS
Clinic physician ,

Chief of Internal Medicine Service

‘NM

Based on allegations that the Clinic physician working in theﬂCBOC might
have been practicing medicine while impaired either by alcohol or the rigors of
outside employment, a peer review was completed by a Primary Care physician,
with extensive experience in the practice and management of CBOC medicine,
from the Northern Arizona VA Health Care System. He reviewed the medical
records of 80 veterans who received care from the Clinic physician. He also -
reviewed Reports of Contact, Incident Reports, Quality,Management Reports,
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Peer Reviews pertaining to the Clinic physician's practice, and the Clinic
physician's credentialing and privileging file.

A clinical investigator from the staff of the VHA Office of the Medical Inspector
provided assistance and advice to the Chief, Performance Improvement Section,
interviewed the nurse complainant, and reviewed a number of the above
documents.

i, Summai'y,.of any evidence obtained from the investigatioh:

This section contains findings from the investigations completed regarding the
allegations.

A. The Board of Investigation findings are located in encloSure 2.

The Board of Investigation made e|ght recommendations with regard to their
investigation of Dr. b The following is a summary of the actions taken by
the Medical Center based on the Board's Recommendations:

Recommendation # 1: The Clinic physician was informed by his direct superwsor
that the Board of Investigation was requiring him to have an evaluation session
with Employee Assistance Counselor. In response, he stated that he did not
‘have a substance abuse problem, and therefore declined to have the evaluation
session, see enclosure 6. This was reported to the Chief Medical Officer, who
consulted a member of the Health Professions Wellness Committee of the New
Mexico Board of Examiners on February 14, 2000, see enclosure 7. Their
discussion concluded that there was not enough information to proceed with any
kind of action with respect to the Clinic physician.

Recommendation # 2: This recommendation detailed circumstances when the
Clinic physician would undergo a blood alcohol test. A blood alcohol test was
done per protocol on the Clinic physician, at the request of the Nurse Clinic
Director on January 18, 2000, at the “Hospital
Emergency Room. This test was reported back as 0.00 mg/d| for Ethanol in his
blood. This resuit was conclusive. The Physician's supervisor then requested
the controls that were used in this test. The Nurse Clinic Director's supervisor
stated she clearly communicated to the Nurse Clinic Director the criteria set by -
the Board of Investigation for requiring the Clinic physician to have blood alcohol
tests, and she stands by her testimony. The Nurse Clinic Director's supervisor
reports that she was present at the Clinic on June 2, 1999, the date of the fourth

incident identified in the Nurse Clinic Director's complaint, and she did not
witness what was alleged.

Recommendahon # 3: It was recommended that if the Glinic phys:cxan was found
to be impaired, he would be subject to disciplinary action. The Clinic physician
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was only sent to the Emergency Room, once on January 18, 2000, and was not
found to be impaired. As a result, no further action was taken by his supervisor
for this incident. -

Recommendation # 4: This recommendation required the Clinic physician’s
supervisor to counsel him regarding non-VA patients. The Clinic physician's
immediate supervisor completed the requested counseling during the*Clinic
physician's four-week preceptorship in the NMVAHCS clinics. The counseling
included: outside work activities, staff roles, compliance with requested blood
testing, and timeliness to the work site. Since the counseling, the clinic staff has
reported no further instances of problems with the Clinic physician's timeliness to
work. The Clinic physician complied with a request for blood testing, and
continues to agree to comply with any future requests. The Clinic physician has
limited his outside work activities so they do not interfere with his clinic
responsibilities. The Clinic physician has also worked closely with the Clinic
staff, and they have reported improved working relations with him.

Recommendation # 5: The Clinic physician was required to come to NMVAHCS :
for a four-week preceptorship that ended December 17, 1999. The Clinic

physician saw patients in the ?Iinic during this time and he was required
red for to the attending physician in clinic, so they

to present each patient he ca
could assess his clinical skills and judgement. These evaluations were submitted”
to the Acting Section Chief. In addition, the NMVAHCS nursing staff submitted a
written statement regarding their evaluation after working with the Clinic
physician. A physician who covered for the Clinic physician during this time
reported that from the patients and charts he followed for the Clinic physician, he
did not identify any problems with the care provided. In summary, the Clinic
physician's performance in the tlinic was judged to be excellent by the
medical and nursing staff alike:

Recommendation # 6: This recommendation described the appropriate method
for reporting future incidents. The Clinic physician's supervisor was identified as
the person to continue to review all Reports of Contact that were given to him
from the Clinic staff. In addition, the supervision requested, and the Clinic
physician has complied that the physician send him e-mails regarding his daily
work and interactions at the clinic.

Recommendation # 7: This recommendation involved the possible co-location of
facilities. A market survey aialisis was conducted in early FY 2000 to determine

the feasibility of combining! linics in . After completion of the survey
it was recommended that a build-to-suit lease with a local contractor be pursued.
However, the size and scope of the project (9,500 sq. ft.) at an undetermined
amount, with a 10 year lease required by the bidder, was a significant fiscal
commitment, and therefore, not feasible at this time.

L4




recommendations to promote “team building” at the linic:
8.1: The first team building recommendatign involved stalf training in
management of violent patients. The #VA Transition Center Director
provided training and weekly sessions 1o the clinic staff in the management of
aggressive patients, communication, conflict management, stress management,
" and boundary issues. ThPVA Transition Center Director reported and

discussed the outcome of these meetings with Chief, Psychology Serwce who
provided recommendations and guidance.

e’

Recommendation # 8: The Board of Investigation set Oﬁi s fist of

8.2: The second of these recommendations suggested that when the Clinic
physician returned, the Chief, Psychology Service should be involved with the
reintegration process. TheH\/A Transition Center Director and Chief, .
Psychology Service through the above weekly meetings worked with the staff
regarding the reintegration process. '

8.3: The recommendations also identified a number of community-based actions
to deal with patient aggression. The clinic staff met with veteran groups in the
service area to discuss issues at the clinic and to ask for their assistance in
communicating with their membership about appropriate conduct while visiting

the clinic. The Chief, Psychology Service, asked the Nurse Clinic Directorto
provide flyers to patients and post information on clinic bulletin boards informing
them of issues at the clinic that caused delays in appointments and backlogs.

The Nurse Clinic Director did not follow through with this request due to

numerous concerns expressed by her to NMVAHCS Management. NMVAHCS
concurred and did not pursue this recommendation.

8.4: This recommendation suggested that the Chief, Psychology Service should
monitor progress at the clinic. The Clinic physician met with Chief, Psychology
Service during his four-week preceptorship in NMVAHCS to address issues
brought up in the Board of Investigation. On January 5, 2000, representatives
from Medicine, Psychology, and Quality Management Services went to the Clinic
- to hold meetings with the staff and to continue to help facilitate Clinic physician's
return. They also met with representatives of area veterans groups that utilize
the clinic. These representatives were complimentary of the Clinic physician and
the staff. Their concern was maintaining this resource in their community and
increasing the staff. The Chief, Psychology Service and the Nurse Clinic
Director's Supervisor did a follow-up visit 4-6 weeks later. The Chief, Psychology
Service reported that during this visit the Nurse Clinic Director was non-
cooperative, at first refusing to meet with her because the Clinic physician had
not been removed from the clinic. The Chief, Psychology Service and the Nurse
Clinic Director's Supervisor met with the staff as a group and worked out staff
problems with the process for asking for a drug screen. They strongly
encouraged the staff at that visit to follow through with the process as necessary.
The Chief, Psychology Service also met with Clinic physician and told him that he
had to go for a blood alcohol test within '/, hour of being asked to provide a blood
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sample. He was told that he could not delay his departure. The Clinic phvsician
agreed to cooperate with the arrangement.

B. Summary and findings from the review of the BO! conducted by the Interim
Chief Executive Officer are as follows:

The BOI conducted a comprehensive investigation into the allegations against
the Clinic physician. None of the allegations were substantiated. The Clinic
physician's performance and clinical judgement have been evaluated and
continue to be menitored by his supervisor. The Clinic physician also
participates in the peer review process that all the General Internal Medicine
providers participate in on a monthly basis. The Clinic physician is performing
well at the clinic, and the staff has filed no further reports of contact regarding his
performance. A Locum Tenens, a contract physician, is currently working with
the Clinic physician. He assists in patient workload, and does not monitor or
supervise the Clinic physician. He reports that the Clinic physician is a pleasure
‘to work with, and has taught him a great deal about providing health careina
rural setting.

C. Summary and findings from the review conducted by the Chief, Performance
Improvement Section (Pl);

The Chief of Pl Section reviewed all of the documents listed in Section I of this
report, and interviewed NMVAHCS and Clinic staff regarding the Nurse Clinic
Directoi’s complaints that were reflected in the OSC letter of November 13, 2000
and the OIG Hotline Case # 2001 HL0268 VAMC ABQ NM 501 (enclosure 5).

The Clinic physician’s time and attendance records, clinic cancellations
correlated to clinic availability records, and workload reports demonstrated no
evidence to substantiate absenteeism or lack of availability of the physician to the
Clinic patients. Annual leave and occasional sick leave showed no unusual
patterns or abuse thereof by the Clinic physician.

The Administrative staff with responsibility over the Clinic confirmed that on
numerous occasions, the former Nurse Clinic Director complained that the Clinic
physician was tardy and/or left early. The Nurse Clinic Director was
advised/reminded by the administrative staff that, pursuant to VA policy, the
Clinic physician must take leave if his time worked is less than 3 hours.
Conversely if his work is completed and the Clinic is covered, the Clinic physician
has the latitude to occasionally leave early. In the written complaint reviewed, it
was noted that the maximum time of tardiness was two hours. The documents
that were reviewed showed very few instances of documented tardmess or of
leaving early.

According to the Administrator of the Clinic and Nurse €linic Supewisor at
NMVAHCS they surmised that the Nurse Clinic Director "did not want to
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A

hear/accept this information as a statement of fact/VA Regulation." Thus the
Nurse Clinic Director sporadically continued to complain that the Clinic Physician
was tardy or absent without leave.

A review of the clinic appointment records from January 18, 2000, indicates that
on that date, no patient a'ppointments were cancelled.

The former Nurse Clinic Rirector states that in February 2000, she was told to
stop filing reports on Dr. . With regard to this issue, the Administrator of
the Clinic confirmed that she had instructed the Nurse Clinic Director to stop
"shot gunning” (which she defined as sending the same (old) reports to multiple
parties at NMVAHCS). The Administrator of the Clinic at NMVAHCS also related
that she does not recall sending an official (written) memorandum to the Nurse
Clinic Director. No memorandum on this issue was.found in the files that were
reviewed. She did "possibly” recall sending an e-mail to the Nurse Clinic Director
in addition to verbal discussions; but no e-mail has been located.

The Supervisor, Information Resources Management (IRM) Customer Support
Section was delegated by the Chief, IRM to retrieve Veterans Health Information
Systems and Technology Architecture (VISTA) e-mails of the Administrator of the
Clinic at NMVAHCS and Nurse Clinic Director. The Supervisor, IRM Customer
Support Section responded that the VISTA System was purged in November  *
2000 and that the e-mails in questions are therefore not retrievable. :

Clinic staff who were interviewed for this investigation denied smelling alcohol on
the Clinic physician after the January 18, 2000 incident.

When the Clinic staff were interviewed regarding being “chilled" from filing
“reports of any concerns, they stated that they were reminded repeatedly by the
Nurse Clinic Director that Albuquerque (NMVAHCS) management will "not do
anything anyway" and "will not support them.” The Clinic staff also advised the

Chief, Pl Section that they were coerced/badgered into writing reports on the
Clinic physician by the Nurse Clinic Director and feared for their jobs if they did
not write a Report of Contact or other reports regarding the Clinic physician.

The staff further advised the Chief, Pl Section that if called into court today, they
would now state they were coerced to write up the Clinic physician by the Nurse
Clinic Director and in essence their previous Board of Investigation testimony
was skewed towards supporting the Nurse Clinic Director's opinions of the Clinic
physician.

A telephone interview was held with the Clinic physician on March 5, 2001.
Present on the call was the Clinic physician's attorney, NMVAHCS Regional
Counsel, Clinical Investigator from the OMI, and the Chief of Performance
Improvement Section. The following issues were discussed:
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The Clinic physizian's recollection of having a discussion with the former
Nurse Clinic Director regarding instances when the Nurse Clinic Director
asserted that she smelled alcohol on the Clinic physician’s breath (i.e.,
February 16 and March 25, 1999).

The Clinic physician's view of his working relationship with Clinic staff and the
former Nurse Clinic Director prior to her arrival, during her tenure at the Clinic .
and after her resignation.

Discussion regarding the finding of beer in the biohazard refrigerator.on
August 25, 1999, as well as liquor bottles found in the bathroom trash by the
janitor. -

The Clinic physician's perception of a safe work environment for hlmself staff-
and patients, as well as claims from the former Nurse Clinic Director that the
police were called to the Clinic at least once a week. ' :
Discussion of current peer review processes as related to Medicine Service
and Locum Tenens physicians assigned to the Clinic.

The Clinic physician related the following opinions/perceptions:

The Clinic physician stated that these "charges are wrong, false.”

The Clinic physician was unaware of Reports of Contact dated February 16
and March 25, 1999 until the former Nurse Clinic Director discussed them
with him on April 5, 1999. He told her at that time that he was willing to have *
a blood alcohol test drawn at any time. In addition, the Clinic physician
recalls that in June 1999 (unable to recall exact date) his supervisor
telephoned him at the Clinic to discuss the Nurse Clinic Director's aliegations
of "smelling alcohol” on his breath. Again the Clinic physician told his
supervisor he was willing to have a blood alcohol test drawn at any time.
There was no further communication on the allegations until September 29,
1999. On September 29, 1999, the Clinic physician's supervisor and Acting
Chief of PRIME Medicine Clinic discussed the allegations of the former Nurse
Clinic Director with the Clinic physician.

The Clinic physician advised that he tried for the first 6 months of the former
Nurse Clinic Director's tenure at the Clinic to work with her and give her time
to adjust to the Clinic routine. However, after 6 months he brought to the
attention of the Nurse Clinic Director's supervisor and the Administrator of the
Clinic the fact that the Nurse Clinic Director was not conducting the Nurse
Clinics (i.e. Cholesterol Education and follow-up, Coumadin). The Clinic
physician advised that prior to the former Nurse Clinic Director's arrival, he
had worked at the Clinic for 3 years and during that time these were
established Nurse Clinics.

The Clinic physician stated after his arrival at the Clinic from his
stay at the NMVAHCS @ 19995’ he was welcomed by the Clinic staff.
The former Nurse Clinic Director; however, openly stated to staff that she was
not happy the Clinic physician was back and did not directly communicate -
with the Clinic physician. “
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= On January 18, 2000, the Clinic physician’s impression of why the blood
alcohol test was requested was that it was a Monday and that probably the
Nurse Clinic Director felt she could find something if he was drinking on the
weekend. NOTE: This was a Tuesday after a federal holiday.

= The Clinic physician's opinion of why the former Nurse Clinic Director
resigned was that the Administrative Officer of the Clinic filed an EEO :
complaint against the former Nurse Clinic Director. He states that'she told
him and other staff that she did not "want to go through it."

= The Clinic physician disagreed with the allegation that the Clinic env;ronment
was unsafe.-~-He further stated that since the former Nurse Clinic Director
started working at the Clinic, there was an escalation of incidents of patients
exhibiting hostile/angry behavior. He felt that the former Nurse Director seta’
“military mood" in the Clinic and that her demeanor with patients caused the
escalation of negative behavior. The former Nurse Clinic Director responded
to patients' exhibited behavior by calling police or writing Reports of Contact.
The Clinic physician did not personally feel he was in danger. He did relay
that the former Nurse Clinic Director did raise awareness of Clinic staff as to
“no tolerance" of hostile behavior and that bulletproof glass was installed at
her request. He was not part of the decision regarding the installation of this
glass.

= The Clinic physician advised that he participates in the Medicine Service Peer
Review process. He is a given a list of another Clinic physician's patients (4-5"
patnents) and picks one chart at random to review. He stated he does ten
chart reviews per month.

In summary, upon the extensive review of relevant documents and interviews of
the Clinic staff involved, the Chief, Performance Improvement Section could not
find any evidence to support the Nurse Clinic Director's allegations.

D. Summary and findings from the physician peer review:

The physician who conducted the peer review concluded that the Clinic
physician's use of diagnostic testing, consultation requesting and treatment
patterns were consistent with established medical practices. However, he did
find examples of questionable documentation practices by the Clinic physician
that may indicate a pattern of recording patient examination information that was
- not based on actual physical examination at the time of the note. The reviewing
physician suggested that the Clinic physician may be relying on the computerized
pre-defaulted template, and he noted examples of narcotic analgesic prescribing
that might be considered outside the usual acceptable clinical parameters by
some physicians. These new issues brought to light during the peer review will
be reviewed by NMVAHCS management.

10
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E. Summary and findings from the interview conducted by the ciini.cal
investigator from the VHA Office of the Medical Inspector:

A clinical investigator from the VHA Office of the Medical Inspector conducted an
extensive telephogic interview with the complainant, the former Nurse Clinic
Director of the | NM, Clinic on February 16, 2001.

The complainant related the information as is reflected in the OSC letter of
November 13, 2000. She felt that initially, in February 1999, her supervisor did
not take her reported concerns seriously and therefore did not forward her
concerns up the chain of command or to the Clinic physician's supervisor. She
felt the Clinic physician's supervisor would have acted had he known of the
allegations. Although she had no further documented concerns, other than the
dates specified, over the Clinic physician's impairment due to alcohol, she saw
quality of care concerns that she reported to her supervisor. She states that
there was no action taken by management regarding her complaints. She
acknowledged that in September 1999 she was trying to get his supervisor's
attention. She felt that the "physicians were taking care of physicians” and
refusing to see the weaknesses in his practice. She expressed concerns that
she was responsible for the staff at the Clinic, except for the physician, and that
this arrangement led to obstacles in communications and interfered with the
Clinic working as a unit. She indicated that after the Clinic physician's retumn to
the Clinic in December 1999, the atmosphere between them was tense, but
cordial. The Clinic staff was working together in a cordial atmosphere. She was
~at a loss as to what to do the next time she encountered a concern, and her
efforts to obtain a copy of the instructions for the procedure to be followed for
obtaining the blood alcohol level was futile. She stated that no further concems
from the Clinic staff were verbalized until January 18, 2000. On this date, there
was a significant delay between the first staff person smelling the alleged alcohol
and the time it was reported to the Nurse Clinic Director. An additional delay
occurred between her completing her patient care, evaluating the situation,
getting the order for him to go to the community hospital, and contacting the VA's
Transition Center Director to escort the Clinic physician to the community
hospital.

With regard to this incident, the VA's Transition Center Director related that at the
most, 15 minutes transpired between the time he was called and the time he
arrived to escort the Clinic physician to the ER at the local hospital to get the
blood test. The total amount of time from the first person allegedly smelling the
alcohol until the actual testing was performed at 11:07 a.m. may have been a
little over 1 hour. At that point the blood alcohol test was negative. An expert
physician for the Alcohol and Substance Abuse Program at the NMVAHCS was
contacted regarding the possibility of a person who is suspected of having ETOH
in their system altering the blood alcohol test by drinking copious amounts of.
water for one hour plus prior to a blood alcohol test bging drawn. The expert
physician confirmed that alcohol will stay in the bloodstream from 3-6 hours
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depending on age and tolerance of the individual in question and that drinking
copious amounts of water prior to the drawing of the blood test would not alter

the test results. The Clinic physician's supervisor requested and received the
controls for the test. The control parameters indicated normal results. The
former Nurse Clinic Director also indicated that Clinic appointments were
cancelled because of this activity, but no evidence exists (either in the records of
the patients scheduled for that day or in the VISTA computerized medical record
system reflecting scheduled appointments) to substantiate this claim.

In February 200Q, the complainant alleged that she had been told by her
supervisor to stop filing reports on the Clinic physician. She indicated to the OM|
investigator that this request was verbal and then followed by a written
document. (Neither she nor the interim supervisor could produce the document
when asked). She acknowledged that the reports that she was submitting were
the same reports of alleged alcohol impairment set forth in previous reports. She
could not recall if any Clinic staff were aware that she was told to stop filing
reports, but that the entire Clinic staff subsequently began attending the teamn
building sessions that followed the Clinic physician's return. '

The former Nurse Clinic Director alieged that the Clinic physician was
excessively absent from his Clinic duties. She was not able to provide specific
dates for these allegations. A thorough review of time and attendance for the
Clinic physician could not substantiate the allegations. Patient appointments
were not affected by the Clinic physician’s absence, and the hours he worked for
the staffing service at non-VA health care locations were not the same hours
when he was obligated to the VA Clinic.

After the above two dates (January and February 2000), the complainant stated
that she again smelled alcohol on the Clinic physician. She could not provide
specifics as to when this happened nor what the impact was on the provision of
patient care. She stated she did nothing with the information due to the earlier
reaction from her supervisor. In our interview, she could not recall any specific
situations or patient names. She further stated that the entire Clinic staff
thereafter kept their concerns to themselves. The staff in the Clinic are an
Administrative Officer, LPN, Nurse Clinic Director and cne contract Health Tech.
The Clinic staff, when questioned by the Chief, Performance Improvement
Section about the "chilled" atmosphere indicated that the former Nurse Clinic
Director was on a "witch hunt" and intimidated them into reporting those
instances in 1999.

She indicated she could no longer be a part of providing poor quality care to the
veterans, of which she is one, and that she resigned her position in July 2000.

In summary, she did not provide any new information that was not already set.

forth in previous complaints, nor could she provide the, OMI copies of documents
supporting the alleged actions taken against her. This telephone interview did
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- prompt a review of additional reports that might help to validate her allegations

(e.g. Clinic security reports, incident reports). Neither the OMI nor the Chief,
Performance Improvement Section could find evidence to substantiate the
aliegations that patient appointments were cancelled or that patients did not
receive care when needed due to the absence of the Clinic physician.

V. Llstmg of any violation or apparent violation of law, rule or
regulation:

The above investigations found no violation or apparent violation of law, rule or
regulation.

V. Description of any action taken or planned as a resuit of the
investigation:

Management will review MP-5, Part |l Physician employment and VHA
supplements by March 23, 2001.

Management will review the government regulations related to emp!oymeht drug
testing by March 23, 2001.

Management has revised the New Supervisor orientation to include the
assignment of a mentor from a hke posmon and clarification of the role of the
direct supervisor.

Management will begin a review and restructunng of the Peer Review system for
ambulatory clinics (CBOCs). A peer review consultant is scheduled for April 11
and 12, 2001.

Management will review the 1
by April 30, 2001 for thei
and sites.

yse of overprinted templates in the medical record
¢ ¥ Clinic and by July 1, 2001 for all other programs

Management will complete a review of narcotic prescribing by practitioners by
April 30, 2001 for theb()ﬁnic and by July 1, 2001 for all other programs and
sites.

Management has designed a plan to improve the facility's procedure in

investigating allegations of public health and safety i aseu% raised by facility staff.

The plan includes:

* The Education Service will devise training for new and existing supervisors of
the standard procedure for review of Reports of Contact.

* The Education Service will submit the training outline to the facility's Chief -
Executive Officer by the end of the 2™ Quarter FY 01.

13
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Training to be completed by the end of FY 01 for all supervisors and
incorporated into new supervisor orientations.

Provide staff several options for reporting any concerns regardmg public
health and safety issues observed at any NMVAHCS locations by either
utilizing the supervisory chain of command OR contacting the Patient Safety
Coordinator through a dedicated telephone number. The "option approach” is.
deemed necessary when the supervisor is perceived to be part of the issue.
The "option approach” will be presented to the Service Chiefs and the AFGE
President for input and/or modification. An "option approach” will be adopted
NLT the end of the 2" Quarter FY 01.

During the 3™ Quarter FY-01, staff will be educated on the “option approach”
through Employee Weekly Bulletin, Quality bi-monthly Newsletter, Patient
Safety leaflet for distribution throughout the Medical Center and in the New
Employee Opportunity Room. The "option approach” flow chart will be
distributed to all employees and the new process will be reviewed at all staff
meetings and Administrative and Clinical Service Chief meetings.

By the end of the 4™ Quarter FY 01, and ongoing quarterly thereafter, the
Patient Safety Coordinator will report to management the number and
categories of notifications of the "option approach” received through the
dedicated telephone number as compared to the number of written Reports of
Incidents of Beneficiary. In addition, the report will include corrective actions
taken by the Patient Safety Coordinator and/or Service(s) to correct any
public hea!th and safety issues identified.

Management will review the organizational reporting structure of the f‘BOCs by
April 30, 2001. The emphasis is to enhance collaboration and communication
across the various reporting disciplines.
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\{% OFFICE OF SPECIAL COUNSEL % ' . ) ' E
8730 31 Sircel. NW.. Suite 300 : ?
Yashingrien., DU 200384505

‘The Spcciol Counscl
.c November 13, 2000

The Honarable Hershel W. Gober : | " : |
Acting Secretary

Department of Veterans: Affairs
810 Vermont Averme, N W,
Washington, D.C. 20420

‘Re:  OSC File No. DI-00-0866

’

Dear Mr. Secretary:

.1 am transmitting the following information for your artention and investigation
pursuant 1o 5 U.S.C. § 1213. The informasion demonstrates a substantial Jikelihood
that a substantial and specific danger to public health and safety exists at the ,

- Department of Veterans Affairs (VA), Veteran's Comminity-Based Outpatient Clinic
{Clinic), . New Mexico. We reccived this disclosure from the former Clinie
Director, Ms. Elizabeth K. McDonald, R.N. Ms. McDonald has consented to the
release of hex name,

Ms. McDanald is a registered nurse, RN level 3, who began working as the
Clinic Director in November 1998 - She alleged that on at least four occasions the
clinic physician, Dr . eated padents while under the influenca of
alcohol. In July 2000, Ms. d resigned from her position with the VA due to
the allcgations detailed specifically herein.

The Clinic is located in a smal Comumi ‘and
. has a staff of approximately it cmployess. Dra is theq@if physician for th
estimated 1400 paticnis that seek treatment there, Ms, McDamald, supervised the
Climic operations and saff, with the exceprion of Dr.“ Atthe VA, Quality
Management Services (QMS) supervises nurses and the Medical Services Departrient
supervises physicians. Therefore, Ms. McDonald and Dr. ad separate
supervisory chaims of command.

.

»

In the beginning of April 1999, Ms. McDonald reported her co about

- Dr. drinking to her QMS supervisor, Ms. | ’ tructed her
w file ROCs noting her concerns and any problems at the Chin i
Ms. McDonald, Ms. @ notified her supervisor, Ms @
Ms. P supervisor, '
notify T j
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FPollowing her supervisor’s instruction, Ms. McDonald
(ROCs) with the VA documenting four incideats when Dr.
while on duty. On February 16, 1999, Clinic staff members reported 10
Ms, McDonald that Dr. smelled of alcohol and on March 25, 1999,
Ms.m. Director of the Artesia Clinic, contacted heg with the same .
allegantion. Ms. McDonald discussed these incidenrs with Dr. on April 5, 1999. |
She contends that during that conversation, Dr. admxttcd had a problem
with alcohol. - According to Ms. McDaonald, he said that he and his wxfc were working
on the problem and that it would not happen again. '

Reports of Contact
smelled of alcohal

jpcident occurred on June 2, 1999, when'Ms. McDonald smelled

hile he was treating patients. In addition to smelling of alcoho}
on those days, Dr. confused, suffered from memory loss, appeared
unable 1o understand Ms. McDonald's statements regarding the parients, failed o note
medications prescribed in patient charts, was uncoordinated, and had difficulty
operating some of the equipment in the office including, but not limited to, the
facsimile machine and the computer. He also stepped away from people whcn speaking
10 thcm :

The fou
alcohol on Dr.

Ms, McDonald stated that 1o action was taken from February 1o September 1993,
despite her rcports Duc tothe VA's faxlurc to respond, she bcizcvcd it was ngeessary

managcrofthco cmdmxcatthc W VAD
contacted Dr, . In October 1995 Ms. McDonald contacted Ms. §
directly to discuss her Concerns regarding Dr. -drmkmg

An internal medical investigative committee reviewed the allegations regarding
Dr. drinking in October 1999, On November 2, 1999, he was interviewed
under oafh. During that interview he denied that he had a drinking problem and that he
had ever made such an admission. Within days of Dr. interview,
Ms. McDonald and the other staff members were intcrviewed. Ms. McDomald
confirmed her previous reports regarding Dr! in that interview,

the last week of December 1999.
t if the staff had a “reasonable
hol she should notify, Mr.
wau.ld then take
<« for a blood/alcobol

Dr. .remmcd to work at the Clinic durin,
At that e, Ms. McDonald was advised by Ms.
suspjgion” that he was under the influence of alcoho
‘a licensed clinical social worker. Mr.
L o thc‘Mtdzca.! Ceat

On January 18, 2000, at Vappmximately 10:00 2.m. the staff reported ©
Ms. McDonald that Dr..smdled of alcohol. Ms. McDonald also noticed that

£
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Dr..smcned of alcohol. oerber was notifred and arrived at approximataly
11:30 a.m. to escort him for the bloed/aleohol test.  Ms. MtDonald

- watched Dr. ‘de]ay goling to the hospital for approximately 3045 mingtes while
he drank large quantitics of water. When Dr. finally went t the test
was inconclusive. ' ~

In February 2000, MeDopald was 10ld by Ms. to file any
additional ROCs on Dr. . According to Ms. McDonald, VA officials belicve the
problems at the €linic are management-related and not caused by Dr. drinking.
Since the Janvary 18" incident, Ms. McDonald observed Dr. a8 work on one
other occasion smelling of alcohal. Due to the negative response from her supervisors
and VA management, however, She did not file ag ROC or report this incident. She
also noted numerous incidents of absentecism. Further, Ms. McDonald believes that as
a result of the YA management’s response to the Clinic staffand fatlure to take action
against Dr, the staff has been “chilled” from reporting addirioaal incidents of

To dare, the efforts underraken by the VA to address the issue of Dr. ‘
drinking have not resolved the siration. Overall, questions about his behavior persist
raising concerns about the medical treatment being provided to the Clinic’s patients as
well as the danger posed by a potentiaily impaired physician working at the facility.

Ms. McDonald provided copies of ROCs documenting the allegations of |
drinking. She aldo provided ROCs documenting that liquor bowles are

y found in the Clinic trash and documentige an: ce of crratic behavior by
reported 1o Ms. McDonald by MW a'licensed practical

nurse at the Clinic. Copies of those documents are enclosed.

The Special Counsel is authorized by law ta reccive information about alleged
violations of law, rule or regulation, gross mismanagement, gross waste of funds, an
abnse of authority, or a substantial and specific danger to public health or safety in

. federal agencies. 5 U.S.C. §§ 1213(a) and (0). IfT find that the information
demoustrares 2 substantal likelihood one of these conditions exists, { am then réguired
10 send that information to the appropriate agency head for investigation or report.

5 U.8.C. §§ 1213(c) and (g). Accordingly, I am referring this information to You for
an‘investigation of the allegations described above and a report of your findings within
60 days of your receipt of this letter. .

The report must be reviewed and signed by youn persanally. Should you decide to
delegate authority to another official to review and sign the report, your delegation
must be specifically stated. The requirements of the report are set forth ar 5 U.S.C.

§ 1213(d), a summary of which is encloged, ‘

$
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In the event it is not possible 1o report on the mater within the 60-day time limit,
as rhe statutes requires, you may request in writiog an extension of fime not 1 exceed
60 days. Please be advised that an extension of time will not be granted automatically,

“ but only upon a showing of good cause. Accordingly, in the written request for m
extension of time, please state specifically the reasons the additional time is nesded.

Aftcr making the determinations required by 5 U.S.C. §1213(e)(2), copies of the
report, along with any comments on the report from the person making the disclosure
and any comments or recommendations by me will be sent 10 the President and the
appropriate oversight committees in the Senate and House of Represantatives.
5U.8.C. § 1213(e)(3). '

A copy of the report and any comments will be placed ia a pablic file in
accordance with 5 U.S.C. §1219(a). .

Please refer to our file number in any correspondcnce on this matter. If you need
forther information, please contart Catherine A. McMullen, Chief, Disclosure Unit, at
(202) 653-6005. I am also available to you for any questions you may have:

~ Sinceraly,

L fed

~ Elaine Kaplan

Enclosures
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Requirements of 5 U.S.C._§ 1213(d)

, Any report required under subsection (c) shall be reviewed and signed bY ﬂlc
head of the agefty and shall include:

(48]

@

3

G

&)

asmnmary of!hcmfonmhonthhmspccttowh:chthe

- Investigation was inifiated;

a description of the conduct of the investigation;
a summary of any evidence obtained from the investigation;

a listing of any violation or apparent violation of law, rule or
rcgulanon and

a description of any action taken or plam:cd as a result of the
myestigation, such as:

(A) changes in agcmy mules, mgulzhons or
practices “

(B)  the xestoration of any aggrieved employecﬁ

© disciplinary action against auy cuﬁploym; and

(D)  referral 1o the Attorney General of any
evidence of a criminal violation. = -

In addxnon we arc mrerested in learning of any dollar savings, or projected si¥ings,
and any roapagement initiatives that may result from this review.
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Investigative Report and Recommendations in the Matter of Dr-‘

NEW MEXICO VA HEALTH CARE SYSTEM ) .
ALBUQUERQUE, NM | ) CaseNo.99-5
BOARD OF INVESTIGATION ) |

" Board of Investigation:

' Molly X. King, M.D,, Chairperson (127)
Catherine Beesley, Chief Medical Office (1)
Rex Swarida, Ph D., Psychology Service (116B)

As directed by a memorandum dated 10/5/99, the Board of Investigation convened on multiple
occasions commencing on 10/6/99 and terminating on 11/8/99. ‘

[I. PURPOSE

 he purpose of the Board of Investigation was to investigate the events surrounding Dr‘
involving thAQMIR VA Clinic, as part of the New Mexico Health Care System, Albuquerque, NM
while occurred on or about February 1999 through Sept 1999. ' _

1. SCOPE

The scope of the investigation was limited to four allegations: o
I. D is working under the influence of alcohol and thus impairing clinical judgement
and resulting in patient complaints.
2. Dr egedly ingested alcohol while on duty. '
3. Dr. secondary employment outside the V4 is interfering with his VA physician
duties. _ v : S _ :
4. Dr. ’paid a patient to have a physical examination to be done elsewhere.
The board elected not to pursue events occuring subsequent (or prior to) those cited above.

V. EXHIBITS

Materials reviewed by Board members included reports of contact, testimonies, clinical pertinence
data on Dr. external peer xeview data regarding the @ Clinic, Dr. ' proficiency
report and hisleave summary. ~ .




fw%}

V. FINDINGS
1. Allegations #1 and 2 - Alcohol use while on duty’as well as impairment of clinical judgement
while under the influence of alcohol: :

that they smelled aleohol on Dr M during working hours (E.
McDonald and during a period extending from Febs une
1999, testimony is in direct conflict with E. McDonald's statement that Dr.
smelled of alcohol on 6/2/99. Ms. @l states she smelled cologne and not alcohol.

Four separate p

E. McDonald observes him drinking a lignid from small bottles kept in his brief case but she is not
certain of the contents of the bottles. states he keeps small botiles of mouthwash'jn hi
briefcase and DrQhowed this bottle to the board members during his interview. Dr.
denies any ingestion of alcohol while on-duty. E. McDonald states the janitor told her be finds
small bottles of liquor in'the men’s xoom at the clinic on 2 regular basis. The janitor testifies he
found a few half-pint bottles in the men’s room some years ago but has not found small bottles.

None of the four stated he was impaired at any time. No one has ever dm:cﬂy obscrved hxm
- drinking alcohol while on duty.

E. McDonald testifies that Dr§i@@told Ber he “had a problem with aleahol” end that he and his
wife were “working on it” (4/99). Dr. tates he never admxtted a problem with alcohol and
was instead talking about his other oblems,

Proficiency Report from 3/98 through 3/99 is ountstanding in the categories of clinical
compétence, administrative competence, personal qualities 2nd overall mﬁng

Extemnal Peer Review and Clinical Pertinence data do not support any radical change inhis
performance over the last ycar

2. Allegation #3 - Secondary employment outside the VA is interfering with his VA physician
duties:

Dr.-was late to work on two occasions. One occurred during the spring daylight savings
time clock change that made him 2 hours late. The second ocourred while moonlighting in an
emergency room, As he was lcavmg, a patient went into respiratory failure and required
emergency intubation, Dr. rought phone company documentation that he’d atterpted 1o
call th linic several timies to let them know he would be late.

estified that a non=VA patient that Dr. had seen while moonlighting reported to the
chmc for follow up per Dr.  request.  testifies this was disruptive to the
’ denies he told the patient to come to the clinic. The patient was not seean

in the clinic.
[}

Finsl Report
Casc 99-5
Page 2 of 5




estified that Dr. 1d a VA patient he’d seen while moonlighting that weekend,
to walk mto the linic for a lab draw on Monday moming. This vpscheduled walk-in was
disruptive to the scheduled patients and other patients complamzd Dr. gdcnias telling a
patient to walk in for this lab draw. S

QI -cificd that Dr @RI o1d 2 VA paﬁmt that he change the patient’s dressings if
the patient would report to the emergency rooms that Dr. was working in over the weekend.
D‘admns this occurred and recognizes that it meant Jost workload for the VA.

i s QR - P o

d that outside employers call theggli#tinic 1o
either speak with or leave messages for Dr. 0 set up his moonlighﬁng schednle. Staff also
report that patieats comment how Dr. on the phone arranging his “other job.” Dr
states he has the contractors page him directly and he docs not mtcmxpt patientcare to s with
thexm.

" Dr. [ reschednled his interview with s his nvestigation board for 11/1/99 to 1112/99, s be &id
not feel he would be at his best, having moonlighted a 60-hour weekend prior 1o the meeting.

. Allegation #4 - Dr.péid a patient to have a physical examination performed elsewhere:
and— testified that a disruptive, violent patient requested Dr. llouta

pre-emaployment physxcal so he could geta job driving a school bus, Dr. huncomfortable
with this as the patient is a known narcotic user, refused to fill out the paperwork. The patient is

- reported to have requested $50 to physical exam performed by a local practitioner and Dr.

gave him the money. Dr 4GS statcs he did not give the patient any money as this is
“apainst VA policy,” which he confinmied by talking with the clinic Administrative Officer.

V1. CONCLUSIONS
1. Allegations #1 and 2:

The findings do not substantiate ’dmt Dl
alcohol as impaired his clinical ]udgemmt

| has ingested alcobol while on duiy or that

While Dx ‘ Supervisor Dr discussed the allegations of alcohol use in June
1999 he did not refer Dr Employee Assistance Program (EAP) as per policy.

The current climate of the - clinic is that personnel have united behind the idea that Dr.
an alcohol problem. Potentially, the clinic may not be able to function as a unit
given the polarization of beliefs.

2. Allegation #3:

Final Report
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Dr. ‘dcmonstmes poor judgement in seeing VA patients af a non-VA facility, thus
losing workload. Seeing VA patients in a non-V A setting could be construed as eself-referral”
practice. In addition, it is inappropriate for & non-V A patient 16 report to thy mic.

While late for duty on two occasions, this does not appear to be unreasonable employee
behavior, There is no documentatian to support he leaves clinic early to get to his moanlighting
activities. His use of sick/annual leave is not excessive and in fact, may be underutilized.

climical skills are irpaired by his

There is 0o peer assessment to support that Dr.
ocated at the clinic to directly observe his

moonlighting activities. However, there is
clinical skills, as Dr. .is the ‘hysicmn.

Dr. v iscussion of the extensive hours he warks outside the VA may be contributing to
the clinic staff’s perception he is not doing his “best” job for VA patients.

3, Allegation #4:

It is impossible to conclude whether Dr‘ paid the patient $50 for physical :

examnination to be done elsewhere. The Board recognizes that Dr is very generous and
perhaps the miscommunication surrounding this allegation is duc to a lack of acculturation
within the VA systerm. ‘ / .

¢f

The clinic staff has concems over their personal safety. The involved patient represents
~violence and infimidation and staff recently experienced aggressive acts toward the clinic
(graffii on the premises, threatening calls).

V1I. RECOMMENDATIONS

1. Dr.g is required to have an evaluation session with‘

Counselor. ‘
Drig has stated in writing he is willing to have 2 blood alcghol level 1est drawn at anytime
[reference 9/29/99 Memorandum from Dr. b tod; MD,, X e

Employee Assistance

. MD,and @ B M.D.]. [nthe cvent there 15 a reasonable suspicion o alcohotFSE of
 impairment AlNE" BEEEG @ v A Tronsition Center Director, or lus
designee, shall transpo 1 oYl ency room within 20 minutes of

notification. A contract with s! o

medical evaluatian to be done on Dr. i :
3. Inthe event Dr%should be found impaired by the emergency room practitioner, he will be
subject to appropnale disciplinary action as outlined by VHA Supplement, MP-§, Part II, Chapter

C J. 8ty should be constructed in order to provide fora

rendix 84, Table of Penalties.
4. srumediate supervisor will counsel him regarding boundaries regarding VA and non-
. &£
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5. Detailing Dr. @il to work in the Internal Medicine Clinics at the Albuquergue VAMC fodg
 weeks would allow for mentoring and acculturation. Directly supervised peer review would also
oceur at this time. His supervisor shall submit a report to the Chief Medical Officez, through Chief,
Medicine Service, within one week of the end of the rotation. This report shall specifically address

- Dr, linical competence. - .

6. Any future reports of contact generated by- Clinic personne] related ta Dr'or_ patient
care shall be forwarded to the Administrative Officer of the Community Based Outpatient Clinics
who shall forward them to Dr, pErvisor,

7. Consider co-location of the VA Clinic with the Veterans Transitional Center. Uniting the
could promote & feeling of security among staff, prevent duplication of services, and diffuse
the feelings of isolation of the clinic. If co-location is not feasible, Engineering Service and Chief
£ +hould visit the clinic and develop a plan to improve safety at the clinic. Modifications
might include the construction of an architectural barrier at the front desk, improved alarm
notification systems and a meeting with the local police to discuss response problems.
8. To promote unity of the entire clinic staff a team-building project is to be established with the help
of the Albuguerque Psychology Service. : . :
8.1. Staff should receive on-going training in management of aggressive patients. Weekly sessions
with (SRR MW should be initiated and a focus should be the scquisition of such :‘

skills.
8.2. Once Dr. @i returns 1o the clinic, additional focus of clinical activity with staff should be

. on the development of a re-integration process that promotes respect and constructive
feedback among all clinic members. Dr.

shall promote and monitor these goals,

2.3. A committee of consumers in th area should be convened and asked to assist with the
developmiént of a “zero tolerance policy” abont aggressive and violent behavior. Perhaps a
volunteer service in the ¢giarea could the outcome of such 2 group. A public media-
campaign that includes posters, leaflets, and information should be circulated to clinic patrons.

8.4. Dr. () sha! monitor progress toward the above goals and shall visit the clinic two to three
times over the next 6 months. Mr.  shall coordinate his activiies with Dr-to :
produce a coherent training plan that implements these goals. Dr. inform CMO at
the end of 6 months as to whether the clinic staff can function as a unit of whether altematives
should be explored. ‘
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va Medical Centar ¢ : Mcmodg}xm 1127
Albuquergue, New Wexico Tune 8, 1999
o (1/BKC/SB

OUTS!DE PROFESSIONAL ACTIVI”{;!ES FOR TITLE 38 EMPLOYEES

1. Policy: ltis the policy of the Medical Center that all Title 38 cmployees recognize thetr
individual respounsibility for meeting the full responsibilities and requirements of VA
cmployment regardless of putside professional activities.

2. Responsibility: Service Chicfs will ensure that this pohey is brought to the acendan of all
uffected employees. Title 58 crployees will comply with all aspects of this policy.

3. Procedore: .
2. Full-rime Title 38 employees may provide care for non-VA patients outside their wurs of
duty. No advance approval to perform outside professional activides will be required. However.
- due to call back provisions. employees arc o provide management with information an how they
can be reached outside theie VA tour of duty. '

b. Employees must ensure that any outside employment they accept will aot conflict with
their VA responsibilities. Employees who are unable 1o meet these responsibilities due o
outside commitments, may be subject to disciplinary action. ' 4 o

c. Title 38 personnel will remain subject to the laws and regulations pertaining to conflict of
interest, standards of ethical conduct and emplovee code of conduct. Therefore, each employee
involved in an outside contractual relationship is responsible that no violation of these statutes
and standards ocours. , :

d. When coatractual relationships exist, employees should consult their supervisors and

" uman Resources Manager on matters such as patient care respounsibilities, call back, call

schedules, and tours of duty.

4. Refercmees: Pub. L. 104-262: VA Directive 3113 dated Februud 3. 1097, MP-5, Part II,
Chapters 3, 7.and 13. '

"5, Reseission: Medical Center Memorandum | 1-27. dated February 2, 1996, Outside
Professional Activities for Tide 38 Employses

- This Memoranda will expire June 8, 2002.

Distribution: ~17

11" _

All Nurse Practitioners
Nursing Seevice
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- MP-5 Errata

Back to MP-5 Chapters

e P P R - T

Since the original posting on the Intranet of MP-5 the following errors have been
noted and corrected on the Intraneft. " '
Please assure thesz changes have been incorporated in your manual by re-printing the
affected page off Intranet or by pen and ink notatians.

There are some “types* regarding spacing which do not change meanings, procedures
or laws and will not be changed, pending the conversion to Di rectives/Handbooks.

n e TR . 2 Sewte A2 i

October 23,2000

Added note regarding approval requirement in paragraph 4{(f) of MP-5, Part I,
Chapter 13, dated October 30, 1998, for Directors fo participate in cutside activities
which is unenforceable, consistent with VHA Directive 5113, styled Outside
Professional Activities ~ Click here for details, 2

September 1, 2000

. MP-5-, Part I, chapter 13, para Bg, has been deleted. Based on the intent of
Congress in Public Law No. 104-262, the requiremert in This paragraph for advance
approval of outside professional activities was rendered unenforceable by operation of
VHA Directive 5113 (February 3, 1997). The Directive deleted the advance approval

 requirement from the VHA Supplement to this manual. | |

May 18, 2000

_To facilitate viewing of the large files, and for consistency, all VHA Supplements are
listed separately in the table of contents and are available by direct links. This
resplts in easier navigation as well as quicker access 1o the supplements.

ST, * SCTEITT . B - 7T

May 9, 2000

bitp//vaww.va.gov/hrdivectives/erratabtm _ 2/14/01




MP-5, Part T, Chapter 300, Appendix B, para 2a(2). Corrected to add "Employees
" voluntarily separated without personal cause from qualifying positions described in q

4 } above may be appointed non compe nrzy.cly within 1 year of the separation.”

MP-5,Part I, VHA Supplzmenf 302, section 3028, pam 3028.4a PAID code revised +o
“y51" not V8.

MP-5, Part I, Chapter 573, sec’rncm C rescinded by VA Directive cmd Handbook
5575.3/1. '

MP-5, Part IT, Chapter 3, Section E, para 8¢ ‘Periodic Step Increoses’ revised to be
consistent with VA Handbaok 5103.9, Part I, para 12c.

oxTs

oy e . 3 R ren —

September 15,1939

MP-5, Part T, Chapfer 712, para 7c. Correcred to read: “The activities will na? be
represented... "(emphasis added)

MP-B, Part IT, Chapter 5, para 82(4) Nm‘e revised to eliminate rafarenca fo kay
| nursmg personnci cmd nurse anesthetists

R ] R

August 20, 1999

MP-5, Part I VA Supplement 532-1, SectionE. A imk to VA Dtrechve 5532.1is
prov:ded for this rescinded supplement.

gt g e e s CEAMOE St e .. R & ™

' AugusT 18,1599

MP-5, Part I, Chapter 771, Appendix A, para 5 has been corrected 1o read "effected”,
rather than "rejected.”

D P I - - . —eanTAT c o e L PP et Y

J uly 29 1999
MP-5, Part II Chapter 3 and VHA supp!emem have been Sepam?ad and new links

established from Part 1T Table of Contents.. In addiiton, the individual “Table of
* Contents” for both sections have been linked to the paragraphs within the decument

http:/fvaww.ya.gov/hrdirectives/errata htm » 2/14/01




for improved navigation wifhié:}e document. B & ?

R e TR T £

_dly 21,1999

MP-5, Part IT. VHA Supplmaﬁt Chn?far 7. Pareqraph 7.11a(3) - corrects sentence to
read that special pay "._is cansidered basic pay for the purpose of lump-sum leave
payments.” ' .

”

PO S . " e LR L e

July 19,1999

MP-5, Part IT, VHA Supplement, Chapter 2, Paragraph 2,13 - corrects warding on
Oath, Affidavit, and Declaration for Federal Employment.

MP-5_Part TI, VHA Supplement, Chapter 2, Paragraph 2.61 - corrects reference to
read "For residents, see par 263" '

MP-5, Part I, VHA Supplement, Chapter 2, Appendix 2-C, RCVL. - Corrects page
numbers to read 2C-1and 2C-2.

=y —al [ : ==

MP-5, Part I, Chapter 300, Pnrdqrgph 4 c(2) - corrzcﬂy cites 3B U.S,C.513 as
appropriate reference.

BT R —.— TRAS . CTELCLTS, ST,

April 26,1995

MP-5. Part I, Chapter 511, Appendix B, Exhibit 2, Paragraph 2 - corrects supervisory
ratio 1o 1:15 (instead of 1:B) - _ .

. - BE—— [EN L NTISURI -y - =

March 15, 1999

MP-5, Part T, Chapter 302, Paragraph 9 b - corrects fasf sentence 1o cite reference
regrading appeal rights for probationary period employees.:

MP-5, Part I. Chapter 315,

httpr/fvaww.va gov/hrdizectives/crratahtm - - : 2/14/01




o « L
Paragraph 8a & b- corrects for inclusion of physical/mental disability,
reprisal ,
Parapraph Bc - corrects time limitations for filing MSPB appeals and EEO
complaints

MP-5, Part I, Chapter 630, Paragraph 23 f {6) - Transfer of Annual Leave. Corrected
ta read that "Transferred annual leave may be substituted retraactively for periods
of leave withaut pay.... Previous version incorrectly stated that annual leave may not be
substituted.. ' :

g

MP-5, Part IT, Chapter 2, VHA Supplement, Appendix 273 - Added "Selection Criteria
for Chief, Pharmacy Service” which had been omitted from previous version.

P B L S - o P ——

February 10, 1999

MP-5_ Part T, Chapter 300, Paragraph 15¢(3) - Beginning with the last sentence the
- paragraph should read: ‘ '

" For all actions invelving centralized and noncentralized employees in
Central Office, approval must be obtained from the appropriate A
Administration Head, Assistant Secretary, or other Key Official in advance.
The authority To detail career and non-career SES end Schedule C
employees in not delegated. These details must be approved by the
Secretary. All requests must be routed through the Deputy Assistant

Secretary for Human Resources Management.”

MP-5. Part T, Chapter 302, Paragraph 1b - Insert "not" so that beginning of sentence
reads " This chapter does not apply..".

'VHA Supplement to MP-5. Part IT, Chapter 2, Paragraph 2.05d - The word
"syecesstul" should be “unsuccessful”

VHA Supplement to MP-5, Part IT, Chapter 2, Paragraph 2.63a - Citation in
parentheses should be changed to “See MP-5, pt. IT, Chepter 2, Section C."

VHA Supplement to MP-S. Part IT, Chapter 8, Paragraph 8.34b(1)(c)2 - Change the
Decisian Official from "Deputy Under Secretary for Health" to "VISN Director.”

4

MP-5, Part IT, Chapter 3, Section A, Paragraph 7a - In'the last senfence, replace the
second notation of "Under Secretary for Health" to "appsinting of ficial.”

http://vaww.va.gov/hrdirectives/errata-htm ‘ ' 2/14/01
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JAP-5, Part 1T, Chapter 3, Appendix F, Pamqmph 3d - Change the fws "Psychiatry" in

e gprnnd column to "Ph‘ISKﬂ'VY

L2

M?oﬁ Part IT, Chapter 5 Contents qug_ P.ap!occd inits enhrz?y to reflect proper

page numbers.

[

Back to MP—5 Chapters

Kenpeth H, Quantock
Revised: February 08, 2601.

htip:/fvaww.va.gov/hrdirectives/ematahitm

© 2/14/01




()

NOTE,

e MM

o

What purpotts to be an advance approval requirsment in paragraph 4(f) of MP-5, Part 1},
Chapter 13, dated October 30, 1988, for Directors to participate in outside activitles is
unenforceabls, consistent with VHA Dirsctive 5113, styled Outside Professional Activities,
Any pre-approval requirement for an outside activity that purports to remain in the current
MP-5, Part Il, Chapter 13, is an administrative error and oversight. Formal rescission of
MP-5, Part Il, Chapter 13, dated October 30, 1998, will occur shortly.”

Employees considering outside employment activities are arged to consult with
‘ethics advisors in the Regional Counsel's or General Counsel's office.

CLICK HERE TO CONTINUE TO MP-S, PART [L, CHAPTER 13

= MEARES D AL P ——

October 23, 2000

http//vaww.va.gov/hrdirectives/Part_T/chap13Note him 2/14/01
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 pepartment of

~ terans Affairs
Date: g 31 201

From: Director, Hotline Division (5SE) ,

Subj: Hotline Case Number 2001 HL-0268, VAMC, Albuquerque, NM (501)

To: Director, VA Medical Center, AIquuercéue, NM (501/00),

Memorandum

OFFICE OF INSPECTOR GENERAL REFERRAL
1,  Response Due Date: March 30, 2001 |

2. The allegations described in the attachments were reported to the Office of Inspector
General and ara referred to your office for [eviexv in accardance with MP-1, Part |, Chapter 15.

3. Please determine the merit of each complaint. or allegation. - When the review is
complete, provide a report to: , ,

~ VA OIG Hotline (53E)

P.0O. Box 50410

Washington, DC 20081-0410

Attn: Ms. Dorcas Smith
"~ ou may also fax your report to 202-565-7936. The teport should include the OIG cortrol
number -above, describe haw the allegations were reviewed, whether the allegations were
cubstantiated. the comective actions taken for any substantiated allegations, and the
completion dates of ‘the corrective actions. Please provide the ‘documsantation _that
supports your finding on each allsgatien. You should aiso include a point of contact
and a telpphone number oF a-mail address in case wa _have follow-up questions. You

should make every effort to protect the identity of the complainant during your review.

4 For your information, all or part of your report fo the Inspector General may be
available to the complainant under the F reedom of Information Act

5. Ifyou have any questions, please call Ms. Dorcas Smith at 202-565-8647.

| JOSEPH M. VALLOWE

Attachment ' 43'( cnay
X
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REPORT OF CONTAGT:
HOTLINE GASE NO.: 2001 HL-0268

ISSUES OR ALLEGATIONS TO BE ADDRESSED: VAMC, Albuquérque, NM (501)

SUBJEGT(S) OF INVESTIGATION: m;’)

2. Aleged misusé of official, time. Complainant alieges that Dr.P of
‘the VA Medical Center, Albuguarqua, Nﬁl}has peen working other jobs during his -
tour of duty at the VA clinic. . .

pDate: M 31 20

"~ DETAILS OF ALLEGATIONS OR COMPLAINT:

See Attached.




Department of Veteran Affairs,
Office of the Inspector Gsneral
810 Vexmont Ave.,, NW
Wastiington, DC 20420

~ . : . . the
oxcosalve work hours the physician in question, Dr. '

- worked at other jobs whilse working at the clinic.
6re wag a deposition in the packet OsI.
vhere Dr. 8 states to his attorney that he would be.
coming off a 60 hour shift st one of hig sacond jobs- 60 - .
hours on the waskend- o he did not want.to do the
depogition on Monday as his attornsy said he would ba
‘trashed’ on Monday. (See page 88 of deposition)
~ Also mes page 27-33 ospacially pagse 34 where he agrses
ha is workinmg. .,.up to 140 ( ons hundred and forty) hours
& week”’. . ' ’ ' :

On page 29 DR;. - atates hs moonlights. “As much
ag I can’...."I can work 60-70 hours straight’.

' he was coungsaled by his supervisor
Dr.. - on this issue when it came to ligh;:x.

- D
would work Priday night through Sunday night, get off
Monday morning and coms to ths clinic., Many times he would
work nights through ths week. ‘The monsy ig too good’.

" he was filing -
and ha ghoulda stop .

All thres of the Dieces af, O81 said were gecond-hand
information ( @EEEEEEE . sy and working extra
hours) are first hand, with one documented extensively in
the affidavit ’ P

[ 4
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Depmtmantof . Memglaﬂ gum

- Veterans Affalrs () . : ’ ()

Tos 3¢??§?§~‘”””"¥¥$£§EE>

I m&mm@ﬁmwimmmmmofmx ¥ fave pever been endey the
infleence of alobol T my clindc. ¥ never adseiried that I havo &y aicoho] groblem. When the,
Clinic Direstar, Beth wiote fhe ROC the firsé ime L told Dy, Horowite it L would be happy 1o
givo 2 blood semaplt: i€ e v any othor exsiployos simslls alookol on s b e fbire, Tam stll,
PregaTi o do it fn Bhé fative vpow requast: I cé givezBlood saimple twike 3 Wek vp o any. -
amvant of ime upon feqoest. : cooi . .

.

My pesforsiance af e Jobis pecEect, §am saliing my petisnts and vaiting then Joters sbous
i blood test resalts. My patieafs appyesidte my services andme; Lam slwaysonimc sad -
leave my job on time. . ' : o . . i

- ,I‘mmoﬂywwaﬁv'm# hestzealiy need it Please inquire to Bellzin,,

i
"

7 1 ¥z oz s bo gransiored fo )

axe‘faﬁ that he was emtoi‘hismﬁe oy P

I fflow all ofthe VA Policics in my slisie. Inever blamed suybodly in fhe clivip. But, Ididask
the Clinic Dircetes Beth for suoling eossatién classos, cholesierol eduextion and o take ol of
ihe teiage oalls, which Showas not doing. Fhe previons RN, Chery} was dofug ghidkotomies i
the clinac and the KI¥ Bett is not Mofg that iflees: Shi docsy't drw Bbs bersedfbat makes the
LN o thie Hieakth Worker does it Tam wist angry with anybody. ¥ sfways fellow whatever we
Sisersss in our staff meefings and whatever the VA Directiveis, Sheie oit trisgisg thopationss.
Rmnﬂxapa&mmmmmwn{pmmm | odsesenthimlo
the BR without checking bis vital signs and & without deing 20 ERG. | hpse patienis may kave
had MI? T would bo more than bappy to exphain andfoy discuss in defail any aspoet of these
allegations. Thank you. - o ‘ ‘ _

2105 | L .
VA FORM - . . .
'HAR 1889 : B .
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December 5, 2000

- On Februacy 14,2000, at 11 am , Dr. Barbara K. Chang, Chief Medical Officer, mist with
Dr. k. D t of Anssthesiology, Unversity of New Mexico’
School of Medicine. Dr. is a member of the Health Profession Willsess -
Committes of the New Mexica Board of Medical Examiners. His comnqﬂnib&s chrped

with looking into questions of impairment af health professionals s theyduiSeppifiale -

primarily to assist, with a support network for health professionals and thesss,
re-entry and rehabilitation ioo professional practice. In this instance, DrilE
contacted Dr. Chang to follow-up on a repott and allegations regarding I3L40EH
recctved from stafFat the QR VA Community-Based Clinic. Based U

14" meeting and the information recajved, Dr. id not feel tha
enough information to proceed with any kind of action with respect to Dy
However, Drs. Chang anmgrecd to contact each other if any fugis
information was received ot if any assistance was pesded. Dr. Chang ¢qgtect
@S - i today a0d détermined froim hing that po further informagbs

’ .
‘ ’
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