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Comment on Investigative Report 

Summary of Finding Comment: 

1. The report failed to present all actions such as drug replacement cost as alleged 

in #3: “VASNHS’S mail order Prescription system is causing the VA to expend 

significant resources replacing, processing and destroying returned prescriptions”. 

For undisclosed reason, the report failed to present the exact time the Automated 

Prescription Dispensing System and Checking Devices (Script Pro 100) at 

Southwest Clinic was removed potentially to counter the fact that it was removed 

following my complaint in August 2018. It failed woefully in its presentation of  

witness context, factual account and/or detail of the real issue pertaining to: 

I. The cost avoidance of $1.6million for the closure of the pharmacies in 

Make/Buy Quantitative Analysis  

II. The four Automated Prescription Dispensing System and Checking Devices 

(Script Pro 100) of which, one at SW Clinic was transferred to UNICOR in 2018  

III. The inaccurate report of frequency of prescription delays and assessment of 

impacted veterans as may be exemplified by the number of partial 

prescription refills at the VA pharmacy and community Emergency room (ER) 

visitation that is not reflected in the VA records. 

IV. The inaccurate cost assessment of the 12 technicians and 2 pharmacists that 

work in the call center every day 5 days a week from 8AM to 4:30PM,  

V.  The inaccurate report that Las Vegas VA does not use overnight mail, even 

though all narcotics were mailed by overnight mail for next day delivery.  

VI. The misleading conclusion that VHA policy was violated at Las Vegas, but none 

resulting in substantial and specific danger. The report did not determine whether 

the actions of the leadership are tantamount to abuse of authority and 

obstruction of justice. 

VII. The report concluded that VHA policy was violated at Las Vegas, but none 

resulting in substantial and specific danger. At least the report identified 3 

individuals that were hospitalized because of mail order issues; Patient’s has 

missed there emergence medications because they could not afford bus pass 

or Taxi fare to the remote VA facilities. In countless times I have come to the 

patient rescue. In one occasions,  I have arranged and met veteran after work 

at a gas filling station around East Twain/ Paradise road to assist them with 

bus fare to go to the VA facility to pick up their  medication because the 

patient leave on limited resources and has no money to buy a bus pass. 
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1. Comments: 

I. Allegation 1 report comments: “VASNHS’s mail order prescription system is 

delaying patients’ access to prescription medications” 

The report presentation of cost avoidance of $1.5million for the closure of the 

pharmacies is contrary to the budget analyst determination (following our side by side 

comparison analysis of the Make/buy Analysis) that the only cost associated with the 

closure of the pharmacies in the outpatient clinics was the cost of extending the hours 

of operation. This was calculated to be 21 hours a week and reflected in the Analysis to 

be two hundred and eighteen thousand dollars ($218, 00.00). See Exhibit-1 

The report presented that I expressed concern that the equipment that was 

previously used in the primary care clinic pharmacies was still there and not being used, 

specifically the four automated prescription dispensing system and checking devices 

(Script Pro 100).  Contrary to that, my allegation was that one Script Pro equipment at 

Southwest Primary Clinic pharmacy was still there and unused and the report confirmed 

that it was there and transferred to UNICOR in 2018. The report failed to indicate what 

date the equipment was transferred in order to counter my allegation that it was moved 

following my report. Refer to my e-mail communication with Lead investigator 5/27/19    

Although, the results of the Make/Buy quantitative analysis may be sufficient to 

make a determination based on the approach that is more cost-effective and provide 

competitive advantage in a long-run to managers, however that is not the case in this 

analysis. The Make/buy analysis as presented in the report erroneously placed Clinic 

staff that are not laid off and site drug inventory that will be transferred with patient that 

are not incremental into a “Make1” column.  In Make/Buy analysis one cannot place 

what it already has or fixed data such as Current Payroll FTEE (PCC) and Site Drug 

Inventory (PCC) in a Make Column? Therefore, the closure of the pharmacies based on 

intentional cost avoidance of $1.6 million dollars through flawed analysis is 

unacceptable. It is intentional because the management knew this fact through our side 

by side comparison but choose to ignore it. It further failed to present the cost burden 

and or convenience of the closure of the pharmacies to our staff and about 80% of the 

61,000 of our elderly veterans who must drive an average of 70 miles and spend about 

 
1Fixed costs, under conditions of sufficient idle capacity, are not incremental and should not be 

considered as part of the cost to make the part. - VAMC was fully staffed, Clinic staff personnel to VAMC 
and site drug inventory that patient must continue to receive is a fixed cost, horizontal transfer and cost 

neutral. See Burt, David N., Donald W. Dobler, and Stephen L. Starling. World Class 

Supply Management: The Key to Supply Chain Management. 7th ed. Boston: 

McGraw-Hill/Irwin, 2003. 
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2hours round trip to go the remote VA hospital pharmacy. This cost is an extra cost 

incurred by veterans in violation of VHA directive 1108.05 which states that Veterans 

must not incur additional expense for their supplemental pharmacy services. With the 

closure of the pharmacies, if a vet is to pick up emergent medications, he/she must pay 

for the cost of transportation from their primary care clinics to the identified pharmacy 

or VA main hospital Pharmacy against the provision of VHA1801.05.  

 The report further presented that the directive encourages VA managers to consolidate 

pharmacies. Contrary to the report, the VHA handbook 1108.05 did not authorize pharmacy leadership 

to limit the number of outpatient pharmacy dispensing sites within the VA medical Facility or centralize 

staff in one location where such action will not deliver maximum benefit to the patient and guarantees 

safety. The consolidation does not deliver maximum benefit to the veterans, guarantees patient safety, 

meets the VA wait time limit or insure that patient does not incur extra charge. 

 Everyone can agree with me here that maximum benefit and safety is not guaranteed for one to 

ask a 70-90+ year old vet to drive an average of 70 miles and spend an average of 2 hours on the 

dangerous highway to the remote VA facility when they can do that within 5-10 miles in their 

neighborhood using local roads, especially where the reason for the closure of the pharmacies does not 

improve efficiency or save VA any dime.   

The report stated that the closure of primary care pharmacies eliminated the need to recruit additional 

personnel for the main pharmacy and negated hiring additional staff at the primary to cover extended 

hours. Though, misleading the extended hours should been covered through shift staggering or offering 

10 hour shift.  The consequence of the consolidation is that now, Las Vegas VA pharmacy department 

may have the highest turnover rate of personnel in the VA system - See attachment-2. Per FOIA request 

only 1 pharmacist permanent personnel was hired in 2016, however following the consolidation 27 

Pharmacy personnel was hired in 2017, 29 in 2018 and 30 in 2019 if I read it correctly. This proves that 

the problem was not with primary care Clinic pharmacies, rather the problems lies with administration 

and management. To cover the extended hours, I recommended 10 hour shifts to minimize stress 

involved to drive about 80 miles every day 5 days a week. This would have improved worker’s moral and 

decrease turnover rate and save VA money through retraining of ne staff. Whatever is the case, the 

decision to close the clinic pharmacies was dishonestly carried out as there is no benefit any one can 

find to the veterans, the staff or the VA.  

It further stated that delays occurs sporadically, however the effect is not sporadic 

but occurs on a daily basis and the enormous cost associated with replacing or partial 

refill of prescriptions because the Veterans did not get their medications in the mail 

timely is enormous. The inaccurate assessment of impacted veterans in medication delay 

because the veterans were seen in the nearest community hospital accessible by 

paramedics, report not available in VA record because the investigators refused to 

contact patients. 
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II. Allegation 2 report Comments: 

“VASNHS’s MAIL ORDER PRESCRIPTIN SYSTEM IS RESULTING IN DESTRUCTION OF THOUSAND OF 

DOLLARS’ WORTH OF PRESCRIPTION DRUGS”. 

Contrary to the report, Consolidated Mail Order Pharmacy (CMOP) has been in use in since 2002 and not 

a new concept.  Although as reported by the investigators, National policy requires destructions of 

medications returned through the mail, however if the VA should reopen the pharmacies in the 

neighborhood pharmacies, at least in the two farthest VA Clinics, and limit local mails to bed bound 

patients veterans suffering will reduce, risk minimized and millions of dollars wasted in drug destruction 

and in replacement will be saved. This is because the medications filled and not picked up by patients 

will be returned to stock and re-used  

Furthermore and contrary to the report, the destruction of all narcotics are managed by a pharmacist 

and involves multiple steps which include opening the returned packages, processing it through the 

controlled substance hold or destruction report, verified and signed by two pharmacists and e-mail sent 

to the director of pharmacy for the process, bagging the prescription and finally processing and 

removing it from control substance package. Between June 25, 2018 and June 29, 2018, I processed 

about 300 of these packages. The report suggested that the cost for the returned and destroyed 

medications compared to the medications provided by mail is proportionately very small. While I did not 

review the excel sheet for non- controlled drug presented by the agency, Non-control substance return 

is usually 3-4 times higher than the control substance returns. Also, the figure presented did not factor 

the number of partial prescriptions fills and cost within the period. The report did not evaluate the role 

and cost of the pharmacist time in the destruction process. It should also be noted that the drug 

returned for destruction is a fraction of the drugs not received by patients. Most of these can be tracked 

through replacement (partial fills or reprints) which was ignored in the investigators analysis. 

III.  Allegation 3 Report comments: 

“VASNHS’S mail order Prescription system is causing the VA to expend significant resources replacing, 

processing and destroying returned prescriptions”. 

 The investigators only presented the partial cost of drug destruction by pharmacy technician and 

deliberately ignored that VA expend significant resources replacing, processing destroying drugs by 

pharmacists.   It clearly appears that the investigators were not properly advised as to what the role of 

the 12 technicians and 4 pharmacists do at the call center. The logging in of the number of prescription 

in excel sheet is a piece of what needs to be done. The majority of what the pharmacists do at the call 

center is processing and replacing medications referred to them by technicians or after speaking with 

veterans. As I commented in allegation 1, all the pharmacists and technicians are involved in the 

process. If you can review the number of drugs replaced from the over 1400 pages of documents that 

was confiscated from my locker and extrapolate it to 20-21 pharmacists that rotate through the call 

center about every three months within the same period, one can see that millions of dollars are wasted 
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on drug replacement. Then, evaluate the cost of the 12 technicians and 4 pharmacists that work in the 

call center 5 days a week and 8 hours a day. 

The report stated that Overnight delivery is not used in Las Vegas. Id at 10. Contrary to that, all narcotics 

were mailed overnight in Las Vegas VA. 

The report erroneous presented that I expressed concern that the equipment that was previously used 

in the primary care clinic pharmacies was still there and not being used, specifically the four automated 

prescription dispensing system and checking devices (ScriptPro 100). Id at 10.  Contrary to that, my 

allegation was that the equipment at Southwest Primary Clinic pharmacy was still there and unused. The 

report confirmed that the equipment was there and transferred to UNICOR in 2018 probably following 

my report just to counter my allegation. Refer to my e-mail of May 27, 2019. 

2. The report did not determine whether the actions of the leadership are tantamount to abuse of 

authority and obstruction of justice. 

Furthermore, the actions of the VA managers from my experience in this VA since 2004 are tantamount 

to abuse of authority and obstruction of justice. 

According to the secondary VA make/buy analysis used in the decision to close the pharmacies following 

my initial rebuttal in October 2015, “Cost avoidance based on financial data gathered shows that a 

potential cost avoidance dollar amount equals $1,601.052.722 was achieved. However, the Pharmacy 

managers inflated the purchase invoice prices in the 4 pharmacies in order to force the closure of the 

pharmacies and presented the data to PENTAD to show cost savings. Unfortunately, with the invoices at 

my disposal, I rebutted the figure and the savings vanished to thin air. Reluctant to admit their error, 

they ignored the product of our side by side comparison which demonstrated deficit in the analysis.  It is 

abuse of authority for the VA managers to deceive the public by stating that they had cost avoidance of 

$1.6 million dollars to close the pharmacies in the primary care Clinics when that was not the case.  

The pharmacy management abused their authority to forcefully break into my locked VA locker, 

removed all my health records, my personal documents and statutorily permitted evidentiary records 

for OSC and Civil Service Reform Act (CSRA) without security clearance or my approval and used the 

same to propose a removal action against me.  

The VA managers also abused their authority to prevent me from obeying court order to process my 

complaint under Civil Service Reform Act. The also abused their authority and obstructed justice by 

 
2 The report failed to apply the evidence based Make/Buy analysis I attached with my report and claimed that  
was unable to retrieve the document which shows that horizontal transfer of staff is cost neutral meaning that 
$1.565,145.72 current Payroll FTEEs(PCC) and 1,827,333.64 (site drug inventory placed on Make Column will be 
$0:00. This brings the cost Avoidance (Deficit) to -$1,791426.64. This fact was admitted by budget analysist and 
proven beyond any reasonable doubt during side by side comparison that followed after the report of November 
19, 2015. Then add the above negative cost avoidance(Deficit) figure to the cost of drug replacement, destruction, 
cost of mailing prescriptions and so on as a result of the decision and make a profound determination whether the 
closure of the pharmacies was in the best interest of the VA, Veterans and staff.  
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Comment on Investigative Report updated          9/20/2020 

Summary of Finding Comment: 

1. The report failed to present all actions such as drug replacement cost of $1,922,161.20-
see page 5 Exhibit 1 for detail) as alleged in #3: “VASNHS’S mail order Prescription 
system is causing the VA to expend significant resources replacing, processing and 
destroying returned prescriptions”. For undisclosed reason, the report failed to present 
the exact time the Automated Prescription Dispensing System and Checking Devices 
(Script Pro 100) at Southwest Clinic was removed potentially to counter the fact that it 
was removed following my complaint in August 2018. The FOIA request shows a hand 
written report that it went to UNICOR on 8/16/2018. Exhibit 2. It failed woefully in its 
presentation of  witness context, factual account and/or detail of the real issue 
pertaining to: 

I. The cost avoidance of $1.6million for the closure of the pharmacies in Make/Buy 
Quantitative Analysis  

II. The four Automated Prescription Dispensing System and Checking Devices (Script 

Pro 100) of which, one at SW Clinic was transferred to UNICOR in 2018  

III. The inaccurate report of frequency of prescription delays and assessment of 
impacted veterans as may be exemplified by the number of partial prescription 
refills at the VA pharmacy and community Emergency room (ER) visitation that is not 
reflected in the VA records. 

IV. The inaccurate cost assessment of the 12 technicians and 2 pharmacists that work in 
the call center every day 5 days a week from 8AM to 4:30PM,  

V.  The inaccurate report that Las Vegas VA does not use overnight mail, even though 
all narcotics were mailed by overnight mail for next day delivery.  

VI. The misleading conclusion that VHA policy was violated at Las Vegas, but none 

resulting in substantial and specific danger. The report did not determine whether 

the actions of the leadership are tantamount to abuse of authority and obstruction 

of justice. 

VII. The report concluded that VHA policy was violated at Las Vegas, but none resulting 

in substantial and specific danger. At least the report identified 3 individuals that 

were hospitalized because of mail order issues; Patient’s has missed there 

emergence medications because they could not afford bus pass or Taxi fare to the 

remote VA facilities. In countless times I have come to the patient rescue. In one 

occasions,  I have arranged and met veteran after work at a gas filling station around 

East Twain/ Paradise road to assist them with bus fare to go to the VA facility to pick 

up their  medication because the patient leave on limited resources and has no 

money to buy a bus pass. 

 



2 
 

1. Comments: 
I. Allegation 1 report comments: “VASNHS’s mail order prescription system is 

delaying patients’ access to prescription medications” 

The report presentation of cost avoidance of $1.5million for the closure of the pharmacies is 
contrary to the budget analyst determination (following our side by side comparison analysis of 
the Make/buy Analysis) that the only cost associated with the closure of the pharmacies in the 
outpatient clinics was the cost of extending the hours of operation. This was calculated to be 21 
hours a week and reflected in the Analysis to be two hundred and eighteen thousand dollars 
($218, 00.00). See Exhibit-3 

The report presented that I expressed concern that the equipment that was previously used 

in the primary care clinic pharmacies was still there and not being used, specifically the four 

automated prescription dispensing system and checking devices (Script Pro 100).  Contrary to 

that, my allegation was that one Script Pro equipment at Southwest Primary Clinic pharmacy 

was still there and unused and the report confirmed that it was there and transferred to 

UNICOR in 2018. The report failed to indicate what date the equipment was transferred in 

order to counter my allegation that it was moved following my report. Refer to my e-mail 

communication with Lead investigator on 5/27/19. Exhibit 4  

Although, the results of the Make/Buy quantitative analysis may be sufficient to make a 
determination based on the approach that is more cost-effective and provide competitive 
advantage in a long-run to managers, however that is not the case in this analysis. The 
Make/buy analysis as presented in the report erroneously placed Clinic staff that are not laid off 
and site drug inventory that will be transferred with patient that are not incremental into a 
“Make1” column.  In Make/Buy analysis one cannot place what it already has or fixed data such 
as Current Payroll FTEE (PCC) and Site Drug Inventory (PCC) in a Make Column? Therefore, the 
closure of the pharmacies based on intentional cost avoidance of $1.6 million dollars through 
flawed analysis is unacceptable. It is intentional because the management knew this fact 
through our side by side comparison but choose to ignore it. It further failed to present the cost 
burden and or convenience of the closure of the pharmacies to our staff and about 80% of the 
61,000 of our elderly veterans who must drive an average of 70 miles and spend about 2hours 
round trip to go the remote VA hospital pharmacy. This cost is an extra cost incurred by 
veterans in violation of VHA directive 1108.05 which states that Veterans must not incur 
additional expense for their supplemental pharmacy services. With the closure of the 
pharmacies, if a vet is to pick up emergent medications, he/she must pay for the cost of 

 
1Fixed costs, under conditions of sufficient idle capacity, are not incremental and should not be 

considered as part of the cost to make the part. - VAMC was fully staffed, Clinic staff personnel to VAMC 
and site drug inventory that patient must continue to receive is a fixed cost, horizontal transfer and cost 

neutral. See Burt, David N., Donald W. Dobler, and Stephen L. Starling. World Class 

Supply Management: The Key to Supply Chain Management. 7th ed. Boston: 

McGraw-Hill/Irwin, 2003. 
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transportation from their primary care clinics to the identified pharmacy or VA main hospital 
Pharmacy against the provision of VHA1801.05.  

 The report further presented that the directive encourages VA managers to consolidate 

pharmacies. Contrary to the report, the VHA handbook 1108.05 did not authorize pharmacy 

leadership to limit the number of outpatient pharmacy dispensing sites within the VA medical 

Facility or centralize staff in one location where such action will not deliver maximum benefit to 

the patient and guarantees safety. The consolidation has not delivered maximum benefit to the 

veterans, guaranteed patient safety, meets the VA wait time limit or insured that patient does 

not incur extra charge. 

 Everyone can agree with me here that maximum benefit and safety is not guaranteed 

for one to ask a 70-90+ year old vet to drive an average of 70 miles and spend an average of 2 

hours on the dangerous highway to the remote VA facility when they can do that within 5-10 

miles in their neighborhood using local roads, especially where the reason for the closure of the 

pharmacies does not improve efficiency or save VA any dime.   

The report stated that the closure of primary care pharmacies eliminated the need to recruit 

additional personnel for the main pharmacy and negated hiring additional staff at the primary 

to cover extended hours. Though, misleading the extended hours should been covered through 

shift staggering or offering 10 hour shift.  The consequence of the consolidation is that now, Las 

Vegas VA pharmacy department may have the highest turnover rate of personnel in the VA 

system - Exhibit-5. Per FOIA request prior to consolidation, only 1 pharmacist “permanent 

personnel” was hired in 2016, however following the consolidation 27 Pharmacy personnel was 

hired in 2017, 29 in 2018 and 30 in 2019. This proves that the problem was not with primary 

care Clinic pharmacies, rather the problems lies with management. To cover the extended 

hours, I recommended 10 hour shifts to minimize stress involved to drive about 80 miles every 

day 5 days a week. This would have improved employee’s moral, decreased turnover rate and 

save VA millions of dollars through retraining of new staff. Whatever is the case, the decision to 

close the clinic pharmacies was dishonestly carried out as there is no benefit any one can find 

to the veterans, the staff or the VA.  

It further stated that delays occurs sporadically, however the effect is not sporadic but 
occurs on a daily basis and the enormous cost associated with replacing or partial refill of 
prescriptions because the Veterans did not get their medications in the mail timely is 
enormous. The inaccurate assessment of impacted veterans in medication delay because the 
veterans were seen in the nearest community hospital accessible by paramedics, report not 
available in VA record because the investigators refused to contact patients. 
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II. Allegation 2 report Comments: 

“VASNHS’s MAIL ORDER PRESCRIPTIN SYSTEM IS RESULTING IN DESTRUCTION OF THOUSAND 

OF DOLLARS’ WORTH OF PRESCRIPTION DRUGS”. 

Contrary to the report, Consolidated Mail Order Pharmacy (CMOP) has been in use in VA OF 

Southern NV since 2002 and not a new concept.  Although as reported by the investigators, 

National policy requires destructions of medications returned through the mail, however if the 

VA should reopen the pharmacies in the neighborhood pharmacies, at least in the two farthest 

VA Clinics, and limit local mails to bed bound or out of state patients veterans suffering will 

reduce, risk minimized and millions of dollars wasted in drug destruction and in replacement 

will be saved. This is because the medications filled and not picked up by patients will be 

returned to stock and re-used  

Furthermore and contrary to the report, the destruction of all narcotics are managed by a 

pharmacist and involves multiple steps which include opening the returned packages, 

processing it through the controlled substance hold or destruction report, verified and signed 

by two pharmacists and e-mail sent to the director of pharmacy for the process, bagging the 

prescription and finally processing and removing it from control substance package. Between 

June 25, 2018 and June 29, 2018, I processed about 300 of these packages. The report 

suggested that the cost for the returned and destroyed medications compared to the 

medications provided by mail is proportionately very small. While I did not review the excel 

sheet for non- controlled drug presented by the agency, Non-control substance return is usually 

3-4 times higher than the control substance returns. Also, the figure presented did not factor 

the number of partial prescriptions fills and cost within the period. The report did not evaluate 

the role and cost of the pharmacist time in the destruction process. It should also be noted that 

the drug returned for destruction is a fraction of the drugs not received by patients. Most of 

these can be tracked through replacement (partial fills or reprints) which was ignored in the 

investigators analysis but now presented in exhibit 1 costing the tax payers almost 2 million 

dollars based on the investigators cost analysis of $25.31 per medication.  OMI Report. Id at 7. 

III.  Allegation 3 Report comments: 

“VASNHS’S mail order Prescription system is causing the VA to expend significant resources 

replacing, processing and destroying returned prescriptions”. 

 The investigators only presented the partial cost of drug destruction by pharmacy technician 

and deliberately ignored that VA expend significant resources replacing, processing destroying 

drugs by pharmacists.   It clearly appears that the investigators were not properly advised as to 

what the role of the 12 technicians and 4 pharmacists do at the call center. The logging in of the 

number of prescription in excel sheet is a piece of what needs to be done. The majority of what 
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the pharmacists does at the call center is processing and replacing medications referred to 

them by technicians or after speaking with veterans. As I commented in allegation 1, all the 

pharmacists and technicians are involved in the process. See  If you can review the number of 

drugs replaced from the over 1400 pages of documents that was confiscated from my locker 

and extrapolate it to 20-21 pharmacists that rotate through the call center about every three 

months within the same period, one can see that millions of dollars are wasted on drug 

replacement. Then, evaluate the cost of the 12 technicians and 4 pharmacists that work in the 

call center 5 days a week and 8 hours a day. 

The report stated that Overnight delivery is not used in Las Vegas. Id at 10. Contrary to that, all 

narcotics were mailed overnight in Las Vegas VA. 

The report erroneous presented that I expressed concern that the equipment that was 

previously used in the primary care clinic pharmacies was still there and not being used, 

specifically the four automated prescription dispensing system and checking devices (ScriptPro 

100). Id at 10.  Contrary to that, my allegation was that the equipment at Southwest Primary 

Clinic pharmacy was still there and unused. The report confirmed that the equipment was there 

and transferred to UNICOR August 16, 2018 probably following my complaint to process the 

district court dismissal via Civil service reform Act on August 04, 2018. Refer to my e-mail of 

May 27, 2019. 

Furthermore, according to the recent FOIA request documents (Exhibit  1) obtained following 

my rebuttal on 3/17/2020, Forty five thousand, seven hundred and twenty nine (45,729) 

prescriptions were partial prescriptions and thirty thousand and sixty (30, 066) were reprints 

bringing the total prescriptions replaced to a total of 75, 795 not accounted for by the 

investigators. Per the report finding of $25.31 per medication (Id at 7) the average cost of this 

replacement is One million, nine hundred and twenty thousand one hundred and sixty one 

dollars and twenty cents.$1,922,161.20. This is significant tax-payers money wasted.   

2. THE REPORT DID NOT DETERMINE WHETHER THE ACTIONS OF THE LEADERSHIP ARE 

TANTAMOUNT TO ABUSE OF AUTHORITY AND OBSTRUCTION OF JUSTICE. 

Furthermore, the actions of the VA managers from my experience in this VA since 2004 are 

tantamount to abuse of authority and obstruction of justice. 

According to the secondary VA make/buy analysis used in the decision to close the pharmacies 

following my initial rebuttal in October 2015, “Cost avoidance based on financial data gathered 

shows that a potential cost avoidance dollar amount equals $1,601.052.722 was achieved. 

 
2 The report failed to apply the evidence based Make/Buy analysis I attached with my report and claimed that  
was unable to retrieve the document which shows that horizontal transfer of staff is cost neutral meaning that 
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However, the Pharmacy managers inflated the purchase invoice prices in the 4 pharmacies in 

order to force the closure of the pharmacies and presented the data to PENTAD to show cost 

savings. Unfortunately, with the invoices at my disposal, I rebutted the figure and the savings 

vanished to thin air. Reluctant to admit their error, they ignored the product of our side by side 

comparison which demonstrated deficit in the analysis.  It is abuse of authority for the VA 

managers to deceive the public by stating that they had cost avoidance of $1.6 million dollars to 

close the pharmacies in the primary care Clinics when that was not the case. It is abuse of 

authority for management to destroy the documents utilized in the closure decision after I had 

recommended that such documents not be destroyed on October 15, 2018 (Exhibit 6). 

The pharmacy management abused their authority to forcefully break into my locked VA locker, 

removed all my health records, my personal documents and statutorily permitted evidentiary 

records for OSC and Civil Service Reform Act (CSRA) without security clearance or my approval 

and used the same to propose a removal action against me.  

The VA managers also abused their authority to prevent me from obeying court order to 

process my complaint under Civil Service Reform Act. The also abused their authority and 

obstructed justice by preventing me to refile my complaint under CSRA as was ordered by 

district court.  

. The abuse their authority to block my access to the vault because I 

revealed on 11/30/2018 that VA is wasting of Tax payers money through drug destruction and 

further proposed my removal on 3/14/2020.  

They also abused their authority to collude with a judge at court of Federal Claims who 

ridiculed my character during conference call because I refused to compromise my integrity to 

accept an offer to settle in exchange to force me to drop all complaints I had against the VA 

including this case. Even though,  was the judge and the life of my case was in  hand, I 

requested to withdraw cajoling statement against me and  reluctantly did and 

thereafter referred the case back to the court. The court who during oral argument on June 24, 

2016 determined that the case presents egregious set of facts (Id at 54: 14-15) and was fairly 

confident that the government is going to receive a decision they are not going to be happy 

with (Id at 55:5-7), all of a sudden determined that my action was time-barred even with the 

knowledge that the first time the EDRP office reviewed my application was July 21, 2008 and 

 
$1.565,145.72 current Payroll FTEEs(PCC) and 1,827,333.64 (site drug inventory placed on Make Column will be 
$0:00. This brings the cost Avoidance (Deficit) to -$1,791426.64. This fact was admitted by budget analysist and 
proven beyond any reasonable doubt during side by side comparison that followed after the report of November 
19, 2015. Then add the above negative cost avoidance(Deficit) figure to the cost of drug replacement, destruction, 
cost of mailing prescriptions and so on as a result of the decision and make a profound determination whether the 
closure of the pharmacies was in the best interest of the VA, Veterans and staff.  
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not September 01, 20043 ruled in favor of the government  in what I consider as a dangerous 

precedence and legal travesty. The Appeal is now pending in Supreme Court.  

In conclusion, the report concluded that VHA policy was violated at Las Vegas, but none 

resulting in substantial and specific danger. The above material facts do not support the 

conclusion. At least, the report identified 3 individuals that were hospitalized because of mail 

order issues and did not include vast majority of patients who were seen in the community 

hospitals as paramedics takes patients to the nearest hospital; Patient’s has missed there 

emergent medications because they could not afford bus pass or Taxi fare to the remote VA 

facilities. In countless times I have come to the patient rescue. In one occasions,  I arranged and 

met veteran after work at a gas filling station around East Twain/ Paradise road to assist them 

with bus fare to go to the VA facility to pick up their  medication because the patient leave on 

limited resources and has no money to buy a bus pass. The report should be reviewed for 

accurateness and include the data from FOIA request which the management deliberately 

delayed until I paid $134.26 before they could release the report recently.  

ADDITIONAL PROPOSED ACTION 

1. Reopen at least 3 of the farthest primary care Clinic Pharmacies about 25-30 miles or 

more from the VA main Pharmacy, specifically Southeast, Southwest and Northeast 

Primary Care Pharmacies.  

2. To offer 10 hour premium shift to both inpatient and outpatient pharmacies  

3. If the pharmacies remain consolidated, Veterans should be paid travel time for picking 

up medications. 

4. Supplemental investigation in order to show that VA expend significant amount of 

money through partial and reprint  prescriptions replacement fills as presented FOIA 

documents attached as attachment 3. 

5. The management found guilty of abuse of power and obstruction of justice to face the 

full weight of state and Federal law. 

 Respectively submitted today September 20, 2020 

 

 

 
3 The application of another candidate who turned  application late was reviewed but because misplaced the 
application as admitted on 09/20/2010 ducted the communication from EDRP office and added my name in it to 
support  action of May 25, 2004. If my application was reviewed on September 01, 2004, HRRO would not have 
concluded that ‘Both of these applications were received untimely in this office. It is obvious by the date the date 
the application was completed by the applicants that they were initiated well beyond 6 months from the date they 
were permanently appointed.   
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