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11 September 2022 

The Honorable Henry Kerner  
Special Counsel  
U.S. Office of Special Counsel  
1730 M Street, NW, Suite 300 
Washington, DC 20036  

Re: Office of Special Counsel File No. DI-21-000033, Dl-21-000470 and D1-21-000503, and Office of 
Medical Inspector File TRIM 2021-C-29 

Dear Mr. Kerner: 

I am responding to the OSC’s request of me, dated August 1, 2022, regarding the investigations 
conducted by the Department of Veterans Affairs regarding Whistleblower Allegations that officials at 
the VA Central Texas Healthcare System (hereafter Temple) in Temple, Texas, engaged in conduct that 
may constitute Gross Mismanagement and a Substantial and Specific Danger to Public Health.  

I address the body of the VA’s report to the OSC, which is ostensibly based primarily on Attachment 1, 
included with that report. I also insert comments regarding Attachment 6 in this response pertaining to 
the Office of Medical Inspector report which regards the disclosures transmitted to the OMI that I had 
sent to the OAWP, which are identical disclosures that I had made to the OSC. 

The OSC investigation was delegated to Veterans Integrated Service Network 17, to assemble and lead a 
VA team to conduct an investigation; it appears that two such investigations were performed, in 
sequence, and that only one of those investigative reports was remitted to the OSC; I have no 
knowledge of the status or current possession of the other report. To my knowledge, the 1st and 2nd 
investigations on this matter were conducted by the VA from February 28, 2021- December 17, 2021.  

The OAWP investigation was referred to the OMI pursuant to the authority described in 38 USC §323. An 
investigation was commenced in regards to allegations brought forth by the Pain Management section 
providers. Notably, some of the investigation conducted by the OMI seem to have served as an 
opportunity to draw negative conclusions about the Pain Management section itself. 

While only certain of the allegations were substantiated according to the VISN investigation’s report 
(and not substantiated according to the OMI) and certain others were substantiated according to the 
OMI investigation’s report (and not substantiated according to the VISN), it is my belief that all of the 
allegations are substantiated by the evidence.  

It is noteworthy to me that the allegations I submitted were not substantially similar, but instead, they 
were identical; further, best I can tell, I had submitted identical evidence, including patient examples, to 
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at least the 2nd investigator assigned to the OSC investigation and to the OMI team; evidence submitted 
to the 1st investigator for the OSC investigation was submitted according to available evidence at the 
time.  
 
The reports are characterized my numerous inaccuracies and omissions which must be clarified. I will 
attempt to address these inaccuracies in my response. 
 
To start, the referral history of the case is stated within the VA’s report to the OSC, although there are 
inaccuracies to this. The investigation on this matter is noted as having been conducted on August 17, 
2021 through December 17, 2021; I continued to send correspondence to <OSC-VISN-Investigator#2> 
through latter January 2022. Furthermore, I was initially contacted by VISN17 HR on February 8, 2021 to 
initiate communication with <OSC-VISN-Investigator#1> assigned by the VA – VISN17.1 I am not sure 
why the investigation dates are listed as they are in the report submitted to the OSC. To my knowledge, 
the investigation that was conducted on this matter by the OMI directorate of the VA-OIG started at 
some point following June 1, 2021, when the OMI had accepted the allegations from the OAWP.2 I was 
informed that the allegations were being transmitted to the OMI on May 28, 2021.3 I continued to send 
correspondence to the OMI team through latter February 2022. 
 
The reports notes that my allegations centered on gross mismanagement, an abuse of authority, or a 
substantial and specific danger to public health; the referral letter to the VA was sent by the OSC on 
November 17, 2020. According to the report, it nearly 1 month later, on 12/14/2020, that the VA 
responded by stating that my initial allegations were going to be investigated by a VISN17 investigator. 
 
According to the report, On January 14, 2021 an additional 3 allegations were referred to the VA by 
email. What is not reported is that I had been asked for a Letter of my current concerns on February 8, 
2021, when I was contacted by the Human Resources personnel on behalf of <OSC-VISN-
Investigator#1>. I responded with a Letter of Concerns that included allegations which in whole or in 
part had not been addressed in VISN investigation for the OSC:4 

 
 
“<WHS-Svc-Chief> has performed unsolicited/unrequested self-consultations on numerous 
patients, with whom he had not had previously established relationships and/or requests for 
consultation. These self-consults appear to involve patients whose names he had access to, first, 
as a member, and then, as the chairman, of the CTVHCS Pain Management Team. I do not 
believe these self-consults are consistent with regulation or with VA policy. This self-
consultation behavior also includes patients with whom <WHS-Svc-Chief> would actually only 
be performing administrative functions as the section Chief. It is my understanding that 
although his role was to be administrative, he turned these interactions into billed self-
consultations. These actions exceed <WHS-Svc-Chief>'s authority and violate law and 
regulation. I am unable to supply information on the extent of such consultations, as to my 
understanding, <WHS-Svc-Chief>'s clinic schedule has remained blocked off with no availability 
ever having been listed. 

 
 

1 <VISN17HR-OSC-investigationcoordinator>, emails to me, February 8-12, 2021. 
2 <OAWP-IntakeAnalyst>, email to me, June 1, 2021. 
3 <OAWP-IntakeAnalyst>, email to me, May 28, 2021. 
4 <Whistleblower#1>, email to <OSC-VISN-Investigator#1>, February 16, 2021. 
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“The continued alignment of the traditional section of Pain Management under Whole Health 
is a concern; Whole Health, as the home of CIH was never intended to administrate over 
traditional medicine ---certainly not a specialty service which falls under a separate ICC 
altogether. The alignment is inconsistent with VA policy and creates impediments to care for 
pain management patients. As it is done in other VA facilities, Whole Health was intended to be 
vertically and horizontally integrated with Mental Health and Primary Care per the VHA 
executive decision memo of 3/2020.5 The concern with the current misalignment at CTVHCS is 
that the appointment of a clinical director over Whole Health and subsequent/concomitant 
alignments of any traditional medicine specialty under its administration serves as pathway 
for any provider meeting criteria for hire for the Whole Health Clinical Directorship, which has 
included at different facilities, physical therapist(s}, psychologist(s}, nurse practitioner(s}, and 
physician(s} of different specialties, to have clinical and administrative scope beyond his/her 
training, expertise, and credentialing over the providers of the misaligned traditional 
specialties. As such, the alignment of a traditional medical specialty under Whole Health can not 
only function contrary to the ICC classifications, it can also create a mechanism by which 
National and/or local hiring criteria and credentialing processes which are applied to providers 
in traditional medical specialties can be bypassed. Notably, this is exactly what has happened 
here at CTVHCS. As a result, the Pain management section here has become stifled and 
restricted from advancing its standard of care. 

 
 

“Based on my understanding of the information from the CTVHCS VISN 17 Pain Stewardship 
meetings, VISN 17 tracks New Long Term Opioid Patients as a measure; it does not, however, 
track Buprenorphine as one of those opioids. VISN 17 therefore kicks Buprenorphine products 
out of long term opioid tracking and yet very much tracks Buprenorphine products via the 
SUD16 parameter. The SUD16 parameter theoretically tracks those veterans who have been 
diagnosed with OUD and receive medication treatment for it, although even vague opioid 
diagnostic listings can suffice as the denominator of this parameter. It can appear that there are 
decreasing total Opioid prescriptions, decreasing co-prescribing of Opioids and Benzodiazepines, 
and increasing treatment of OUD ---all by selecting whatever diagnosis is selected to match the 
denominator for the SUD16 parameter, even if actual OUD is not diagnosed. This is concerning 
because morbidity and mortality may even go up, instead of down. It is unknown to me what 
the other VISNs are doing in relation to tracking the Buprenorphine via their various dashboards. 
Monitoring the drug in one regard, but not the other, incentivizes prescription of the drug in a 
more profound fashion; by the time dissemination of the drug is entrenched in prescriber habits 
and clinical approaches with sewn-in clinical/diagnostic ambiguity, it may be too late to 
reverse.” 

 
 
 
 
 
 
 

 
5 VHA Executive Decision Memo – Engaging Veterans in Lifelong Health, Well-being and Resilience Integrated 
Project Team, March 4, 2020  
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It was noted in the VA’s report to the OSC, that on April 13, 2021 a Fact-finding was initiated and 
conducted by <VISN17-HWE-Investigator>; and that a second Fact-finding was requested because the 
first lacked clear conclusions relative to the allegations. I would like to clarify any confusion that this 
presented timeline may raise regarding the investigative course. The report of <VISN17-HWE-
Investigator> in regards to this investigation --- the OSC investigation --- lacked clear conclusions 
because <VISN17-HWE-Investigator>’s report had nothing to do with the OSC investigation; instead, 
<VISN17-HWE-Investigator> was recommended by name by the VISN17 Director to investigate 
allegations of a Hostile Work environment that were made by <Pain-Mgmt-Chief>.6 
 
 
 
I obtained the Charge letter via FOIA request; it is dated April 7, 2021 and it includes the questions to be 
investigated:7 
 
 
 
“ 
Has the <REDACTED> created an environment that is toxic? 
What are the circumstances surrounding these allegations? 
“ 
 
 
 
In his report on the question of a Hostile Work Environment, while <VISN17-HWE-Investigator> 
mentions the <Pain-Mgmt-Chief>’s EEO activity on more than one occasion, <VISN17-HWE-Investigator> 
does not appear to address much of the concerns of the Pain Management Section’s providers.8 
 
The OSC report goes on to mention that the OSC report is independent of OAWP, OMI, and OIG reports. 
 
The claim is again made that the OSC investigation was taken to VISN17 with action on it only having 
begun on April 13, 2021. Correspondence surrounding the appointment of <VISN17-HWE-Investigator> 
as a Fact-finder further punctuates the task with which he was charged: to investigate the allegation of a 
Hostile Work Environment.9 
 
 
 
 
 
 
 
 
 

 
6 Emails regarding the involvement of <VISN17-HWE-Investigator>, April-September 2021. 
7 <VISN17-HWE-Investigator> Charge Letter, April 7, 2021. 
8 <VISN17-HWE-Investigator> Redacted Report, May 11, 2021. <Whistleblower#1/Me>, email to <VISN17-HWE-
Investigator>, Emailed Pre-interview statement, April 13, 2021. 
9 Miscellaneous correspondence re: <VISN17-HWE-Investigator>, March 15 - May 13, 2021. 
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I have a hard time making sense of the supposed timeline documented in the report and the actual 
timeline. I had regularly sent communications to <OSC-VISN-Investigator#1> over the course of 6 
months, from February 2021 to August 2021. It appears to me that the report of <OSC-VISN-
Investigator#1> was entirely excluded from the analysis. While it may appear that there are two reports 
available for review to the OSC and to Congress, the report and conclusions of <OSC-VISN-
Investigator#1> has been omitted, and the report of <VISN-HWE-Investigator> has been substituted in 
its place; my concern is that it appears that there are two investigative reports to match up to two OSC 
investigators’ investigations; this, of course, is inaccurate, and I can only conclude that the report of 
<OSC-VISN-Investigator#1> was not submitted to OSC or to Congress.10 
 
 
 
The Allegations / conclusions as presented by the investigation teams: 
 
 

 
10 <OSC-VISN-Investigator#1> Email to me, May 11, 2021. 
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Office of Special Counsel File No. DI-21-
000033, Dl-21-000470 and D1-21-000503 
 
1) <WHS-Svc-Chief> has sought to rescind 
the facility's standard operating 
procedures (SOP) for prescribing 
Buprenorphine, an opioid used to treat 
opioid use disorder (DUD), acute pain and 
chronic pain. 

Office of Medical Inspector File TRIM 2021-C-29 
 
 
<WHS-Svc-Chief> ordered PMS to become X-waivered 
by the DEA and start treating patients with OUD using 
Suboxone. The Central Texas Veterans Health Care 
System has a Mental Health / Substance Abuse 
Treatment Program that can professionally manage 
these medical problems and provider psychosocial 
support. <WHS-Svc-Chief> is circumventing SOP and 
professional standards of care for use of Buprenorphine 
and Suboxone.  

 
 
The OSC investigation report concludes that Allegation #1 is not substantiated. The OMI investigation 
report concludes that this Allegation is not substantiated. 
 
 
Almost immediately, the report goes on to say: “The fact-finding did support; however, that <WHS-Svc-
Chief> did seek to rescind the facility's SOP for prescribing buprenorphine. It is noted that the SOP failed 
to conform with the current national standards of practice and required revision. The VA Central Texas 
Healthcare System in Temple, Texas, will review the currently local published SOP, revising it to conform 
with current national standards of practice.” 
 
It is agreed that <WHS-Svc-Chief> sought to rescind the facility’s SOP for Buprenorphine.  
 
The points of contention that remain:  
 

“Allegation was not substantiated. Investigation of this concern did not reveal evidence of a 
violation of law, rule, or regulation, gross mismanagement, a gross waste of funds, an abuse of 
authority, or a substantial and specific danger to public health or safety.” 

 
“It is noted that the SOP failed to conform with the current national standards of practice and 
required revision.” 

 
 
Regarding Point #1 –  
 
The SOP for Buprenorphine was presented to the Clinical Executive Council at CTVHCS, voted on and 
passed, after having been voted for acceptance in the Pain Oversight Committee.11 According to VHA 
Notice 2019-24 Mandatory-Business-Rules-for-Local-Policy-Development 11-1-19 (replaced with VHA 
Notice 2020-34 Mandatory-Business-Rules-for-Local-Policy-Development 10-20-20 and then VHA-
Notice-2021-22-Mandatory-Business-Rules-for-Local-Policy-Development-12-13-21):12  
 

 
11 <Pain-Mgmt-Chief>, email to Quality, Safety, and Value, July 21, 2020. 
12 VHA Notices Mandatory Business Rules for Local Policy Development, 2019-2021. 
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“All VA medical facility employees must be granted access to all of their VA medical facility’s 
SOPs in a local SOP repository, with exceptions for specific services with separate SOP sites (that 
is, Sterile Processing and Pathology & Laboratory Medicine), for sensitive emergency response 
protocols, and by specific exemption by the VA medical facility Director.  

 
“Access to the VA medical facility’s SOPs must also be granted to “VHA Publications Access” mail 
group to facilitate oversight. NOTE: VA medical facilities are highly encouraged to populate and 
utilize a voluntary SOP Library to share SOPs among services in similarly situated VA medical 
facilities.  
 
“VA medical facilities should continue to use their local development and approval process for 
SOPs, including SOPs taken from the SOP Library. The SOP Library/“Swap” is available at: 
<REDACTED>. This is an internal VA Web site that is not available to the public. “ 

 
At no time during the request for the SOP was any request or designation made known by the Director 
regarding the access to this SOP being restricted from employees that I am aware of. 
 
When the SOP for Buprenorphine was presented to the Clinical Executive Council at CTVHCS and voted 
on, it was passed. The SOP was not disseminated or made available to employees. 
 
Therefore, I believe, as it appears the SOP was “shelved”, a violation of policy is to be substantiated for 
this allegation. 
 
Additionally, as the SOP was not made available as it was to be according to the Mandatory business 
rules cited above, and as the SOP pertained directly to patient care, it presents a substantial and specific 
danger to public health or safety and this allegation, I believe, is to be substantiated as a substantial 
and specific danger to public health or safety. 
 
An actual patient case has come up at another facility with SOP implementation being hindered as well; 
at that facility, the lack of clarity regarding patient flows leading to a near-actualized patient safety 
event was exacerbated by the behavior surrounding a Buprenorphine SOP.13 Briefly: 
 

VA-OIG REPORT #21-03195-189 --- Pharmacists’ Practices Delayed Buprenorphine Refills for 
Patients with Opioid Use Disorder at the New Mexico VA Health Care System in Albuquerque 

  
This investigation focuses on allegations of real or potential patient harm which highlights the 
following: 

  
(1) The confusion surrounding whether or not an opioid medication is indicated for 
chronic pain or for Opioid Use Disorder Is real and has real, tangible effects on patient 
care/management decisions; the difference between those diagnoses is not merely 
“academic” or “moot”. 

  
(2) A point of concern is the fact that the facility had not implemented their 
Buprenorphine SOP; due to the facility’s not having done so, the OIG could not determine 

 
13  VAOIG-21-03195-189 - Pharmacists’ Practices Delayed Buprenorphine Refills for Patients with OUD, June 30, 
2022. 
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the effects on access for the medication for Opioid Use Disorder (from what I see where I 
am at CTVHCS, our issue in Temple, TX is not a lack of already X-waivered providers… 
apparently in contrast to the situation in Albuquerque) 

  
Excerpts: 

  
The VA Office of Inspector General (OIG) conducted a healthcare inspection to assess 
allegations regarding the policy and practices related to the provision of buprenorphine 
treatment for patients with opioid use disorder at the New Mexico VA Health Care 
System in Albuquerque (facility). 

  
The OIG determined that pharmacy practice made no delineation between prohibition 
of early refills of partial opioid agonists for opioid use disorder and full opioid 
agonists for pain, despite the different indications for each medications’ use and 
associated risks. Pharmacy practice of prohibiting early refills of buprenorphine for 
opioid use disorder, justified under the facility policy that forbids early refills of 
opioids for pain, was more restrictive than what was allowed by VHA and facility policy 
guidance applicable to Schedule III controlled substances, and inconsistent with 
guidelines for evidence-based treatment of opioid use disorder. 

  
The OIG did not substantiate that the facility’s standard operating procedure (SOP) on 
buprenorphine treatment for patients with opioid use disorder, enacted in July 2021, 
was inconsistent with VHA guidance on buprenorphine treatment for patients with 
opioid use disorder. The OIG was unable to determine whether implementation of the 
buprenorphine SOP would reduce access to buprenorphine for patients with opioid 
use disorder, as the SOP was not fully implemented at the time of the OIG’s review. 

 
 
That inability to determine the magnitude of the effects on the delivery of the healthcare service in 
question, due to the policy violation noted above (of not making the SOP available to employees) is 
what I believe substantiates a specific danger to public health or safety as the veteran’s story in 
Albuquerque demonstrates. 
 
 
Regarding Point #2 – 
 
I was unable to find any National Standard of Practice on Buprenorphine prescribing or OUD in the VHA. 
I searched the National Standards of Practice website and provide a screen capture of what I found.14 
 
I did find two versions the VA/DoD CLINICAL PRACTICE GUIDELINE FOR THE MANAGEMENT OF 
SUBSTANCE USE DISORDERS, one from 2015 and one from 2021. From the most recent iteration of the 
guideline from 2021, which was published during one of the extensions to the OSC investigation (I was 
not allowed the opportunity to contribute), it is stated:15  
 

 
14 Link: Providing Feedback on Draft National Standards of Practice - VA National Standards of Practice, July 2022. 
15 VA/DoD CLINICAL PRACTICE GUIDELINE FOR THE MANAGEMENT OF SUBSTANCE USE DISORDERS, 2021. 
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“Variations in practice will inevitably and appropriately occur when clinicians take into account the 
needs of individual patients, available resources, and limitations unique to an institution or type of 
practice. Every healthcare professional making use of these guidelines is responsible for evaluating the 
appropriateness of applying them in the setting of any particular clinical situation.” 

 
“These guidelines are not intended to represent Department of Veterans Affairs or TRICARE policy.” 
 
 
In further response to the OSC and OMI report’s conclusions on this matter: 
 
I sent the OSC investigators and the OMI team documents in relation to the same. It is noteworthy that I 
sent the team the VA-DoD Clinical Practice Guidelines for Opioid Therapy in Chronic Pain from 2017, the 
VA-DoD Clinical Practice Guidelines for the Management of Substance Use Disorders from 2015, and the 
American Society of Addiction Medicine (ASAM) Practice Guideline Focused Update from 2020.  
 
 
Noteworthy excerpts from the above: 
 
 
VA/DoD CLINICAL PRACTICE GUIDELINE FOR THE MANAGEMENT OF SUBSTANCE USE DISORDERS v4.0 
– 2021 
 
“In short, patients with mild SUD can be appropriately managed in primary care settings. In addition, 
patients with more severe SUD who are not willing to follow through with a referral to specialty SUD 
care due to stigma may also be treated in settings outside SUD specialty care.” 
 
 
VA/DoD CLINICAL PRACTICE GUIDELINE FOR THE MANAGEMENT OF SUBSTANCE USE DISORDERS v3.0 
– 201516 
 
“C. Determination of Treatment Setting Recommendation  
 
“3. For patients with a diagnosis of a substance use disorder, we suggest offering referral for specialty 
substance use disorder care based on willingness to engage in specialty treatment. (Weak For | Not 
reviewed, Amended)  
 
“Discussion  
 
“Most patients with alcohol and other SUD do not receive adequate treatment,[21] and many patients 
will not accept referrals to a specialty clinic for SUD [21,44,106,107] for reasons including, but not 
limited to, lack of perceived need, fear of stigma, lack of readiness for treatment, lack of resources, time 
restrictions, etc.  
 
“While there is evidence that selected patients with SUD can be treated in primary care or general 
mental healthcare, there is value in initially offering a referral to an SUD specialty clinic when available.  
 

 
16 VA/DoD CLINICAL PRACTICE GUIDELINE FOR THE MANAGEMENT OF SUBSTANCE USE DISORDERS, 2015. 
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“A referral to specialty care may help the patient recognize that there is significant concern, which 
might motivate the patient to address the issue(s) more fully. If a patient has stated that he/she does 
not want and will not accept a referral to the specialty clinic, then efforts should be made to engage the 
patient in primary care to include monitoring and treating substance-related problems.  
 
“Thus, a referral to specialty SUD care should be offered if the patient has at least one of the following:  
 
• May benefit from additional evaluation of his/her substance use and related problems  
• Has been diagnosed as having an SUD  
• Is willing to engage in specialty care  
 
“Benefits of offering a referral far outweigh any associated harms, and patients vary widely in their 
values and preferences regarding engaging in specialty care. The offer of a referral expresses care and 
concern on the part of the provider and allows an opportunity for patients to receive sufficient 
information for reasoned decision making. Referrals may have implications for resource utilization in 
both the primary and specialty care settings and may not be able to be based on positive screening 
results alone.” 
 
 
VA/DoD CLINICAL PRACTICE GUIDELINE FOR OPIOID THERAPY FOR CHRONIC PAIN v3.0 – 201717 
 
“Furthermore, the presence of chronic pain does not seem to interfere with the success of MAT. The 
RCT by Weiss et al. (2011) and a meta-analysis by Dennis et al. (2015) reached the same conclusion that 
the presence of chronic pain did not influence response to opioid agonist therapy.[179,182] Given the 
high mortality associated with OUD and the safety and efficacy of MAT for OUD in multiple clinical trials 
and meta-analyses, we recommend MAT for those chronic pain patients who meet DSM-5 criteria for 
OUD. Those who do not respond to minimal counseling may benefit from a comprehensive 
assessment and more intensive treatment of OUD and any co-occurring conditions in SUD specialty 
care settings.” 
 
 
The ASAM National Practice Guideline for the Treatment of Opioid Use Disorder: 2020 Focused 
Update18 
 
“Diagnosis Recommendations - Other clinicians may diagnose opioid use disorder, but confirmation of 
the diagnosis must be obtained by the prescriber before pharmacotherapy for opioid use disorder 
commences. Opioid use disorder is primarily diagnosed on the basis of the history provided by the 
patient and a comprehensive assessment that includes a physical examination.” 
 
Secondly, <WHS-Svc-Chief> had specifically instructed our section to utilize Buprenorphine in a fashion 
clinically that is opposed to professional standards of care on the use of Buprenorphine by stating which 
diagnosis is made does not matter. Not only was such direction contrary to the standard of care, the 
recent VA-OIG report cited above focuses exactly on this as a specific danger to the public health. As 
stated, I believe the allegation must be substantiated as a specific danger to the public health. 

 
17 VA/DoD CLINICAL PRACTICE GUIDELINE FOR OPIOID THERAPY FOR CHRONIC PAIN, 2017. 
18 The ASAM National Practice Guideline for the Treatment of Opioid Use Disorder: 2020 Focused Update. J Addict 
Med. 2020 Mar/Apr;14(2S Suppl 1):1-91. 
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Office of Special Counsel File No. DI-21-
000033, Dl-21-000470 and D1-21-000503 
 
2) <WHS-Svc-Chief> pressured providers 
to prescribe buprenorphine regardless of 
patient diagnosis and promoted incorrect 
guidance to providers that does not reflect 
the standard of care, placing patients at 
risk. 

Office of Medical Inspector File TRIM 2021-C-29 
 
 
<WHS-Svc-Chief> ordered PMS to become X-waivered 
by the Drug Enforcement Agency (DEA) and start 
treating patients with Opioid Use Disorder (OUD) using 
Suboxone (Buprenorphine + Naloxone).  

 
 
The OSC investigation report concludes that Allegation #2 is partially substantiated. The OMI 
investigation report concludes that this Allegation is fully substantiated. 
 
The investigators were supplied Pay for Performance documents, one of which clearly reveals “financial 
incentive on the prescribing of a specific medication along with incentives to apply specific diagnoses” 
and the OSC report states this is problematic and presents a specific and potentially substantial danger 
to patient safety.”19 
 
I have a hard time understanding why this is anything other than completely substantiated by the VISN 
investigation for the OSC. From the date of the issuance of the 1st Pay for Performance document in 
December 2020 through sometime in July 2021, this inducement was in effect. As such, I believe, this 
would substantiate a violation of law, rule, or regulation, regardless of if any such monies were paid 
out for the action or not and regardless of whether the recipient of the offer committed the action or 
not. 
 
The OMI team report indicates: “We substantiate that the WHS Clinical Director ordered PMS providers 
to become X-waivered by the DEA and start treating patients with OUD with Suboxone; however, he 
chose not to enforce the providers’ getting the X-waiver and none currently have the X-waiver.” 
 
In the OMI report, on page 19, it is stated that “Only one PMS physician has the waiver” whereas on 
page 23, it is stated that “he chose not to enforce the providers’ getting the X-waiver and none currently 
have the waiver”. Why there is this apparent discrepancy is not clear to me. The <WHS-Svc-Chief> 
initially stated that he could not force us to get the X-waiver, even writing this in a Letter to me that he 
had acknowledged he could not do this … then he went on to offer us the financial inducement via 
Performance Pay to obtain the X-waiver and treat a proposed diagnosis “Complex Persistent Opioid 
Dependence” with a certain dollar amount per head if a threshold of 5 patients was reached. It is true 
that at some point, he chose not to enforce the providers’ getting the X-waiver, although he enforced 
our presenting him with the MOUD training certificate; one of the Pain Management section physicians 
then indicated that an X-waiver had been applied to his file. I have come to wonder about to the 
timeline of events and the discrepancy noted above, but I do not have a clear answer. 
 
In <WHS-Svc-Chief>’s role as Whole Health Service Chief, his function over the traditional medicine 
section of Pain Management ought to have been administrative, as he was not credentialled as a Pain 
Management specialist, per the OMI report. Further, it is in <WHS-Svc-Chief>’s discretion as to which 
aspects of the Pay for Performance criteria are to be counted as achieved or not achieved and what he 

 
19 <WHS-Svc-Chief>, email to me, Performance Pay document #1, December 30, 2020. 
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decides to count or count against the Pain Management section provider in both the Pay for 
Performance criteria and the Ongoing Professional Practice Evaluation. I have previously raised my 
objections on the matter, but nonetheless, <WHS-Svc-Chief> forced his clinical interest and beliefs 
regarding an unvalidated, non-covered diagnosis into my Pay for Performance Evaluation in support of 
his repeated attempts at directly clinically overseeing me and my practice, which substantiates a 
violation of law, rule, or regulation.20 
 
Further still, the <WHS-Svc-Chief> repeatedly cited a Number-Needed-to-Treat of 2 for patients with 
Buprenorphine while sparsely referencing OUD/Opioid Dependence; instead, he regularly spoke and 
wrote in communications to conflate diagnoses of pain and OUD, thereby confusing the relevance of the 
data to different subpopulations of patients, confusing further the degree to which Buprenorphine may 
or may not be indicated and the degree to which it is a “life-saving medication” or potentially a “life-
destroying” one, as many other opioids have been over the years. The drug does appear to have an 
improved safety profile compared to other opioids compared in isolation or certain situations, but 
touting its benefits by citing an NNT of 2 to “save a life”, when the Cochrane Review which gave rise to 
that number specifically excluded patients with comorbid chronic pain, while simultaneously attempting 
to induce the Pain Management providers to prescribe the opioid fully substantiates a specific and 
potentially substantial danger to patient safety.21 
 
Documentation regarding an actual Veteran’s case (Veteran #3, cited later in these response) was sent 
to <OSC-VISN-Investigator#2> and to the OMI team, showcasing the dangers of conflating an actual 
diagnosis of OUD/Opioid Dependence with the non-validated diagnosis of Complex Persistent Opioid 
Dependence, a change in prescription from Suboxone to Buprenorphine, and the Mental Health 
Service’s behavior surrounding a consult request I placed two to three times where any meaningful 
discussion of current/prior diagnoses of Opioid Dependence/OUD between the MH staff and the 
veteran did not occur until later, at which time, the veteran denied interest in the consultation; their 
service opted instead to talk about pain and alcohol dependence, though neither was requested as the 
reason for consultation.22 To be clear such coexisting diseases are commonly encountered in clinical 
practice and reasonably raise the complexity of the presenting concern of OUD/Opioid Dependence to 
that appropriate for a Substance Use Disorder specialist. 
 
Notably, the veteran is charted as having gone on to attempt suicide with a combination of an opioid 
(not Buprenorphine) and alcohol. That veteran’s story highlighted the need for the involvement of the 
Mental Health Service in the evaluation and treatment of OUD/Opioid Dependence and showcased that 
attempts to force such evaluation/treatment onto non-MH Substance Use professionals can be clinically 
inappropriate, dangerous, even. In the VA, a Stepped Care model for OUD is the current model touted 
for care, but engagement that is appropriately skilled and available in any service other than Mental 
Health for such presentations will be impossible or unsafe without a willing and ready Mental Health 
service presiding over that staircase; a veteran requiring such evaluation and treatment will simply fall 
off the steps without a “landing” at the top of the staircase. I believe this veteran’s case affirms and 
substantiates a specific and potentially substantial danger to patient safety. 
 

 
20 <Whistleblower#1>, email to <WHS-Svc-Chief>, I referenced my previously stated objections, December 30, 
2020. 
21 Mattick RP, Breen C, Kimber J, Davoli M. Buprenorphine maintenance versus placebo or methadone maintenance for 
opioid dependence. Cochrane Database of Systematic Reviews 2014, Issue 2. Art. No.: CD002207. 
22 <Whistleblower#1>, Emails to <OSC-VISN-Investigator#2> and OMI team re: “Veteran #3”, November 2021. 
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Office of Special Counsel File No. DI-21-
000033, Dl-21-000470 and D1-21-000503 
 
3) <WHS-Svc-Chief> has engaged in 
improperly documented "self-consults" 
with Pain Management Team (PMT) 
patients, prior to their initial 
appointments, leading to potential billing 
irregularities and inequitable care. 

Office of Medical Inspector File TRIM 2021-C-29 
 
 
<WHS-Svc-Chief> is performing self consults outside the 
VA 's clinical screening and treatment procedures. 
<WHS-Svc-Chief> has been performing encounters 
without billing or engaging physician utilization. 
<WHS-Svc-Chief> has implemented centralized control 
over consults in Whole Health and the Pain Management 
Team that interferes with Veteran access to Physician 
Care.  

 
 
The OSC investigation report concludes that Allegation #3 is not substantiated. The OMI investigation 
report concludes that this Allegation is not substantiated. 
 
It is not clear to me how Allegation 3 was not substantiated. From my review of the report, it appears 
the OSC Report writer concedes that:  
 
“The patient encounters were reportedly inconsistently documented within the medical record” 
 
As such, it appears that the Report Writer agrees with my submission that <WHS-Svc-Chief> was: 
 
Seeing some patients without being consulted, charting notes, and billing for the encounters. 
Seeing some patients without being consulted, charting notes, and not billing for the encounters. 
Seeing some patients without being consulted and not charting notes and not billing for the encounters. 
 
I submitted clear examples of this to <OSC-VISN-Investigator#2>.23  
 
To my knowledge, the conclusion that “When concerns were raised by members of the team about 
disruption of the interdisciplinary process, the consult process was modified to consist of individual 
appointments followed by an Interdisciplinary Team (IDT) meeting without the Veteran” is a spurious 
one. I had been unaware of any such record of documentation of this trajectory of events; I recall 
reading of some such intent, but it was not until I had seen the OMI report as an attachment to the 
report to the OSC, that I understand what was actually happening may have been some type of 
?informal / undocumented care visits. 
 
After 2020, the Pain Management Team stopped seeing patients altogether.24 <WHS-Svc-Chief> 
indicated that he would alter the consult process; to my knowledge, this did not happen. I am aware 
that there had been at least a couple of consults to the PMT that were scheduled with <WHS-Svc-Chief>, 
only to be rescheduled and then rescheduled again, with a question as to if those consults even 
occurred; I do not believe I have a record of those consults, but I believe they could be found via LEAF 
request identifiying CARA-PMT (IDT-X) consults and reviewing the consult processing documentation of 
those charts. 
 

 
23 <Whistleblower#1>, email to <OSC-VISN-Investigator#1>, October – November 2021. 
24 <WHS-Svc-Chief>, email to PMT, suspending the PMT, February 24, 2021. 
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There does not appear to be a policy-based mechanism for a consult to the Pain Management Team to 
be split up into 2 or more individual consultation requests to individual providers.25 
 
Instead, <WHS-Svc-Chief> broadened his consultation behavior to include: 
 
(1) Consulting and not billing on patients based on undocumented verbal discussions with others26  
(2) Consulting and billing on patients for whom his stated role was administrative27  
(3) Using Pain Management section specialty consultation requests as consults to him as per his 
decision-making.28 
 
As far as the specific discussion regarding consultation with patients prior to PMT (IDT-X) meetings, 
there was communication with Health Information Management Service (HIMS) wherein the matter was 
discussed. Correspondence from the Assistant Chief of HIMS, revealed is reviewed:29 
 
“ 
Documentation for a Consultation needs to satisfy all three of the elements – History, Exam and Medical 
Decision Making. During COVID 19 the exam portion has been exempted.  
In each of the 07/07/2020 cases, the patient was contacted by <WHS-Svc-Chief> prior to the Conference 
Meeting.  Patients had no prior contact from the conference participants for the 08/04/2020 cases.  
If there is no consultation process for the Whole Health Service, <WHS-Svc-Chief> would be able to see 
and treat patients as an active member of the PMT Conference Team. 
In order to be a Team Conference, all members must have firsthand knowledge of the patient and the 
patient must have knowledge of each of the providers on the team. 
During the PMT Team Conference the members come together for peer review, studying and discussing 
this case with the group and to resolve any roadblocks by utilizing each member’s experience. This 
would not be a billable service but would instead be used to expedite the care of the patient. 
“ 
 
It appears undisputed between the OSC Report writer and myself that <WHS-Svc-Chief> had been 
documenting both patient histories and medical-decision-making; in at least one case, I believe this 
involved ordering labs. 
 
We can see from these responses two things:  
 

<WHS-Svc-Chief> would not have suggested doing his pre-visits as non-count visits had he not 
been billing for them in the first place, nor would the question even have arisen. 

 
If <WHS-Svc-Chief> was seeing these patients in the function of PMT Conference participant, he 
should not have been billing for the pre-visits he was performing; he was billing for them.  

 

 
25 VHA Directive 1232 - Consult Processes and Procedures 
26 Attachment 6 / OMI report TRIM 2021-C-29, pages 39-40, January 25, 2022. 
27 “Self-consultation” example; based on veteran request re: Denial of Wait Time via Mission Act 
28 “Self-consultation” example; based on veteran request re: Denial of Continuity of Care via Mission Act 
"epidural... cancelled... not reauthorized" 
29 Health Information Management Systems, email, September 2-10, 2020. 
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The suggestion on a non-count clinic would also be inappropriate if <WHS-Svc-Chief> was seeing these 
patients as his initial consultation to them in order to establish care to make him eligible for PMT Team 
conference coding (which would be a subsequent visit):  
 
According to VHA Directive 1230: A telephone contact between a provider and a patient is only 
considered an encounter if the telephone contact is documented and that documentation include the 
appropriate elements of a face-to-face encounter, namely history and clinical decision-making. 
Telephone encounters must be associated with a clinic assigned to one of the telephone stop codes and 
are to be designated as count clinics.30 
 
On the other hand, if <WHS-Svc-Chief> had been seeing patients in individual consultation as an 
Addictionologist, this represents a deviation from VHA DIRECTIVE 1232 Consult Processes and 
Procedures. 
 
“Clinical Consult. A clinical consult is a consult document in CPRS used as two-way communication on 
behalf of a patient consisting of a physician or provider (sender) request seeking opinion, advice, or 
expertise regarding evaluation or management of a specific problem answered by a physician or other 
health care provider (receiver). The CPRS consult package must be used for all clinical consultations.” 
 
This further represents a deviation from §17.108:31 
 
“Copayments for inpatient hospital care and outpatient medical care. A specialty care outpatient visit is 
an episode of care furnished in a clinic that does not provide primary care, and is only provided through 
a referral.” 
 
The OMI did not substantiate that <WHS-Svc-Chief> was performing self-consults outside the VA's 
clinical screening treatment procedures or has been performing encounters without billing and engaging 
physician utilization. They did substantiate that the WHS Clinical Director ceased the review of patients 
during the PMT meeting December 2020 and instead was utilizing this meeting for administrative 
purposes in violation of the Temple CARA Mandated Pain Management Charter of Team, responsible for 
coordinating and overseeing pain management patients experiencing acute and chronic pain (non-
cancer related) as required by the CARA Act.32 
 
The OMI goes on to conclude that the use of the consultative visit Current Procedural Terminology (CPT) 
code 99243 for the PMT meeting is inappropriate. 
 
The OMI report comments: “The informal weekly meeting outside of the PMT implemented by the WHS 
Clinical Director has resulted in patient care discussions and decisions regarding patients with pain 
diagnoses which has not included all members of the PMT, and which have not been documented in the 
electronic health record (EHR). The lack of presence of the entire PMT interdisciplinary team may have 
resulted in a less thorough review of each patient's case. The lack of recording these discussions in the 
patient's EHR may impact communication related to that patient's plan of care.” 
 
 

 
30 VHA Directive 1230 - Outpatient Scheduling Processes and Procedures, July 15, 2016, amended January 7, 2021. 
31 §17.108, Specialty care outpatient visits. 
32 CTVHCS CARA-PMT charter, dated October 17, 2019. 
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These two points are key: 
 

- “The lack of presence of the entire PMT interdisciplinary team may have resulted in a less 
thorough review of each patient's case.” 

This is exactly the danger in <WHS-Svc-Chief> taking histories and coming up with medical-decision 
making on veteran on whom he is not individually consulted prior to the occurrence of any PMT 
meeting.  
 

- “The lack of recording these discussions in the patient's EHR may impact communication related 
to that patient's plan of care.” 

It appears the OMI team is concluding that this is inappropriate / potentially dangerous. Care decisions 
were being made and acted upon without documentation on how or why these decisions were being 
made by the key decision-maker. Communication-related errors are well known to be a source for 
medical errors resulting morbidity, mortality, and malpractice claims; The Joint Commission (previously 
known as the Joint Commission on Accreditation of Healthcare Organizations (JCAHO)) issued a Sentinel 
Alert Event on the same topic, Issue 58, September 12, 2017.33 
 
 

Office of Special Counsel File No. DI-21-
000033, Dl-21-000470 and D1-21-000503 
 
4) <WHS-Svc-Chief> initiated changes to 
the Pain Management referral process 
that imposed barriers to access to 
interventional pain care services. 

Office of Medical Inspector File TRIM 2021-C-29 
 
 
Not addressed 

 
 
The OSC investigation report concludes that Allegation #4 is not substantiated. The OMI investigation 
report did not address the allegation. 
 
This allegation appears to have been non-substantiated purely due to a misunderstanding; my emails to 
<OSC-VISN-Investigator#1> and to <OSC-VISN-Investigator#2> discuss two separate topics together: (1) 
A screening function of Whole Health personnel into the consult request process to the traditional 
medicine section of Pain Management and (2) A requirement for an Intro to Whole Health class to see 
our traditional medicine section of Pain Management. 
 
Regarding the description in the report to the OSC, “During the fact-finding, the whistleblower indicates 
that the requirement for provider completion of the "Intro to Whole Health" VHA course was only 
implemented for consult referrals to Complimentary and Integrative Health Services and not for consult 
referral to interventional pain management.34 This is reflected in the template for Pain Management 
consultation, as well as in the service agreement for Pain Management Services at Temple. The service 
agreement additionally indicates that patients may receive interventional pain concurrently with 
acupuncture or chiropractic care” I cannot speak to any current iteration of any policies; I have not been 
allowed to see them. 
 

 
33 JCAHO alert Sentinel Event Alert, Issue 5, September 12, 2017. 
34 <OSC-VISN-Investigator#1> and <OSC-VISN-Investigator#2> emails, March 26, 2021 and October 4, 2021. 
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I am that Whistleblower to whom <OSC-VISN-Investigator#2> referenced, and if I recall correctly, I 
verbally stated  during our interview, that the Intro to Whole Health class was required and 
implemented for consults placed and meant for the Pain Management section, and stayed required as 
far as I knew, although by the time the matter was being discussed with <OSC-VISN-Investigator#2>, this 
demand was no longer being enforced and then it was removed as a prerequisite altogether, as 
apparently, there was a large backlog of veterans waiting for the class which had been mandatory. At 
first, the class had to have been taken; then it was changed to had to have been scheduled; as long as it 
was scheduled the pain consult could then occur.35   
 
On a related topic, my disclosure regarding the fact that <WHS-Svc-Chief> was instituting a plan 
whereby Whole Health coaches would be screening consults to the WHS, including Pain Management 
was reviewed by the investigators; I came upon this information by hearing <WHS-Svc-Chief> say this 
directly and subsequently put this in writing in an email.36 It is my belief that my disclosure regarding 
this matter is what stopped <WHS-Svc-Chief>  from enacting the screening process by which Whole 
Health Coaches would screen and direct/redirect consults to the Pain Management section; to my 
knowledge, Whole Health coaches did not screen consults to the Pain Management section, and I 
believe that is fortunate. 
 
I include here the results of a recent VA-OIG investigation in which a patient’s care appeared to be 
determined by the screening action of a complementary care provider, although the request from the 
referring provider was for a Pain Management consult.37  
 
 

VA-OIG REPORT #21-03525-148 --- Failure to Follow a Consult Process Resulting in 
Undocumented Patient Care at the Chillicothe VA Medical Center in Ohio 

  
This investigation focuses on allegations of patient harm which seems to have stemmed from: 

  
(1) The lumping together of traditional Pain Medicine with Complementary/Alternative 
care modalities. 

  
(2) The use of non-physician complementary care personnel to screen consults which 
may be intended for traditional medicine physicians/providers 

  
(3) The harms that can follow in the setting of seeing patients in consultation outside of 
established consult processes and without being properly consulted. 
 
 
 
 
 
 

 
 

 
35 Miscellaneous, <OSC-VISN-Investigator#2> emails, March – April 2021. 
36 Miscellaneous, <OSC-VISN-Investigator#2> emails, Single Consult Channel. 
37 VAOIG-21-03525-148 - Failure to Follow a Consult Process 
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Excerpts: 

  
The VA Office of Inspector General (OIG) conducted a healthcare inspection to assess 10 
allegations related to the quality of patient care, the management of patient care, and 
the availability and use of resources through the Urgent Care Center (UCC) at the 
Chillicothe VA Medical Center (facility) in Ohio. 

  
Veterans Health Administration (VHA) and facility policies require that the sending 
provider enters a consult, and the receiving provider links the visit note directly to the 
consult. For a STAT (or a same-day) consult, the sending provider must also contact the 
receiving provider to discuss the patient’s case. 

  
In addition, because the consult was not entered, chiropractor 1 and the clinical 
massage therapist could not link the visit note to the consult and had no process for 
documentation when the consult was not entered. As a result, chiropractor 1 and the 
clinical massage therapist failed to document the care provided to the patient within 
the electronic health record (EHR). 

  
On August 22, 2021, the OIG received 10 allegations involving care provided through the 
UCC. The first allegation involved an urgent care provider sending a patient with a T12 
compression fracture to have chiropractic care at the Complementary and Alternative 
Medicine (CAM) clinic and a week later the patient returned to the UCC with a T12 
burst fracture and fractures of the right 11th and 12th ribs. 

  
Through interviews, the OIG was provided with the following information. The facility’s 
CAM clinic provides several treatment options including pain management, 
chiropractic care, and clinical massage therapy. To access services, a provider enters a 
CAM consult. A chiropractor reviews the consult and determines what services would 
be most appropriate for the patient’s need. 

  
The OIG found that the urgent care provider did not refer the patient for chiropractic 
care. Rather, the urgent care provider assessed the patient’s condition on day 8 and 
documented the disposition care plan as “patient has been referred to pain 
management. 

  
The trajectory of the care episode described at the Chillicothe VA demonstrates the identical concerns 
that I have raised, ones which I believe substantiate a specific danger to public health or safety. 
 
As such, I believe this allegation is to be substantiated. 
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Office of Special Counsel File No. DI-21-
000033, Dl-21-000470 and D1-21-000503 
 
5) <CTVHCS-CoS> and <WHS-Svc-Chief> 
violated the MISSION Act of 2018 
(MISSION Act) and jeopardized patient 
health and safety by prohibiting pain 
management physicians from approving 
pain management community care 
programs for patients on the basis of the 
"improved continuity of care" criterion. 

Office of Medical Inspector File TRIM 2021-C-29 
 
 
The OMI did not substantiate the WHS Clinical Director 
refused to allow community care pain management. 
 
The OMI partially substantiates that the WHS Clinical 
Director violated the MISSION Act by refusing to allow 
community care referrals for pain management based 
on best medical interest (BMI) criteria. There is 
confusion regarding multiple interpretations of BMI 
criteria and instructions given by the WHS Clinical 
Director regarding BMI approval which are not fully in 
alignment with MISSION Act. 

 
 
The OSC investigation report concludes that Allegation #5 is not substantiated. The OMI investigation 
report concludes that this Allegation is partially substantiated. 
 
It appears that Allegation 5 focuses on the prohibition of veterans from being seen in the community; I 
raised the matter up to <Pain-Mgmt-Chief> and I had sent multiple examples to <OSC-VISN-
Investigator#2> and to the OMI team.38 It is noted on a coded/billed note charted authored by <WHS-
Svc-Chief> that regarding the veteran: “Received message. Patient wanted to continue to be seen in the 
community for pain management… He was supposed to have epidural in the community but this was 
cancelled because community care was not reauthorized.” 
 
Best I can tell, this is blatant evidence that veterans were not only being denied care in violation of the 
MISSION Act, but it brings up that the <WHS-Svc-Chief> was seeing veterans and coding/billing the 
interactions off of his own handling of administrative complaints that came about in the first place 
based on his instructions to deny such care to Veterans in the community. As such, not only were the 
veterans denied care in the community in apparent violation of the MISSION Act, but a key decision-
maker, <WHS-Svc-Chief>, potentially increased his own RVU production numbers by then seeing those 
veterans who were denied Pain Management Specialty care in the community based off of his 
instructions.39 
 
Attachment 6 / OMI report TRIM 2021-C-29 partially substantiated that the MISSION Act was violated, 
stating there is confusion regarding … instructions given by the <WHS-Svc-Chief> … not fully in alignment 
with MISSION Act. I am confused by that conclusion. The Pain Management sections were given 
instructions contrary to the MISSION Act; I raised these concerns up the supervisory chain and to those 
with oversight functions otherwise; there were veterans who would have qualified for Care in the 
Community were denied it if the reason was Best Medical Interest – Improved Continuity of Care. It 
seems to me that the OMI would wholly substantiate the allegation. 
 

 
38 Mission Act disclosures to <Pain-Mgmt-Chief> and OMI team, emails, January 8, 2021 - October 2021. 
39 “Self-consultation” example; based on veteran request re: Denial of Continuity of Care via Mission Act 
"epidural... cancelled... not reauthorized"SI “Cancelled because community care was not reauthorized” 
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To illustrate just how “contrary” these instructions and this consult processing was to the Specialty 
Service, I sent the OMI team as well as to <OSC-VISN-Investigator#1> and to <OSC-VISN-Investigator#2> 
specific patients affected.40 I also include as an attachment to this response, documentation of just how 
serious this topic was taken prior to the Pain Management section being realigned under the 
complementary care service of Whole Health; I had not allowed a consult request to go through due to 
the wording used on “continuity”; a patient care advocate indicated his intent to escalate the issue directly 
to the Chief of Staff skipping the rest of my chain of command, although I did communicate with my chain 
of command on the topic.41 See attached. After the Realignment under Whole Health, such a denial did 
not seem to trouble leadership, suggesting that Mission Act violations which were partially substantiated 
by the OMI would not have occurred in the first place but for the Realignment. 
 
Importantly, consultation requests made to the community were brought up not just to <WHS-Svc-
Chief>, but also through the chain of command on the handling of such consult requests. <OSC-VISN-
Investigator#2> makes reference of “disclaimers” added by the Pain Management section; the 
“disclaimers” were not disclaimers; instead, the wording used specifically directed the requestor to 
address the request further with <WHS-Svc-Chief> by way of deferral to his decision-making on appeal if 
desired, as the decision was actually his via instruction.42  
 
Per <WHS-Svc-Chief>, <CTVHCS-CoS> complained of specific wording that he wanted redacted from the 
charts; <OSC-VISN-Investigator#2> inaccurately attributed the generation of this wording to me. The 
name of <CTVHCS-CoS> was added by the <Pain-Mgmt-Chief> to the redirection wordings as the 
<CTVHCS-CoS> was aware and seemingly supportive of the clinical determinations being made by the 
administrative chain of command.43 The discussion unfolded as <WHS-Svc-Chief> took notice that <Pain-
Mgmt-Chief> had begun using the wording in question and tasked him and the Pain Management 
section to identify the consultation requests where such wording was utilized.44  
 
List(s) of the veterans with relevant requested consultations were sent to <Pain-Mgmt-Chief> by <WHS-
Svc-Chief>; by this point in time, approximately 500 consultation requests were identified with wording 
for redaction; these consultation requests pertain to requests being made for community care that 
instead of being processed for forwarding to Care in the Community (CITC) were processed for here at 
CTVHCS; the lists reveal the status of the consults, including many that were listed as “complete.”45  
 
It is very difficult to make the claim that there were no other veterans who were denied care in the 
community when it was being requested for Best Medical Interest – Improved Continuity of Care, as at 
least some of these consultations were performed here at CTVHCS instead of in the community, and 
these consultations contained the wording that was applied to the consult processing when the request 
was not being sent to the community.  
 
A LEAF request could be submitted by the investigator(s) to identify first the charts where such wording 
was used, and then which of those patients were seen here at CTVHCS, and potentially also which of 
those consult requests mention any variation of the word “community” or “CITC” or “established.” This 

 
40 Mission Act disclosures to investigators, emails, re: BMI denials. 
41 Miscellaneous, Pre-Realignment approach to Mission Act, emails, August – September 20, 2020. 
42 <Whistleblower#1> emails, Progression of deferring to <WHS-Svc-Chief>, 2021. 
43 <Whistleblower#1> to <CTVHCS-CoS>; email, no more processing until consults clarified, March 1, 2021. 
44 <Pain-Mgmt-Chief>, email re: wording used, February 26, 2021. 
45 Miscellaneous, re: Chart identification for redaction, emails, April 2021. 
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would help identify patients who were denied community care within the short time (?1-2 months) 
where such wording was used during consult request processing/disposition, although it is noteworthy 
that consults continued to be processed per instructions via the supervisory chain to deny veteran care 
in the community seemingly owed to them under the MISSION Act for several months thereafter. 
 
As far as the OMIs characterization of the allegations and their findings: 
 
I am unaware that anyone claimed that the <WHS-Svc-Chief> disallowed ALL consults to the community 
for Pain Management.  
 
I do not believe that he ever disallowed consults for the community in the setting of Drive Time, except 
for in cases where the Intro to Whole Health Class was not performed during the stretch of time when 
the Intro class was required to be scheduled prior to a Pain Management Specialty appointment being 
scheduled, in which case, such consultation requests may have indeed been disallowed. 
I sent the OMI team direct evidence with specific patient(s) of community care being requested and 
denied under orders.46 I have sent blatant examples of community care being denied for the BMI-
continuity of care designation under the instructions given to the Pain Management Section occurring to 
the OMI team; I am unsure as to how this allegation is only partially substantiated and not wholly 
substantiated. 
 
The portion of the statement citing “confusion” is only relevant insomuch as Pain Management Section 
staff directly requested clarification, and instructions throughout continued to contain elements of 
denying community care in a manner that appears inconsistent with the MISSION Act. 
 
If consults for community care were denied according to instructions given via the <WHS-Svc-Chief> 
under threat of administrative action for not adhering, with the knowledge and support of <CTVHCS 
CoS> and <CTVHCS Director> on escalation of the issue, and the OMI states that the instructions were 
not “fully in alignment with the MISSION Act”, I would consider that this allegation must be wholly 
substantiated. 
 
As to the OMI report’s statement regarding a “large number of consults that are referred to the 
community (90% of which are new consults)”: Our practice quickly became to process all consults to 
accept for scheduling here within the VA with limited exceptions --- in accordance with the instructions 
from the <WHS-Svc-Chief>. We were even eventually given the instruction to disregard our own consult 
template to accept the consult requests.47 As such, the large number of consults to the community were 
secondary largely to Wait Time and Drive Time; this is consistent with the caution that I gave to the 
<CTVHCS-CoS> regarding <WHS-Svc-Chief>’s instructions on Community Care consult processing not 
serving to meet the presented goals in an email dated 2/8/2021 (I forwarded this email thread onwards 
to the to <OSC-VISN-Investigator#1>, <OSC-VISN-Investigator#2>, and the OMI team):48 
 

“ 
… 

 
46 Investigators, emails, 2021. 
47 <Pain-Mgmt-Chief> email re: disregard consult template, March 7, 2021. 
48 <Whistleblower#1> to <CTVHCS CoS> re: what will happen due to consult processing (destabilization), February 
8, 2021. 
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- In consult processing, veterans are having their care blocked with <WHS-Svc-Chief> using his 
time in reviewing consults that are declined with the intention of having patients who require 
opioids scheduled with us instead of their established pain doctors. 
- This serves to destabilize the pain care of these patients. 
- In the meantime, every patient for opioid management that is being scheduled with us is a 
patient not on opioids and for intervention who is not being scheduled with us for the tasks we 
actually perform. 
- As there are only 3 of us interventional pain doctors, these patients who are not on opioids 
end up being sent to the community anyway due to wait times. 
- <WHS-Svc-Chief>’s decisions designed to force us to take over opioid management therefore 
has the following end effects: (1) Veteran stable on their opioid regimens with outside care 
providers are getting their care destabilized (2) Veterans who are not on opioids are being sent 
to the Community anyway, and will likely get started on opioids (3) If these changes to 
Community Care Pain requests are being sold as ways to get costs down and stabilize care, it is 
very likely to do the opposite. 
- In essence, with <WHS-Svc-Chief>’s decision-making, the veterans are actually at greater risk, 
and on top of that, we are at even greater risk of being constructively dismissed or terminated 
as <WHS-Svc-Chief> has found a way to generate even more complaints against us. 
… 
“ 
 

I was able to understand this and reach this conclusion even as a still relatively new probationary 
employee; it is my belief that a rational person would not expect the instructions of <WHS-Svc-Chief> to 
actually decrease consults to the community, controlling for the number of in-house clinical care staff. 
The only real effect of adherence to the instructions was the disruption of stable / already existing care 
plans for veterans who were receiving care. 
 
The OMI report states that: “The WHS Clinical Director identified concerns regarding community care 
referrals for pain management lacking comprehensive provision of care as described in the referrals' 
associated Standardized Episodes of Care (SEOC)”: 
 
More accurately, the <WHS-Svc-Chief> himself had identified that the Stepped Care Model for Pain was 
not being implemented at CTVHCS, and that some requests for care in the community regarded care 
that could be provided at the Primary Care level with or without the assistance of Pain Management 
Pharmacy who are pharmacist staff which were specifically hired for the purpose.49 Best I can gather 
from subsequent comments/communications, facility leadership deviated from the Stepped Care Model 
for Pain in not supporting such a primary care function. <Pain-Mgmt-Chief> described later that <WHS-
Svc-Chief> had told him explicitly that <WHS-Svc-Chief> does not have control over Primary Care or 
Mental Health, and as such <WHS-Svc-Chief> could only force his action plans onto our traditional 
section of Pain Management.50 
 
As to the OMI report’s claim that “Temple Memorandum 011-001, Pain Management and Assessment 
dated April 24, 2018, notes the Pain Management Clinic is a resource for interventional pain 
management modalities, primarily pain management interventions for pain relief only; however, the 

 
49 <WHS-Svc-Chief>, email re: Stepped Care Model / Primary Care, February 2021. 
50 <Pain-Mgmt-Chief>, email re: <WHS-Svc-Chief> has control over us only, February 2022. 



Page 23 of 42 
 

new draft of the policy (currently in the concurrence process) establishes policy for the assessment and 
management of Veterans' pain using the stepped-model of pain care in alignment with VHA guidelines. 
 
As a whistleblower and a board-certified Pain Management specialist at CTVCHS, I have been excluded 
from any say in any such policy; I consider this approach to the policy at the facility as consistent with 
reprisal and contrary to HRO principles; in my view, any such agreement appears to be between and 
amongst services other that the Pain Management section. 
 
The OMI report states: “The draft PMS service agreement lacks collaboration of pain medicine and 
palliative care teams, as described in VHA Directive 2009-053 stepped care model and includes verbiage 
regarding the MISSION Act for community care referrals that is not inclusive of all criteria; however, it 
does expand PMS services and discusses collaboration in the provision of pain management in 
appropriate settings, including primary care and specialty care, in alignment with VHA guidelines 
regarding the stepped care modal of pain care”: 
 
As per above, the collaboration on the Pain Management Service Agreement excludes significant input 
from the actual Pain Management section; importantly, the silencing of our scientific input and concerns 
was enabled by Realigning our section under the Whole Health Service and turning control of this 
policy/document creation to the Clinical Director of Whole Health, <WHS-Svc-Chief>, who was not 
credentialled or privileged here as a Pain Management specialist. 
 
Further on in the OMI report, “Large numbers of pain management consults are referred to the 
community; however, the facility has not thoroughly analyzed the reasons behind the large number or 
implemented actions to add address all causes of the large referral numbers. Additionally, there are 
many discontinued consults to the community due to the inability to contact the patient.” 
 
This was addressed by me in the email previously cited to <CTVHCS-CoS> as per above; consistent with 
HRO principles, the first step for facility leadership would be to listen to such input from the Pain 
Management section providers who are the facility’s experts on the front-line providing hands-on care. 
Interestingly, this was addressed by both the <Pain-Mgmt-Chief> and <WHS-Svc-Chief>, with their 
instructions to fill open slots within 24-48 hours of any clinical day.51 I fully agreed then (and still do) 
with that instruction; I asked the staff a few times (I would guess between 3-12 times) in 2021 if these 
instructions were being followed, and I was told ‘yes’ … I decided to stop asking… there was not much 
more I could do, as I am not in the supervisory chain of the scheduling staff.52 Interestingly, in spite of 
the many clinic closures and lack of staff and supply support, I managed to produce at a level above the 
mean, with a higher percentage of non-procedure visits compared to procedure visits as this was 
required to build the clinic with the restrictions cited. 
 
I personally attempted to assist in trying to optimize schedules, including sending messages requesting 
that open slots be filled and verbally encouraging the practice as well.53 Early on, the scheduling service 
found it difficult to coordinate scheduling 30 minute appointments with 1 hour long appointments; as a 
temporary measure, these appointments were changed to 1 hour long.54 By the time I had discussed 
with the <Pain-Mgmt-Chief> to change scheduling back to have slots of different lengths, we concluded 

 
51 Miscellaneous <Pain-Mgmt-Chief> and <WHS-Svc-Chief> emails re: filling open slots, 2020-2021. 
52 <Whistleblower#1> Miscellaneous communications re: filling slots, 2020-2022. 
53 <Whistleblower#1> Miscellaneous communications re: filling slots, 2020-2022. 
54 <Whistleblower#1> email to scheduling staff, re: temporary scheduling for slots 1 hour, 2020. 
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we had not choice but to wait for the orders from <WHS-Svc-Chief> as <WHS-Svc-Chief> had explicitly 
indicated he would be making changes in our scheduling.55 
 
According to the OMI’s analysis, the number of open slots appears to be attributed to the actual 
providers; instead, the question has repeatedly come up, even recently under a new temporary 
supervisor, as to why these open slots are not being filled by the MAS service who have been instructed 
to fill the slots. The WHS Program Manager, <WHS-Prgm-Mgr>, was given charge over the scheduling 
function; best I can tell, <WHS-Prgm-Mgr> did not enforce the instructions to keep our patient schedules 
full. I consider that with the information having been presented by the OMI team in their report in the 
way that it was, the reader may be inclined to inappropriately place the blame for this on the Pain 
Management Section providers and inaccurately believe that high-level analyses need to occur for this 
issue to be improved, when simple code enforcement on the matter of the scheduling service to fill 
these slots need only take place via the scheduling supervisory chain. Even as it stands, productivity for 
the Pain Management section is actually above the mean within the VA nationally, and simply filling the 
empty slots would increase access and decrease costs without any apparent downside or unforeseen 
costs. Hundreds of person-hours spent on additional analyses on this topic were and are simply 
unnecessary. 
 
 

Office of Special Counsel File No. DI-21-
000033, Dl-21-000470 and D1-21-000503 
 
6) <WHS-Svc-Chief> violated VA directives 6500 
(VA Cybersecurity Program) and 1907.01 
(Health Information Management) by ordering 
the redaction of portions of medical records 
containing disclaimers from clinicians advising 
patients that denial or termination of 
community care programs was based on direct 
orders from <CTVHCS-CoS> and <WHS-Svc-
Chief>. 

Office of Medical Inspector File TRIM 2021-C-29 
 
 
Not addressed. 

 
 
It is inaccurate to say that wording used in consult processing was used or written for the purpose of 
“advising patients that denial or termination of community care programs was based on direct orders 
from <CTVHCS-CoS> and <WHS-Svc-Chief>.” To my knowledge, no such advisory was directed to the 
patients; that was not the purpose. Instead, some providers at CTVHCS wanted to appeal the decisions, 
and some had no idea that <WHS-Svc-Chief> was even involved in the decision-making.56 Prior to <Pain-
Mgmt-Chief> having informed me and the other pain physician of the wording he came up with to clarify 
matters, I used wording to convey what my understanding of the direction on consult processing was 
and from whom it originated; requesting providers had begun reaching out to us with questions and for 
resolution, but I was not empowered to help. To me it was obvious that I was implying that further 
discussion was deferred to <WHS-Svc-Chief>, although in case that was not enough, I began to 
direct/defer the requesting provider for the purpose of identifying practitioners for continuing care to 
<WHS-Pain-Chief> outright. <Pain-Mgmt-Chief> was encountering the same challenges that I was, and 

 
55 <WHS-Svc-Chief> emails re: Changes to scheduling, 2020.  
56 <OSC-VISN-Investigator#2> email, re: I am not sure why this would go to <WHS-Svc-Chief>, October 5, 2021. 
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thus he came up with more thorough wording to direct further discussion up the supervisory chain to 
decision-makers, including above <WHS-Pain-Chief>. 
 
I have reviewed VHA Handbook 1907.01. I am not certain on the conclusion of the Report Writer which 
indicates that “it is not possible to redact consult entries in CPRS.” I am left to wonder what then 
motivated <WHS-Svc-Chief> to apply such a strict deadline to <Pain-Mgmt-Chief> in regards to 
identifying all of the charts; I myself spent hours on this prior to <WHS-Svc-Chief> changing his 
instruction to have only <Pain-Mgmt-Chief> complete the task of identifying the charts; I would wonder 
why <CTVHCS-CoS> and <CTVHCS-Director> would not have informed <WHS-Svc-Chief> that such a thing 
could not be done, thereby allowing the Pain Management specialists to spend a great deal of time and 
effort in the task when that time and effort could have been spent on direct patient care. It maybe a 
matter of terminology, however. According to the HIM Erroneous Document Corrections Guidebook, 
there does appear to be a mechanism for such (red)action, although the terminology used in the 
Guidebook would either be “retraction” and/or “rescission” and/or “administratively correction” and/or 
“amendment.”57 Specifically, it is noted within the Guidebook that:58 
 
“In all other cases, the changes will need to be made using VA FileManager “FileMan”.  Due to the low 
volume and lack of sufficient tracking, it is strongly recommended that the audit trail for these fields be 
turned on at the facility level.  A facility policy must be in place that allows editing (deletion) of reason 
for consult and consult comments fields and an audit trail maintained.  The policy must clearly state that 
the deletion is an effort of last resort, and include an approval process for such a deletion.” 
 
Regarding being unaware of any consults having entries redacted, I have not sought to discover this on 
my own. I suspect that the investigators could submit a LEAF request for processing to identify if any 
such charts were or were not actually redacted or retracted in whole or in part. 
 
It is noted within the guidebook that: 
“Making corrections or amendments to the consult fields should be an infrequent occurrence.” 
 
It is also noted within the guidebook that: 
“There may also be situations when a request to amend a record would be inappropriate, such as when 
someone requests a note be deleted (retracted) from the health record, when the documentation 
appears to be accurate, relevant and timely for the patient care that was provided.” 
 
In this particular circumstance, the Report writer has stated that: “Although <WHS-Svc-Chief> did seek 
to have entries redacted in which he was inappropriately directly named; no entries were in fact 
redacted.” 
 
I take issue with that description as well as the comment that the whistleblowers included the wording 
being requested for redaction as simple “disclaimers” or that this wording was inappropriate. I had 
discussed directly with <OSC-VISN-Investigator#2> that the wording was intended not as a disclaimer 
but instead as per VHA Handbook 1907.01: 
 
“Individual employee names are not to be included in health record documentation, unless the purpose 
is to identify practitioners for continuing care.” 

 
57 VHA Handbook 1907.01 – Health Information Management and Health Records, March 19, 2015. 
58 HIM Erroneous Document Corrections Guidebook - Excerpts 



Page 26 of 42 
 

 
As per direct discussion of this being the rationale as well as forwarded documentation to a <OSC-VISN-
Investigator#2>, I do not believe there was anything inappropriate according to policy by directing 
requesting providers to <WHS-Svc-Chief> or <CTVHCS-CoS> to further address the questions/concerns 
(or ?appeals) that they had when their consult requests were being processed in a manner contrary to 
their expectation, as by directing the consults be processed in a certain way, <WHS-Svc-Chief> and/or 
<CTVHCS-CoS> had inserted themselves into the clinical decision-making regarding the care.  
  
 

Office of Special Counsel File No. DI-21-
000033, Dl-21-000470 and D1-21-000503 
 
7) Since coming to the agency in May 2020, 
<WHS-Svc-Chief> has abused his authority by 
manipulating his clinical scheduling in the 
CPRS system. 

Office of Medical Inspector File TRIM 2021-C-29 
 
 
<WHS-Svc-Chief> has been performing encounters 
without billing or engaging physician utilization.  

 
 
The OSC investigation report concludes that Allegation #7 is substantiated. The OMI investigation 
report concludes that this Allegation is not substantiated. 
 
I will point out the following according to <OSC-VISN-Investigator#2>: 
 
<Pain-Mgmt-Chief> “provides clinic scheduling grids and total patient counts indicating available clinic 
slots for two half days weekly with a total of 41 patient encounters during FY21 that did not begin until 
June 2021. Based upon guidance for VA physician staff and availability for clinical care, <WHS-Svc-Chief> 
should be engaged in clinical care on a 0.7 FTEE basis.” 
 
The OMI report frames the allegation differently, investigates it differently and reaches the opposite 
conclusion: 
 
<WHS-Svc-Chief> “is mapped at 30% clinical and 70% administrative time since May 2021. He was 
previously mapped at 8.75% clinical and 91.25% administrative except for the first 6 weeks in his role 
when he was mapped at 100% administrative. A review of the <WHS-Svc-Chief>’s workload noted his 
productivity target fiscal year to date as of August 23, 2021, is 2,926 RVUs and his productivity is at 
2,421.42 RVUs (83% of target). This illustrates the WHS Clinical Director has been performing encounters 
and delivering health care and services to patients. 
 
“Our review of Temple PMT consults indicated the last completed PMT patient encounter occurred in 
December 2020. 
 
“Interviewees advised us that there is a weekly informal meeting that includes the pharmacists and the 
WHS Clinical Director and noted it is almost the same type of meeting held previously with PMT. In the 
weekly meeting, patient cases are discussed … These weekly informal meetings are not documented in 
the patient's EHR. The informal meeting provides an avenue for the pharmacists to get 
recommendations from the WHS Clinical Director.” 
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We can gather from this juxtaposition of information: 
 
The vast bulk of billing/coding that <WHS-Svc-Chief> was doing at CTVHCS was performed off grid / not 
scheduled --- just as I informed and cautioned <CTVHCS-CoS> about during our first meeting in January 
of 2021; I have advised <CTVHCS-CoS> that many of the off-grid consults of <WHS-Svc-Chief> may 
involve controlled substances, no less. 
 
Those visits which were billed/coded were performed in violation of the VHA Directive 1230 on 
Outpatient Scheduling Processes and Procedures.59  
 
As <WHS-Svc-Chief> never ended up established a consultation process to his clinic, his actions in these 
matters represented violations of VHA Directive 1232 Consult Processes and Procedures. 
 
In the description regarding the “informal weekly meetings” the OMI report establishes that patient 
cases were discussed, recommendations were given by the <WHS-Svc-Chief>, and these meetings were 
not documented; this seems to indicate that <WHS-Svc-Chief> was, in reality, managing these patients’ 
care. I was not aware that these informal weekly meetings were occurring until I read the OMI report. 
 
 

Office of Special Counsel File No. DI-21-
000033, Dl-21-000470 and D1-21-000503 
 
8) Unaddressed 

Office of Medical Inspector File TRIM 2021-C-29 
 
 
<WHS-Svc-Chief> requested a subordinate to delegate 
prescription of controlled substances to a Nurse 
Practitioner, <WHS-NP>, who works under his 
supervision and his orders. 

 
 
The OSC investigation report concludes with Allegation #8 not addressed. The OMI investigation report 
concludes that this Allegation is substantiated. 
 
<OSC-VISN-Investigator#2> did not appear to address this allegation, although it was included in my 
Letter of Concerns which was sent to <OSC-VISN-Investigator#2>; it was also sent to <OSC-VISN-
Investigator#1>, although the VISN does not appear to have forwarded that report on to the OSC. In my 
review of the allegations which were included in the report of <OSC-VISN-Investigator#2> and the lack of 
a report representing the work of <OSC-VISN-Investigator#1>, it appears that some of the matters raised 
in the course of the VA’s investigation simply were not included in the report submitted to the OSC.  
 
The OMI report substantiated that <WHS-Svc-Chief> “requested a subordinate to be the collaborating 
physician to the WHS Nurse Practitioner (NP), who works under his supervision and his orders; however 
subordinate declined and no further requests were made.” 
 

 
59 The most recent issuance of the VHA Directive 1230, on June 1, 2022 adds Stop Code 674 “Administrative 
Patient Activities” as exempt; this issuance rescinds the prior version published on July 15, 2016; it seems that 
“Administrative Patient Activities” refers to interactions that are “not an encounter and not requiring independent 
clinical judgment in the overall diagnosing, evaluating, and treating the patient's condition(s).” and are non-count 
interactions. 
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That the subordinate declined does not explain the rationale behind <WHS-Svc-Chief> not having an 
active Texas medical license while conducting himself so as to medically direct management as the 
decision-maker in different patient case scenarios as previously noted; a reasonable person may 
conclude that it is more likely than not as <WHS-Svc-Chief> was asking his subordinate, <Pain-Mgmt-
Chief>, to be the collaborating physician at all, that his request was a conscious and willful attempt to 
have <Pain-Mgmt-Chief> be the collaborating physician “on paper.”  
 
“As a result of not having a collaborating physician with a Texas license, the WHS NP cannot prescribe 
controlled substances which limits her care of patients in the PMS. Memorandum 
Buprenorphine/Naloxone Therapy for Opioid Use Disorder, dated June 25, 2021 does not list the WHS as 
one of the services affected by the policy related to Buprenorphine/Naloxone therapy for opiate use 
disorders.” 
 
WHS is likely not listed as one of the services affected by the policy precisely because the WHS was 
created to administer over complementary care services, not any aspect of traditional medical care 
delivery. Secondly, the date noted by the OMI team appears to be inaccurate; the cited memorandum 
was issued on June 25, 2019 per the OMI report’s own references list. I believe the SOP on 
Buprenorphine which was voted on and passed by the Pain Oversight Committee and the Clinical 
Executive Council on July 21, 2020 would have superseded any prior memo at the facility to my 
knowledge, although the SOP was not made available for providers/services in what appears to be a 
deviation from the policy on availability previously referenced. 
 
 

Office of Special Counsel File No. DI-21-
000033, Dl-21-000470 and D1-21-000503 
 
9) Unaddressed – Realignment of Pain 
Management under WHS 

Office of Medical Inspector File TRIM 2021-C-29 
 
 
Aligning Pain Management under Whole Health 
places Veteran patients at risk.  

 
 
The OSC investigation report concludes with Allegation #9 not addressed. The OMI investigation report 
concludes that this Allegation is not substantiated. 
 
I raised the allegation to all investigative teams involved regarding the Realignment of the traditional 
Pain Management section under the Whole Health Service; I was concerned that the realignment may 
be consistent with a violation of any law, rule, or regulation, or gross mismanagement, a gross waste of 
funds, an abuse of authority, or a substantial and specific danger to public health or safety.60 
 
The Report to the OSC which contained reports from <VISN17-HWE-Investigator> and <OSC-VISN-
Investigator#2> but not <OSC-VISN-Investigator#1> did not address the allegation. The OMI team’s 
report concluded that the realignment did not place veterans at risk (the OMI report also represented 
that PMRS had been realigned under the Whole Health Service as well… this is inaccurate and did not 
occur). 
 
The Realignment is what enabled the Mission Act to be violated here at CTVHCS; the pain management 
providers were opposed to the instructions. I raised the matter up to the level of the CoS; I directly 

 
60 Miscellaneous investigators, emails re: Realignment, 2021. 
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related concerns that instructions given and enforced under threat of administrative action empowered 
by the Realignment led to the destabilization of care for numerous veterans and likely denial of services 
either temporally or otherwise.  
 
Due to the alignment under the Whole Health Service --- the Complementary Care Service --- we were 
not able to count on the usual administrative approach to supervision of our section being one that is 
based in traditional medicine values and concepts and/or one that recognizes the importance of 
traditional medical direction and scientific thinking and understanding; there appears to be ample 
evidence that the disruption which occurred in regards to our clinical oversight and our veteran’s rights 
and care occurred due to an alternate agenda of the WHS at CTVHCS and the actions of WHS personnel 
with the full support of facility and VISN leadership. I believe that what I was witnessing had the 
potential to affect multiple patients at this VA or across many VA facilities. 
 
The VHA itself holds as Policy that complementary treatments in the VA are to be complementary and 
not alternative to traditional medicine.61 Notably, some of the veterans who were denied community 
care when Pain Clinic consults were being requested were then redirected and seen by the <WHS-Svc-
Chief>, who instead of performing a Pain Specialist evaluation, performed a Complementary-Integrative-
Health evaluation. These evaluations were performed off of consults made to our Pain Clinic which is 
interventional in nature; I consider that such instructions regarding consult processing may have been 
less likely to have been instructed and/or so strictly enforced had they come from a physician strongly 
rooted in the practice of traditional medicine due to the fact that traditional medicine providers 
demonstrate a mutual respect for other medical disciplines.62 
 
It is noteworthy that the WHS NP raised to the Professional Standards Board (PSB) here at CTVHCS her 
own concern regarding the appropriateness of her having been assigned by <WHS-Svc-Chief> to perform 
consultations off of the consult requests being made to the Pain Management (interventional/specialty) 
service; the PSB affirmed that as the WHS NP was not credentialed as a Pain specialty NP and was being 
assigned duties she was not trained for; it was therefore decided that she would not be made to utilize 
and resolve the consults that were requested of the Pain Management section; I believe, by the same 
rationale, the <WHS-Svc-Chief>, who was not credentialled as a Pain Management specialist, should not 
have been able to hold himself out as performing a Pain Management Specialty evaluation off of consult 
requests to our section; the primary reason for why he was able to use our consult requests to both 
perform his Complementary-Integrative-Health evaluations and deny Community Care consults in doing 
so, was the Realignment itself.63 
 
I have been given the impression by <Pain-Mgmt-Chief> that the <WHS-Svc-Chief> pushed the <Pain-
Mgmt-Chief> to take open stances that WH modalities are superior to interventional treatments; this 
type of behavior is incentivized by the Realignment itself. The alignment of any traditional medicine 
specialty under Whole Health runs the risk that scientific clinical ideas and approaches can again be 
subjugated to ones that characterize Whole Health modalities, many of which have their origins in 
mysticism or spirituality. The risk of confronting this possibility is a very real risk as well: the personal 
cost, in terms of time, money, professional and personal relationships, career stability and 
advancement, and stress for anyone who brings forward allegations or concerns when put in the same 
position of subjugation is astronomically high, and I speak from experience. 

 
61 VHA Directive - 1137 Provision of Complementary and Integrative Health (CIH) 
62 <OSC-VISN-Investigator#2> email, October 5, 2021. 
63 <WHS-NP>, emails re: privileging, October – November 2021. 
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<WHS-Svc-Chief> decided, contrary to the input of the Pain Management section, on which nursing staff 
is appropriate for the procedure suite. Regardless of who or if someone is correct on this topic, the fact 
is that <WHS-Svc-Chief> was in control of this decision here at CTHVCS by virtue of the Realignment 
regardless of who by name is/was the <Pain-Mgmt-Chief>. I raised questions to <OSC-VISN-
Investigator#2> and the OMI team that I believe still need to be answered, regarding concerns under the 
current Realignment: 
 

Are resources being appropriately allocated? 
Does the current alignment cause resource management to be more appropriate or less 
appropriate to the level of care being delivered? 
Does the current alignment cause resource management to be more efficient or less efficient? 
Is there any unnecessary duplication of resources and resource management with the current 
alignment? 
Does the current alignment reduce accountability or increase it? 
Is the current alignment proving to be more “lean” or less lean? 
Does the current alignment subtract from process enhancement or add to it? 
Do patients view the current practice that some are seemingly subject to, functionally, due to 
current alignment, of needing to be seen by Pain Management prior to being able to considered 
for Acupuncture, as patient-friendly or patient-centered? 
Does the current alignment support the level of care that Pain Management specialists offer? 
Is the current alignment exposing veterans to additional or heightened risk scenarios? 
Does the current alignment alter process in regards to safety standards? 
Does the realignment under Whole Health, the current alignment, relieve the facility of the 
importance of fidelity to procedure room standards as pertain to surgical services offered at the 
facility? 
Are pain procedures more akin to falling under Surgical Services in regards to risks, invasiveness, 
operator skill set, etc, or more akin falling under Whole Health Clinical coaching? 

 
Departmental structure and organization within hospital settings has long been a matter of interest. By 
aligning the procedurally-based subspecialty section of Pain Management under Whole Health, the 
service of complementary care modalities, the medical center gains nothing by way of returns to scale 
on the topic of minimizing duplicative support processes and gains nothing by way of returns to 
proposed efficiencies of shared service functions/goals --- the risks and corresponding discussions and 
foci of decision-making in interventional pain are more akin to any other procedurally-based traditional 
medical specialty and very dissimilar to the approach and function of the complementary care service 
which promotes itself as not being diagnosis-led, or diagnosis-based, even. Additionally, there are very 
real risks to administrating over traditional medical care under Whole Health from a Service/Supervision 
standpoint as evidenced by the following: 
 
An actual scenario that has come up at another facility where the problem of a physician’s oversight in 
the Whole Health Service is described:64 
 

 
64 VA-OIG REPORT #21-03339-208 - Deficiencies in Facility Leaders’ Oversight and Response to Allegations of a 
Provider’s Sexual Assaults and Performance of Acupuncture at the Beckley VA Medical Center in West Virginia, July 
26, 2022. 
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VA-OIG REPORT #21-03339-208 --- Deficiencies in Facility Leaders’ Oversight and 
Response to Allegations of a Provider’s Sexual Assaults and Performance of Acupuncture at the 
Beckley VA Medical Center in West Virginia 

   
This investigation focuses on allegations of real or potential patient harm which highlights the 
following: 

  
The facility’s approach to the Medical Directorship/Chief’s position of the Whole 
Health Service – “Complementary Care” service – can create liabilities to the VA, 
colleagues and veteran patients secondary to insufficient and ill-defined 
supervision of the position and poorly defined requirements for 
credentialling/privileging, due to its nature. 

  
Excerpts: 

  
The VA Office of Inspector General (OIG) conducted a healthcare inspection to examine 
the oversight of a provider, (subject physician), at the Beckley VA Medical Center 
(facility) in West Virginia, who engaged in inappropriate sexual conduct toward patients 
and practiced acupuncture without being credentialed. The OIG also reviewed leaders’ 
awareness and response to the allegations of sexual assault and the subject physician’s 
practice of acupuncture. 

  
The OIG determined the subject physician was hired as the facility’s Whole Health 
Medical Director and credentialed and privileged to practice within the primary care 
service line. The subject physician’s privileges also included the ability to perform OMT, 
myofascial techniques, and trigger point therapy. However, the subject physician did 
not have the credentials and privileges to perform acupuncture. 

 
The OIG identified deficient oversight of the subject physician’s clinical practice. The 
OIG interviewed current and former facility leaders who provided conflicting 
information about responsibility for the subject physician’s administrative and clinical 
supervision. The OIG found that none of the facility leaders responsible for oversight of 
the subject physician’s clinical practice acknowledged responsibility for clinical 
supervision. The subject physician was also uncertain about who had responsibility for 
clinical supervision. 

 
The OIG concluded that current and former facility leaders failed to provide adequate 
oversight of the subject physician’s clinical practice through the professional practice 
evaluation process. The facility leaders failed to complete the subject physician’s FPPEs 
per VHA and facility policies. 

 
Further, the VHA itself rightly holds as policy that complementary treatments in the VA are to be 
complementary and not alternative to traditional medicine as previously stated, although the current 
alignment incentivizes direct competition for resources.65  

 
65 VHA Memo - Compete for Resources - July 2017 
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The OMI phrased the allegation regarding diminishing resources as “planning to”. It is important to note 
that prior to the Realignment, the Pain Management section had two scheduling staff, one of whom 
retired and left the section. The Pain Management section was not then authorized to fill the position. 
Instead, the WHS was started, and WHS was empowered to hire on an scheduling staff, who could then 
spend part of his/her scheduled time working in Pain Management clinic scheduling. It is important to 
note that prior to the Realignment, the Pain Management section had an NP who left the section. The 
Pain Management section was not then authorized to fill the position. Instead, the WHS was started, 
and WHS was empowered to hire on an NP, who was then directed to spend part of her scheduled time 
in the Pain Management clinic; furthermore, and importantly, one can plan to do something and then 
reverse course, which appears to be what has happened here.66 
 
To be clear, we had repeatedly been supplied an LVN instead of an RN. Whether or not there is or is not 
an increased risk of having an LVN as opposed to an RN in the procedure suite is not practically 
determinable on the margin as the rate of adverse events in pain procedures is low statistically 
speaking. According to currently existing standards, we can review the differences in Scopes of Practice 
between LVNs and RNs in the state of Texas; we can also review 42 CFR 482, where we can see there is a 
difference in the delineation of function between and RN and an LVN when we compared Surgical 
Services under 42 CFR 482.51 and Outpatient Services under 42 CFR 482.54; we can also note that the 
RN is categorized as a “learned professional” in legislation and the LVN is not (none of which diminishes 
the importance and contribution of the LVN; I have worked with many great LVNs). Notably, the Pain 
Management Section provides services procedurally that are more akin to Surgical Services and the Pain 
Management section itself was aligned under Surgical Services prior to being realigned under the Whole 
Health Service. 
 
By virtue of the Realignment alone, one would consider the silent argument that CTVHCS or any VA 
facility should staff the Pain Management section to a different, lesser standard than may be promoted 
under a Surgical Service. My opinion opposes that argument, so I have raised the issue up. 
I put forth to <OSC-VISN-Investigator#2> and the OMI team that perhaps it could be looked into as to if 
the clinics that <WHS-Svc-Chief> reached out to on the topic of LVNs vs. RNs are appropriate for staffing 
for the interventional pain clinic in order to address whether those clinics … : 
 
 “Have LVNS instead of RNs? 
                               or  

“If they simply agree ‘LVN can assist so long as sedation is not being given’ while they 
themselves have RNs? 

or  
“If <WHS-Svc-Chief> is representing their stances in a way that is not accurate to begin with?” 

 
I was not given an answer to these questions by the investigators; answers to these questions were not 
included in the OMI report. 
 
The OMI report states: “There are no reporting structure requirements or recommendations in the 
Executive Decision Memo Engaging Veteran · Lifelong Health, Well-being and Resilience Integrated 
Project Team dated March 4, 2020, thus leaving the reporting structure to the facility's discretion.” 
 

 
66 <Pain-Mgmt-Chief> email, re: exchanging an RN for an LVN, January 13, 2021. 
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I believe I forwarded that referenced Executive Decision Memo (EDM) from 3/2020 to the OMI team.67 I 
also forwarded them an email containing the EDM from 08/09/2019, which I had previously sent to 
<CTVHCS-CoS>, with highlighting on the following from the memo:68 
 

“Within the VHA Modernization Plan, Whole Health is aligned with Mental Health as a Lane of 
Effort … 

And 
“… each VISN support Whole Health Implementation as a consistent and committed strategy 
throughout the VHA … 

And 
“… consistent approach to funding and infrastructure will minimize variations across VHA in 
outcomes and, more importantly, in services that are available to Veterans. By not supporting 
this recommendation, VISNs and medical center leadership will be left to determine 
individually the funding and infrastructure committed to Whole Health, ultimately leaving an 
inconsistent approach to the quality, quantity, and ultimately services available to Veterans 
nationally. Most importantly, it would be doing a disservice to the Veterans that we serve 
each day …” 

 
It seems to be that the potential disservice that is described in the memo became a reality here at 
CTVHCS. I sent the OMI emails where actual veterans conveyed the same conclusion without any 
prompting from and with my repeated apologies on behalf of the VA.69  
 
Interestingly, the OMI report assessed a potential risk to patients due to the lack of direct involvement 
by PMS clinicians in the management patients with complex pain. The report goes on to describe a 
timeline of care regarding a particular veteran (“Veteran 2”): 
 
 
November 26, 2019 - Request made by provider for Pain Clinic specialty consultation. Request was sent 
back to the requesting provider due to concerns regarding radiographic findings. 
 
January 23, 2020 - Request made by provider for Pain Clinic specialty consultation. Request was sent 
back to the requesting provider, describing actions to be taken under the Stepped Care approach to pain 
at the facility. 
 
June 11, 2020 - Request made by provider for Pain Management pharmacy who engaged with the 
veteran and discharged the veteran on October 28, 2020. 
 
August 3, 2020 – Note from Palliative Care service indicating awaiting a consult from Pain Clinic 
specialty. 
 
March 12, 2021 – CARA-PMT consult was requested. 
 
April 16, 2021 – Additional comment placed requesting the consult be forwarded to the Pain 
Management clinic. 

 
67 <Whistleblower#1> to OMI team, email re: 2020 EDM, August 10, 2021. 
68 <Whistleblower#1> to OMI team, email re: 2019 EDM, August 10, 2021. 
69 Miscellaneous, emails re: Veterans angry about handling of Pain Mgmt in relation to WHS, 2021. 
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OMI team conclusion: Reluctance of PMS physicians to engage with Veterans suffering from complex 
pain unless meeting strict criteria. 
 
I am familiar with this case, as there was email correspondence on it, and it was discussed at/around the 
time of referral request to the CARA-PMT team.70 
 
While the OMI team report puts the blame on the Pain Management section, it is important to note that 
<WHS-Svc-Chief> who had taken over the CARA-PMT was the one who stopped scheduling CARA-PMT 
meetings where such patient care was performed (as previously referenced). The “additional” comment 
placed requesting the consult be forwarded to the Pain Management clinic was by order of the <WHS-
Svc-Chief>. A closer review of the documentation reveals that the desire of the requesting providers for 
evaluation was actually for the diagnosis of “Opioid Dependence” and it is actually the case, best I can 
tell, that the referring provider(s) were seeking evaluation and treatment via the Mental Health / 
Behavioral Medicine service for Opioid Dependence; best I can tell, MHBM did not provide that 
evaluation or service. 
 
The OMI report goes on to assess a “reluctance” on the part of the Pain Management section to address 
“complex pain.” I performed a search for this diagnosis and could not find it. I am aware of the diagnosis 
“Complex Regional Pain Syndrome” and when referring providers have a concern for this, our section 
readily accepts referred veterans for evaluation and treatment, regardless of whether or not the veteran 
is seeking interventional treatment.71 I was surprised to see the OMI report clearly listing out numbers 
of prescriptions that the PMS providers had made (during the OMI team’s elected timeframes) --- 
thereby confirming that our section’s providers prescribes medications when we believe they are 
indicated ---  while simultaneously seeming to put forth any claim that the section providers only 
provide interventions. Incidentally, the only other usage of the term “complex pain” I could find seemed 
to refer to “chronic pain” which is what our section evaluates and treats all day long. 
 
In light of Veteran 2’s case as presented by the OMI team and the documentation that I have within the 
email correspondence that I cite and provide, I can only conclude that the OMI report is using the term 
“complex pain” as a euphemism for Opioid Dependence / Opioid Use Disorder. As such, the apparent 
deficit that the OMI team is picking up on is not relevant to their investigation of the Pain Management 
section (based on allegations/disclosures brought forward by the Pain Management section 
whistleblowers), but instead is relevant to the needed review and investigation of the Mental Health / 
Behavioral Medicine Service; the actual reluctance that the OMI team seems to be identifying is the 
reluctance of the MHBM Service in evaluating and treating veterans for Opioid Dependence / Opioid Use 
Disorder. This reluctance is a primary input to the issue of no other service here at CTVHCS being 
capable of playing any meaningful role in the Stepped Care Model for OUD. Of note, in spite of the 
President’s Commission on Combating Drug Addiction and the Opioid Crisis established by Executive 
Order in 2017 having put forth the goal of having the Primary Care Service play a pivotal role in 
engagement on screening and referring for Substance Use Disorders, they are hard pressed to do so 
without the leadership of MHBM:72 
 

 
70 Miscellaneous, email regarding the Veteran 2 referral, March 2021. 
71 Miscellaneous, emails regarding veteran case ?diagnosis of CRPS, 2021. 
72 President’s Commission on Combating Drug Addiction and the Opioid Crisis established by Executive Order, 
2017. 
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Final report (draft) – November 1, 2017: 
 

“The expectation of eliminating a patient’s pain as an indication of successful treatment, and 
seeing pain as the fifth vital sign … was cited as a core cause of the culture of overprescribing in 
this country that led to the current health crisis. This must end immediately.  
“CMS remove pain survey questions entirely on patient satisfaction surveys, so that providers 
are never incentivized for offering opioids to raise their survey score; prevent hospital 
administrators from using patient ratings from CMS surveys improperly CMS to review policies 
that may discourage the use of non-opioid treatments for pain. All primary care providers 
employed by federal health systems should screen for SUDs and, directly or through referral, 
provide treatment within 24-to-48 hours.  
“Each physician employee should be able to prescribe buprenorphine (if that is the most 
appropriate treatment for the patient) in primary care settings.“ 

 
I am left to wonder what happens when non-MH providers need help in evaluation and managing and 
prescribing Buprenorphine without the leadership of MHBM in this clinical area. When the diagnostic 
criteria are met, if providers of the MHBM service refuse to make the diagnosis and therefore do not 
treat the disorder, this serves to prohibit veterans from being able to obtain that necessary Mental 
Health care at the VA. Another sequence of events through which a veteran’s ability to obtain such care 
may end up limited in the VA is when other issues that may coexist in the presentation with the veterans 
who are referred for Opioid Use Disorder are focused on by the MHBM service; for example, if the 
MHBM triaging function discusses coexisting pain instead of Opioid Use Disorder, then the veteran is 
likely to decline OUD treatment with MHBM; it is important to note that denial can be powerful in those 
who suffer of Substance Dependence.73 Regardless of whether the opioids being used are prescribed to 
a person or not, that person can suffer from Opioid Dependence, and whether or not someone is taking 
opioids from one source or another is less a factor than the behaviors and experiences that characterize 
that usage. That the OMI team did not evaluate the MHBM service on this topic and instead decided to 
characterize Opioid Dependence as “complex pain” leaves a gaping hole in the analysis. 
 
Attempting to reframe Opioid Dependence as “complex pain” is ill-advised, in my view; I provided the 
<OSC-VISN-Investigator#1> and the OMI team and with the specific Veteran’s case, “Veteran 3”’s case, 
wherein the crux of the matter is clearly demonstrated, along with the actions that were enabled due to 
the Realignment of the Pain Management section under Whole Health; I cannot see how or why the 
OMI team decided to investigate the Pain Management section which raised the disclosures on these 
topics while simultaneously not reviewing, investigating, and forming assessments on underlying issues 
raised on this specific veteran’s case. Nonetheless, this specific case serves to at least partially 
substantiate that realigning PMS under the Whole Health Service places patients at risk.   
 
To add to the point of clinical efficiencies and appropriate use of consultation services, the OMI report 
mentions the following: 
 
“Temple's implementation of the Stepped Care Model of Pain Management is problematic. The primary 
clinicians involved in managing opioids at Temple are the pain pharmacists who do not have the ability 
to prescribe controlled substances.” 
 

 
73 <MHBM-ACoS>, email May 18, 2022. 
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“Although the components for an interdisciplinary pain management team are present at Temple, there 
is limited evidence of interdisciplinary team interaction.” 
 
“The Comprehensive Addiction and Recovery Act (CARA) mandated PMT charter as written discourages 
use of PMS physicians except in the event of an interventional pain procedure. Guidance in the charter 
conflicts from the "Functions" and the "Elements" section.” 
 
Here is information on the Stepped Care Model for Pain Management in the VA: 
 

 
 
I specifically informed the OMI team that the Stepped Care Model for Pain was not being following here 
during their site visit. Although the OMI team seems to state directly that Temple’s implementation of 
the Stepped Care Model is problematic, and I draw from that that it needs to be implemented 
appropriately at CTVHCS, the fallout of not having done so --- any deviation from the model --- is being 
attributed to the Pain Management specialists who are Interventional Pain proceduralists by clinical 
focus. I described the inefficiency of this approach and conveyed how it was a very inefficient use of my 
time as an Interventional Pain specialist to be involved with much of what I have been tasked with, 
which has included a high degree of clerical work and does not count towards productivity measures 
attributed to “direct patient care”. I have personally initiated communications with countless veterans 
on MyhealtheVet just so they could message me directly and I could address their queries myself, thereby 
taking the load off of the one scheduling staff we have assigned to our section (as the other was not 
replaced and instead the position was staffed under the broader Whole Health Service) and as we had 
not had a nurse assigned to the Temple location until just 1-2 months ago as of this writing… I digress. 

Stepped Care Model for Pain Management (SCM-PM) 

VHA is improving pain care through implementation of the Stepped Care Model for Pain Management (SCM-PM). 

Advanced diagnostics & therapeutic STEP 3 r l Tertiary Pain Centers I 
Treatment Refractory Interventions; 
Comorbidities CARF accred ited lnterolscl plinary pain 
Complexity rehabilitation program (IPRP) 

···~ Spec ialty Care 
lnterdlsclpllnary pain management clinics/teams, 

lnlerdlsclpllnary pain rehabllltaUon program (IPRP)/Functional 
restoration program; Behavioral Pain Management; 

Rehabilitation Medicine; Men tal Health/SUD Programs 

Patient Aligned Care Team (PACT) in Primary Care 

STEP 2 

Assessment and management of common pain condltlons; Mental Health STEP 1 
Integration (PCMHI) Incl brief CBT for pain; Assessment and treatment of OU0 

(office-based); Physical therapy; Occupational therapy; Klneslolherapy; 
Chiropractic Qtre, Expanded care manstJement; Pharmacy pain care cllnlcs; 
Pain schools; Integrative Heallh/CIH modalities Incl. Battle field acupuncture 

(BFA); Whole health coaches; Peers t 
Foundational: Patient/Family/Caregiver Leaming and Self Care 

Nutrition/weight management; Exercise/conditioning; Ice & stretch; Sufficient sleep; 
I Mindfulness medllalion/relaxatlon techniques; Engagement In meaningful activltles; Family & 

social support; Safe environmenUsurroundings 

Abbre•1iations: CARF=Commissk>n on Accredi13tion of Rehabilitation Facilities, SUO=Substanoe Use O~order. MH-PC=MentaJ Health-Primary Care. 

OEF/OIF=U.S.-led confficts in Afgh anistan and Iraq. Specifically, OEF me ans 'IQperation Enduring Freedom" (the war in Afghan5stan), white OIF stands 

for "Opera.non Iraqi Freedom," or 1he Iraq War. COT=.chroni:c opioid therapy. 
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Long term opioids are still not recommended for initiation in most chronic pain presentations and the 
model itself describes how to address pain care presentations as escalations of care are required.74 I 
repeat that while the OMI team report appears to attribute blame on the Pain Management section, it is 
important to note that <WHS-Svc-Chief> who had taken over the CARA-PMT was the one who stopped 
scheduling CARA-PMT meetings (empowered to do so via the Realignment) which had been where 
interdisciplinary care was occurring. 
 
The conclusion that PMS clinicians failed to manage Veterans with complex pain is shocking to read. Is 
the 3-provider Pain Management section that exists for all of Central Texas – VA supposed to perform 
interventional pain procedures, be addictionologists, screen consults for chiropractic and acupuncture, 
and provide for follow-up care without follow-up appointments, without administrative time, no less? 
This is essentially what has been asked of us.75  
 
Under the direction of <WHS-Svc-Chief> with the full support of <CTVHCS-CoS> and <CTVHCS-Director>, 
best I can tell, it got to the point early on where the Pain Management section was processing almost all 
consult requests for acceptance for scheduling here at the VA, regardless of what was being asked. It is 
true that veterans were sent to the community, as per OMI’s own analysis, their reviewed random 
sample revealed that this was largely due to WAIT TIME and DRIVE TIME: “We randomly reviewed 10 
consults referred to the community for pain management from December 2020 to June 2021 and noted 
3 were referred because they met the drive time criteria, 6 met the wait time criteria and 1 was for a 
service not offered at Temple.” We simply saw the patients who were scheduled, and what the OMI saw 
in their review is exactly what I had predicted to <CTVHCS-CoS> months earlier. 
 
The OMI team describes that <CTVHCS-CoS> sought to create a one-stop location for Pain services for 
the facility; this stated goal, which supports the notion that other involved services can simply not play 
integral roles in pain care or in regards to other topically-related diagnoses, evidences an untenable 
stance, both financially and in terms of care flow and efficiency; the attempt to direct pain care in this 
fashion directly contradicts the VHA’s Stepped Care Model for Pain. 
 
“Opioid prescribing” and “Complex pain” are not the same thing; the two should not be equated. 
Efficient use of the Pain Management Specialty Service care, according to the Stepped Care Model for 
Pain, cannot be defined by a scenario where Primary Care will refer veterans presenting with the 
complaint of pain to PMS without addressing with initial care or by a scenario where MHBM triages 
consult requests in such a way that those who suffer of OUD/Opioid Dependence are not simply not 
going to be cared for by SUD Specialists. Of note, per the Mental Health literature, 
Buprenorphine/Suboxone is an indicated medication for the treatment of Opioid “Addiction” (Opioid 
Dependence/OUD) and patients very much benefit from having care with Substance Use Disorder / 
Mental Health specialists, whereas as opioids for chronic pain, per the Pain Management literature 
remain a relatively poor choice for managing chronic pain, and the benefit of having Pain Management 
specialists on board is that such physicians can be consulted and offer alternatives, interventions which 
are far preferred over long-term opioids. 
 
The OMI team chose Veteran 1’s case to illustrates the potential “serious consequences of opioid tapers 
and the impact of poorly managed chronic pain”.  Even this conclusion is questionable. The case 

 
74 Systematic Review on Opioid Treatments for Chronic Pain_ Surveillance Report 3 
75 <Whistleblower#1> to <OSC-VISN-Investigator#2>, email re: efficient use of time, November 19, 2021. 
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described seems to have described the impact of an opioid taper; the OMI team makes no mention as to 
whether or not the veteran had been assessed for or previously diagnosed with OUD by Mental Health, 
although from the case description, it appears Mental Health likely diagnosed the veteran with OUD at 
some point in the described course of events and treated the veteran accordingly. Instead of 
demonstrating the “serious consequences of opioid tapers and the impact of poorly managed chronic 
pain”, it appears Veteran 1’s case truly illustrates the importance of having the experts in Mental Health 
be actively engaged and involved in these presentations. 
 
The OMI team did not substantiate that the WHS Clinical Director plans to reduce PMS resources... They 
indicated finding “a plan to increase resources including RN and LVN nurse staffing for PMS”. They 
further conclude: “The PMS clinic is underutilized due to inefficient use of space, clinic appointment 
length, focus on interventional procedures, underutilization of the WHS NP and a lack of permanently 
assigned nursing staff.” 
 
Phrased in this fashion, I can see how the OMI did not substantiate the allegation. 
 
More appropriately, resources were reduced under the WHS.76 
 
An NP left PMS and authorization was not given to rehire for PMS; the realignment occurred; an NP was 
then hired under WHS. 
Scheduling staff left PMS and authorization was not given to rehire for PMS; the realignment occurred; a 
scheduling staff was then hired under WHS. 
There were repeated substitutions of an LVN for an RN; in some scenarios, no nurse was supplied, and I 
had to find my own. 
I could not offer certain procedures at some point due to undersupplying of certain needle types for 
weeks. 
Certain procedures were more time-consuming due to undersupplying of certain syringe types for 
multiple months. 
I was denied procedural trays appropriate to my practice for approximately 1.5 years. 
I have not been able to perform a certain type of procedure for 8  months due to equipment 
inefficiency. 
How the OMI can come up with a conclusion that there is underutilization of the WHS NP, when the 
WHS NP left WHS because she did not feel it was right to hold herself out as performing Pain 
Management specialty consultations when she was not hired or credentialled for that when taking up 
the role is unclear to me. 
 
 
 
 
 
 

 
76 Miscellaneous, emails re: Nursing staffing and Supply resources, 2021. 
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Office of Special Counsel File No. DI-21-
000033, Dl-21-000470 and D1-21-000503 
 
10) Unaddressed 

Office of Medical Inspector File TRIM 2021-C-29 
 
 
d. Whole Health is not tracking Buprenorphine as part of 
the VA 's long-term opioids monitoring.  

 
 
The OSC investigation report concludes with Allegation #10 not addressed. The OMI investigation 
report concludes that this Allegation is not substantiated. 
 
I am not sure what allegation the OMI team was responding to when commenting on how CTVHCS 
tracks Buprenorphine. I am not aware of any such allegation being raised in regards to their paraphrased 
allegation. 
 
Instead, I had raised a very real public health and safety concern in one of my additional/amended 
disclosures directly to the OSC and brought it up again with additional details/concerns to the <OSC-
VISN-Investigator#2> and the OMI team.  An excerpt of those emails to the investigators reads as 
follows:77 
 
“As I have conveyed previously, one of the problems with VISN 17’s (maybe other/all VISNs also) not 
tracking Buprenorphine as an opioid included in the measure for New Long Term Opioid Patients, while 
tracking Buprenorphine products for the SUD16 parameter, is that it can appear that there are 
decreasing total opioid prescriptions, decreasing co-prescribing of opioids and benzodiazepines, and 
increasing treatment of OUD, even when OUD is not diagnosed. (If this tracking behavior has changed 
since I last reported the concern, I would not know, as I have been formally or functionally removed by 
<WHS-Svc-Chief> from: - the VISN 17 Pain Stewardship Committee Meetings (my patient care slots don’t 
get blocked off), - the CTVHCS Pain Oversight Committee (<WHS-Svc-Chief> directly removed me), - the 
CTVHCS Pain Management Team (my patient care slots don’t get blocked off)... I am kept in the dark.) 
 
“The decision to track and not track Buprenorphine in this fashion (much like <WHS-Svc-Chief>’s attempt 
to coerce us to prescribe it) is concerning because morbidity and mortality may even go up, instead of 
down; by the time dissemination of the drug is entrenched in prescriber habits and clinical approaches 
with sewn-in clinical/diagnostic ambiguity, it may be too late to reverse. Notably, if typical dosing 
regimens that are used in the treatment of OUD are instead used in the treatment of chronic pain due to 
confounding of approach (e.g. “CPOD”), this may well result in an excess of Buprenorphine over what 
the prescribed-to patient/veteran needs; this increases the risk of diversion and the downstream effects 
on the community at large. The harms of this possibility becoming reality may take months to years 
before becoming apparent. 
 
“Could the characteristics of Buprenorphine that make it a good option for the treatment of OUD make 
it more worrisome to the patient/veteran and the community when utilized in the treatment of chronic 
pain? Does the duration of action of the drug along with the potential prescribed dosages facilitate 
intrapersonal and interpersonal behavior via economies of sorts, with their attendant incidences of fatal 
synthetic and/or illicit drug consumption? This question seems far more relevant to the current wave of 

 
77 <Whistleblower#1> to <OSC-VISN-Investigator#1> and <OSC-VISN-Investigator#2> and OMI team, re: Letter of 
Concerns, 2021. 
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opioid related deaths than does the focus on trying to get intra-facility measures cited above looking 
better and better.“ 
 
When <WHS-Svc-Chief> was removed from direct clinical care in 1/2022, it became apparent as to 
behaviors surrounding opioids in these situations seems to unfold. Although a claim was made to the 
Pain Management section that Buprenorphine has been an excellent way to get patients off of opioids, 
not only is it noteworthy that Buprenorphine is still an opioid, but we were seeing scenarios where 
<WHS-Svc-Chief> was actually taking veterans who were on Buprenorphine and putting them onto or 
back onto other opioids. As further communications have unfolded, it appears that the claim is now 
being made that the full agonist opioids should somehow be the standard of care for people who do not 
want to be on buprenorphine or otherwise come off of opioids, even without a diagnosis of Opioid 
Dependence or OUD. Seemingly, attempts are currently being made to try to coin new diagnostic 
entities (which can be summarized as “does not want to come off of opioids” best I can tell) with the 
endpoint being a justification of a standard where opioids such as methadone, morphine, and 
oxycodone, are again the preferred treatment for chronic pain. Some clinicians embrace this approach; I 
notice this embrace more amongst my colleagues trained in Internal Medicine and Addictionology; while 
the Interventional Pain specialists I know seem to have a different view. This treatment trajectory is 
consistent with what led to the Opioid Crisis to begin with in my opinion. However, I will state clearly 
that there is not value in categorizing opioids as “good” or ”bad”; different clinicians and different 
patients are bound to have differing views. Scientific investigation and discourse should continue 
unabated. The delivery of healthcare services that I provide is likely not benefited by having the clinical 
views of other specialties or individual providers’ determinations dictated onto me via a Realignment 
under the Whole Health Service as the vehicle. Clinicians can reassess their own clinical stances over 
time. 
 
I had supplied information from the American Association of Poison Control Centers’ National Poison 
Data System 37th Annual report to my supervisory chain and to the investigators; I feel it is important to 
note that Buprenorphine enjoys a healthy representation in the report.78 I will comment that it appears 
that less people are dying with the medication; having said that, there is no delineation in the data for 
what patient subpopulations are represented in the data; I do not believe that the data distinguishes 
between events as to if the involved persons are ones who suffer of Opioid Dependence / OUD, suffer of 
chronic pain, suffer of both, or suffer of neither. That ambiguity presents a danger. I can also say that 
based on what I have seen here at this facility, embracing that ambiguity may actually increase the free 
flow from a person being on Buprenorphine to being on a full agonist opioid (and not decrease it) and 
therefore those events listed in the National Poison System’s Annual Reports may be listed under other 
/ full agonist opioid data points that are not free from influence of interactions with Buprenorphine 
(remote prior; recent prior; +/- concurrent; near future; far future) and because of that, one cannot say 
that a higher number of events listed for other opioids should lead to the conclusion of encouraging 
greater usage of buprenorphine. Even in the setting of OUD, the real goal is not to save a person’s life 
during a short period of time capture but rather to save that life continuously. 
 
The OMI team report notes that the “review requested by Temple for a comprehensive review of PMS 
by the National Program Office for Pain Management, Opioid Safety and the Prescription Drug 
Monitoring Programs has not yet occurred at the time of our investigation.” 
 

 
78 <Whistleblower#1> to <CTVHCS-CoS> re: 2019 National Poison Data System, 37th Annual Report. 
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If this references the Systems Redesign project which happened earlier this year in 2022, I found it odd 
that as a Board-certified Pain specialist, I was not allotted time to sit down and speak with the analysts. 
Instead, I had 5 minutes in passing, and all I could really relay at that time was that CTVHCS is likely 
losing millions in dollars to the community simply for having not followed the Stepped Care Model for 
Pain; <Pain-Mgmt-Chief> asked him to send me comments/sources.79 Throughout the entire time the 
PMS has been realigned under Whole Health, including now, following the OMI report, all of the PMS 
clinicians are either entirely excluded from relevant matters of system-wide policy relevant to Pain with 
the exception of the <Pain-Mgmt-Chief> who continues to have a significantly limited role following 
having had nearly all of his function previously transferred to the then <WHS-Svc-Chief> . 
 
My understanding of HRO principles espoused by the VA are that: there should be a Culture of Safety, 
where routine reporting of errors and safety conditions is not punished and does not lead to 
professional ostracization; there should be Continuous Process Improvement where staff across 
departments are encouraged to contribute, and not be sidelined; there should be a Deference to 
Expertise where front-line providers (without any mention of excluding board-certified specialists), are 
sought out for their input in building a safer, more effective organization; there should be a 
Preoccupation with Failure where staff members should work to focus on errors and catch and present 
risks; there should be a Reluctance to Simplify and getting to the root causes of a problem should be a 
primary goal, not an after-thought; there should be encouraged a Duty to Speak Up where staff feel 
empowered to raise issues and leadership is committed and engaged in understanding and addressing 
those issues with a cooperative approach and without fear of reprisal. 
 
One of the ways that VA affirms its' commitment to the nation's veterans is by promoting innovation in 
healthcare. The incorporation of different approaches is part of that commitment. Tensions can arise 
over the procedures and appropriate arrangements of the implementation of new initiatives. Years ago , 
when I embarked on my journey with training in medical school, I learned professionals in medicine are 
often viewed differently than professionals in other disciplines; as a student, I learned physicians have to 
practice and promote ethical decision-making, innately lead teams of fellow physicians, physician 
extenders, nurses, and those of the allied professions, and offer best in class care of whatever it is we 
have specialized in, which is the primary purpose. Thankfully, the Cardiac surgeon is not obliged to be a 
Cardiologist, nor is an Addictionologist expected to learn and perform spinal injections! It has been said 
that knowledge is power --- we offer up our strengths. Each member contributes something special. 
“Product lines” in healthcare are diverse as represented by the many specialties that exist in medicine, 
each with their own sets of aptitudes; this must be recognized as the team is all but powerless … if we do 
not acknowledge it. The delivery of a broad spectrum of care takes a great deal of commitment. So also 
does Cultural Change benefit from a committed, consistent approach. When complementary techniques 
are introduced to established approaches in healthcare, it is important to recognize and preserve the 
foundations of both. Scientific thought and reason define the practice of medicine; what drives the 
acceptability of innovation in medicine will always be these time-honored, steady and reliable, 
“Incumbent” views. Innovation to the System can cause apprehension, being received as a “Challenger” 
of sorts --- as the established model, defined by being diagnosis-led, focuses on disease and “syndrome”. 
Whole Health modalities are different in that regard, while what has been called the Whole Health 
concept, patient-centeredness, is actually a concept that can pervade the innovation as it does the 
established model.  
 

 
79 <Whistleblower#1> to <Pain-Mgmt-Chief> re: Stepped Care Model, April 15, 2022. 
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The Prime Directive should be the same. In Medicine, the Prime Directive has always been and 
continues to be to Do No Harm, and so, we are cautious by our very nature: We would rather not prove 
something is unsafe before we identify safety concerns, as even one adverse event is too many. 
Prevention is key, a concept which pervades traditional medicine and Whole Health alike. With the right 
expertise and a culture of courage, we can continue to improve in a safe and effective manner in good 
faith. I personally have lost entire weekends to this endeavor of raising these disclosures and the 
aftermath of having done so. I have lost multiple LEAVE days. I had come to work early on multiple days 
and left hours after my end of tour on many days; I still do. I read up on related matters nightly. In 
attending to these matters which I have raised and their sequelae, I have spent over 1,000 hours of my 
own (non-tour) time on these matters. I have concerns about the influence that a Realignment of 
traditional medicine section/services under a Whole Health Service has on clinical autonomy --- Moral 
Agency in determining best medical practice --- which may in turn run the risk of negative effects on the 
healthcare services being received by Veterans. It is my belief that this Realignment and these 
substantiated allegations --- which in my view represent predictable consequences --- should be 
reversed, so as to not serve to promote any disservice to the Veterans that we serve each day.  
 
I gain nothing by taking anything away from Whole Health or complementary modalities; I have enjoyed 
meeting and getting to know many of my colleagues in Whole Health. I have referred veterans for 
different services offered under Whole Health, including acupuncture, chiropractic care, and yoga. I 
have promoted the availability of these services; some veterans really enjoy different of these such 
services and are grateful that the VA has offered them. I think there are potential benefits to the 
concept of patient-centered care which is supposed to characterize “Whole Health” as a concept, and its 
incorporation into healthcare. There are, in existence, complementary modalities, “programmatic 
components”, which are to be housed under a “Whole Health” (programmatic) section/service. 
Complementary care modalities (programmatic) are not somehow more patient-centered (concept) 
than traditional medicine (programmatic), however; there is, in existence, traditional medicine, which, 
in my opinion, differs from complementary care… by definition and by being diagnosis-led. It is ok for 
there to be differences, and those differences are important to recognize. These approaches can co-
exist, but we must be wary of any ill-effects due to clinical or administrative confounding. 
 
When faced with choices in the dutiful practice of medicine, the charge is to know oneself, to know 
one’s aptitudes and one's own breadth and limitations. Compassion defines the art of medicine, while 
many facets determine the practice of it. Discretion and Duty go hand in hand because there are always 
choices to be made, good or bad. When faced with the impossible choice, to know and not heal, or to 
heal and not know, one manages to make a choice, opting to choose neither and, in a nod to Moral 
Agency, instead practices on one's medical license ... and herein is the liability of said Agency  
in the Practice of Medicine. When acting as a physician (even as a bad one!), one must use discretion  
to respect the standard of “Do No Harm” in the course of professional practice, which can suffer not  
of ruin. 
  
 
 
 
Sincerely, 
 
 
Whistleblower #1 



From: 
Sent: 
Ta: 
Subjedt 

Thi1.nksl 

-

, 2021 12:55 PM 

n ormldion ••-d•-d 

VJ~N 17 Humin Res.1:>1JrQes Speeialfst ifXE"cutive Emproye4/L.:aibor R~la,ticms s~~ialist) 
Department o,f Vetier-aru Affatrs 
VA J.leart of Te:xas /Health C::are Network 

Reference 1 

How wa,s my serviQI today? We value yourfe9dbatk-ple.1se click on the lmk to take tho f'tR Q!,1ct ~rd Svrv~ 

Sub'J'ed: RE: Jrtformiltfon Needed 

! will certamly be gett1ng b~ to you. 

St.lbJ.ect: RE: Information Needed 

The memorandum I have ii from the Office of Special C01.mset. OSCflte, No. 0 1--21-000033 dated November 17, 2020. 

-VJ~N 171-lumilfi Rieiovrqi:s S'pec:1ii1li$l {E'xecuti¥e Emplme/ ila\wr R•latton; S'pecaahs-fl 
Department at Vet-UilM Affairs 

Mow wa, my service tod~? We value vour fee<i.bacl< - p~ease did ori the link to take the l-lk Quick Card ~urvey 

From: 
Sent: Monday, February 8, 202111:51 AM 

'ti 
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To:
Subject: RE: Information Needed

More specifically, what party conveyed to you::

“allegations you raised regarding the CTVHCS Pain Management Clinic”

I am asking to assure that I am communicating with the correct party.

From:
Sent: Monday, February 8, 2021 11:58 AM
To:
Subject: Information Needed
Importance: High

Good morning

I am coordinating the investigation into the allegations you raised regarding the CTVHCS Pain Management Clinic. I have an
outside investigator working on it and he asked me to see if I could get some information from you to assist him. Specifically:

1. A statement of your current concerns.
2. Any correspondence regarding such matters that you consider inappropriate, or which you think might contribute to our
understanding of the situation.”

Please let me know if you have any questions. Thanks and have a great day!

VISN 17 Human Resources Specialist (Executive Employee/Labor Relations Specialist)

How was my service today? We value your feedback – please click on the link to take the HR Quick Card Survey

-

-



From: 
Sent: 2021 3:37 PM 
To: 
Cc: 

Subject: 

Go-od :aftemQOn- [ 

Hope you are well. The investigator in the OSC case we previously discussed would like to interview you. His name is■ 
and he is an outside party employed at the - Texas VA. He would like to set aside 90 minutes for the 

intervl ew, w ith the understanding that if you or he feel that more t ime is needed, a follow up interview could be scheduled. 

- has t ime on Friday, February 19. He is available from 0900-1200 and 1230 to 1600. Are you available on that 
day and if so, what time would work for you? Also be advised that as a bargaining unit employee, you may bring a Union rep 
for the interview as well if you so choose. Please be advised that this you are not the subject of this investigation, you are 

only being interviewed so he can gain information he needs to pursue the issue that was reported. 

I also want to take this time to let you know that if you believe that you have been, are being, or are in the future, subject to 
retaliation for you protected disclosure, there are avenues available for you to seek relief. You can bring that to me, _ 

- • VISN 17 HRO, The Office of Accountabi lity and Whistle blower Protection (OAWP), the OIG, or the Office of Special 
Counsel. If you have any questions whatsoever, please don' t hesitate to reach out to me. I am here to answer any questions 
you might have. 

Thanks and have a great holiday weekend, 

-VISN 17 Human Resources Speci alist fExecutirVe Employee/ Labor Relations Specialist} 
Department of Vet erans Affairs. 

How w as my ser vice today? We value your feedback - please click on the link to take the HR Qu,ck Card Survey 

1 



Reference 2 

From: (OAWP) 
Sent: d 021 1:17 PM 
To: 
Subject: case nu r 21 TempleTX 1689.3 closure notification for OMI acceptance 

On May 15. 202 L tile VA Office of Accol\1ltability and \\'histkblower Protection (OA WP) recdved yom alJegations related 
to violations oflaw. rnk. or regulation and patient care concerns. Due to the nature of these allegations. the matter was 
presented to the VA Office of Medical Inspector (Of-.11} for co1isiderntion. The OMI accepted the matter on Jl\1le L 2021. 

If yon provided con~ent for the reka<,e of your name. OMI will contact you upon initiation of their investigation. Upon 
completion of the inve5tigation. individuals may request copies of records maintained regarding themselves through the 
Privacy Act. Other agency records not regarding the1melves can be reque-,ted through a Freedom of I:nfonnation Act (FOIA) 
request. VACO FOIA reque-,ts may be submitted by electronic .submission fonn at www \ -:i :?<'\' FOIA Rel1ue..,t~.a!lp or email 
to \".-\C'OFOL\.Se1v1ce ~ \ ':-t go\· 

Because ymu· allegations were accepted by the OMI. OA WP no longer ha::. oversight of the inve.stigatiou. As such. OA \VP 
ca'.>e nmuber 21-TempkTX-16893 has been closed. Please note that this notice is not a judgment on the merits of yom 
allegations. OA \VP will continue to investigate OA \VP case munber 21-TempleTX-1689-l 

If you believe you have experienced whistleblower retaliation as a result of makiug this disclosure. you may contact OA WP 
by completing om online Intake F01m at W\\'\\' ,·n !:WV 'nccl,lUltnhilitv. by email to Oi'l\\"P n\' :l .20\". or toll-free at 855-429-6669. 
You may also file a complaint alleging whistle blower retaliation with the U.S. Office of Special Cmm5el (OSC). OSC is an 
independent agency re~pomible for enforcing \Vhistleblower protection~. More i11f01matiou on OSC can be found on their 
web5ite at htTp":i: W\HY.O'-C 2.lW or by telephone at (800) 872-9855. You may also contact the VA ·s Office ofimpector 
General to report criminal activity. fraud. waste. abuse. or safety issues at (800) 488-8244 or through their website at 
http :.'i,vww.va. gov,oig!hotline. 

If you have questions or concem5 regarding this notification. please feel free to contact oa\\ J) ta va.1:rnv. 

Sincerely. 

l!lll!a1 Aualy~t 
Ofl1t:c of AccourL'labiliry iIDd WbisdcbloweJ" Pmtr~miou (0 1\ WP) 
U.S. De, _ , 1ent of Veterans Affair:> 

OAWP's Online Di-,closure P011al Fonu 
Anonymous Toll-Free Disclosure Hotline:855-429-6699 

Confidentiality Note: This e-mail (induding any atta~ru=nts) may contain infonnation that is private. confidential. or protected by law. If you received 
this e-mail in em>r. you are notified that nay disclosure. copying. distribution. or use of the infom1ation contained hei-in (including any reliance therou) is 
sn-ictly prohibited. If you have received th.is e-mail in eirnr. please notify the seude.r immediately and desn·oy the e-mail. 

1 



From: 
Sent: • : I 

To: 
Subject: •T I, , . t 

OAWP) 
1 8:29 AM 

WP c.ase SUB•lemple·TX •16,.155 

Reference 3 

I received the documents that you provided. The Office of the Inspector General declined your matter, your matter is being 

t ransmitted to the VHA Office o f the Medical Inspector. 

Your allegations of Whistleblower Retaliation is in que for assignment of an investigator. Please be advised that our 
Investigations Division receives a high volume of cases, the estimated time from submission to completion of an OAWP 

investigation is approximately 120 days though in some instances an invest igation is completed sooner. Thank you for your 
patience, you w ill be contacted once an investigator is assigned. 

Intake & Refeffal Analyst 
Office of AccountabHity and Whistleblower Protection (OAW P) 

U.S. D~partrnent ~Vete~"'-_Aff~ir_s _ 

OAWP's On line Disclosure Portal Form 
Anonymous Toll-Free Disclosure Hotl ine:855-429-6699 

Confidentiality Note: This e-mail (including any attachments) may contain information that is private, confident ial, or protected by law. If you received 
this e-mail in error, you are notified that nay disclosure, c:opying, distribution, or use of the information c:ontained herin (including any reliance theron) 
is strictly prohibited. If you have received this e-mail in error, please noti fy the sender immediately and destroy the e-mail. 

'To: 

S.ubJe,c,t : Upd.ate? -- OAWP case SUS-Temp1e-T)(•16,4SS 

Hello_ , 

(1) Please confirm receipt of prior email containing word document: 

(2) Please give me an update on assignment to the investigator. 

I really appreciate any and all attention on this that can be given. 

Thank you, 

1 



From: 
S.ftt: 
To: 
S..bjod: 
Attachments: 

Reference 4 

1n omauon •~ 
- .. ~ OIJ..coocetns_02162021.pdf.- _C.O.,~~-rfg.M'dmg,_UJ0C805_1_ 
~ t:- _C01,e-.pond..-not_r~~ 02162021 pdf 



What follows is a list of issues I have referred to Office of Special Counsel: 

(1) There are patient safety concerns surround1nK rt'cent action::; by 

Director of Whole Health at CTVHCS. Both dunnc. the Subc:ommitte<' on _LIIJftmorphine 
when he attempted rescind the Subcommittee's SOP, and then followed by his repeated 
efforts to rescind the SOP even aft~r Its having been voted on and accepted by the CEC, 

t l<' e 1rt1c:ns vere c rJr 1tr r1, ,, to tti t ~5t lntrn:3LJ of the patients and the applicable 
professional standard care. In ulh.!1111.1, ,,_ h 1,; also sought to pressure and coerce 
professionals to prescribe [3upn1 norphino/prt1d~1rt, in circumstances, and in a manner, 

outside of the standard , ,t '-•H - h:u Jndlcated to several professionals that the 
difference- between Opi, lf s;c DI .er i:r f OUIJl and chronic pain in terms of prescribing 
buprenorphine is "academic". He has said the same thing of the difference between 

OUD and Complex Persistent Opioid Dependence. tn neither case is the assertion true. 
- • presentation of the matter and omb51on of critical fact~ regarding the 
l"Tl J D'1 n of diagnosis, which is relevant to prognosis and treatment approach, serves 
as clinical misdirection to our colleagues engaged in patient care. 

2] a performed unsolicited/unrequested self-consultations on numerous 
CJ tients, \11th ._om he had not had previously established relationships and/or 
requests for consultation. These self-consults appear to involve patients whose names 
ht! had access to, first, as a member, and then, as the chairman, of the CTVHCS Pain 

Management Team. I do not believe these self-consults ar~ con~f~ten t01 reguJaucn 
or wrth VA policy. Thb self-consultation behavior also includes p 1Pnr "' I '1 whom■ 
- uld actually only be performing administrative functions as the section Chief. It is 
my understanding that although his role was to be adminbtrt.Lr ir.:: he turned these 

interactions into billed self-consultations. These 1ct n~ xceed - l &J&Hho1 ,ty nd 
violate law and regulation. I am unable to .suppl , nforn,anon on the e:ld ·n u SUL 1 

consultations, as to my u11duslLJr1~in(:, - di11iL c.hL1d11lfl! has rem,uned blocked 
off with no 1 allabiltty t>ver h,Ht i11g b"''t1 II tied, 

(3) The continued alignment of the traditional section of Pain Management under Whole 

Health is a concern; Whole Health, as the home of CIH was never intended to 
administrate over traditional medicine --- certainly not a specialty service which falls 
under a separate ICC altogether. The alignment is inconsistent with VA policy and 

creates impediments to care for pain management patients. A~ it is done in other VA 

facilities, Whole Health was intended to be vertically and horizontally integrated with 
Mental Health and Primary Care per the VHA executive decision memo of 3/2020. The 
concern with the current misalignment dt ClVHCS is that the appointment of a clinical 
director over Whole Health and subsequent/concomitant alignments of any traditional 
medicine specialty under its administration ,;erves a~ pathway for any provid~r meetin12: 
criteria for hire for the Whole Health Clintc.11 Directorship, which has included at 
different fac!litie,;, physical therapi,;t(s), p<,ychologist(s), nurse practitioner(s), and 
physlclan(s) of different specralties, to have clinical and administrative scope beyorid 



his/her training, expertise, and credentialing over the providers of the mis~ligned 

traditional specialties. As such, the alignment of a traditional medical specialty under 

Whole Health can not only function contrary to the ICC classifications, it can also create 

a mechanism by which National and/or local hiring criteria and credentialing processes 

which are applied to providers in traditional medical specialties can be bypassed. 
Notably, this is exactly what has happened here at CTVHCS. As a result, the Pain 

management section here has become stifled and restricted from advancing its standard 
of care. 

(4) _ ,a~ been instituting a centralized consult pathway in Whole Health for paln 

management. In his plan, to get to the traditional specialty of Pain Management, 

veterans now are forced through the Whole Health/ "Complementary Integrated 

Health" barrier. The veteran does not get to choose that their referral is now being 
screened/triaged by Whole Health personnel or "coaches11 who are not clinicians. Under 

the current consult pathway, non-clinician coaches ;;1re in charge of screenlng physician 
referrals. This is contrary to the best interests of the patients, and not consistent with 

the applicable professional standard of care. In direct contradiction to the VHA directive 

1137, it is c.rysta dear fh.at- •~ cre:.tma .J scenario where the non-disease focused 

treatment approach ~ thJl .arc ~uppo,;C'f to h .. complementary to traditional pain care 

are actually being presented as mutu;;1lly exclusive options to traditional pain care, and 

non-physicians are controlling the course of care for potential pain management 
p;:itients/candidates. 

Under this system, veterans "cannot do everything at once - they can choose 

acupuncture, chiropractic, or pain clinic. they can certainly go to the other services 

later." These restrictions force veteran movements through the centralized consult 

pathway violate 38 CFR § 17.33 - Patients1 rights. This also violates several VA policies 

that establish the proper role of CIH and complementary care. Please recall that 

according to Memo VAJQ 7811817, Attachment 1, "Additionally CIH services may need 
to compete for resources with existing VHA programs." Because of the realignment of 
the Pain Section under Whole Health, there is now direct competition for re.sources 

between lnterventional Pain and Whole Health. Again, this is contrary to regulation and 

policy - VHA DIRECTIVE 1137 Transmittal Sheet May 18, 2017; PROVISION Of 
COMPLEMENTARY AND INTEGRATIVE HEALTH (CIH}: "It is VHA policy that CIH is not to 

be used as an alternative to conventional medicine; it must only be used to complement 
conventional medicine." 

{5) The Pain Management physicians are now being instructed b, 
- d nv serv,c • (community referrals} owed to l'l rJ 
~ . ecenU, dir ted pain management physicians not 

to tnJkc community referral:i. even !tiihen the individual physician and veteran believe a 

community referral Is appropriate and necessary. This restriction constitutes a violation 
of 38 U.S. Code§ 1703 and 38 CFR ~ 17.4010. Instead, the recent limitation appears to 



force veterans receiving pain management care in the communit y to return to CTVHCS 

for care. After recent n:.uuaror. rrom- .s my understanding that pain 

management physicians ar now m1lv perm ·Rd to make (or continue) d rnmmunitV 
referral for drive-time, wait time issues, and immediate post-op patien : recenU1i1 -

lll1M di~ add •1.. "procedures we do not do'' to that list. 

These re5trictions are contrary to law and deny veteran patients the care due to them. 

The limits on community referrals (or continued community care) forces pain 

management physicians to expand to tr<.a.ut OUO and or 1rue rr,be more buprenorphine 
products. The restrictions placed by v,11 likely destabilize the care 

many of these veterans are c.urren y r&e1vmg In tfio comm unit\. 

(6) - ntends to remr,• ~ lhe RN from the pain management procedure suite and to 
r plc1t:e ~ affin of ~hl'i position with an LVN. Simultaneously, he is planning to have an 

RN perform Whole Health functions. This is a stark example of the dilution of pain 

management resources under the CTVHCS misalignment. Because the Pain Section is 
now under Whole Health, lnterventional Pain resources are being diminished and 
reallocated toward Whole Health. , «.- , the Director of Whole Health, the end 

result is that Whole Health Is actively drawing resources away from the J>ain 

Management section. This is contrary to VA policy, and it is impacting significantly the 

mterventional pain management care that can be provided to patients. The current 

misalignment of Pain Management under Whole Health incentivizes exactfy this very 

specific decision-making. 

Of note, having an RN for the procedure suite is important due to their broader scope of 

practice/training/education compared to that of an LVN; the RN scope of practice is far 

more relevant and appropriate to the tasks and purposes of nursing personnel assigned 

for interventional pain procedures. Not having an RN present for interventional 

procedures increases the risk to veterans. 

(7} D:1scd en mv u,1d1 ldnd,1111, or thf' information from 
- VIS 17 tracks New Long Term Opioid P ent o1s .1 mt. .. me, ,r oe 
~ .. ,.. 6Jprier101?Jhlm as one of those opioids. VISN 17 therefore kicks 

Buprenorphine products out of long term opioid tracking and yet very much tracks 
Buprenorphlne products via the SUD16 parameter. The SUD16 parameter theoretically 

tracks those veterans who have been diagnosed with OUO and receive medication 
treatment for it, although even vague opioid diagnostic listings can suffice as the 
denominator of this parameter. It can appear that there are decreasing total Opioid 

prescriptions, decreasing co-prescribing of Opioids and Benzodiazepines, and increasing 
treatment of QUO - - all by selecting whatever diagnosis is selected to mcitch the 
denominator for the SU0 16 parameter, even if actual OUO is not dii:!gnosed. This is 

concerning because morbidity and mortality may even go up, instead of down. It is 

unknown to me what the other VISN:s are doing in rdation to tracking the 

Buprenorphine via their various dashboards. Monitoring the drug in one regard, but not 



the other, tncenti'v1zes prescription of Lhe drug in a more profound fashion; by the time 
dlssemfnat:•on of the drug is entrenched in prescriber habits and ciinical i:1pproaches with 

sewn-in clinJcal/diagnomc ambfguity, It may be too fate to reverse. 



Reference 5 

VHA Executive Decision Memo – Engaging Veterans in Lifelong Health, Well-being and 
Resilience Integrated Project Team, March 4, 2020 

  



------------From: 
Sent: 
lio: 

! Ject: 

Here is the forwarded copy of the email, in case of any issue with it as an attachment . 

Be well sir, 

First and foremost, I appreciate your efforts on behalf of your Veterans. lnterventional ,pa·1n management is a v ital 
component of the care we offer our Veterans under the overarching Pain Management umbrella. 1 have heard from each of 

you (often on the same massage string) that you have concerns that span several subjects. Most recent ly has been the claim 
of Hostile Work Environment. 

At each complaint, an appropriate management review or action was completed to assess your concerns. The matter of a 

Hostile Work Environment was leveled against- Taking this seriously, _ consulted with the Acting Netw ork 

Director. It was the Acting Network Director' s recommendatlon to have a disinterested 3rd party from outside the 
organization conduct a Fact Finding. - recommended- by name. 

I understand that one or more of you have requested the report under the Freedom of Information Act. The Release of 

Information office will process your request(s) as it does all requests. 

I am aware of reports generated by one or more of you in regard to your work environment. That is your r ight and I 

encourage you to do so as you deem necessary. - has developed a plan of action to address recommendations 
and observations stemming from the Fact Finding on the claim of Hostile Work Environment that will improve the 

operations in your area. Wh ile I understand that - did not find that the concerns rose to the level of a hostile 

work environment changes and improvements in current processes may move forward to create a more pleasant 
environment for al l. 

Reprisal for protected activity is prohibited and will not be tolerated. However, the assignment of work is a managerial 
right. You may not personally agree with supervisory instructions, but all communications should adhere to the VA ICARE 
values. Respect is one that comes to mind. Tone and tenor of everyone's discourse - verbal or written - should fa ll within 
the parameter of these core values. 

1 



I hold dearty your ri&hts to practice me<ftdnt u reflected in your tduc.iion_, lkens1.1r1 and •xp11Wnce. Yoo are 
Independently eredenti,led providers. By the 1,1m1 token, 111 provider, ire subject to FPPE end OPPE prOC4SJU in 1ddtt1on 
to pHr re'IM'w wMn 1pproprl1te. We al hive the responslbHsty to evolve our cr1flas evkH:nc .. based KMfKI emtr&H to 
continua to pracuc. to th& communlty standard of c.are. I encourage all prOYider, to be tif...tong Jearnan in their field, 

Th• on...-oina profenion1I relftion,h1ps within Q\lr llrvkes 1r• very import1nt, I tncoun1t , i. Jttff, whtth•r m1nq:emtnt. 
labor, supe,rvisor. to focus on our Million. Contribute to ltnprovina our processe..s and accept rupons1b1Uty for theif 
perlormance and aetton:S. 

Sincere-try, 

• 
• . r 

Oick a.low for ClVHCS HRO Web<tte, 

moj ... -• RAt'M w,,""'"'' It 

How le VA Q<,1t.ty? C1lck tht llnl<s btlow. 
httos:;l/WWW.onhne1acc.prg/c.ontent/'76/9/l I 12 
.bmllof tbs Amro-Ar "r4e'1!! A_,w+n 
p,wp,,g.AA 
http.s //hnkspnng-u.com/fflrd@{l0,1007/.sl1606-01B-443.3,,7 
bttes //wn •t!IWlWft!s comftnwck!1·btst·!cfdkttlon•trntmtot:s•ntt"·20ZOJtewas 

J 



------------\From; 
hn~ 
To: 
Sllbj'td: 

2011 11 6 /1.M 

- - - Ls not able to meet at 1330 todai,i. Would ~00 on f'riday work? 

-r qrpgrnle I mpllAllf(> Offk t 
CJ\l'H.{5 

To: 
!ubJed~ Ile: lleq1.1est for lriteMew 

tl.k thank 'iOU 

■ 
C:;et Outlook far iOS 

-
Corp0ratc Con1plranoo Offic", 
CTVHCS 

I think: we co1111titlemaUy w ,o'fe_ each otihsr at the same time I 

Can we: lr;o far 13301 

tf I 1;a11ngl make that, I will ema ii y 111.1. 
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I am having a procedure today.

Get Outlook for iOS

From:
Sent: Tuesday, April 13, 2021 11:44:18 AM
To:
Subject: Re: Request for Interview

Hello

The earliest I could speak today would be 1330.

It may be better for us to try tomorrow or later this week.

Get Outlook for iOS

From:
Sent: Tuesday, April 13, 2021 8:14:13 AM
To:
Subject: Re: Request for Interview

Hello

I am on sick leave today on account of a dental issue. I may have one or more appointments today, including potential
surgery/procedure.

However, I can likely speak at 1300 today.

Will that work for ?

Get Outlook for iOS

From:
Sent: Monday, April 12, 2021 3:08 PM
To:
Subject: Request for Interview

, VHA National Director, Anesthesia, has been asked to conduct a fact finding into concerns raised by
Pain Clinic providers. He would like to interview you as part of that fact finding and would like to complete that as soon as
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possible. Below are time that has blocked on his calendar for these interviews. Would one of these times work
for you? The interview will be conducted via Teams and is anticipated to last approximately 30 minutes.

Tuesday, April 13, 2021 1100 – 1400
Wednesday, April 14, 2021 0900 – 1200
Friday, April 16, 2021 0900 1200

Thank you!

Corporate Compliance Officer
Office of the Director
Central Texas Veterans Health Care System

Act with Integrity. If you have integrity concerns, speak up!
Consult the Code of Integrity: va.gov/healthcareexcellence/code
Integrity Concerns: CBI HelpLine 1 866 842 4357, vhacbihelpline@va.gov

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

-



Department of Memorandum 
\

1 ete rans A ff airs 
Date: April 7. 2021 

From;._[~:_"_· ___ _.I Cerltral Texas Veterans Hea Ith Ca re System LJ 
S t1bj_ F acl Finding: Host1I e Work Eovi ronme n t in .... t ~_'_" ________ _____. 

To. 

Thru: 

1 _ This memo rand um 1s lo appoint yo, J to co nd ur.t a f af:t-flnd i ng ,nio a I le~ation s o1 a 
hostile work e nvi ronme nt in the l ' pf tr,e I'·; 
at Centra I Te :(8 s Vele r~ n s He a 1, h Ca re System, You a re to i nves .... l ,~g-a~te-a~-re_g_a~h~o_n_s~th~a~t__, 
the t ~ ~- I F:S r.reati ng host,I e work c:o nd itic ns. 

2. Please make a determination of the following_ 

a. Has the[~ -~ ~reated an. environment that is to.x ic? 
b. What a re r he c ,rcu msf.a nces s ~J rrounding these a II egatio n s? 

Fi 11 pro vccfe l ra i11i ng and lech n ica I support. 

5. Pl"4Jvide YQl.lr report to me- by Monday, May 3. 2021, 
- ... 

cc: 

1 



FACT FIND IN1G REPOBT FQiRM 

Fact finding is a balanced and fair review process conducted by a manager or service chief that in110/ves the collection of 
factual information {NOT opinions) about an adverse event or alleged adverse event. The purpose of a fact finding is to get 
credibfe information that can be used to determine the appropriate action in response to the event. 

The fact finding should be completed within of discovery. 

Checklist of Dac:umentotian ta be lnduded: 

Documentation may include, but is not limited to: 

□ Any prior verbal or written counseling's, disciplinary actions, etc. 

□ Standard Operating Procedures (SOPs), local/national policies and procedures1 functional statements 

□ Any past documentation of trainings, educational sessions attended, Performance Improvement Plan education, 

etc. 

□ Reports of Contact from any or all: staff, patients, families and others who would have been involved in or 

observed the event and personal documented review of tne alleged incident. 

Date & Time of Event ~ ~ 

Date & Time Event April 7 2021 
Reported 

Service~ Level Review 

Location of Event Pain Clinic at Central Texas VA 

Name & Title of Person Chief of Anesthesiology and Pain Management Dallas VA. 
Conducting Review 

Initial Notification of Event -- -
Who was notified of event? ByWhom7 Date & Time of notification 

Incident Summary: provide brief description of event to include dates, times, persons involved, potential witnesses, 
etc. 

There is a complaint from the pain providers with the allegation that a hostile work environment exists in 
the Pain Management Section of the Whole Health Service since the arrival o·r-

-

Page 1 
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FACT FINID N1G REPOBT FQiRM 

Investigation Plan · detail the steps you plan to take to conduct o thorough investigation. Please include name~ of 
potential witnesses, records and/or documents to be checked, etc. 

l,.:...p_la_n _to_i_nt_e_rv_ie_w..!::I'=' =====~=' =, =====:::!:~===---nd....!:I=' ==:::!.:~ -=l·'="J ========:::;;--'limd I' ' I 
(I' ' [~ who m<:1y <Jdd to ~--------------------------------the discovery of this allegation. 

Interviews: List identified witnesses below and interview times/dates and representative present (if applicable) 

Witness Name & Job Title Date/Time 
Representative 

Offered 
(circle one) 

Representative Name (if present) 

Yes / No / NA 

Yes / No / NA 

April 16 at 9:00amCT 

Page 2 
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FACJ FIND ING REPOBT FO,RM 

Evidence Obtained: List all documents and/or records reviewed for this fact finding. (i.e., T&L Records, 
Reports of Contact, Policies, emails, etc.). All documents must be attached to this form upon completion. Be 

sure to maintain a fufl copy of all evidence for your f iles. 

Findings and Conclusions: Based on the data collected, what conclusions can be made regarding this event? Be 
sure to include what evidence you considered when drawing your conclusions regarding this event. 

There is certainly a very difficult environment in the area of pain management. There is loss of 
respect and trust between leadership and the pain providers anid it is difficult to know how this 
started. 

· ndLJconcems: 

From what I can gather when I interviewed an IJhe complaints are the 
following -

1. Realignment without consultation 
2. Realignment was a retaliation for an EEO filed in 2019 

Prior to 1- _, I it seems that the pain clinic and procedures were function in~ in 
isolation to the overall need of the hospital and the veterans. f he pain providers,~ 
I-andl'' lwere doing what they believe is best for the patients they are managing. 
~every unhappy about the realignment under Whole Health because they believe that 
they should have been consulted before the execution of the realignment. To my knowledge. 
theF7has the authority to rer-li_gn j ny department and does n~t necessarily n~ed input from 
a~1ystail<eholders. However, the· 0 did present t~e plan of reallgnm_ent at theij'' 1 
!' ' land the vote for realignment was unanimous. So. concerns # 
and #2 are unfounded 

3. 1, ,; lof Chairs of Committee[' ~ Ital'' I 
[' 

1
' lhas 1he authority to change any chairs of comm ittees asEJsees fit. So, the 

complaint has no basis. 
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FACT FINDING REPORT FORM 

4 . Change o ! direcl ion i fl the f uncho n of ih e pa in s.en..i ice fr:::irn so lei y inter,,ie nl ion a I to a mi :.:tu re 
of intcrvcnti 011at urij prcsc ripti on of pai 11 mcji ca bo n. 
It : j an :if•· ~ lhavc U,e aul ho rity tn chan gc- lhe fu ncti 011s. 

of I he pain service . In a11 ideal world . they could have asked tor i 1p.1t tram the pain provide rs 
on how to provide a pai fl service that is best for the Ve lerans . .-----------.. 

5. ~on cern about ttie re com mend.al ions for pain ma nagem errt b:, ._t= ~_. ________ __. 

1,r 

t·\l•n management 1ri any v A 1ac111ty need:s to to I low the di ~e i;f ion set by 
I' I ~---' 

6. Con cem a:bout nol following "Directive~ rrom VAC 0 
t= • = lcJ nd~ re c:o nfu.sed abo i..t tt, e d Herence between di rei:::tive~ and 
guidance. A II VA fac i lrty needs to be in compliance with al: directives and be a ware of a I 
guidance. Guida nee is no rrn a I ly se flt out as a m ern::J lo help same VA facilities and may not 
apply to a 11. 

7. Concern about ma nag iog patte nts w itti Cpio id Use Disorder {OUD) 
OUD is a d iVi cult disorder tc treat and I believe add icti o 1 spec:iati:s 1:s "eed to be involved. It i.s 
probably b€ st 10 le ave the p.atn pro vi de rs 10 remain as i nte rve ntio n is 1. This also makes sense 
~ro m a business angle si nee pai.n provide rs a re. h1ghl y paid. 

8. Con osrn aboul tc.a ve 
J;tm,Pain prc_v,ders de not_seem :c undersland the VA rer':'lationspabou'. leave and thatrl 
L_Js following al I reg u l.at1ons on I eave. or course , as a Is o has so rne leewayT 
approving leave on some e :i.:c:epti on al c irc:.u m stance. 

9. Con ccrn abo1.11 not having eno :..1gh ;;1dm in istrntio n ti m c::. 
I'.· ]is labor mapped .~it h 50¼ ad ministration ti me. According _t? the g u ida n ceD 
shcu Id only be a II owed 2 0% t In ee d s a I.so lUl derstancl th a~D h ould be available 
011 a 2 4}7 basis ;:icco rd ing to ttie h.,rid book ( excerpl included betGw) . 

1 , A FT physician is employed on the basis of availability for duty 24 hours a day. 7 days 
.,:q week .,=qnd thus remains ineligible for prt;:trmum pay und,t;tt VA H.,=qnd/xic:k. 500 7, Pmt 
V. No .extra amount in addition to the ~g[JJar per annum ,at~ shaff be payable to 
the5e employees far duty an a fegaf halrday. Saturday or Sunday. at nighl. on 
civertime. com.o rime. or tor on-call duty 

In add it ionJ • ~· lprnducti Vi ty ks 19w and shou Id have a rnple ti me to perform some of 
the ad mi nistralive tasks q iven toDoy ._r · · __ __. 

1 0. Con cem abo1.11 being ri rea. 
Th is seems more of a state of mind rather rea l:ty. 

1 1 . Con c;e,n abou~' ., I inserting r-- -~ fh'i U,in the clinical dee is ion-making of the ~in 
ma1agem ent learn. 
I have net been provided with any evcde nc.e of th is :la im. 



FACT FINDING REPORT FORM 

concern: 

1. Pain Clinic setup is not effective 
1°"

5 

!stated that the 4-hour pain conference, established by!' ··' I is not effective 
and wanted to try a different approachLJhas the authority to do this. 

2. All providers should be able to prescribe buprenorphine 
As I mentioned above, it is probably best to leave this to mental health and addiction 
specialist. 

3. Pain clinic's providers are not engaged in the directionr:Jwants the pain clinic to go 
This is always a difficult topic for1""·5

' !They always have the difficult task of getting 
bu -in from his/her providers for any change to be successful. 

4. ,.,,, is concerned that there are no quality monitors for pain procedures. 
,,,,, is correct. They should be monitoring patient satisfaction and infection ra.=te=--=·---. 

5. Instructions given tcf''"' ltor the pain clinic providers are embellished byl"' ' I 
~causing even more confusion . 
L__fmay need to eliminate the layer betweenLJand the pain providers and gives._!° 5 

_ _, 

instructions directly to the pain providers . 

._I'"''_: __ _.land._l·"'_· _ _.Foncerns: 

Accordin to l"·"· andl"'· I pain management has got a lot worse since the 
arrival of '

5

, All consults need to go to Whole Health Service before they can go to the 
pain section. They stated that this delays care to the patients and the review by Whole 
Health staff does not add any value to patient care. It only adds delays and by the time the 
consult reaches the pain providers, the time may have passed the 28 days required by the 
Mission Act. The patients would then be entitled to be sent to the community. According to 
some staff I interviewed, the patients are still kept in~house. In additional,1" 1

' land 
I"'"' · !also mentioned that providers are encouraged to prescribe narcotic for treatment of 
pain. 

I·'" I needs to revisit the system of consult to the pain service and review the P 1 line 
medication to patients with chronic pain . I believe there is confusion about the messaging 
from!"-'' I I strongly recommend tha~clarifies r:Jmessage. I believe thatl' ''' I 
meant to state that buprenorphine may 6ell'elpfu1 in weaning patients off narcotics . 

Productivity concerns: 

The average productivity of my pain physicians is about 4400 RVUs. Productivity of pain 
physicians at Central Texas VA seems low !b

5
, dministrative time should not be 

more than 20%. His productivity in ,,.,,. would then be ' ,,. ,.,,. productivity 
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FACT FINDING REPORT FORM 

seems r€a sortable_ But p mdudi\o ity is tri ,a lowest a rnon Q theD His RV Us i11 rv 
2021 a re- only 22 5.4 5. 
I~·~ productivity al so needs some improvement .Oabo r mapping on adm; n ist:ratron 
needs to tJ.e dE:c reased f rem ovEI rt·~ I 
Quality concerns: 

I have interviewed '-~- oes 
not kn ow ._t _,, ~------..:::.;,;;.,cause 'F 01 ne ':--:,....,,-.--,----:--:..,..... u as eard from 
E}tatt t ha ·-· has wea ness in toth clinical pra l?rooed u ra I co mp etence. 
In add it ior. • •• as forwan:led me an om a ii frof"ll • • j I rLJ ma ii I • I 
me'.'lti :med • ~ once rns about the type ~f in jecl ions do11e by ~ ti in providers at Cen1 ral Te :a: as 
VA. 
It is important for C~nlral -c:.;as VA to adopt :somo .quarnic:s mca-surcs for pain service. 
An aud i~ on ~ he wait ,ime bewe-e n origination 01 pain consu 11s to p.atie nts $ee n in p :3:in clin c 
wou!c be helpful. 

Co nc I us ions: 
r ha re is no doubt there is a ::i iff icu It e 1vi ro nment in the pain management araa. I believe lti-e 
causati on ~is environment is molti~aclO ria I l ~ k:ou!d have oone a l)ette r job 
cof'lvi nci11gQai 11 provi do~s abou! the now d kecti on of the pain clinic. 11 is cri1k a I to obtain 
buy-in f rorn all slakeholders for any Ghange :o be suc.-:::es"5rul D~-c.!so 
have a m ~o.r contribution to the o if 11cu It environment.~ have be en dis.re spec:rtul to ,__I•·'_·___. 

LJanCI t re atej • a-s a col league rather than a L_J There is a lack. of trust and 
ms p.ac t mainly from D '·· rid ~cfou n d I ack of profgssio na ism and .n 
strong -elem en~ of insub-ordination byDDiL_______pnd -Whether any action 
neoos to be laken is up to tne superv sor. 
I do. not be Ii eve I hat the re i ~ a 1ostile e nvi ~?nm e nt ere a led b~b ..1t rattler a aifficul t 
eriv1rorim-en1 crea!ed by all mvolveo, espec:1ally by c::::JDr~nd -

Recommendations: 
1. t' , ]needs to- h~ve a rnen'.o r to he•pDna vigil te the mu 11 if aceted a n_g l,e of pain 

m s:nagcmcn I. 
2. Ttie relaUonship between Whole HeaUht Pain Man~gemenl and the primary cme 

C
. ns neeas to be revisiteo. 

3. nee_d s to clarify O"n essagill g to pri rn ary care physicians about 1 he use 01 

p orpn1nc. 
4. Pain proviele rs a re h•gtil y pai Cl providers af'l:j it is more bos i11ess sense to leave u-,e bUlk 

::-,t me ir work in pe 1orrn ing i nte rve nt1011al proreo u re 5. 

5. Apa rt from t • ·' I prod udivil y of thej' -~ I is very !ow. It is important 
to schedule mo re clinic vis it for new and follow-up pa1ien1s and to at least cou ble :he 



FACT FINDING REPORT FORM 

dai I y number of pa in procedures. An audit on prod ucti vi ty for al I statr in Whole Hear! h 
wou I ct also be helpful, 

6. Ou al ity is always d11f icul t to mornto r in any medical s f)€cia lty and especially so in pain 
medicine. At the very least there should be a monitor of patient satisfaction in the pain 
c Ii n ic and 1o r pain procedures. Other qua I ity indicators such as infection rate or low 
success rate in pa in procedures sh □ u Id be monitored. I also lecomme nd n, r3f a senior 
pain spe-ci al ist pe r!orm ri site vis it lo review the I ypes of procedures performed. In 
addition , an audit to •de ntif y the r-umbe r of new patients seen in 1 he pacr- clinic beyond 
1he 28 days would be rielpful . 

7. An i nvesti g atio n. tow a rd whether there were any implied or 01 her types ot ! h reat towatd 
r· - ]from r' I is recommended' 

8. Opioid U~e Disorder ( OU D) is a com pl ex disease and it is pmbabl y bes! lo Ii mit the 
addiction special is I and menta I health to dea I with OU D and ! he prescription of 
buprenm p h ine. 

9. National Genter for Organi za tio n Development may be ab le Io- help provided al I parties 
are wi lhng to have an open mind about the d iificu It environ.me nt. 

Evidence~ 

The co ncems, and my findings an o opinions are derived by the interviews Ml h the di ff erem 
persons below and the anached documents. A su:m rnary or my notes is included be low . 

• Interview with r= ., 

cl.a irned that there are many I ies and untrue s!ateme n ts abouC]Befo re 
1-,-;-,______.,,....,...._.__, 

was mainly a~ i nterve nhon al pa~ ~p e-ci~I ist. A Ith ou h = • ~ was •• = 

1--_ ..,... __ __.____._ ______ .,,..ro_r_s_.evem I ye.a rs, I" nook over ~ . oon aN:e . ith 
n, ,. 

..__ ___ __.said u, at = ·= made a lot of contributions to !he pain service - under CAR A[· •• I 
established a pair- manage meol 1 earn to fit CA RA requirement and estab Ii shed a charter for the 
team. The team has managed many comple.x pa inchents. 
' ' el com ed the!' ~ fa nd to sup P-0 rt • ' took a 2-da y course on who le health. 

e! ieves !~at who le hea Ith approach is a good a te~nal 1v~ }P [u st med ic~ti on. . . 
aid th a y · •· • ]wan ts to tollow the rocom menda t1an of[._ _____ ____.J but Ddoes not believe 
whal I'·,. j said shouid be the Ula w'" . 

Pain man age m ent committee is not active anymore , Previously they used to manage- patients from 
~storm··. 

I" ·· I has produced not h in ~t pu I on a sh ow. There was a pain manage men~ service 
agreemen1 ti nal i zed in 2016.c=J revi 5ed it under whole h eal1 h. There is a I ot ol c heating. 
Prior tot · • ~hey were rtorrn in mo st ly in leiven tjonal procedures and so met im es 
~e some narcotics . A 1te r ' ' 1 hey a re coe;ced i nlo pre scribing more r ., 
.L_J~~~n ro!ceg th_em t~ <19 ~~ f!Je __ 1~a11on_s !flcl~~gement ~----' 

7 
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r=---rs:t~d to r ~ I aod men I io ned that Pf!'rlorm ance pay WO 1..dd be "affecled~ t .... '·..,....· ---~u that ~ rforrnance pay wil I be affected whenever th ere a re mo re th ari 3 pa tent 
com plai n_ts .Flto I, t· ., ]1 hat I his is not fair ~ccau s c I here a re d ilfomnt ty~cs of comp I &fnts. 
Oo1d[t • Jis not c.onfo r!abl e managing oa1 ie nts with OU D (Opcoid Use: Disorder) o nd that 
these patients would be mo re a ro • a! e '.ak.e n earn b- ms ntal health. 

,-,-------, • •• an .. • as · · ,. Uer '~ in '. 
·~ and believes 1 at· 

•"---.-w--=-;;-s_,.n_ev_e_r,-Jf'.r--:,o-n-su I led about""".-=-. --==---...._,,=..,....0-=-1~,.....~ ....,....,...~...,....a,-;-:th,,...._,.,.. • ..,.._ -.-s-a 1-fJ--=-t...,...ere w~~ so m~ , ., · 
i rwol \i'ed wi I ht··· j N averH1e less • 4 tel I wants this • ~ • to be successful arid waL-n..-e---.-.-__, 
with '·= .,._.._,'1.L...ac:..:c.,.;.____,_,l "'-'11<.....,.,_,.>r....JJ...,_,.._,L....l!..:!.h-"<'r'-"J are = • and Qanno~ .... ' ·_= _ ____,~_ ....... 

and
coflcern 
derstand wh a .___ ______ __.lbY the ,__l'" ___ ---'I ar•o,__['·' __ ___, 

ants VA Temple to s u :::ceed and 10 minim i z c cornrn !J rtity c;are. 

pain clinic f:.J ,,. ..... to =-~ forj'·'· I anc 
Ii:-:-·;..,....: ____________ and .... '_· _______ __.t s pain c: 1nic wh,sn._,l..,....,~--....____-.1 

•• 
i"l o e Hea I: h Service ~ rnJ __ t • 1 ____ __.I ii,re ,_[ "' ____ __,~nd ,_t' ·_~ _ ___,I 

lwas 

l nterview wilh (." 

! ' ~;:;.$ r ii cd ari EEO rom pla iri1 against t • F I and has am en dad the oo rnplai nt D 
, wi1 h addi li;:.na I CDncems to l he original one. ,___ _ __. 
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r·.. . . hrud tha~· ,· jf~lect ~ EEO complaint _against th~ _former' - and[' • 
1 nl • I In CJrOC€ nt EEO cornpla 1ntJ lrnerit1on ed t ha;:.:.t.·_-____ ...... realign eo ...... p_a_ir-1c-Im-1c____. 
under who~e he.a Ith in reta.l i a tcon to the EEO complaint • ·11 ed in • •• 
I'~ ~I~ ~ ajdLJbl heard from ' ' 
disrespectrul to( · du,ing a mee Ing an a 
fromr : j 

thatl" I was. 
10 hear it drrectl y 

l.rte~i~w._wj!bJ ...... ' _., ______ _, 

n said that 1 • ! Ii s very passionate and ~not dis re spe cth.11 toward!' !also 
tFiatl ' ' I was a very d ifeci and ju st s taleq___Jopiriio n. ,___ ____ ____, 

In tervi.e w wit~ .... '_, __ ____. 

nhas been at Tern le VA since,: is anl'" ]in ..... t'_i ______ __, 
Whad'·' • -
So Dtl afte._r...,.' __ ! ____ ..,.m_e,....I w---;-:-'i t 11 al I stakeholders for Who I e He al th and mentioned that the ma,o 
obtective of who le health is to reduce rellance on opi olds. Dwan ted everyone to inc re a:se the use 
ot bupte no rp-h i ne f o get pat ienls off n arcotccs. D croes not think lhe pain cl cn:ic ~et up is eflective. One ex-ample is I h,;1 t the 4-hour rn u ltid iscip lmary 
me e1mg is not productive ,□h.a s s pokert to j" ' I about how lo proceed IOI imp rove meni. 
I • I was not happy w1lh the chan e. 
Fl has a d ifficu n rel a 1 ion with • •• eca se ' • does not want to Ii s1 en to t h-e 
cfra ng esO is trying to i mpl emem. ' '· a 50 $a i • e rsonal ly attack any one who does 
not a re-e wit I otners who ts,ajreed w.1h ... in meetings. One e'.i:ample is when 
a ' ' raises the po ssibi I ity of using , ro r t reatm en . • ' pen ly disagrees with the 
• • e\i'en lh o ugh that is n o-tPle :-:pert 1s e. 

_.. ......... .___......,e realignment· of pain: to W Rare He.a Ith. D rn et with I land CJ believe~ • 
sup-pa rled , he realignment. .____....,. 

1--,---,,------' 

slated that there wen~ no qua I ity Ill on itots for pa in procedures. An.d needed to implement 011.e. 
is also co ncemed that many l unctions have been i nappmp ria te ly delegated to adm in statr 

ec.ause clinic~I judgement is n:eeded ror lh0$e funi;:tions. 
Many Hme s. wh-e nCJi ave 1 • • I.a message to send to □,~u .t· •• I ernbel I is hes on 
the iostructio n and make it mote contus Ing. 

lnte,v[ew ,wi1hi •• - I 

~een at Temple VA since□and has bee10orl' ' I 
~we re having cha I I e n~g ca re of pain pati er:-!$ and wanted the pain section 

to be a m me co mpt.e hens ive program, L_J I ave complained toO about the qualify of pacn 
m a1agernt nt in the pain clinic 
The , of pa in at t hE:f • I~ lted C]to vo i_ce f7co_F~- rn the quality _of pain 
man agfH~le nt al ~ p le VA. When t~ IS was com mun 1c~mo • the lat1e1 11 led an EE 0 

. aga111stOndL_Jhad t • • 
~-------------~ 

Q 
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Pa in service was LJfl der PM~ R and realigned under Surgery_ The realignment of pain tc Who le 
Health wa, ,~ iscussed at th ,~. and Iha ....,ota was unanimous w~h LJ 
\/Otes with· bstonticn fro '~ 
l n ny ' / interview Ni th.,_·.-, -----'------,,forwarded me t = -~ ldated ! 'F I in which 
•·· s[ated ••• as'"' Central Texas VA because o~· • ]and i- ·· I 
source o •··· 

In that I'' ~ d not e:>:plititly ~labcrate on the 
-:-,r:.....,..,.e,...,..1 m=p,,.,,1c=a=1 o=n,....,.1='s u, at it may be due to events with I'.., I 

Jnterview with .... r _, --------' 

Eefore he accepted ti 1e jo I) at ·1 emp!e VA, he ~ the job afters in deta1 I. He ac~epted the 
one i fl Te rnpl e VA oocau se he con srden~ that ~f the top of 1 he Ii sl ro r s:a ndard of care. 
n ming lhe i.nfAtviAw. - un happine.~s in his pres.E=mt position r.ame across very d ear1y. 
Many changes: we r,e ~ joined. I-le believes the changes maje was pushing the Ii m it on 
patient saf et~ and he does not want to ca mm it malpractice. He said he believes :ti at that there is an 
agenda 10 slop c, iti:;a I r u net ion ~ nd to gel him •ired. He believes that he has been 10 Id riot 10 see 
toi low-ups. Th is w ii c::Ji min is h the nu rnber of a ppoi ntm e nts and makes him less productive. 
He repealed several I imes tha1 he has been targeted and he wi II gel fired. 
He also said~lies about him addressing ~hen he has 1ever done so. 
He sai i:J that ~~ to I ead e...., eryt hing tow a rd Wi-iole he.a ltti. which is dire ct ~on fli ct with the 
direction of the pain dinic. He believes that whole tie ~lttl s hou Id be co mpl mem~ ry to trad itiona I 
medic ins and no'. rep lace i I. Many of the changes are in d· reel coritradict ion ta V f ~A directive. V HA 
ancl n :::in- VHA guidel ine.s are nol l:iei ng fJil lowed. He has wri nen to aba u [ his c:lnc:e-rns 
ano a solution !o h 1s co nee ms. 
He is also cof'lce med t ha.t merita I he a Ith is not Of'l-bo ard partnering wil h the pa n cl i '1 ic 10 I reat 
patients with OU D. 
When I raised the issue w~el her NCOD wil I i-ielp imp rove the en,.. iron men1, he said he does th:n k 
not it w•I I h cl p ~i nee he has lo5t trust in 

. l nterview wilh .... r 
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FACT FINDING REPORT FORM 

Owas recruited m f=by thet' • I to perform pain procedures, P l~n was under PM& R 
and realign eel to Su ~ervice and th en 1J nd er Who[e Health Se rvcce . 
L]conce rn is whelt1 er ' has 1 ivi le es to manage pal ient with OUD and addiction prob I em 
bee a us~· • J)ad ' • in those are~ s also concerned th at[' ' ~ as 
cha 11g e f rorn the lime •• was hi re . n the la lest L__J needs to prescribe n~ rco1ic to at I oo sl S 
patients and the patients complaints not to exceed a certain number CJrecognizes th at the pa in 
population tend to have more com~ints than the rest ol VA popu!a11on and fee Is th at Onow 
needs 1 o make the patient happy. L_J also said that th is. is changing D usual way of treating D 
patients with chronic pain, 
U ndet lh e Whore hea Ith Se rvcce, E} as to accept al I consu Its even though l"k1 oes not kn ow how 
to wm k up some m e-d ical cond1li 1J n s:uc h as rnese nteori t isC}a id that o1ten tfrn vele rans. wou[c:I be 
very unhappy when ! hey had to wait sever al wee ks to see a provide, who does not know how 10 
m artage the medical condition. Dears the threat or adrnin istralion if Qoes no I accept the 
consult. 
When I asked0what would be the solution to the problem in Whole health"r-=-lsaid th.at the 
service sh ou Id hire some provide rs with e>:p ert ise in OUO. Mental h eaU h Servi ceha s pushed back 
on manage men I ol patients wu h OU D, 
Dal so said the department is scary and Dis co ntemplali ngl ' I ·• ]dreads 
~ng to work. 
LJi s not ag~ inst W .ho le Heal th, just the way lh i ngs are done ,Q-lwuys feels threaten eci. 

Interview wi1h I'' 
I ca lledk·,....,....-----,----r::--::------,.,.,....---.:--::-.._--....L.::b:..=..;ecaus e ....,·,....,., --,..,.......,,._...,,.,.....u-=-s_e_d_t_o_w_o,rk at~ 
nf=ldoes not know'' '·· left=·= tiefor '' ·oir-ed'. rov~ 
relaye31o D that ' ~ as weaknesses In 
co mpe1 ence. ,__ ___ _, 

Interview wit1 ..... • _= ____ _, 

17s very unhappy with the current system of pain man age men t. Before I • I 
coiJld refer p~tient to the ~in clinic e~sily. Now the all consults need to go to whole health before 
patients can be S.tH:! n by pain provide rs . LJon cem is that pro vi dets getting the consu It in who I e 
heall h are not equipped to m~n.age patients with chronic pain and th is step only delays p~ti en I care . 
Dis also concerned tha T appointments w11 h 1 he pain clinic i ~ mo ~rly over 30days be~tJ se all pa in 
consults need to whole he a Ith f 1rst. 

Interview with[ '' 

' · = • has been at Cemral Texas VA fo • • • .---~------..:-----:-! or las-if' • jhas now 
'-~ or - stated that the ' ' in Whole Realm cs a to al disasler. 
• oes not ~g ree w1 e irec I on hore f1 ealth i ~ a 1ng . • ..- ried 10 parl n er wil h ~in a 

co I legial way. bu I I' · ldoes riot Ji st€ n and is not keen on ta 1ng adv i ceOa lso saTcffflat the 
. way w ho~e Hea Ith wants PCP to consu It paio clinic th rough who le Health is not traditional .r .. l . 
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FACT FINDING REPO.Fff FOAM 

wants the PCP to enter a RTC to Whole Health as a system of consult. - - encourages the 
prescription oqb ·' I even in patients screened!: ' lforl : ' I 
I nte rvi ew with r ,o 

Actions to be Taken: Based on the findings and conclusions, what action(s) have been or will be taken? 

Identified Action Plan/Proposed Disciplinary Action Responsible Person Anticipated/ 
Issues/Contributing factors 

I 
Actual Date of 

Completion 

Please print and sign form. All documents must be attached to this form upon completion. 

I
'"'"' I Digitally signedl'"116

1 

Date: 2021.05.11 11:51:44-05'00' 
Person completing fact finding: '=========::,,:·c....----------

Section Chief Concurrence: ---------------------

Service Chief Concurrence: ____________________ _ 

Date 

Date 

Date 

Service Chief Comments: this could be specific information/statement related to service level training that has 
already occurred uniqueness of the position and/or criticality of the incident on hospital operations, etc. 

Page 12 
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•J proposittg adverse anion, p,ease natify 
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IFrom: 

Sent; 
To: 
Subject: 

2i 12:23 PM 

CORRECTION : 

1 meetlr, with - and the union was January 29th
, 2021. 

To: 

5ubJect: Fact-f inding -~ Pre-int.erv,e ' . .stait,ement 

Please accept this pre-interview statement for your fact-finding. 

liimeline: 

1} 9/2/2020 - 9/3/2020- Exchange, w tn Coding/HIMS 111 which self-consultatlons are discussed 

a. - was copied/included on this e>!change, 

b. At one point, in a forwarded email , _ {HIM specialist) asked the question of 

(Chief, HliMS/Privacy/ FOIA officer at CTVHCS) "Is the question can PMT members co t'l tact the patient before 

the PMT meeting?" 

c. Picking up on this important question having been asked, I H'k cl- w hat the answer w as in 

one of my email replies. 

d. When the direction of the content being discussed focused more and more on this critical point of the 

discussion,_ dropped my name off,ofthe emai l exchange, copied our CoS _ , and claimed I 

was disrespectful. I felt that he sought to hurt my reputat1on and re lationship with th e CoS on account of 

certain consulta,tion be_havior being questioned in an open forum with HIMS/Coding. 

2} 9/29/2020 - CoS Memo goes out indicating that effective 10/ 11/2020, Pain Management section is being 

realigned to t'1e Whole Health service and that my supervisor rater of record and Service Chief will change to■ -3) 10/09/2020- OSC complaint subm irtted by me 

4) 10/10/2020- OIG complaint submitted by me 

5) 10/ 11/2020 - Pain Management section is realigned under Whole Health 

6} 10/15/2020 - Correction to CoS Memo goes out ind icating that effective 10/11/2020, Pain Management section 

is being realigned to the Whole Hea lth service and that my supervisor and rater of record will not change and 

Service Chief w ill change to-

a, Of note1 th is updated memo is sent out after_, Section Chief of Pain Management, reached 

out to HR to inqu ire as to whether or not !he was a Tier 1 or Tier 2 employee at this point, as all aspects of his 

position as Section Chief of Pa in Management w ere taken from him, including : Chairmanship of t he POC, 

1 



2

Chairmanship of the PMT, Point of Contact for Pain Management for CTVHCS, and supervision of and
as Pain Management physician staff.

7)      10/20/2020 – sends out email stating: “We will be updating the OPPE”
a.       I believe this serves as written verification that he was transparently changing my work duties.

8)      10/23/2020 – 1st Meeting 1 on 1 with (he refused the presence of my first line supervisor, ):
a.       During this meeting, he asked me if I was straight out of fellowship; this is in spite of the fact, that by
now, it had come up a few times, that I left an Academic/University practice (that I had been at for several
years) to come to the VA here. This question/accusation of my being a “private practice” doctor is one he
would later repeat on different occasions.

                                                               i.      I find this is intended as an insult by .
                                                             ii.      I believe this is also intended by him in an attempt to discredit me.

b.       He stated to me bluntly that it was the Chief of Staff’s decision to move pain under Whole Health, and
that the decision was finalized after having pulled all the sections service chiefs.
c.       In the middle of his discussing Whole Health, he indicated to me that my leave and my time cards and
all those things go through a chain of command. He stated this in the middle of my trying to let him know
that I was ready for him to go ahead and tell me about Whole Health, as that is what he has been talking
about; apparently, he did not like that, not understanding that I truly wanted to hear about Whole Health. I
noted this point, because I found it very strange for him to interrupt his discussion of Whole Health, my
OPPE, and treating OUD with this aside about my time cards and leave going through a chain of command.

                                                               i.      I found this to be a threat of sorts; his subsequent conduct supports
that would use leave requests and time cards as avenues of attack and leverage.

d.       It seemed clear to me that he wanted me to feel he had power over me amidst a discussion that
“leadership” would be deciding what I would or would not be expected to prescribe.

                                                               i.      This caused me to feel uneasy; it is a fact that “leadership” has been
cited in prior OIG investigation(s) for inserting him/her/them selves into clinical care between the
provider and the patient.

e.       I learned later on, that has made the claim that I addressed him as during this
meeting. This is wholly inaccurate.

                                                               i.      When I met him for the meeting, I had said ”Dr. , how are you?”
                                                             ii.      I believe he has stated this claim of how I greeted him then to others in
order to prejudice others against me as “disrespectful.”
                                                           iii.      The only people I call by first name in the entire hospital are my
clinic/procedure room staff, and even then, I often even call them “Mr ” or “Ms ” or
“Ms. ” or “Ms. .”

9)      11/3/2020 11/6/2020 – An inpatient consultation request was received by our service. I spoke to the requesting
care team; with their agreement, the consult request was discontinued with the instruction to contact me back (I
gave them my contact information) if my services were needed (I can give additional details, if desired).

a.       At exactly 4:28pm on 11/3/2020, 2 minutes prior to my end of tour, contacted me and
seemingly kept trying to force me to see the patient STAT. He said he would call the attending himself to
discuss the case, he did that, and then he contacted me back saying that seeing the patient tomorrow would
be fine. He sounded irritated throughout the phone call.
b.       I saw the patient and left a note on 11/4/2020.
c.       contacted me on TEAMS and stated that the housestaff needed more help and he made
mention of a PCA. I did not recall recommending a PCA in my note, and I spent 30 minutes trying to figure
out where this request came from. I found out that this section of the hospital did not have PCAs…it turns
out this recommendation came from himself…
d.       claimed I had recommended to cut the patients opioids in half; he ultimately found out this was
false after he further reviewed the information in CPRS, but not before interrupting my care of other
patients to inquire of me. I am not sure how he had come to his initial conclusion, based on the information
in the chart.
e.       went on at a later date to claim I left 2 notes on the chart, when I had left 4 notes.
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f.        He seemed to not understand that I recommended an Infectious Disease consult. The recommendation
was appropriate, and management of the patient was optimized on the basis of the ID consultant’s
recommendation(s). did not seem to understand that.
g.       My experience with the behavior of in the management of this patient was that he was
overbearing, he wanted to manage things through me, and he constantly seemed to misinterpret the
facts; this includes his misunderstanding of whether or not medications were changed. All in all, I felt that as
he could not find anything wrong with my management, he simply imagined wrong doing so as to justify
my needing his “close supervision.” This was not conducive to the delivery of good care. These themes are
ones which have characterized his interactions with me, both administratively and clinically, while I have
been under his administration in his role as Director of Whole Health and administrator over the Pain
Management section.

10)   12/03/2020 – asked for opinions about mandating training for the x waiver on physicians during a POC
meeting; I indicated that it is grossly inappropriate and unethical. claimed they were not mandating the X
waiver be obtained, only completing the course. To be clear, however, was very much simultaneously
altering the Performance Pay of the Pain Management physicians (not offering special incentive pay as per the VHA
Notice on Buprenorphine prescribing for OUD) to indicate that we are to obtain the X waiver and treat “Complex
Persistent Opioid Dependence” with the appropriate medications (he very clearly has indicated
Buprenorphine/Suboxone in numerous discussions).

a.       I found this to be unethical and this made me very uneasy being under him; the misinterpretation of the
VHA directive/memo on removing barriers for buprenorphine prescribing into the frank coercion of the pain
doctors at CTVHCS being made to perform such management or lose bonus monies seems wrong to me.

11)   12/08/2020 – approves and then rescinds approval for procedure trays and indicates to me that he
realizes that I am used to how things are “done in the private sector or private practice”

a.       I learned later on that has accused me of going over his head to , the Deputy
CoS, to inquire as to obtaining these trays. This is wholly inaccurate.

                                                               i.      I had asked in my email exchange with him if I could
communicate directly with the parties that requested of him to “limit items in the inventory”.

responded by stating that “is not how this works.”
                                                             ii.      To my knowledge and recollection, I have never interacted with

on this topic, or any other. I do not believe I had ever met , neither in person,
nor by telephone, nor by email, nor by TEAMS, nor by any other method.

12)   12/10/2020 My child's daycare was to be closed from December 28 30th, 2020. Knowing this, I had already
talked with my family about my mother coming for December and looking after our children as required during this
timeframe. My mother informed me on 12/10/2020, that she had just seen her orthopedic physician and that she
would be getting surgery on 12/11/2020, which she did. When I found out on 12/10/2020 that she was getting
surgery, I requested those dates off; declined to let me have those days off as my supervisor, the Director of
Pain Management, was already to be off on those days already. Notably, I did not even have patients on 2 of the 3
days that my children needed to be watched, and inpatient consultations had thus far, occurred at a frequency of
once every ~6 months. Nonetheless, displayed no interest in trying to accommodate me and was punitive
and harsh in his email response to me, stating “any further discussion with this would be considered a failure to
follow orders”

a.       I can perhaps understand the stance of not allowing me the leave.
b.       I cannot understand indicating that even discussing the matter would be a failure to follow orders.

did not defer the matter to my first line supervisor to my knowledge; he simply ordered there should be
no more discussion on the matter.
c.       The fact that could offer no other solution where compromise could be reached shows me
plainly that he expressly did not want to accommodate my family need; my wife and I had checked with
childcare providers even with a couple of weeks in advance; we could find no one.
d.       If it looks objective, but affects some parties more than others, then the impact is not objective, and in
this case and others, manner of code enforcement somehow manages to have the greatest impact
on me.
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13)   12/10/2020 – The date that needles that I had requested while under the Department of Surgery (prior to
10/11/2020) and then re requested under Whole Health on 11/20/2020 (as Surgery did not reorder them, due to
the realignment) were actually ordered for me by Whole Health.
14)   12/18/2020 – 2nd Meeting 1 on 1 with (he refused the presence of my first line supervisor,
for this meeting even with literally outside of my office door):

a.       had initially requested a meeting of me at noon on 12/16/2020. Abruptly, he sent me a text at
11:55 am that same day, indicating that “I’m sorry – I need to reschedule. Will send a new invite.”
b.       On 12/18/2020, he messaged me on Microsoft Teams, indicating that he wanted me to come see him in
his office after my last patient. I messaged him back clearly stating that he had given us a lot of work (the
clerical work that assistants would seemingly do) and that I had patients and I do work on CPRS for patient
care as well. He responded by saying he would come to me sometime in the afternoon. Towards the end of
the day, somewhat before 4:00pm CST (my tour of duty ends at 4:30pm), I messaged to let him
know that I was free.
c.       then gave me a copy of a Letter of Counselling; this was on 12/18/2020, although the letter had
been dated 12/17/2020 by or whoever drafted it at his direction, per the date on the letter. The
letter of counselling is based in critical omissions to the point of its content being deceptive, and by its
content, it served also to deliver a threat to me / my continued employment with CTVHCS.
d.       Upon receipt, I tried calling my attorney, and I also immediately texted him for a callback. My attorney
called back very shortly thereafter, and I put the phone on speaker. I stated that wanted me to sign a
letter of counselling. asked who it was; my attorney confirmed he was my attorney, and then he
asked to clarify that the letter was only an acknowledgement of receipt and not an agreement as to
the factuality of the claims in the letter. did not answer that directly, replying after that, merely that
my agreement or not was irrelevant and that I was to sign an acknowledgement. While looking at the letter,
I remarked out loud, with listening in the room right next to me, to my attorney, that in the letter, I
was being asked to do something (take a course) not simply acknowledge the letter. I was advised that it is
ok to go ahead and sign. The coursework required me to enroll in is “TEACH and motivational
interviewing classes” insinuating that I need help with this (I do not think anyone would agree).
e.       I responded by saying I disagree with this, and that there were no patient complaints against me that I
was aware of; claimed otherwise. I asked which. He could only cite one PATS R complaint; I
recounted the fact that I was not even involved in the direct care of that patient; the complaint was because
I had denied the patient’s referral to community care as the referring provider had not clearly stated the DST
(re: the justifiable “reason”) for the referral; in my discontinuation of the consult request, I specifically wrote
back to the referring provider that if the referral was for specifically for “continuity of care” to resubmit the
consult and state it clearly, as different providers in their requests use different words, continuity,
continuation, community, at times meaning the same thing and other times meaning different things from
each other; the actual meaning of each requestor has not strictly correlated to their intent, and how the
words are being used can play a role in appropriateness of forwarding to the Care in the Community (CITC)
section. Regardless, I was never otherwise involved in the care of that patient and the primary care provider
failed to resubmit the consult request with the DST clearly stated… had no other complaints he could
bring to me about me.

                                                               i.      Incidentally, would go on to limit our clinical decision making in
consult processing so as to block as many consult requests/renewals to CITC / the community as
possible. Ironically, at this point in time, the only complaint against me he could cite was the one
above, in which I did not send a consult request on to CITC…
                                                             ii.      As additional review of actions towards me will reveal,

s conduct had thus become characterized by solicitation of complaints from veterans, with
using his position of administration over the Pain Management section as a justification to insert

himself into clinical care, perform unrequested clinical consults and generate both complaints
against me as well as billable encounters for himself.

f.        I let him know that I did not appreciate being put in positions where he asks everybody for their
opinions, only so he can accuse and blame me afterwards when I comply by giving my opinion.

-- --
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g.       At 5:50 pm on the same date, Friday, 12/18/2020, sent an email to all of the clinicians (pain
management physicians and chiropractors) that have been placed under Whole Health to enroll in TEACH
and motivational interviewing classes. He has never mentioned any of this to us clinicians before. I have to
conclude that is now asking all of the clinicians under him to do this so as to deflect and make it
seem as if this was not a punitive measure just to me, given that I specifically mentioned this to my attorney
on the phone while was present. The content of the Letter of Counselling is very informative in
regards to intent; his email at 5:50 pm is similarly very informative as to his intent. I believe he sent
this email and generalized the requirement to the other providers so as to unlink this from his specification
in the Letter of Counselling, as now it can no longer be said it was directed at me alone. The timeline speaks
volumes. It is obvious to even the most casual of observers, that had only sent the email when he
did, because I made mention of this requirement directed at me in the Letter of Counselling to my attorney
in front of him, that very same day just a few hours prior.

15)   12/21/2020 – sends out an email to a group of recipients describing what he refers to as de prescribing
of some patients, citing “without any documented aberrant behavior”

h.       The phrase “there are no aberrant behaviors” would later become a phrase that blames me for
including in my own charts in spite of the fact that he himself seemed comfortable using it.
i.         Although is not the clinical chief over the Pain Management section, he has made comments
and given instructions as to what we can and cannot include in our charting.

16)   12/21/2020 – I receive a notification from my childcare provider that I must pick up my children by 3:00 pm due
to a water issue at the facility (re: state and/or county laws/regulations regarding the same)

j.         At 2:04 pm, I messaged on TEAMS to inform him of this.
k.       At 2:05 pm, he replied back “Have you exhausted all other options for childcare?”
l.         At 2:06 pm, I replied back “That’s all I have. I have no other option right now. I am waiting to hear back
from you.
m.     He did not respond.
n.       I continued: “I need to go right now. I am leaving right now . If you need me, please email me. I
will call to reschedule the remaining two patients”
o.       simply decides not to respond. He does not approve or disapprove. He does not refer me to my
first line supervisor, . He simply elects not to respond.
p.       At 6:01 pm on the same date, he sends out an email indicating:

                                                               i.      “You must receive authorization for leave, in all circumstances, from
your immediate supervisor before requesting that the AMSAs cancel appointments. AMSAs cannot
cancel appointments until they receive authorization by the appropriate supervisor…
                                                             ii.      “ is the supervisor for …”
                                                           iii.      “Please be aware that leaving your duty stating without receiving
authorization is considered absence without leave and can result in administrative action…”
                                                           iv.      “For annual leave … Under exceptional circumstances, annual leave can
be granted with less than 45 days’ notice, based on service needs, but only with Chief of Staff
concurrence.”

17)   1/11/2021 – , our CoS, hears from us during our first meeting with him and the Union on this date,
that has created an unbearable work environment and that our work conditions have been affected
negatively. To my best understanding, nothing was done by the CoS office in regards to this complaint being raised
during this meeting.
18)   1/20/2021 – I filed a JPSR in regards to a veteran’s care where decision making caused a veteran’s care
to be unduly restricted in a way that increased risk to the veteran, while simultaneously escalating what started out
as a veteran request into 2 complaints against me; this is against a backdrop of having altered our
Performance Pay to indicate that any 3 complaints (validated or not) would cause us to lose some portion of
compensation/performance pay.
19)   2/8/2021 – , our CoS, hears from us during our second meeting with him and the Union on this date,
that has created an unbearable work environment and that our work conditions have been affected

-
---

-
- --

-
-

-
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negatively. To my best understanding, nothing was done by the CoS office in regards to this complaint being raised
during this meeting.
20)   3/15/2021 – , our CoS, hears from us during our third meeting with him and the Union on this date,
that has created an unbearable work environment and that our work conditions have been affected
negatively. To my best understanding, nothing was done by the CoS office in regards to this complaint being raised
during this meeting.
21)   3/15/2021, later on – It is not until , in writing, to the union, , writes down the
request for an investigation into the hostile work environment does any movement occur on the environment
being looked into.
22)   3/25/2021 – called me in the morning (actually, this delayed my leaving my house by a few
minutes), indicating that he was calling off sick. It was rainy during my drive, and I had arrived at the parking lot at
work at 8:03 AM. The parking lot is relatively small and around 0800 cars are coming and going. I reached my clinic
at 8:08 AM, spoke to the clinic assistant and then two nurses. By the time I got to my computer and was able to
TEAMS message (the assistant indicated he was trying to reach me... as had put first
scheduled procedure patient in my 0800 slot. My work phone was locked as I could not get in with what I thought
was my password), it was 8:10 AM. spoke to me on TEAMS and indicated that the first patient was coming
from further out and he wanted me to do the veterans procedure. I told him that I would do the planned procedure
if my evaluation indicated it was warranted. His response was that the veteran was expecting it; expecting a
procedure is not an indication to do one, and I felt that he was pushing me to take on that mentality and approach
to the patient without even having seen him yet. He also indicated to me that it is past 08:07, then I must request
the time off in a 15 minute increment and made some comment about me needing to have a strategy for running
my clinic, etc... he did not ask me at all as to why I was there after 08:07 AM… I requested that he discuss the matter
with . He replied that since was out today, that he was my supervisor today.

a.       I evaluated the veteran and evaluation wise, doing the previously planned procedure was appropriate
in my opinion based on my interview and examination, but I do feel pushed me to do it under his
personal viewpoint that "veteran expects it" outweighs my own clinical opinion.
b.      My experience has been that has taken any opportunity to interact directly with me as opposed
to go through , my first line supervisor, in spite of the fact that our CoS, , had stated
bluntly that should not be reaching over to get to me.

23)   On four separate occasions, sought to use his position of power over me to exert his physical presence
upon me:

a.       The first 1 on 1 meeting with me on 10/23/2020; he refused my first line supervisor’s presence.
b.       The second 1 on 1 meeting with me on 12/18/2020; he refused my first line supervisor’s presence,
although this supervisor ( ) was right outside of my door.
c.       He knocked on my door on 2/26/2021 and when he saw me, he stated something like “Oh. This isn’t

office.” I do not recall the exact words, but it was said in such a way as to sound like a question,
while being a statement.

                                                               i.      By this point, had been to our clinic location several times. I do
not believe that he did not know my office was not that of .
                                                             ii.      This was on the same date that instructed to counsel
me for how I processed consult requests under s new rules. In retrospect, it appears clear to
me that wanted additional counselling on my record.

1.       As it would become later apparent, had wanted us to abandon our consultation
template without actually asking us to abandon the template; this is evidenced by his non
response to this very question that I posed in an email, copied to our CoS, , on
3/01/2021.
2.       The directive to abandon our typical consult processing came from ,
afterwards, at direction per my understanding, but not before had me
“counselled” on record yet again.

--
-

-
- - --
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d.       On March 30 (it may have been March 31), came to our clinic space and knocked on my door;
when I came out of my office, he was walking away. I asked what I could do for him, and he stated he was
“checking out the space.” He was accompanied by one of our AMSAs, who witnessed this.

                                                               i.      This was on the same date that of Patient Safety questioned
me about my most recent JPSR report (I have filed several by now) via TEAMS in spite of her
agreement to email me, as the JPSRs I have submitted contained the legitimate reporting of patient
safety concerns in relation to the conduct of and upstream contributors to the same
again, as it pertains to the care of our veterans. included on subsequent email
correspondence regarding the same JPSR reporting; in short, while the JPSR system is intended to
provide an avenue to report safety concerns without fear of reprisal, approach to the
matter on TEAMS and her decision to copy on email correspondence concerning the very
same JPSR(s) that pertain to his conduct, served to expose me to further hostility while
simultaneously dis incentivizing me to submit any further JPSRs.
                                                             ii.      If it is true that was “checking out the space”, I cannot explain
why he felt the need to knock on my door with no agenda or question for me. He had seen my office
before, on more than one occasion.

e.       In short, has sought to intimidate me on multiple occasions with his physical presence. Between
this and the fact that he has had his administrative subordinates ask for our home addresses (which is not
required to give, per my exchange with HR), I have come to feel extraordinarily uneasy with having any
interaction with him.

24)   I have lost count of the number of times that has threatened counselling, reprimand, and administrative
action for any reason he could find. He has buffered himself by commanding to be the one to deliver his
messages. has created an environment where the pain management physicians are constantly scared of
making a ”mistake” against the backdrop of his vague and constantly changing instructions.

a.       What I see is that when attempts to abide by his instructions are made with reasonable fidelity, if there
is any disagreement or fallout with other physicians, has simply blamed us for not understanding his
instructions. Simultaneously, he has repeatedly refrained from putting things in writing, commanding

to do that for him, and then blaming him when the fallout occurs.
b.       It has gotten to the point that we are afraid of discontinuing any consultation request, even when they
fail to meet whatever criteria of the moment are for fear of punishment.

25)   has repeatedly sought to cause the pain management physicians to appear as if in need of education,
and as being unaware of various topics.

a.       He has conducted himself in this fashion with the endpoint of discrediting me and us to the CoS.
b.       He has conducted himself in this fashion to damage relationships between us and our colleagues in
other departments/specialties.
c.       He has conducted himself in this fashion to justify that his being given an administrative function over
the Pain Management section is enough to validate his clinical insertion and interference with my and our
direct clinical care of patients.
d.      It appears that repeated acts of degradation and undue blame against me and us serve, in his
eyes, as validation of his own claim to expertise in the field of pain management.

                                                               i.      I believe that he misrepresents us to cause us to look worse in our
profession and to our colleagues, with several goals:

1.       Of making himself appear superior. I believe that he does this in part due to his not
having met the hiring criteria/qualifications that were applied to pain management
physician staffing at CTVHCS in 2019/2020. Consequently, he engages in speech and
behavior to damage our profession and careers here at CTVHCS so as to lift himself up.
2.       Of providing a scapegoat for unpopular and/or unethical and/or potentially illegal
actions that he has undertaken here at CTVHCS.
3.       Of justifying his behavior of self consultation, which further justifies his keeping his
clinical grid closed for appointment booking and additionally justifies his performing

-
-
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unrequested consults to generate production for himself and to generate opportunities to
solicit complaints against me and us.

Please accept this document and which illustrates much, but not all, of conduct towards me in his creation of a
work environment that I believe a reasonable person would conclude is contrary to the fulfillment of work duties. The
conduct and actions which have been undertaken against the Pain Management section is serious and pervades our work
environment. Per my best understanding, I do feel that I have been targeted with the highest degree of scrutiny by

In his position as Director of Whole Health, has advanced his personal agenda of his assessment of how
addictionology should be practiced and used all available resources to attempt to force this field of practice upon us. To be
clear, this is not even a part of our practice; we practice interventional pain management, and that was the reason I was
recruited to CTVHCS. Nonetheless, prescribing Suboxone for reasons, and push for Whole Health has
overtaken our reasons for hire, causing significant hindrances to my performance of my job, my actual hired for duties.

has offered us federal monies to provide opioids to veterans for the non covered service of treating the non
validated entity “Complex Persistent Opioid Dependence,” a proposed entity that is cited in only 2 citations out of over 32
million citations for biomedical literature catalogued within Pubmed. My resistance to his coercion of this, along with the
OSC and OIG complaints I have submitted in general as well as the JPSR complaints I have submitted concerning actions
which have caused close calls / ongoing elevated risks for veterans has caused me to draw the bulk of his ire.

However, as is my first line supervisor, has specifically reached over to prepare me for
termination by way of false accusations and critical omissions so as to “tee up” my termination with unsupported,
fraudulent letters of counselling and other “education”, so as to satisfy the documentation of stepwise discipline; in this
way, as is aware that I am a probationary employee, he can have me terminated or simply have my employment not
renewed when the time comes. When frustration at not being able to coerce more successfully into
disciplining me on different occasions has grown to a boiling point, has settled, on occasions, for punishing

for his decision to not take a punitive attitude to me.

By altering our Performance Pay and coercing us to treat OUD or whatever version of it believes in, has
dramatically changed our conditions of employment; he has changed my conditions of employment even further with an
astounding level of scrutiny. He has made false accusations against me to justify the scrutiny. has generalized his
punitive behavior to the Pain Management section physicians as a whole, although I do perceive it is to a lesser degree than
to which he has focused on me. As has generalized his punitive behavior to all three of the pain management
physicians employed by CTVHCS, he may claim that his actions are for legitimate purposes. I believe, however, that such
generalization may serve as pretext for the hostility and harassment that is being experienced.

For a few months in a row, in spite of knowing that the Pain Management Team and the Pain Oversight Committee
met at certain designated times, he had it arranged such that I could not attend the meetings, functionally removing me
from these teams/committees during that timeframe. Perhaps to him it did not matter, as his letter of counselling to me,
cited earlier, served also as a gag order against me speaking my opinion, thus forcing my silence at any subsequent meeting I
have been present for. He has expended great efforts soliciting complaints against me primarily, and to a lesser degree, my
colleagues; this may give the appearance of indiscriminate behavior. He has altered our performance pay to cause us to
receive smaller bonuses. has attempted to force my first line supervisor to initiate an FPPE on me; indicated
his intention to have it done. The Chief of Staff has been aware of the environment has set upon me and my
colleagues for months; best I can tell, he did not intervene to improve our work conditions.

has insulted our work and knowledge to his superiors and to our colleagues, allowing us also to be blamed for his
decision making, with the real possibility of straining relations between the providers of CTVHCS.

A reasonable person would not believe that daily, or near daily, emails from , and his phone calls to my first line
supervisor about me, wherein tries to find something, anything at all, negative to criticize me about, and failing that,
simply fabricating complaints to criticize me over, constitute any sort of normal behavior. conduct, actions, and
speech to me and about me have been severe, extremely frequent, and threatening.

-
--
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Currently, I have a dental abscess, and I am on antibiotics for it; I underwent a dental surgery/procedure today for the same.
I have been experiencing physical pain over these past few days. Due to handling of me, thus far, however, I had
been very afraid of calling off sick from work to get it addressed; I recall my initial 1 on 1 meeting with during which
he brought up leave and timecards going through a chain of command, and my perception, then and now, of that discussion
is that it was meant as a showcase of his leverage on me. This behavior is not normal. Simply surviving has affected
my work life and my family life. focus on me and his concrete actions amount to a brand of harassment and
hostility that I have never been subject to in my life.

I look forward to speaking to you during our interview. Please be aware that my administrative time was taken away from
me when we were moved under Whole Health, and I will likely have patients scheduled, so it is possible that we may have to
reschedule our interview date/time.

- -- -
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From:
Sent: Thursday, May 6, 2021 1:05 PM
To:
Cc:

Subject: RE: Threats and harassment
Importance: High

As we, the providers of the Pain Management Section, have not received any response from to this very
important and very critical matter, I am escalating our appeal to end this Hostile Work Environment and to remedy this
situation, up the chain of command, to your attention as the Director of this Medical Center.

Please respond to remedy this awful situation ASAP.

Respectfully,

From:
Sent: Tuesday, May 4, 2021 11:29 AM
To:
Cc:

Subject: RE: Threats and harassment
Importance: High

, 
 
I am adding to  comment that this Hostile Work Environment is not imaginary, it is a matter of 
fact in our everyday life under  This is taking a toll on our lives and function. When I sleep, I am 
thinking of , I have nightmares about him, and I wake up expectant of more hostility and more 
harassment. Certainly, our lives under  are miserable. I shall no longer be ashamed to hide the 
fact that because of this Hostile Work Environment under , I am now  

.  
 
Let it be clear, providers at the Pain Management Section are not opposing change, we are specifically 
against the hostility, intimidation, harassments, and setup for failure that we are exposed to under the 
leadership of . We are no longer able to trust him. The behavior and actions of  are well 
documented, they are not hidden and they are not imagined.  
 

, you were clearly informed of  harassment and intimidation to us on several 
occasions. Providers of the Pain Management Section held three meetings with you, specifically to 
discuss these problems. The first meeting was on January 29, 2021, the second on February 8, 2021, 
and the third was on 03/15/2021. After the third meeting, the pain management providers realized that 
these meetings were to no avail, Therefore an investigation into a Hostile Work Environment was 
requested. 
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The Pain Management providers gave  a massive file full of evidence of abuse, 
harassment, lies, intimidations, confusing orders, and setup for failure. I do not believe that there is any 
question about the occurrence of a hostile work environment against the pain management providers. I 
do not believe that anyone can hide or twist the facts that were presented to  in this file of 
massive evidence.  
 
This Hostile Work Environment is taking a toll on our lives and function. It is certainly affecting the care 
that we render to our Veterans. It should not be allowed to persist. This is not what the VA ICARE is 
about. , you have the power to end it. , end this Hostile Work Environment 
NOW. 
 
Respectfully, 

 
 

From:
Sent: Tuesday, May 4, 2021 10:18 AM
To:

Cc:

Subject: RE: Threats and harassment

Hello

My thinking is that the physicians of the Pain Management section have had relevant concerns regarding the treatment
experienced under / Whole Health communicated to the investigator fairly thoroughly by this point.

I consider that perhaps the investigator would, by now, have sufficient information to make his determination on the topic
of a hostile work environment as it pertains to us.

I am hoping that if the facility has topics of other/administrative concern, that any queries revolving around other such
matters are not cause for any delay in the matter of our work environment.

Is there a timeline for the investigator’s report?

This has really been a horrible experience.

Thank you sir,

From:
Sent: Monday, May 3, 2021 6:46 PM
To:
Cc:

Subject: RE: Threats and harassment

Yes is investigating these reports. The effort remains ongong.
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1. Has an investigation into the Hostile Work Environment been requested? 
2. Was  the investigator for the requested Hostile Work Environment? 

a. If yes, did he find a Hostile Work Environment or not? 
b. If no, What was he investigating? i.e., What exactly was his investigation about? 

 
Kindly respond to these questions ASAP 
 
Wit much appreciation, 

 

From:
Sent: Monday, May 3, 2021 10:11 AM
To:

Subject: RE: Threats and harassment

Hello

Please let me know in regards to my questions.

Thank you!

From:
Sent: Thursday, April 29, 2021 10:07 AM
To:

Subject: RE: Threats and harassment

Hello

(1) May I ask, who is that assigns the fact finder?

(2) Also, to be clear, was the fact finder assigned for purpose of the hostile work environment investigation that
had requested?

Thank you,

From:
Sent: Thursday, March 25, 2021 8:28 AM
To:

Subject: RE: Threats and harassment

---
■ 



- is out on sick leave today.

I arrived today at 08:08 AM on account of the rain/weather (earlier than that if you count having to wait for traffic in the 
CTVHCS parking lot itself...). 

- took the opportunity to scold me about not arriving prior to 08:07 AM; I asked him to go through-.

- reminded me that in- absence, he is my direct supervisor.

This was not the appropriate time, when patients are needing to be attended to, to use- absence as an excuse 
to exercise his right to interact like this. 

He never even bothered to ask me why I was not here prior to 08:07 AM. 

There is something wrong with all of this ... this is not normal behavior, it seems to me ... 

Subject: RE: Threats and harassment 

We are in the process of bringing in a fact finder from ,outside of this facility to look into the issues. We hope to have 
someone identified very soon. We want to ensure we identify a neutral party to address these allegations. Thank you. 

v/r 

EEO &. ADR Program Manager 

Harassment Prevention Coordinator 

Central Texas Veterans Health Ca1·e System 

Self-identification of a disability: 
https://secure. vssc. med. va.gov /sf256/ 

Self-identification of Race and Ethnicity: 
https://secure. vssc.med. va.gov /sf181/ 

Looking for EEO and Diversity & Inclusion Training? Take part in the EEO Institute 2021 EEO Training 

Subject: RE: Threats and harassment 

Please give us an update. 

This environment is affecting everything, including care. 

7 
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Of note, this hostile environment is one that I had brought up directly in all 3 of the meetings that we had with
and the Union.

From:
Sent: Tuesday, March 16, 2021 12:40 PM
To:

Subject: RE: Threats and harassment

I feel the same way.

This has been horrible and unrelenting.

From:
Sent: Monday, March 15, 2021 7:05 PM
To:

Cc:
Subject: RE: Threats and harassment
Importance: High

I am requesting an official investigation into a Hostile Work Environment that members of the Pain Management Section
are subjected to under the leadership of

Members of the pain management section are experiencing emotional distress, sleep disturbance, and eating disorder, etc.
secondary to the continuous harassment and emotional abuse by Please help ASAP.

Chief, Pain Management Section

From:
Sent: Monday, March 15, 2021 12:20 PM
To:

Subject: Threats and harassment

The Three Pain management Doctors have made complaints of threat and harassment from their chief , We have
made aware of his behavior and many occasions nothing has change. Labor is asking that someone investigate
these allegations.
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VAOIG-21-03195-189 - Pharmacists’ Practices Delayed Buprenorphine Refills for Patients with 
OUD, June 30, 2022. 
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VA/DoD CLINICAL PRACTICE GUIDELINE FOR THE MANAGEMENT OF SUBSTANCE USE 
DISORDERS, 2021. 

  



Reference 16 

VA/DoD CLINICAL PRACTICE GUIDELINE FOR THE MANAGEMENT OF SUBSTANCE USE 
DISORDERS, 2015. 
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VA/DoD CLINICAL PRACTICE GUIDELINE FOR OPIOID THERAPY FOR CHRONIC PAIN, 2017. 
  



Reference 18 

The ASAM National Practice Guideline for the Treatment of Opioid Use Disorder: 2020 Focused 
Update. J Addict Med. 2020 Mar/Apr;14(2S Suppl 1):1-91. 

  



CTVHCS FY 2021 STAFF PHYSICIAN PERFORMANCE PAY CRITERIA �eference 19 

>85% clinic utilization aggregate al the end or the fiscal year 
based on the clinic utilization standardization summary 
(CUSS) report. 

Meets or exceeds median productivity target per SPARQ for 
the fiscal year. (Meets Target= foll 25%, 90% of target= 
10%, 80% of target= 7.5%) 

Obtain X-waiver and manage 5 patients with concurrent 
c.hronic pain and complex persistent opioid dependence using 
appropriate medications. 

No greater than 3 documented complaints lrorn staff or 
patients during the fiscal year 

Institute patient salisfac;lion improvement program based on 
Whole Health principles and document positive results (20%; 
1.0% each for program and results) 

Service/Section: Whole Healh - Pain Section 

25.0% 

25.0% 

20% 

10% 

20% 

"I understand the target goals and am aware of the need to maintain my license to practice. Actions jeopardizing my license would prevent me from receiving pay for 
performance. In addi!lon, my conduct and being subject to disclptrnary acilon.mighl affect my ability to receive pay for performance. I have reviewed these pay for 

performance goals, !Jllderstand the criteria to meet the goals, and have had the opportunity to ask quostlons. My signature Indicates my understanding of this.'' 

Employeo Signature (Comm1Jnication of Goals): 

12/30/2020 

Sio n'i?d hv: o eopl e 

Service Chief Signature (Review of Achievements): 

X 

Employee Signature (Communication of Achievements): 

X 

Service Chief Signature (Commun,cation of Goals): 

1uzeno2.o 

:GOAL 2: PATIEt•ff EXPERIENCE and. CLINICAL 
CARE . -· ..•. • • ••• 

• .100%· • 
:.·:,_. 

-\.:..:-._- -... - -. . ., . 
·----
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From: 

Sent: Wednesday, December 30, 2020 4:25 PM 
To: 

Subject: 

Attachments: 
RE: FY21 Performance Pay criteria 
P4P Whole Health Service FY2021 --xlsx 

Signed By: 

Ok. Here. 

The signatures show if you click "Enable Editing" up at the top. 

To: 

SubJect: RE: FY21 Per ormance Pay criteria 

Hello-

I have tried a few different ways to do as you have asked, but each time I try to share this back to you, signed, Excel pops 
up a message saying that doing so will remove/invalidate the signatures. As such, I printed it out after electronically 
signing it and scanned it in a s  a PDF. I suspect this does not suit your purpose, however, but I am not sure what else to 
do ... 

1 will keep trying to send this back to you as a signed Excel copy ... 

I have previously indicated my disagreement with this, and as such, I see no reason to re-hash that conversation ... 

(:,...,.. 

To: 

Sub 

I have attached your Performance Pay Criteria for FY21. Please review, then sign 
electronically in box 15 and return to me by email. 

Let me know if you have any questions about this. I plan to schedule a meeting of the 
Pain Management Section when everyone returns from leave. 

-
1 

-- - - ----- -- -

I_ .,. - - ~ - -~ -



f,-: ., .. 
w,_, 
O..r. 
AU.lltt"'9tbi 

_ __ ..,.,..,.. 

I have tried a few different wa'I' to do as voo ha-.e asked. but each wne I1,y to share l11,s bad; to 
'IOU, "tll'ed, Extel pops up a~ saying that do;rg so w,11 remcM'/invalidate the $ignaturPS. As 
such, I printed it out after electro.,;cally sign;ng it and scanned it in asa POF. I S4.1$pect this doen,ot 
wit your purpose, howlM!r. but I am not sure Wl\at else ro do. 

I will keep trying to send this bad< to you as a signed Excel eopy ... 

I have previously lodic.lted my cf,sagreement with this, a,ld as <Udl, I see no reason to re-hash th.it 
C()l!Vi)fs;>tion ... 

From: 
Sent: Monday, Oecernb<!r 78, 2020 4:53 PM 
To: 
Subject: FY21 Perfonnance Pav a1lerla 

I have attached your Performance Pay Criteria for FY2 l. Please review 1 

then sign electroniailly in box 15 and return to me by email. 

Let me know if you have any questions about this. l plan to schedule a 
meeting of the Pain Management Section when everyone returns from 
leave. 

-
Clinical Ofrl'Clor, Wh~ I k>alth atld lnl('flrall'd Ht!alth Serv,ce 
Central Tex.n VA Heaitlicare System 

-



-----------------From:. 

Sent~ 
Ta! 
Subject 

Follow Up Fa.9: 
F1J19 Status: 

Todays PMT n'IHtjn1 (no ~ t1ents dunna today's meeting), 04/06/2021, was tht: fint tim•- dHc:rlbed NNT:2 for 
patients who h~e OUO and who had been on het'01n. Prior to today, he constantly said it vaJUely making no dtst1nruon 
OUO and Ono,uc pain,, 1nd not even mt1ntlonln1 heroin, 

Ht sull d,d not wen meint,on thJt th• Cochran.e r1V1•wth1t the •bow comes from, ,pedfically •xclud~ s1udre:J with 
p1t.,.ntJ w,th chronic p.,ln and "'11tro11n1c OUO:" 



f:rg'fiil~ 
,5-w! _. 

Tra· 

.Sub~-

llreally tliil .aY01d akin& b 111k U t me;n'ts. To br,u; e .-, o 11'1',I' fl- m - ct - 11 thffr m -y hair n oh:~ ot et 
i11cid nt/ tni11JI wher I - • rea,s□rtabt perw11 WO\l'ld i;:011Clud Ui~t~ riil'teh, rrt.id th ink 'b t 
l - NNT; haw _v , 0; mtis -_ _ loti:!1 , -- that I _,_ w·t 5, ,or I b~ _ppro- -t,i We ~ 'to use wa

,1.Qft iMJnd he ~S-!.IJ!':h 

Dye:r f pa$ = w Jlll:JJii:n~ - Ira:.. r mDYiBcl I 

forum, 

r , , no, patle ,t~ du in.g, -od me tio,g} MJ06/ 02'1J w :Utt lill'st im . , r:rib d Nm~2 for 
p lien s· wha k v. , 10UD a: d w,ko h:ad been 0111 h re,- , P ,10 l)o tm:I 'fr he cons n s id ,t - gue3y makinj no distih 1gn 

-e-Mionl -s, ne r,oi , 

ti-11!1' ~II dkll noi _n m nt1o that .h C:oi.hr _n r iew t 
pa _ · b 1 h chronic p 11 nd ' U'Oj T1rle: CIUD.' 



Reference 21 

Mattick RP, Breen C, Kimber J, Davoli M. Buprenorphine maintenance versus placebo or methadone 
maintenance for opioid dependence. Cochrane Database of Systematic Reviews 2014, Issue 2. Art. 
No.: CD002207. 
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1From: 
Sent: 
To: 
Subject: C.oru:ul .!iOO Patient Care and Staffing under Who le Health 

this veteran was taken away from his care in the community. 
th is vetera 11 was taken off of Suboxone (prior diagnosis· Opioid IDependence j. 

this veteran is made to beg for a resp onse from -

Best II can tel l, - has never physically examined this veteran --- not even once. 

No one at this fac ilit y seems to b_ lhold.irw __ to task. 

He has disrupted the care of this veteran andl many others . 

This is dangerous. 

This veteran already had a recent suicide attempt. His suicide attempt apparently was with Rum and Hydrocodone. Wou ld 

lhis prior diagnosis and behavior cause an Addictionologist to recommend/prescribe Buprenorph ine or 

Bu pre norp hi ne/ N a loxone? 

Recent ly,, we had an all day - Whole Health--did not address the Mlrl.V message sent in by the veter an. 

When the patients message him, he simply lets the messages escalate. It gives the out-ward appearance that - is too 
busy to provide t ih e patient ca re to w h, ch he oonstantly cl.a ims eommitme li'lt. lihe vetera n's message w as assigned to me by 

support staff (aga in} and re-assl gned it to - (again ). 

I left a11note on CPRS regarding the veteran' s message; one of the Pharmacy special ists processed t he refi ll. 

Why is this being allowed to go on? 

Who is keeping th'is clinical conduct in check? 

Can t he hiring of an individua l into t he Whole Health Clinical Directorsh ip allow the Cl inicia rn to escape meaningful clinicall 

supervision/ oversight? 

Isn' t that what has happened here? 

Isn' t t his a risk to the veterans? 

~ beca use of series of act ions/ event s regarding t he Whole Health Service which 
have unfo lded here at CTVHCS? 

Sincerely, 

1 



t2raru (O] 
5..lm.l Hello su I m wnl1ng lo sae d I can 'iJ9I my pa10 mell5 refill I v0 been trying to go w,thout howe11er my pain has been \lfe'l'se Llllely 
C QIII '2lf.lfJJ. 
~ 101 
~'.J.Qfj 

~19!) 

CPRsp,oo~ 
Notes Alerts 

1From 

Prevlo1.11 Mesaagn In Thread 

Sent: Frrlday, November 19 
To: 
Subject: 

lihe following • the Triage group: Pain Management - Central Texas VA@ have been escalated. 

If the escalated message was original ly placed in your lnbox, a copy of it is available to view in the Escalated folder. 

To read the message(s) in the Escalated folder, please access .• This is an 
automated, system generated message that cannot be turned off. Please do not reply to this message. 

l 
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Go to



--------------
frOf111: 
Se:!,t t.'IVl'fn - < lQ."l"l B,;2:r AM 
To. 
SuLJrd; OSC 10 tlon • - OUO «nd Con,.,.•~ and PatJ;-nl C ,~ -'nd \1.1rfin9 uncle" wti.Dll• HP.'\JJh 

Mello -

This 111et,eran1s case is an important one; your team should understand what is happening ,on the 

ground. 

I tried to refer the veteran to our .SUD clinic her,e at CJVHCS for evaluation and treatment for his 

diagnosis of Opioid Dep£?ndence. The consult was blocked; AUID Instead ot OUD was discussed; I 
asked again ... and so on. 

The, veter an recent Iv had a suicide attempt. 

II/I/III/I/IIIIIII/II//I/I/I/I/I/II/II//I///I//III/I/II/IIII/IIII/ 

Re: 

ll/lll/l/lllllll/lllllllllllllll/lllll/llllllllllllllllllllllll/ll 

I had sobmitted a few JPS'Rs on this veteran's car,e; it might be good to review the methods being 
employed here regarding ciinica11 behavi,or that is concerning. 

- has succeeded in creat4ng the situatlon he :soug,ht to create: 
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(1) Intervene on the clinical processing side of pain consult request processing to stop consults
being sent to CITC, to force us to stop consults from being sent to CITC, and to force this
consult processing behavior for a long stretch of time, resulting in behaviorial change on
the part of at least some referring providers so they no longer feel they can directly ask for
continuity of care with CITC with any sort of consistency, and also resulting in
destabilization of the care of the affected veterans.

(2) This has resulted in a veteran who had been diagnosed with Opioid Dependence from his
outside pain clinic here in Texas (the veteran carries the same diagnosis as far back as at
least ) having his CC Pain consult expiring and being scheduled here.

(3) Per JLV, the veteran has a documented history of alcoholism; the veteran denied the
diagnosis when I spoke to him during our initial evaluation, but he stated that he did have
some issue with alcohol in the past.

(4) I referred the veteran to SATP for evaluation and management of his Opioid Dependence
(the outside pain clinic even cites the corresponding ICD code) and cited his prior
diagnosis of alcoholism so as to highlight that this is not a simple case.

(5) MHBM SATP asks to resubmit the request differently as it is not emergent.

(6) MHBM SATP contacts the veteran but only discussed ?alcohol with the veteran.

(7) MHBM SATP finally contacts the veteran and discusses the topic of Opioid dependence
with the veteran who they chart as relating he uses buprenorphine for pain (this only
happens after I leave an additional note on the chart repeating the request that they speak
to him and discuss the actual reason I had placed the consult in the first place).

(8) Keep in mind, the veteran is actually on Suboxone.

(9) MHBM staff “build a chart” by repeatedly stating that the veteran takes
buprenorphine for pain as if the patient’s denying a diagnosis of Opioid Dependence and
stating it is for pain supercedes his having been diagnosed with Opioid Dependence.

(10) was copied on my initial evaluation and did not sign the CPRS alert
for my initial evaluation last I saw he ultimately received a message about Suboxone,
apparently; then creates a chart note, signing it on 4/15/2021.

(11) In his note, states:

-

- -- -
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a. “He was seen in the pain clinic. Provider referred him to SATP, but he was not
advised that the purpose of this referral was for opioid dependence.”

i. This is false; I introduced the topic to the veteran gently and discussed the
reason for referral, citing prior documentation. I did not advise him of the 6
hour time commitment per week (please see the consult requests under the
consult tab).

b. “Indication for Buprenorphine is for pain and physiologic dependence.”
ii. The outside pain clinic note states “Opioid Dependence” with its correct,

corresponding ICD code.
c. “It is not clear from the records or patient interview that the patient meets full

criteria for OUD.”
iii. … never mind that Suboxone is approved to treat Opioid Dependence, studies

were done on Opioid dependence, there are no recognized differences of
significance from a treatment perspective re: Opioid Dependence and OUD as
diagnoses…

iv. does not document any discussion at all with the veteran to support
that it is not clear if the veteran meets criteria for OUD and is a
certified addictionologist.

v. does not cite chart review to support his claim of a lack of clarity
either.

vi. simply throws out and/or does not review anything in the chart he
does not like or does not meet his endpoint and then states whatever he
likes in order to meet his endpoint.

d. states “He ran out of his medication almost 1 month ago.”

(12) states “Even if he does meet criteria, buprenorphine would be appropriate as
it was effective for analgesia for him, and it is safer than full agonist opioids.”

a. And right here is the culmination has come up with a way to support
MHBM’s stance of disavowing responsibility for treating OUD/Opioid Dependence
while simultaneously asserting an indication for his opioid of choice for chronic pain

as if “being safer than full agonist opioids” becomes an indication for prescribing a
controlled substance/opioid.

i. It is hard not to notice when he switches terminology in his chart note, initially
referencing the suboxone that the veteran is actually on. At the point of
creating his “Impression/plan,” he cites “chronic back pain” and “possible
complex persistent opioid dependence”, which is not only not a validated
diagnosis and not represented in the ICD/CPT terminology, but also is only
“possible” even according to . At this point in his documentation, of his
impression/plan, changes to using buprenorphine as the terminology.

- ---
-- -

--
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ii. Simultaneously, as has over the course of one entire year had no clinics
set up for him refusing to accept consultation requests and scheduling
patient visits as is done by other services in the hospital standardly and he
sees (best I can tell) only veterans that he self consults on, and as he has
forced upon the interventional pain management this clinical thought process,
enforced via changes to Performance Pay and now changes to our OPPE,
indicating to others that interventional pain will be prescribing opioids (for his
indications, as he has wielded his administrative power over us), has
found a way to promulgate the following:

1. Mental Health can continue to refuse to treat OUD / Opioid
Dependence.

2. Opioid(s), at least anything Buprenorphine, are now indicated for all
chronic pain again under the banner of “being safer than full agonist
opioids” and “as it was effective for analgesia” (the latter argument is
what caused the opioid epidemic to proliferate in the first place).

3. Interventional Pain Clinic will divert resources away from the supply side
intervention of pain procedures towards treating OUD / Opioid
Dependence for the entire facility, as MHBM refuses to treat it, by
refusing to diagnose it, even though MHBM are the leaders in substance
dependence by virtue of their selected occupations/training, knowledge
base, expertise and experience in substance use disorders and
other/comorbid mental health disease.

4. Primary Care can simply disavow dealing with
if it is an opioid, Interventional Pain will deal with it

… especially if it is not indicated in the first place for chronic pain.
5. With all of the above, the OSI and CARA laws/initiatives are both

functionally neutralized; MHBM/PC/PACT
to lead, evaluate, and treat clinical presentations that

not only fall within their purview but require their leadership.
6. is selling to the VISN and to CTVHCS that his quest is about

treating OUD; what he is really doing is forcing us to distribute his
narcotic of choice for his personal indication for chronic pain; we do not
agree with long term opioids, including buprenorphine products, being
the indicated treatment for most patients with chronic pain.

7. VISN 17 Pain Stewardship is not tracking Buprenorphine products as
opioids for pain (although that is exactly what being sold here);
buprenorphine products are only tracked via the SUD16 parameter
(although MHBM refuses to diagnose OUD/Opioid dependence).

8. . I do not
understand why,

-

-

-
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, MHBM/PC/PACT
were not aligned with Whole Health and these departments are not
leading in this matter. Instead, and Whole Health have been
placed atop Interventional Pain of the Specialty Care ICC and he has
done everything to coerce us to do his will against our clinical judgment,
affecting the care of our veterans like this veteran here.

9. The facility can keep opioids in house by hiring on interventional pain
specialists, forcing them to do opioids instead (Change duties
OPPE/FPPE FPPE Termination or leave so I/we can at least still
practice medicine somewhere), and thereby spend less on CITC, in
regards to any veterans that are being given or going to be given opioids
in the community and CTVHCS numbers will look great via the SUD16
parameter.

10. By forcing us under Whole Health, may be able to count our
services provided in the numbers needed as meeting the requirements
for VERA dollars/compensation from VHA for CTVHCS, although I am
not sure about this last point.

Did a veteran suffer for actions?

His referring provider wanted the veteran to have continuity with the CC Pain provider who had
an addictionology professional on staff; some referring providers still try to ask; others know that

has been blocking these referrals so they no longer ask, they just allude.

MHBM disavowed the care by denying the diagnosis.

simply recreated the chart in his own image and still did not provide actual care for the
veteran even though he has been promoting to everyone how important his cause is (whatever
that cause actually is).

What is the status of the veteran’s care from a mental health and/or opioid use/disorder
standpoint now, due to approach?

What about the veteran’s suicide attempt a few months ago with hydrocodone and rum?
Does the veteran actually have OUD and did the conduct of the MHBM department providers and

increase the veteran’s risk of suicide?

-

-

-
-
-

-
-
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As an aside:

a. According to Lin et al (2020), and this study examined the topic in the VHA. “In
FY 2017, 41% OUD only; 22.9% OUD + 1 SUD; 35.9% had OUD + >= 2 SUDs”, which
means in ~60% of patients with at least OUD, it less likely that simply prescribing
suboxone after taking an 8 hour class will be sufficient management.

b. According to Hser et al (2017), “Most OUD patients (64.4%) had chronic pain
conditions, and among them 61.8% had chronic pain before their first OUD
diagnosis.”

c. According to Greene et al (2015), “The topic of diagnoses of Opioid
Dependence (DSM IV) vs. Opioid Use Disorder (DSM V) seems to have been a point
of contention for some members of the Mental Health Department; it should be
noted that: of lifetime OUD in those with LTOT has been shown to be virtually the
same if using DSM IV or DSM V criteria.”

d. According to Dennis et al (2015), Pain has no impact on outcomes for patients
on buprenorphine or combination buprenorphine naloxone.

e. Patients and their treating clinicians may be concerned that treatments proven
effective in different OUD populations may not be effective for patients with chronic
pain, or may not be necessary for patients who have become addicted to
prescription opioid analgesics. This concern has been unfounded and was addressed
by Weiss and colleagues in the Prescription Opioid Abuse Treatment Study (POATS).

Sincerely,



------------------
from; 
~ nt: 
To: 

Hello OMI team, 

This veteran's case is an important one; your team should understand what Is happening on the 
ground. 

I tried to refer the veteran to our SUD clinic here at CTVHCS for evaluation and treatment for his 
diagnosis of Opioid Dependence. The consult was blocked; AUD instead o f OUD was discussed; I 

asked again ... and so on. 

The veteran recently had a suicide attempt. 

//II/I/I//I//I//II/////IIII/I/II///III/II/I//II//I//II///III/I/I/I 

Re: <REDACTED> <REDACTED> 

IIII//II/I//I///II/I//II//I/I/III//I///////I////I/III/I///IIII/III 

I had submitted a few JPSRs on this veteran's care; it might be good to review the met hods being 
employed here regarding clinical behavior that is concerning. 

llllhas succeeded in creating the situation he sought to create: 
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(1) Intervene on the clinical processing side of pain consult request processing to stop consults
being sent to CITC, to force us to stop consults from being sent to CITC, and to force this
consult processing behavior for a long stretch of time, resulting in behaviorial change on
the part of at least some referring providers so they no longer feel they can directly ask for
continuity of care with CITC with any sort of consistency, and also resulting in
destabilization of the care of the affected veterans.

(2) This has resulted in a veteran who had been diagnosed with Opioid Dependence from his
outside pain clinic here in Texas (the veteran carries the same diagnosis as far back as at
least 2011) having his CC Pain consult expiring and being scheduled here.

(3) Per JLV, the veteran has a documented history of alcoholism; the veteran denied the
diagnosis when I spoke to him during our initial evaluation, but he stated that he did have
some issue with alcohol in the past.

(4) I referred the veteran to SATP for evaluation and management of his Opioid Dependence
(the outside pain clinic even cites the corresponding ICD code) and cited his prior
diagnosis of alcoholism so as to highlight that this is not a simple case.

(5) MHBM SATP asks to resubmit the request differently as it is not emergent.

(6) MHBM SATP contacts the veteran but only discussed ?alcohol with the veteran.

(7) MHBM SATP finally contacts the veteran and discusses the topic of Opioid dependence
with the veteran who they chart as relating he uses buprenorphine for pain (this only
happens after I leave an additional note on the chart repeating the request that they speak
to him and discuss the actual reason I had placed the consult in the first place).

(8) Keep in mind, the veteran is actually on Suboxone.

(9) MHBM staff “build a chart” by repeatedly stating that the veteran takes
buprenorphine for pain as if the patient’s denying a diagnosis of Opioid Dependence and
stating it is for pain supercedes his having been diagnosed with Opioid Dependence.

(10) was copied on my initial evaluation and did not sign the CPRS alert
for my initial evaluation last I saw he ultimately received a message about Suboxone,
apparently; then creates a chart note, signing it on 4/15/2021.

(11) In his note, states:

- -- -
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a. “He was seen in the pain clinic. Provider referred him to SATP, but he was not
advised that the purpose of this referral was for opioid dependence.”

i. This is false; I introduced the topic to the veteran gently and discussed the
reason for referral, citing prior documentation. I did not advise him of the 6
hour time commitment per week (please see the consult requests under the
consult tab).

b. “Indication for Buprenorphine is for pain and physiologic dependence.”
ii. The outside pain clinic note states “Opioid Dependence” with its correct,

corresponding ICD code.
c. “It is not clear from the records or patient interview that the patient meets full

criteria for OUD.”
iii. … never mind that Suboxone is approved to treat Opioid Dependence, studies

were done on Opioid dependence, there are no recognized differences of
significance from a treatment perspective re: Opioid Dependence and OUD as
diagnoses…

iv. does not document any discussion at all with the veteran to support
that it is not clear if the veteran meets criteria for OUD and is a
certified addictionologist.

v. does not cite chart review to support his claim of a lack of clarity
either.

vi. simply throws out and/or does not review anything in the chart he
does not like or does not meet his endpoint and then states whatever he
likes in order to meet his endpoint.

d. states “He ran out of his medication almost 1 month ago.”

(12) states “Even if he does meet criteria, buprenorphine would be appropriate as
it was effective for analgesia for him, and it is safer than full agonist opioids.”

a. And right here is the culmination has come up with a way to support
MHBM’s stance of disavowing responsibility for treating OUD/Opioid Dependence
while simultaneously asserting an indication for his opioid of choice for chronic pain

as if “being safer than full agonist opioids” becomes an indication for prescribing a
controlled substance/opioid.

i. It is hard not to notice when he switches terminology in his chart note, initially
referencing the suboxone that the veteran is actually on. At the point of
creating his “Impression/plan,” he cites “chronic back pain” and “possible
complex persistent opioid dependence”, which is not only not a validated
diagnosis and not represented in the ICD/CPT terminology, but also is only
“possible” even according to . At this point in his documentation, of his
impression/plan, changes to using buprenorphine as the terminology.

- ---
-- -

--
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ii. Simultaneously, as has over the course of one entire year had no clinics
set up for him refusing to accept consultation requests and scheduling
patient visits as is done by other services in the hospital standardly and he
sees (best I can tell) only veterans that he self consults on, and as he has
forced upon the interventional pain management this clinical thought process,
enforced via changes to Performance Pay and now changes to our OPPE,
indicating to others that interventional pain will be prescribing opioids (for his
indications, as he has wielded his administrative power over us), has
found a way to promulgate the following:

1. Mental Health can continue to refuse to treat OUD / Opioid
Dependence.

2. Opioid(s), at least anything Buprenorphine, are now indicated for all
chronic pain again under the banner of “being safer than full agonist
opioids” and “as it was effective for analgesia” (the latter argument is
what caused the opioid epidemic to proliferate in the first place).

3. Interventional Pain Clinic will divert resources away from the supply side
intervention of pain procedures towards treating OUD / Opioid
Dependence for the entire facility, as MHBM refuses to treat it, by
refusing to diagnose it, even though MHBM are the leaders in substance
dependence by virtue of their selected occupations/training, knowledge
base, expertise and experience in substance use disorders and
other/comorbid mental health disease.

4. Primary Care can simply disavow dealing with
if it is an opioid, Interventional Pain will deal with it

… especially if it is not indicated in the first place for chronic pain.
5. With all of the above, the OSI and CARA laws/initiatives are both

functionally neutralized; MHBM/PC/PACT
to lead, evaluate, and treat clinical presentations that

not only fall within their purview but require their leadership.
6. is selling to the VISN and to CTVHCS that his quest is about

treating OUD; what he is really doing is forcing us to distribute his
narcotic of choice for his personal indication for chronic pain; we do not
agree with long term opioids, including buprenorphine products, being
the indicated treatment for most patients with chronic pain.

7. VISN 17 Pain Stewardship is not tracking Buprenorphine products as
opioids for pain (although that is exactly what being sold here);
buprenorphine products are only tracked via the SUD16 parameter
(although MHBM refuses to diagnose OUD/Opioid dependence).

8. . I do not
understand why,

-

-

-
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, MHBM/PC/PACT
were not aligned with Whole Health and these departments are not
leading in this matter. Instead, and Whole Health have been
placed atop Interventional Pain of the Specialty Care ICC and he has
done everything to coerce us to do his will against our clinical judgment,
affecting the care of our veterans like this veteran here.

9. The facility can keep opioids in house by hiring on interventional pain
specialists, forcing them to do opioids instead (Change duties
OPPE/FPPE FPPE Termination or leave so I/we can at least still
practice medicine somewhere), and thereby spend less on CITC, in
regards to any veterans that are being given or going to be given opioids
in the community and CTVHCS numbers will look great via the SUD16
parameter.

10. By forcing us under Whole Health, may be able to count our
services provided in the numbers needed as meeting the requirements
for VERA dollars/compensation from VHA for CTVHCS, although I am
not sure about this last point.

Did a veteran suffer for actions?

His referring provider wanted the veteran to have continuity with the CC Pain provider who had
an addictionology professional on staff; some referring providers still try to ask; others know that

has been blocking these referrals so they no longer ask, they just allude.

MHBM disavowed the care by denying the diagnosis.

simply recreated the chart in his own image and still did not provide actual care for the
veteran even though he has been promoting to everyone how important his cause is (whatever
that cause actually is).

What is the status of the veteran’s care from a mental health and/or opioid use/disorder
standpoint now, due to approach?

As an aside:

a. According to Lin et al (2020), and this study examined the topic in the VHA. “In
FY 2017, 41% OUD only; 22.9% OUD + 1 SUD; 35.9% had OUD + >= 2 SUDs”, which

-

-

-
-
-

-
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means in ~60% of patients with at least OUD, it less likely that simply prescribing
suboxone after taking an 8 hour class will be sufficient management.

b. According to Hser et al (2017), “Most OUD patients (64.4%) had chronic pain
conditions, and among them 61.8% had chronic pain before their first OUD
diagnosis.”

c. According to Greene et al (2015), “The topic of diagnoses of Opioid
Dependence (DSM IV) vs. Opioid Use Disorder (DSM V) seems to have been a point
of contention for some members of the Mental Health Department; it should be
noted that: of lifetime OUD in those with LTOT has been shown to be virtually the
same if using DSM IV or DSM V criteria.”

d. According to Dennis et al (2015), Pain has no impact on outcomes for patients
on buprenorphine or combination buprenorphine naloxone.

e. Patients and their treating clinicians may be concerned that treatments proven
effective in different OUD populations may not be effective for patients with chronic
pain, or may not be necessary for patients who have become addicted to
prescription opioid analgesics. This concern has been unfounded and was addressed
by Weiss and colleagues in the Prescription Opioid Abuse Treatment Study (POATS).

Sincerely,



Fronc 
Sent 
To: 

Hello OMI team, 

HrghUghtfng mine. 

Questions.: 

- Ev,en if the veteran meets crit,eria for OUO., is ijt that Buprenorphine would b.e appropriate? 
Or would Bu ren,or hine-Nalloxone he (more) ,appropriate? 

- Was corr,ect ln Ms MOUD training ,course: 1'0nly ,one lndi:catlon for mono-

product and that's p r•egna ncy." 
- l's the worrdlng hel'le in the• no,te confusing J based in confo1.mding? 

Sincerely, 

III/IIIIIJ/III/II/I/III/II/IIIIIIIIIIIIIIIIIIIII/IIIIIIII/IJI/II/I 

Re: <REDACTED> <REDACTED;:,-

l/llllll//llll//ll/lll/llllllllllll/lllllllllllllllllllllllllfllll 

~FU:OACl'ED> 

L.0(;~1.. TilU; WHS INUGRATiP MEOICIN£ lltUPHONE N01E 
STANDARD rrne:: INTEGRATIVE HEALTH NOT£ 
DATE OF NOTE:: APR 12 20:Z !ENTRY 'OAT£. APR ;U .1 201-

EXIP COSIGNER: 
URG'ENC's'; STATUS; 1COM PL:ETEO 

1 
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Received message regarding suboxone.

Called patient, confirmed ID by name and SSN.

He reports that he has had chronic back pain since he was injured in an
explosion

He reports numbness and shooting pain going down leg. Also has a throbbing
sensation.

Had surgery did not help.

He reports he was being treated with Suboxone 2mg/0.5mg divided qid. Was able to
function on this. He ran out of his medication almost 1 month ago. He has been

.

He was seen in the pain clinic. Provider referred him to SATP, but he was not
advised that the purpose of this referral was for opioid dependence.

ED last week was given an analgesic by injection.

Impression/plan:

1. chronic back pain
2. possible complex persistent opioid dependence

Reviewed PDMP. Patient received another refill from the community provider.

Indication for buprenorphine is for pain and physiologic dependence. It is not
clear from the records or patient interview that the patient meets full criteria
for OUD.

Even if he does meet criteria, buprenorphine would be appropriate as it was
effective for analgesia for him, and it is safer than full agonist opioids.

Would still recommend integrative approaches to pain management.

Will followup to continue discussion of Mission, Aspiration, and Purpose.

Chief of Whole Health Service
Signed: 04/15/2021

-

-
-
- -

-



From: 

Sent: 
To: 

Subject: 

Hello OMI team, 

th'1s veteran was taken away from his care in the community. 

th is veteran was taken off of Suboxone (prior diagnosis: Opioid Dependence}. 

th is veteran is made to beg for a response from -

Best i e_n telJ,_ has never physically examined this veteran --- not even once. 

No one at this facility seems to be hold ing - to task. 

He has disrupted the care of this veteran and many others. 

This is dangerous. 

n- Esca lated Message(s) 

This veteran already had a recent suicide attempt. His suicide attempt apparently was witih Rum and Hydrocodone. Would 
his prior diagnosis and behavior cause an Addictionologist to recommend/prescribe Buprenoirphine or 

Bu prenorph ine/N a loxon e? 

Yesterday, we had an all day long Whole Health standd01t.m - id not addre_s_s the, message. When the patients 

message him, he simply lets the messages escalate. It gives the, outward appearance tihat - is too busy to provide the 

patient care to which he constantly claims commitment. The veteran's message was assigned to me by support staff {again) 

and re-assigned It to - again). 

I left a note on CPRS regarding the veteran's message; one of the Pharmacy specialists processed the refill. 

Wthy 1is this being allowed to go on'? 

Wiho is keeping thi.s clinical e.ondl!lct tin cheek? 

Can the hiring of an individual into the Whole Health Clinical Directorship allow the Clinician to escape meaningful clinical! 

supervision/oversight? 

Isn't that what has happened here? 

Isn't this a risk to the veterans? 

~ because of series of actions/events regarding the Whole Health Service which 
have unfo lded here at CTVHCS? 

1 



Sincerely, 

l1!im. [O] 
SenJ 

i,,nrn~ 

~ 101 
Rerrnnde, 
~190 

CPRS P1pgoo_:i 
No,,. .. Ate,1:1 

- - - - -
MyFo;J~. Clll 

The following 

Hello ,;u I m wn1Ing lo see 11 l can g43t my pain rn9ds reflll , v1:1 bean trying lo go w11nout how1:111er my pam has oocn w0t~ l.elety 

PrevfoiJs Me11ages In Thread 

for the Triage group: Pain Management - Central Texas VA@ have beeni escalatedJ 

If the escalated message was originally placed in your In box, a copy of it is available to view in the Esca lated folder. 

l 
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To read the message(s) in the Escalated folder, please access . This is an
automated, system generated message that cannot be turned off. Please do not reply to this message.

Go to



1From: 

Sent: L •. I II 1 
' • 

To: 

I 
Subject: 

Hello OMI team} 

More messages ... 

Sincerely, 

I/II////////////////////////////////////////////////////////////// 

Re: <R EDACTED> <HEDACTED> 

III//////////I/III//I/I//////IIII////////////////IIII///////////// 

Sent: 

From: <REDACTED> 

To: 1Pain Management - Central Texas VA@ 

Message ID#: [ 

Subject: General Inquiry 

Yes I can not refill them untill he signs off on lit 

1 



Previous Messages in Thread 

------0 rigin a I Message------------------------

Subject: Gener-al Inquiry 

I understand. 

My understanding i~ that he continues to have sporadic access t o messages, 
and that he will be available on 11/18/~0~l ~hould you request to speak t o 
him regarding your query. 

Be well, 

-----Odgin a I Me s,:;age------------------------

ent 
Fram: 
To:<REDACifED> 
Subject: General Inquiry 

He l l o sir, 

Your message has been assigne ,cl t u - f e r his rev i ew . - i :t 

current l y on leave, but my u r1d~r .1l ~anpirirJ ii that he conti n~ lunr 
sporadic access to messages. My understanding is he will be avai l able on 

shou l d you request to speak to him regardi ng your query . 
From my review of y r ur chart, I suspect your are referencing the medication 
Buprenorphine t hat■■■■I h~ s been prescribing you. If true, then it l oo ks 
l ike y ou should have :r: e.:if i il l.:; available. 

Be well, 

l 



1From: 

Sent: 
To: 

Subject: 

Hello OMI team} 

As long as the veteran says the Suboxone was for pain} even if he was diagnosed previously as 
suffering of Opioid Dependence) then it must not be Opioid Dependence/OU DJ ,correct? 

Is it correct? 

Is it the Whole Health Service's job to - 11 know if there are any prescriptions that will be 
due in this time frame so that we can prepare them in advance." 

Sincerely, 

IIIII/IIIIII/IIIIIIIIIIIIIIIII/IIIIIIIIIIIII/IIIIIIIIIIIIIIIIIIIII 

Re: <REDACTED> <REDACTED> 

////////////////////////////////////////////////////////////////// 

Sent: 

From: <REDACTED> 

To: Pain Management - Central Texas VA@ 

Message ID#: 

Subject: Medication refill 

1 



Hello sir, ll'm writing to see if I can get my pain meds refill. I've been trying to go without 
however my pain has been worse lately. 

Anom 
Seim: -. __ _ _ 
To-. · _ _ _ __ o _ · rv_ <CTXWl:1-o'lel-l Jth5 MQe 

I will be on leave from 11/8 to 11/20, though I will attend the stand down on 11/18/21. 

I will have sporadic access to messages. 

Please let me know if there are any prescriptions that wil,I be due in this time frame so that 
we can prepare them in advance. 

With appreciation, 

. e Health and Integrated Health Service 

Central Texas VA Healthcare System 

l 



Reference 23

From: 
Sent: 2021 4:30 PM 

To: 
Subject: 

Hello-

Re: 

I was asked on 10/15/2021 if this veteran could be placed on my schedule. He was supposed to 

see - who called out sick today and on Monday (Mondays and Fridays are his cl inic ½-days). 

Then, the veteran was simp ly put on my schedule. 

Best I can tell, the veteran simply wanted his chiropractic care resumed. From my review of the 

chart, it was denied a coup le of times, seemingly with good reason by the reviewer. The most 

recent discontinuation made less sense to me. Either way, I am not sure that the logic flowed in 

putting this veteran's appointment with - onto my schedule. On evaluation, I recommended 

to defer chiropractic, to which the veteran agreed. Please review the following CPRS notes re: 

Whole Health involvement. I am sending you additiona l communication regarding chat transcripts 

on the matter. 

Key questions: 

- Was a Whole Health clinical evaluation /consult eve11 requested? 

- What exactly ar1e these {(evaluations" as evidenced by the charted notes? What is the 

purpose and the outcome of these biUed and coded follow-ups? 

- Why was the most recent evaluation billed/coded twice for 21-30 minutes; does it make 

sense on review of the note's content? 

1 
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 Just the two unrequested telephone/VVC consults/visits in, has decided the pain is
“likely myofascial.” …Why is everything myofascial?

 Should I have seen the patient without a new consultation request to pain management?

 If I follow up in place of to seemingly unrequested consultation, is that ok?
What type of evaluation should I have done in such a scenario?

 Did all of this improve the efficiency of care for the Veteran and was it patient centered?

Sincerely,

 
 
 

From CPRS below…
 
 

////////////////////////////////////////////////////////

 

 
 
LOCAL TITLE: WHS INTEGRATED MEDICINE TELEPHONE NOTE              
STANDARD TITLE: INTEGRATIVE HEALTH NOTE                          
DATE OF NOTE:      ENTRY DATE:        
      AUTHOR:   EXP COSIGNER:                            
     URGENCY:                            STATUS: COMPLETED                      
 
Received message - patient wanted to discuss community care for chiropractic. 
 
Called patient. 
 
He reports that he has low back pain - muscles tighten, has stiffness. 
 
He attributes this to degenerative changes noted on imaging. 
 
He was seeing a chiropractor - had  This was helping. Provider  
recommended more treatment. Pain has gotten worse in the interim. 
 
He recently had a  fracture. This had been a contraindication to  
chiropractic treatment. He reports that this has healed. 
 
He has been to introduction to whole health. 
 
Request for reauthorization for CITC was entered by his PCP. However, the  
records from community provider are not available in VISTA. 
 
Will schedule him to see me to discuss treatment options. He will request that his records 
be sent again. 
 

-
--

-
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/es/  
Chief of Whole Health Service 
Signed: 

Related to:  Service Connected Condition 
Diagnoses:  
Low back pain, unspecified (ICD-10-CM M54.50) (Primary) 
 
Procedures:  
PHONE E/M 21-30 MIN (2 times) 

////////////////////////////////////////////////////////

 
 

      
 
 
LOCAL TITLE: WHS INTEGRATED MEDICINE TELEPHONE NOTE              
STANDARD TITLE: INTEGRATIVE HEALTH NOTE                          
DATE OF NOTE:      ENTRY DATE:        
      AUTHOR:   EXP COSIGNER:                            
     URGENCY:                            STATUS: COMPLETED                      
 
Received message regarding chiropractic care. 
 
Called patient, confirmed ID by full name and SSN. 
 
Veteran reports that he has  with community care chiropractor. 
 
The chiropractor recommended additional visits. 
 
The veteran believes that the VA should comply with the community care  
recommendations. 
 
He did not have time to discuss this any further today. Will call again. 
 
/es/  
Chief of Whole Health Service 
Signed:  

Related to:  Service Connected Condition 
Diagnoses:  
Low Back Pain (SCT 279039007) - Low back pain (ICD-10-CM M54.5) (Primary) 
 
Procedures:  
PHONE E/M 11-20 MIN 

 

////////////////////////////////////////////////////////
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LOCAL TITLE: WHS INTEGRATED MEDICINE NOTE                        
STANDARD TITLE: INTEGRATIVE HEALTH NOTE                          
DATE OF NOTE:      ENTRY DATE:        
      AUTHOR:   EXP COSIGNER:                            
     URGENCY:                            STATUS: COMPLETED                      
 
Patient had been seen by  for chiropractic care for chronic back  
pain, but  has resigned. Patient is requesting follow up. 
 
Confirmed ID by name and SSN. 
 
He reports that back pain started while he was in , but he started 
having stiffness in his back around . His work required  
 
He does not have sciatica, numbness, tingling, weakness. 
 
Pprolonged standing or sitting makes it worse. 
 
He tosses and turns at night - cannot lie flat comfortably. 
 
He has difficulty standing up straight when he first gets out of bed. 
 
He has had physical therapy. Recommended stretches, warming up prior to  
exercise. 
 
He was also prescribed NSAIDs. 
 
He has remained very active. He is mindful of his diet. 
 
Past medical history: 

   

. 
 
Military: 

  
  
  

 
MRR1 - Med Reconciliation 
INCLUDED IN THIS LIST:  Alphabetical list of active outpatient 
prescriptions dispensed from this VA (local) and dispensed from another 
VA or DoD facility (remote) as well as inpatient orders (local pending and 
active), local clinic medications, locally documented non-VA medications, 
and local prescriptions that have expired or been discontinued in the past 
90 days. 
 
Non-VA Meds Last Documented On: Jun 23, 2020 
************************************************************************ 
 
***NOTE*** The display of VA prescriptions dispensed from another VA or 
DoD facility (remote) is limited to active outpatient prescription entries 
matched to National Drug File at the originating site and may not include 
some items such as investigational drugs, compounds, etc. 
 
NOT INCLUDED IN THIS LIST: Medications self-entered by the patient into 
personal health records (i.e. My HealtheVet) are NOT included in this 
list. Non-VA medications documented outside this VA, remote inpatient 
orders (regardless of status) and remote clinic medications are NOT 
included in this list. The patient and provider must always discuss 
medications the patient is taking, regardless of where the medication was 
dispensed or obtained. 
 
------------------------------------------------------------------------ 

..... 
-
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OUTPT AMMONIUM LACTATE 12% LOTION (Status = Active) 
       APPLY SMALL AMOUNT EXTERNALLY DAILY APPLY TO FEET DAILY (REPLACES 
       LACTIC ACID 5% LOTION) 
          Rx# 8993060A Last Released: 2/27/20     Qty/Days Supply: 240/30 
          Rx Expiration Date: 2/25/21             Refills Remaining: 6 
 
Non-VA CHOLECALCIF 25MCG (D3-1,000UNIT) TAB 
       TAKE ONE TABLET BY MOUTH TWICE A DAY Medication 
       prescribed by Non-VA provider. 
 
Non-VA FLUTICASONE NASAL INH (50MCG, 120 DOSES) 
       USE 1 SPRAY IN EACH NOSTRIL DAILY Medication 
       prescribed by Non-VA provider. 
 
Non-VA HYOSCYAMINE TAB 
       TAKE BY MOUTH Medication prescribed by Non-VA 
       provider. 
 
Non-VA INSULIN ASPART (NOVOLOG) * HI ALERT * INJ 
       INJECT SUBCUTANEOUSLY AS NEEDED Medication prescribed 
       by Non-VA provider. 
 
Non-VA INSULIN GLARGINE (LANTUS) 100UNT/ML 10ML 
       INJECT 20 UNITS SUBCUTANEOUSLY EVERY MORNING 
       Medication prescribed by Non-VA provider. 
 
Non-VA INSULIN GLARGINE (LANTUS) 100UNT/ML 10ML 
       INJECT 20 UNITS SUBCUTANEOUSLY AT BEDTIME Medication 
       prescribed by Non-VA provider. 
 
OUTPT MOISTURIZING CREAM (Status = Active) 
       APPLY EUCERIN EXTERNALLY DAILY FOR DRY SKIN 
          Rx# 7443517C Last Released: 2/28/20     Qty/Days Supply: 454/30 
          Rx Expiration Date: 2/25/21             Refills Remaining: 1 
 
Non-VA MONTELUKAST 10MG TAB 
       TAKE ONE TABLET BY MOUTH EVERY EVENING Patient wants 
       to buy from Non-VA pharmacy. Medication prescribed by 
       Non-VA provider. 
 
Non-VA MULTIVITAMIN/MINERALS THERAPEUT CAP/TAB 
       TAKE ONE TABLET BY MOUTH DAILY Medication prescribed 
      by Non-VA provider. 
 
OUTPT MYCOPHENOLIC ACID(MYFORTIC) 360MG EC TAB (Status = Active) 
       TAKE TWO TABLETS BY MOUTH TWICE A DAY FOR LIVER TRANSPLANT### 
          Rx# 9294341 Last Released: 10/20/20     Qty/Days Supply: 360/90 
          Rx Expiration Date: 2/4/21              Refills Remaining: 0 
 
Non-VA PREDNISONE  5MG TAB 
       TAKE ONE TABLET BY MOUTH DAILY Medication prescribed 
       by Non-VA provider. 
 
OUTPT SODIUM FLUORIDE 1.1% ORAL CREAM (Status = Active) 
       APPLY SMALL AMOUNT BY MOUTH AT BEDTIME TO PREVENT CAVITIES 
          Rx# 8987587A Last Released: 7/8/20      Qty/Days Supply: 153/90 
          Rx Expiration Date: 6/4/21              Refills Remaining: 3 
 
OUTPT TACROLIMUS 1MG CAP (Status = Active) 
       TAKE TWO CAPSULES BY MOUTH EVERY MORNING AND TAKE ONE CAPSULE 
       EVERY EVENING FOR POST TRANSPLANT CARE 
          Rx# 9323923 Last Released: 11/12/20     Qty/Days Supply: 270/90 
          Rx Expiration Date: 2/20/21             Refills Remaining: 0 
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Non-VA VITAMIN E CAPSULE 400 UNITS 
       TAKE 400 UNITS (1 CAPSULE) BY MOUTH DAILY Medication 
       prescribed by Non-VA provider. 
 
Non-VA ZZALBUTEROL   HFA (CFC-FREE) INHL,ORAL 
       INHALE BY MOUTH 
 
------------------------------------------------------------------------ 
                                SUPPLIES 
------------------------------------------------------------------------ 
 
OUTPT GLUCOSE SENSOR FREESTYLE LIBRE 14 DAY (Status = Discontinued) 
       1 SENSOR    EVERY 14 DAYS FOR MONITORING BLOOD SUGAR 
          Rx# 9574437 Last Released: 12/7/20      Qty/Days Supply: 6/90 
          Rx Expiration Date: 8/5/21              Refills Remaining: 0 
 
OUTPT GLUCOSE SENSOR FREESTYLE LIBRE 14 DAY (Status = Active/Suspended) 
       1 SENSOR    EVERY 14 DAYS FOR MONITORING BLOOD SUGAR 
          Rx# 9749900 Last Released:              Qty/Days Supply: 6/90 
          Rx Expiration Date: 12/11/21            Refills Remaining: 1 
 
 
IMPRESSION/PLAN: 
1. back pain, likely myofascial 
2. diabetes mellitus 
3. s/p  
 
Patient had been approved for chiropractic care by  
 
He would like to go to  chiropractic in  
 
Explained Whole Health initiative, Personal Health Inventory and Mission,  
Aspiration and Purpose. Suggested Intro to Whole Health class. 
 
Patient is interested in attending this. 
 
/es/  
Chief of Whole Health Service 
Signed:  

Related to:  Service Connected Condition 
Diagnoses:  
Low Back Pain (SCT 279039007) - Low back pain (ICD-10-CM M54.5) (Primary) 
 
Procedures:  
Expanded Problem Focused 

////////////////////////////////////////////////////////

     
 
 
LOCAL TITLE: MD TELEPHONE NOTE                                   
STANDARD TITLE: PHYSICIAN TELEPHONE ENCOUNTER NOTE               
DATE OF NOTE:      ENTRY DATE:        
      AUTHOR:   EXP COSIGNER:                            

- -
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     URGENCY:                            STATUS: COMPLETED                      
 
Received message - patient had gone to PMRS hoping to schedule followup for  
chiropractic care and was told that it was not available. Patient went to  
director's office. 
 
Called patient. Explained that  had resigned, and that we may need to refer him 
to the community. 
 
He has had chiropractic care in the past. 
 
Will schedule for VVC appointment for . 
 
/es/  
Chief of Whole Health Service 
Signed:  

Related to:  Service Connected Condition 
Diagnoses:  
Low Back Pain (SCT 279039007) - Low back pain (ICD-10-CM M54.5) (Primary) 
 
Procedures:  
PHONE E/M 11-20 MIN 



From: 

Sent: . · _ _202: 4:28 PM 
To: 

Subject: . • 1nvesbgat on :seff•oonsu'I ation 

Hano-

As I ha,ve indicated to you previously, I have submitted several JPSR reports in regards to what I perceived as increased irisk 
to the veteran, stemming from the changes that have lbeen made here at CTVHCS. 

What fo llows be low is a self-consu lt t hat has occurred, best I can tel l, without my having been able to identify any elevated 
risk. 

I could not identify the reason or request for the consu ltation, or any medica l-decision making to justify the billing/coding 
of the encounter. 

Sincerely, 

////////// ////////////////////////////////////////////////// 

LOCAL TITLE : WHS !INTEGRATED MEDICINE TELEPHONE NOTE 
STANDARD TITLiE: INTEGRATIV,E HEALTH NOTE 

DATE OF NOTE: ENTRY DATE: 
AUTHOR: EXP COSIGNER: 
URGENCY: STATU S: COMPLETED 

Received call regarding community care request. 

Called patient back. 

He reports that he has chroinc back and neck pain. 

He had been seen by a pain specialist in the community for 

ln- e had epidural steroid injection and adverse reaction - could not 
br~ s hospitalized for 4 days. He was not intubated. He reports that 
he was diagnosed with CHF - LVH on chest x-ray. He was treated with diuretics. 
However, there was a concern that he had anaphylaxis. 

He had medial branch block and RFA in April 2020, and again in October 2020. 

He was scheduled to do this again on llllllon the right and on - for the left 
side. He had planned on cancelling appointment because the right side feels 
better. 

1 



He received a call from the community care provider's office --
- to inform him that his authorization had ex ired. H8i 

called hi PCP to request reauthorization. 

informed him that, because there are available appointments at the VA, he 
would have to be seen here. 

He reports that he is reluctant to come to the VA for care because he has 
experienced delayed diagnosis in the past. 

He does not have a history of 
alcohol use disorder or vira epatit1des. His and had 
alcohol-related health issues. For about 3 years prior he was given the 
[iiagnosis of , presumably due to pancytopenia, withou 

aving any testing to confirm this. After his l iver tranplant, his blood count 
ormalized. 

He has not experienced rejection at all. 

He developed --VA providers recommended sur 

He had physical therapy in the private sector instead. It is still painful, but 
it is tolerable. 

~e also reports that he had an episode of 
e went to the VA ED, waited for 5 1/2 hours, and never saw a doctor. He left to 

go to another ED, was admitted for 3 days 

He has been followe~ had PT for balance. 

~e also had a- removed from.....,:-He reports that the 
pathology showed abnormal cells. The pathology slides were sent 
~ He reports that no dia nose was given. 

He also had -
He is willing to see the VA pain provider. 

/.~J 
Qd _ _Jc, 

,Related to : Service Connected Condition 
Diagnoses: 
Low Back Pain (ICD-10-CM M54.5) (Primary) 

l 
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Procedures:  
PHONE E/M 11-20 MIN 
 
 
////////////////////////////////////////////////////////
 
 
From the Consult tab / Consult request: 
 
Current PC Provider:    
Current PC Team:        
Current Pat. Status:   Outpatient 
UCID:                   
Primary Eligibility:   SC LESS THAN 50%(VERIFIED) 
Patient Type:          SC VETERAN 
OEF/OIF:               NO 
 
Service Connection/Rated Disabilities 
SC Percent:            10% 
Rated Disabilities:    LOSS OF GREAT TOE  (10%) 
                       SEPTUM, NASAL, DEVIATION OF  (0%) 
 
Order Information 
To Service:            TEM WHS OUTPT PAIN MANAGEMENT 
Attention:              
From Service:          WAC EVENT 
Requesting Provider:    
Service is to be rendered on an OUTPATIENT basis 
Place:                 Consultant's choice 
Urgency:               Routine 
Clinically Ind. Date:  Jan 07, 2021 
DST ID:                 
Orderable Item:        TEM WHS OUTPT PAIN MANAGEMENT 
Consult:               Consult Request 
Provisional Diagnosis: Low Back Pain(ICD-10-CM M54.5) 
Reason For Request: 
INTERVENTIONAL PAIN MANAGEMENT CONSULTATION GUIDELINES: 
This consultation request is for Interventional Pain 
Management Procedures. 
 
1.  Reason for Request: Where is the primary location of the patient's 
     worst pain for the consultant to address? 
 
                - Back Pain  Yes 
                - Neck Pain  No 
                - Other  No (please specify): 
 
2.  Controlled Substances: 
                - Does the patient understand that the Interventional Pain Clinic 
         offers procedures for the management of chronic pain and does 
         not prescribe chronic controlled substances in the management 
         of chronic pain?   Yes 
 
3.  Interventional Pain Management Procedures: 
                - Does the patient desire to receive interventional pain management 
                injections for the management of Chronic Pain? Yes 
 
4.  Imaging: 
                - The patient needs to have advanced imaging of the area involved 
within 
                the last two years. MRI is usually the preferred advanced imaging 
       for the spine. 
                If MRI is contraindicated then obtain CT scan of the involved area. 
If 

-----
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                the patient had prior surgery to the spine then please request MRI 
with 
                and without contrast if the renal function allows it. The official 
                imaging report must be reviewed by pain management before the 
                consultation can be accepted. Please specify where the official 
imaging 
                report is found: 
                (Choice of only one is accepted; may not choose more than one) 
                VISTA Imaging 
 
5.  Blood Thinners: 
                - Is the patient receiving any blood thinners such as Coumadin, 
         aspirin, clopidogrel, TSOACs (apixaban, dabigatran, or 
rivaroxaban) 
         etc. No 
                - If the patient is on blood thinners, can the patient discontinue 
that 
                medication for about 7 days WITHOUT ANY BRIDGING medication and 
without 
                significant risk of developing stroke, cardiovascular insult, or 
any 
                other problem for which the patient is receiving that medication to 
                prevent. Not applicable 
 
6.  Laboratory investigations: 
                - Is the patient Diabetic?  Yes 
                - If YES, then the HGB A1C within the last three months of the date 
of 
                the consultation needs to be less than 8. 
                - Please indicate the VALUE and the DATE of the last HGB A1C: 
 
Collection DT     Specimen   Test Name          Result    Units       Ref  
Range 
08/28/2020 08:03  BLOOD      GLYCOHEMOGLOBIN       7.0 H  %          4.8  
- 6.0 
 
7.  The Interventional Pain Management Clinic requires responses to the 
    following questions regarding various modalities that may have been 
    used in the management of pain in this patient's pain: 
a)            Has the patient tried Physical Therapy or exercise within the last 
year? Yes 
b)            Has the patient tried Acetaminophen and/or NSAIDs within the last 
year? Yes 
c)            Has the patient tried Gabapentin and /or Duloxetine if 
neuropathic pain was suspected? 
                No 
    d) Has the patient tried the TENS Unit be tried within the last year? 
       Yes 
    e) Has the patient tried Cognitive Behavioral Therapy (CBT) or Pain 
       Psychology within the last year? 
                No 
 
8.  Comments: 
 
  
Please evaluate Veteran for CITC Pain management for Nerve ablation... 
continuity of care request. 
 
If care is available in VA-- Veteran is agreeable to get it here. 
 
  
  
****************************NOTES**************************************** 
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ALL FIELDS MUST BE FILLED OUT for the consultation to go through, just 
like the MRI template. The consultation will not go through if one field 
is not answered. 
 
************************************************************************* 
 
Inter-facility Information 
This is not an inter-facility consult request. 
 
Status:                COMPLETE 
Last Action:           COMPLETE/UPDATE 
 
Facility 
Activity                Date/Time/Zone      Responsible Person  Entered By 
------------------------------------------------------------------------------- 
CPRS RELEASED ORDER     01/07/21 16:31           
PRINTED TO              01/07/21 16:31                                            
     CTX-PTPMRS3 (BIG) 
FORWARDED FROM          01/08/21 08:38             
     TEM WHS OUTPT PAIN MANAGEMENT 
Forwarded to CC-Pain per requesting provider seemingly for continuity of  
care. 
 
FORWARDED FROM          01/08/21 13:29             
     COMMUNITY CARE-PAIN 
Per CITC Chief, we should attempt to schedule within VA. If unable then  
fwd to community. 
 
PRINTED TO              01/08/21 13:29                                            
     CTX-PTPMRS3 (BIG) 
RECEIVED                01/08/21 15:20       
Please schedule this patient in the Pain Management Consultation Clinic  
following the updated guidelines for the Mission Act and the current  
COVID-19 scheduling modifications. Please inform the patient that the  
initial visit to this Pain Clinic is a consultation appointment that may  
be carried out as a VA Video encounter. There will be no procedure  
performed during the initial consultation. If the patient is interested in  
the Austin VA for consultation and procedures in Austin, you may forward  
this consultation to the "Austin Surg Pain Management Clinic.”  
 
-You may discontinue this consultation after failed outreach attempts  
and/or after reaching the appropriate number of “Cancellations by Patient”  
or “No Shows” as per policy.  
 
SCHEDULED                        

 
PD011121 
 
COMPLETE/UPDATE                      
     Note# 77464887 
 
Note: TIME ZONE is local if not indicated 
 
-------------------------------------------------------------------------------- 
 
 
 
 
 
 



1From: 

Sent: 
To: 
Subject: 

Hello -

Re: 

This veteran's MHV message had been assigned to me previously. 

I checked the chart in order to review so I could respond to the query, and :11 fo!it!lld Uil,at- [had seen the 

patient. 

I thought the veteran's message seemed odd, in 'th<1t- tends not to promise veterans medications --- as 

the veteran's message seems to have conveyed. 

When I reviewed further to try to mak,e sense of that, Id scovered that - had seen the veteran; I initially 

did not reaHze this, as his note ti,tles do not take on Bold-type appearance with my "VIEW" Notes setting for 

"Pain" notes. 

So, apparently, - had seen the patient; he apparently to ld the patient that he would be comtinu ing his 

medication (seemingly, tramado'II), and then he simply did not prescribe it. 

As I Ihad been in the chart w ith the purpose of responding to a secure message that had been assigned to me in 

the first place, I thought I wou ld pass what I found on for investigation (11 ended up reassigning the message to■ 

- · 

Now, why is - seeing the veteran in the first place? Per - note: "Received message. Patient wanted 

to continue to be seen in the community for_p ain management." 
And per - note: He was supposed to have epidural in the community but this was cancelled because 
community care was not reauthorized. 

1 



I am not sure if - not sending t his vet eran the medication discussed was intent ional1 or not; some 

poss ibi lities follow: 

Maybe this is a technique to get veterans off of opioids. 

Maybe the m edication is not actuall y due yet. 

Maybe he simply forgot. 

Maybe th is is a pattern o stat ing he is going to send veterans controlled substances that he 
~~-

discusses with t hem, only to not do it, perhaps with the forethought to defer it to the Pain Management 

section physicians or other providers w ithout t heir agreement, when the veteran shows up for a fo llow-up 

appointment. That way, if the veteran gets mad/complains/becomes hostile/violent to themselves or to 

other providers, the providers will feel coerced to enact - p'!an/preference for management, or 

receive complaints, discipline, or other harm. 

To be clear, this is happening in the first place because: 

- Tthe veteran's community care consult " was not reauthorized" --- in line with the instructions to our 

section to process consu lt requests. 

Somehow, "Per- note: " Received message. Patient wanted to continue to be seen in the 

community for pa in management" becomes treated by- ais ~' consult request to himself, apparentl y. 

- - simply doesn't follow through with his own treatment plan. 

Please see the below chart excerpts an - message: 

///////////////I////////////// //////////////////////////////////I///I////////// //////////////////I///////I 

TEM WHS CIH PA:N PHYl 

/////////////l/////l/l/////////// /////////////////////l////l!I/II///I///II/II///I// //////////////////I//// 

Sent: 

From: 

To: 

·=ID 

Subject: 

Pain Management - Cen tral Texas V A@ 

Follow Up Appt-Aug 30th 

l 



l am scheduled to have a follow up appointment on but I do not see the point 
of driving an hour to- from my house. I haven't lieceived any treatments or any new 
medications despite being told I would be given new medications from the VA for pain 
management. I have several appointments that I have not gotten reimbursed for travel pay 
so I see no need to add one more trip to that number. If you think this appointment ris 
actually worth anythingi please call. me about it; otherwise I will just cancel' it and be done 
with what the VA refers to as "Pain Management". 

/lllll!ll!l!l!lll!lll!!llll!l!lll!!ll!!ll///////ll!lll!ll///ll!ll///ll!!llll!l!llll!ll///ll!ll///ll!lll!II 

LOCAL TITLE: WHS I NTEt~RATED MEDICINE NOTE 
STANDARD TITLE : INTEGRATIVE HEALTH NOTE 
DATE OF NOTE: ENTRY DATE: -

AUTHOR : I EXP COSIGNER : 
URGENCY : STATUS: COMPLETED 

Patient repoits chionic bacY. pain. 

Confirme d ID by full name and SSN. 

He had a back injury during FT in 
- -

popping sensation, shooting pain sensation, to r.:nee possibly 
back issu~s since then 
had an IM injection 

tried to continue working, 
symptoms were getting wor se 

knocked wind out of him. 

, slipped, fell out. rain. 

evac to hospital. I uled out fiacture. 
bedrest for 1 week . muscle relaxer, NSAIDs 

pain got worse . 
alsstar~ 
between ---
necr.: pain 
full spine MRI 
DJD 

in upper ba,::k 

was seeing chiropractor at - D ~ training injury 
wa:c; helping 
once every ~ weeks 

TENS 

started getting 
epidur al injections after - -RFA - worse pain 

Had RFA again in the last year , which did help f o r a short time, 3 months. 

He also has numbness and tingling in his right hand, indez finger and thumb . He 

3 
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has been diagnosed with  He has braces but he has not  
been using them. 
 
Medications: 
tramadol 50mg tid prn. 
takes 1 daily usually 
 
Military:   

 
 

  
  

 
 

 
 

 
remote 
 
Physical exam: 
General: no acute distress 
MSK: tenderness of paraspinal muscles, gluteus medius, piriformis, psoas. tight  
hamstrings. 
Neuro: reflexes 2+, symmetric 
 
Reviewed imaging, labs. 
 
impression/plan: 
 
1. myofascial pain 
2. carpal tunnel syndrome 
 
Continue tramadol. 
 
Recommended using braces at night. 
 
Follow up within 30 days. 
 
 
/es/  
Chief of Whole Health Service 
Signed:  

 

ESTABLISHED PATIENT Mod Complex MDM or 30-39 min Related to:  Service Connected Condition, Combat Veteran 
Related 
Diagnoses:  
Low back pain (SCT 279039007) - Low back pain (ICD-10-CM M54.5) (Primary) 

 

//////////////////////////////////////////////////////////////////////////////////////////////////////////

LOCAL TITLE: WHS INTEGRATED MEDICINE TELEPHONE NOTE              
STANDARD TITLE: INTEGRATIVE HEALTH NOTE                          
DATE OF NOTE:      ENTRY DATE:        
      AUTHOR:   EXP COSIGNER:                            
     URGENCY:                            STATUS: COMPLETED                      
 
Received message. Patient wanted to continue to be seen in the community for  
pain management. 
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He has a history of chronic neck and back pain. 
 
He reports that he was being prescribed tramadol, in addition to having  
injections, RFA. 
 
This regimen has been effective. He was supposed to have epidural in the  
community but this was cancelled because community care was not reauthorized. 
 
He was seen in the VA pain clinic. Medications were not addressed. 
 
He reports that he has to drive about  to get to the VA. He also is  
concerned that he cannot be seen in a timely way if he has an urgent issue. 
 
He also reports that he has been diagnosed with . He was  
informed that he should have an MRI for his cervical spine. He is claustrophobic  
- requests that he be sent to community care for MRI under sedation. 
 
I will review available records, see patient in the clinic. Will continue his  
prescription at this time. 
 
/es/  
Chief of Whole Health Service 
Signed:  

Procedures:  
PHONE E/M 21-30 MIN (2 times) 

//////////////////////////////////////////////////////////////////////////////////////////////////////////

-



Reference 24

Co 
5til>j~ 

Dear colleagues, 

Given that we· are stiH n.egotiating ~he Service Agreement,, I hai've deo]ded that we must 
suspend the Pein Management Team's clinkal role. 

We can continue to meet to discuss strategy for implementation of' Stepped care for Pain 
Manag,ement and OUD. 

As for p,atient care, we can continue to see them in our individual clinics and coordinate 
amongst ourselves when necesr.ary. 

Wijth appreciation, 

-
Clinic•1 !Director, Whol-e Health and rntegir.ated Hnkh Service 
Central TexH VA Healthcare, S:yste_m 

-

l 



Reference 25 

VHA Directive 1232 - Consult Processes and Procedures 
  



Reference 26 

Attachment 6 / OMI report TRIM 2021-C-29, pages 39-40, January 25, 2022. 

  



From:
To:
Subject: RE: PATS-R: Pain consult
Date: Wednesday, December 15, 2021 2:25:32 PM

I reviewed her records. Please schedule for VVC for me on  at .

Thank you

From: 
Sent: 15 December 2021 14:08
To: 

Subject: PATS-R: Pain consult

Veteran: 

Whole Health - Pain Management - Temple - Patient states that she need help getting an
appointment with Community Care for Pain Management. Patient states she been waiting to be
seen by pain management since September when her Neurosurgery provider did a  request for
service. Patient state she was never offered community care referral on 9/7/21 when 12/23/21
appointment was scheduled and then later cancelled and moved to 12/17/21. Patient had to cancel
the 12/17/21 appointment due to conflicting schedules and this time she was told she was not
eligible to be referred to community and will have to wait till March 2022 to be seen.

There is a note from Pt Advocate stating he spoke with Vet and explained the Mission Care Act in
detail.

Please contact Veteran to discuss her scheduling options.

Info needed for PATS-R system:

Dates of attempts and of contact with Vet
Resolution
Description of Vet’s satisfaction with the resolution/plan

Thanks

Whole Health Clinical Care Supervisor
Central Texas Veterans Health Care System

Reference 27

--
-
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Reference 28

From: 
To: 

Subject: 'osc 1mestiga!Jon -- veteran affected 
Tuesday, 1(:)Qtober S, 2D21 8:33:00 AM Oc1te: 

Hello 

Re: 

This veteran's MHV message had been assigned to me previ ously_ 

- the chart in order to review so I cou ld respond to the query, and I found th i■] 
h d seen t he patient . 

I thought the veteran's message seemed odd, in thia - not to promise 
veterans medications as the veteran's message see~ co veyed. 

When I reviewed further to try to make sense of that, I discovered t - ee · 
veteran; I in itia lly did not rea lize th is, as his note titles do not take n B~e appeara nce 
with my "VIEW" Notes setting fo r "Pain" notes. 

So, apparent ly, _ had seen the patient; he apparent ly told the patient that he wou ld be 
contiinui ng his r~on (seemingly, tramadol}, and t hen he simply did not prescribe it . 

As I had been in the chart w ith the pur pose of respondirng to a secu re message that had been 
assigned to me in the first place, I th~~ ou ld pass w hat I found on for investigat ion (I 
ended up reass igning the message to - ). 

h vetera1 in the first place? f> - note: "Received 

message. Patient wanted to continue to be seen in the community for pain management." 

And per - note: He was supposed to have epidural in the community but this was 

cancelled because community care was not reauthorized. 

I am not su r i - n t sending t his veteran t he medicat ion discussed was i ntent iona l or 
not ; some poss~fo'll ow; 

• Maybe this is a tech nique to get veterans off of opioids. 

• Maybe the medication is not actual ly due yet_ 

• Maybe he simply forgot . 

• Maybe this is a patte rn of- , stati ng he is going to send veterans contro lled 
substa nces that he discus~hem, on ly to not do it, perhaps wit h t he fo ret hought 



to defe r it to t he Pa in Management section physicians or other providers wit hout their 
agreement, when the veteran shows up for a fo l low-u p appoint ment. That way, if t he 
vet era n gets mad/complains/becomes hosti le/vio lent t o t hem.s.elves or to other 
providers, t he providers will fee l coerced t o enact- pla n/preference for 
management, or receive complaints, discip li ne, or~ rm. 

To be clear, this is happening in the first place because: 

• Tthe veteran's community ca re consult "was not reauthorized" - in line wit h the 
instructions to our section to process consult requests. 

• Somehow, rrPPr - & riote: "Received message. Patient wanted to continue to be 
seen in the t om1-i-1u nity for pain management" becomes. tre-ated .JV- c'l S a co nsult 
request to himself, appa re nt ly. 

• - simply doesn't follow through with his own treatment plan. 

Please see the below chart excerpts and the MHV message: 

////////////////////////////////////////////////////////////////////////////////////////////////////////// 

TEM WHS CIH PAIN PHYl 

////////////////////////////////////////////////////////////////////////////////////////////////////////// 

Sent: -• ;\Jlessage ~ : -
Subject: 

VA@ 

Follow Up Appt-Aug: 30th 

I am scheduled to have a follow up appointment on but I do 
not see the point of driving an hour to Temple from my house. I haven't 
received any treatments or any new medications despite being told I 
would be given new medications from the VA for pain management. I 
have several appointments that I hav,e not gotten reimbursed for travel 
pay so I see no need to add one more trip to that number. If you thiink this 
appointment is actually worth anything, please call me about it; otherwise 
I will just cancel it and be done with what the VA refers to as 11 Pain 
Management"_ 



////////////////////////////////////////////////////////////////////////////////////////////////////////// 

LOCAL TITLE: WHS INTEGRATED 
:3TANI1AP.D TI TLE: INTEi::iPATIVE 

MEDICINE NOTE 
HEALTH NOTE 

DATE OF NOTE: 
AUTHOR: 

URGENCY: 
COMPLETED 

Patient report5 chronic back pain. 

Confirmed ID by full name and SSN. 

ENTRY DATE: 
EXP COS IGNER: 

STATUS: 

-----
He had a back injury during PT in -
free wei9hts - dead.lift 

-
popping sensation, shooting pain sensation, to knee possibly 
back issues since then 
had an IM inj ection 

tried to continue working, full gear, marche5 
syrnpt,::,ms were 9etting worse 

NTC in ~0 1 5 
f~ll w en ,:: i .. insi I ■■■■■■■, :;; lipped, fell c,ut. 
on bac k, w~a~in~ f ~ gear 
f_, - - ft. 
}:rn:1d:eUJ wind out o f him . 
evac - ~o hospital. ruled out fracture. 
bedrest for 1 week . muscle relaxer, NSAIDs 

pain g,=,t worse. 
~ls star~ 
between 111111111111111 
neck pain 

in upper bad: 

rain. 

full spine MRI 
DJD 
was seeing chiropractor at - bef,::,re training injury 
was helping 
once every:::: weeks 

TENS 

started 9etting 
~pidural i n jections after :nd injury 
::::015-18 
RFA - wors~ pain -
Had RFA again in the l ast year, which did help for a short time, 3 months. 

He also ha::; nurnbne::-s and tin9ling in his right hand, index finger and thumb. 
He 
has been diagnosed with . He has braces but he has not 
been using them. 

Medications: 
tramad,::,l 50mg tid prn. 
takes 1 daily usually 

Physical >?xam: 



General: no acute distress 
MSK: tendernes~. of paraspinal muscles, gluteus rnedius, piriforrnis, ps,::,a.s. 
tight 
ha.mstrim:,s. 
Neuro: reflexes 2+, symmetric 

Reviewed imaging, labs. 

impress ion/plan: 

1. my,::,fascial pain 
:::'.. carpal tunnel syndrome 

Continue t ra.rna.,:k, l. 

Recommended using braces at night. 

Follow up within 30 days. 

I I 
Chie 
s·qn 

rvice 

ESTABLISHED PATIENT Mod Complex MDM or 30-39 min Related to: Service Connected Condition, 
Combat Veteran Re'lated 
Diagnoses: 
Low back pain (SCT 279039007) - Low back pain (ICD-10-CM M54.5} (Primary) 

IIIIIIIIIIIIIIIIII/IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII 

LOCAL TITLE: WHS ~NTEGRATED 
STANDARD TITLE: INTEGRATIVE 
DATE OF NOTE: 

AUTHOF:.: 
URGENCY: _ 

COMPLETED 

MEDICINE TELEPHONE NOTE 
HEALTH NOTE 

ENTRY DATE: -
EXE' COSIGNER : 

STATUS: 

Receiv ed rnessaqe. Patient wanted to continue to be seen in the communi ty for 
pai n management. 

He has a. history of chronic neck a.nd back pain. 

He reports that he wa.~. being prescribed tramadol, in addition to having 
injections, RFA. 

This regimen has been effective. He was supposed to have epidural in the 
community but this wa. ~ cancelled because community care was not reauthorized. 

He was seen in the VA pa.in clinic. Medications were not addressed. 

He reports that h has to drive E;QiC1 li. - o ;et. to the VA. He also is 
concerned that he cannot be :e.een i n , t i me l y w.y i~ he has an ur,::,ent i ssue. 

He also reports that he has been diagnosed with 
was 
informed that he should have an MRI for his cervical spine. He is 
claustrophobic 

requests that he be sent to community care for MRI under sedation. 

. He 

I will review available records, see patient in the clinic. Wil l continue his 
prescription . t this t i me. 

Procedllres: 



PHONE EJM 21-30 MIN (2 bmes) 

lll/llflllllllllllllllll/J/lllllll/llllllllllllfllllllllll/llllll/llllllfl///ll/llllllllllllllll/lll/lll/l 



Frum: 
ro: 

Subjed: 
Date: 

Reference 29 

HU 
Thur,day, Septemrer 10, 2020 2:09:32 PM 

I could not respond to the last message 6'om 
is my response and it has not changed. 

-, ,B' locked. However, tnis 

Thanks. 

Good A~ernoon All, 

First of all, I would like to say, I am not and shall not seek or need an apology for anything. 
I would like for you to understand what I thought I -w:as asked to do. 
A) Review four cases and comment on the coding of these cases. 
B) Respond on those cases 
C) I was also asked if it was okay for another provider to reach out to the veteran prior to 
the IDT team conference meeting, 

In that, it was explained (in writing) that the PMT Team Conference was rather an IDT team 
in nature and it was the intent to treat it like a team. 

A) 
As a coder, this was somewhat confusing because to be a true team conference - in the 
coding realm for IDT- all providers on the tear:, "In order to even qualify for correct 
code assignment of Medical Team Conference, CPT explicitly states that "reporting 
participants :shall have performed face-to-face ( or the PlriE equivalent} evaluations 
or treatments of the patient, independent of any team conference, withi1n the 
previous 160 days," As this reads, each participating provider should have had 
some contact with the patient prior to the conference, or it can't be coded as a 
conference. As such, the provider should "see" the patient prior to any conference 
and establish that relationship, .-ecording the visit with whatever code fits the 
modality of care (i.e. audio only, VVC, or F2F)" 

Additionally, HIMS does not decide at aU what is billable - lihat is the job of CPAC 
and the FRM. In ,none of my positions as a code1r, have I ever been told or asked 
my opi,nions on billing. In P,rivate Sector, Billing is determined by the business 
off,ice and HIMS is not a part of that operation. 

A Continued ... 

PMT cHnic of 07/07(2020~ 
1. 08:00 M: 
2. 09:00 AM 
3. 10:00 AM: 
4. 11:00 AM: 

PMT cl inic of 08/04/2020: 
1. 08 :0O, AM: 
2. 09:00 AM 
3. 10:00 AM: 
4. 11:00 AM: 

The above e-ases were reviewed. Please see oLr 'fin,diiifl~ 
1. If these were intended to be Consu'ltations with ..... the Primary Ca,re 



B) 

Provider asking for his opinion and advh,e shou ld be listed by name, address and 
phone number. While CPRS shows a request for a consult from various PharmD 
providers for the above patients, in each case, the documentation is addressed to an 
unllisted Primary Care Provider. 

2. Documentation for a Consultation needs to satisfy all t hree of the elements - History, 
Exam and Medical Decision Making. 

a. During C0VIID 19 the exam portion has been exempted. 

b. History is documented as: O1ief Comp laint, History of Present Illness, Review of 
Systems, Past, Family and Socia l History. As prev iously stated, the 
documentation for all the above cases was exce'llent. 

c. Medlca l Decision Makingi was documented as: 

i. Previous Med ical Records were reviewed. 

ii. !Data reviewed was mentioned and met the criteria. 

iii. Number of Diagnoses a11d Management Options was met 

3. In each of the above 07/07/2020 cases, the patient was contacted by-priior t,o 
the Conference Meeting. Patients had n::i prior contact from the co ference 
participants for t he 08/04/2020 cases. 

4. During each conference it was attempted to contact the patient vi a phone. There wa,s 
at least one time the phone call to the patien t was not successfu l. A consultation CPT 
code 99243 was billed by~or each of the above cases. With no verbal or 
face to face contact with t~is d ifficult for the documentation to support a 
consultation CPT code. 

[ answered the question, "Is it okay for a provider to reach out prior to the Team Meeting?" 
- my iresponse was Yes. If the provideli is performing serv ices within their scope of practice 
and documents each service, they are able to see and treat patients. 

C) 
If there is 110 consultation process for the Whole Health Servfce,~ouldl be able to 
see and treat patients as an active member of the PMT Co11ferene,e Team. As per the 
guidelines below, each spedalty can biill for their part of the team meetlng. Each provlder 
would need to document what they contributed to the treatment plan in order to take 
advantage of this bill i1ng opportunity. 

With the above stated -

I did rev iew your cases, and this is why I askeci about the conference meeting5 and your 
"Team Approach". Your notes are well written, but the docu mentation states the purpose 
of the service was to provide a consultation service. That leads me to believe that you 
were wanting these cases to be more of a consu'lt-based response rather than a "team 
approach 11

• In order to be a Team Conference, all members must have firsthand knowledge 
of the patient and the patient must have kno~ledge of each of the providers on the team. 

If you decide to use the consult approach, CPT codes 99241-99245 would apply. ls that 
your intent? From reading the documentation, it appears that one person asked the 
questions, that same person authored the note and it is receipt acknowledged by the 
remaining participants. That does not constitute a team conference service, CPT code 
99367 - 99368. 



In col\clusion, we ilre not finding the s-upPQrtfr'g documenutior, to code • cons:vlution or • 
te.•m confe,...nce CPT code . lh• .above s.e'Vk•s do not meet the documentation enter!, for 
either code series. Hc-wever, aa:;ording to the \/HA Pain Mana9.eme11t Directive 2009-053 the
PMT Conferenctt Meedn9 l • al\ tr1i.9ra1 ~rt of h.oN Plttr~ts- ,.,.,. tre.11t,,d for 1)8,ln 
manag@ment. Thi~ I.J a mandate from ttie VA r~tf. Thtt. f.c:Hity/oroanlzat.On Is gtvtng the 
directive thitt this tea.m appr~ch with a ·consurt.ation"' (Ype of service IS how pain 
management operates. In this c.ase, ¥le would fik each pro\lider to perform sen.kes if 
med,c•lly ntctssary. document that service ln:IMdually and bill according to the urvlce 
that is rendered. Ourino the PMT Team Confen.nce the members come together for peer 
review, stu<Mr,g and d lsc1.1ssing this case wfth the group and to resotve ilny roadblocks by 
Utffiz1no eac:h me1110er's experience. This would not be a bltloble. serv1ce but would 1nste•d 
be 1Jsed to ex~ltt the care of the patie.11t. 

Heakh lnformallon Management S-Ot:1100/MAS 
Centrnl Texas Veterans ll ~allh Care SVstem 

Suldde Prcvcndon Is Eve,yonc's Buslnes-s. 



Hi; 

I ii:l" 

malli on tlns, r.lrm?ad 

• b11.1 cea~ fro YI an furUt t ma1l abou lhT ro· nO'i\f~ 
- ~ rm. I' not , om I t tv f I in:g 

- I . ·~ • , ~ ~' 

' 
- -. 

,e D.apu'y 
• • g -1 - eNtce . 1s ema1L 

Than you,. 

Cent.NJ T~X'llt v~twa:U-MMlth Car:e Sys 1,e. 
I 



This is truly gettlng out of hand. lhe tone is extremely disrespectful , f_,xp rtb_. 

I would like .son, _ continuing this exchange. 

As for the PMT being "highly effective", t would say that this has not been the feedback that I have 

heard from members of the PMT, patients, ambulc1tory care providers and leadership, or the 

veterans' experience service, insofar as pain management is concerned. 

PMT may have been effective in decreasing opioid prescribing, but that does not mean that veterans 

are not obtaining opioids illicitly, or that their pain is c1d1:quc1t1:ly tredted. 

Respectfurlly, 

I have to say that I feel your replies and comments do not seem to incorporate the CPT cod ing 

wording, the queries presented to you, or an adequate understanding of the peculiarities of IDT. 

According to the CPT excerpt on Medical Team conferences, please be aware of: 

"Individuals should not report 99355-99368 when their participation in the medical team conference 

is part of a facility or organizational service contractually provided by the organization or facility." 

Our PMT, as the other PMTs at VA centers across the country, exist because they are mandated by 

CARA legislation. The PMT by its very nature is different than the "usua I" I DTs you reference. 

HIMS cannot take a stance that it does not determine what is billable citing "other factors" while 

simultaneously suggesting an alteration of approach. HIMS directly comments on matters related to 

coding which plays into billing. Consistency of coding plays into bill ing. These issues necessrtate 

comment from HIMS. Comments on "good" care or "effective" care are not really relevant here. Our 

PMT has been highly effective. 



I nolJa-d h 
ih'eJ PMT 

it h p lo m. 

I, 

Th 

JjJ I I;: ID.. 

- - d,Qf'tbe d 
· t pl t 1 a 
11'.MS ttlliUJ . .P ions you 

DC"l • at:t II o' ibc ,q m. 11 
• ID ocJi . l!b~ teJI illl 11ft; dml 

uc for ho n w r. 



Tl11s ,pors onomer q11ffitor 1/ all me ,nrtlc1pares ,n Ille tt'Om have nci see<> in, portent or 

how f,r<t hnnd knoww,doe of rite Ntl•n•, llo.v ton .. e 1uJ1/vccnauC1 o col/oDOro:rw ono 
e{tect,ve treatment pion ts 1he porlent always ( phone, Vdeo, persorrJ or their rcpn,senror1ve . 
pttv,ntl 

Usually, /OT t,:,om1 con,u,1 of d,,r/p/,nes rhar ho,e a full kno .... tl"fiar of pore111 nt't'ds, 

exp«tot,ons ono gaol, The :eam is kno"" Dy t/Je potienr, "'mc><t cases, a"d a ve,y t/fecttvt' 
in ti-• rmr nf th, pnti,nl 

I ne docum,ntot,on of //,e !tom Ii •~•Y Ind vi/Juql11eo and w:,y benef,cml to th,• car, rertoerrd 
and trootment needs, expectations and goals aj t/,e f'(aviders 

So w,th this new in/ormarlon, you oil might wori r.> explore orrotheropt/on Jar this team. 

I f ea.Ith lnfOf-mation Manag_erneot .st:ct.ion/MA5 
Central T ex.,s Veterans Hmlth Care System 

Sukide PrwenUon Is EYervone's 8u-siness. 

From: 
Sent: Wednesday, Septemb!lr 2. 2020 3t~9 PM 

Cc: 

Sub]ed: Re, HIMS Guidance Needed 

Hello 

ls 11•,e PMT team e<mstdered IDT m ttotm·e. -

Yes. 



if ;t ;shave nil of the provMers 0 11 tl,e team set?11 the paNel1f within 60 days of IDT team date: 

No. 

It is possible that 1 or 2 of the lea111 's prol'iders 111t1J have 5ee11 
the veteran beforehandj if they /tad had a prior relationship 
"rando111ly'·' (e.g. a consult is independently requested of 111e, 
and the veteran !1·ees 111e in interventionul pain, und 
subsequently, the 11eterll11 is identified/2•eferred for IDT). 

If IDT in 11ature, do nil the pm·fidpate hnvefirsf line knowledge of the patie11t in rhe respect 
of their discipline? 

I am reading your questi,on above t,o. mea1n "Have aU of the 

provider,s already been indivi.duallly reque.st,ed to see the 

veteran i·n ,consultation, and have those visit·s alr,eady occurred 

and care be,en independently e-stablished with all providers on 

the team prior to the II DT meeting?" 

Get 01Jtlook for iOS 

A5king for clarification on a few items: 

On the PMT Team -

Questions: 



11 rtr PMT It-am co,11,c/errd IDT ,n rwrua, I/ 11 r> /,aw: all P/ •he pro,trlrrson rh 1, om ,·n 
the porient w,thin 6/Jdoys of IDT team datt? 

IJ /OT /11 norure, <JO all :he purTl(/po·e na;e (irrr /me krrvwlcdq.: of r/1< porrenr ,n r~t'" "11«1 
of tJ,e,, d<C•t,hne? 

Hrnlth Inform,•, n M""'3trm!'fll Semon/MAS 
C"ntr,11 texas V~t~• Jns. HeJllh ta,e S~tem 

fffPtll\P romtnunitaliflf'I ~ £.IAA v.ith ~ti nf 11,;;1 

sutddt Ptevenuon l:s everyone's Business. 

From· 

Sen!: Wednesday, September 2.1010 11:09 °M 
To: 

Thankyov -

Pl@ase send all the e~I betow as presented with the atla<hmenl l hal I ,nduded in the f1f1i1 em.as 
Also, ptiease ,ndude me oo the rot~d..."flte .ts th<-y may need further csarlfotk>n .-nd may have 
quc,st.ons I may .-.n.swe, regarding the team fun<-uoo-and 0perati.0n. 

Sioc.erelv. 



0 his Cl t es m 
coke sonL m~ bur lmpefiJII . we- n rett,ve wer back ulc. f y S.o rnl.s rr 

I ll Us.! 

• ul I Pr wl 



, m,m~ncs. 1 . o no l:li J1!tYe ~hal , ur lnq,1.1 1:0 'M t 
- - I we s.EekinB1 are e facts d gu dan . ec u .■ 

wham we m • e lirt, U::11 ion!ii, ac- shollfl .• • o n 

pi em i 

lilflOM 0 



l=rom: 

S.nt: Wednesday, Septerrber 2. 2020 ll:2S;l6AM 

Tilis wa, ,n~WPrtd In •/1e losr ernaft 

Ho,tllh lnform•llo-, M•n•,~m ... 1 ..... lion/MA.\ 
Central ruas Veterans H~lth care ~ tern 

Ufec11>e Communlc~Oon begins with al ol usl 

Suldd, Prevention Is Everyone's Bu.siness. 

From 

S.nt: V/odnosday, Sopt• OTbor l, 20,011.18 AM 



Subject: Re: HIMS Guidarnce Needed 

So it looks like we could wry much use duification between what constitutes: 

"consult with the patient individually. prior to a team meeting .. without having been requested 
individually to do so" 

Amt 

.. reach out to the patient aml talk to th.em:· 

From my review of the prior-to-team meeting provider ··consult.s italking-to-patients" encountern that 
are being specifically ,di, cus5ed 1·i bt 110\-v. the internction looks far more like an 'unrequested 
individual c onsuh'. than a "talking-to. ' · 

It may be helpfhl for HThifS to review specific p1ior iustances of this to determine more dearly. 

I nnforhmately do not have veteran narnes,'la st4s right now to share from prior. but maybe we could 
get you some veteran chans 10 review. 

If you can also speak to the other issues brou~ht up. I would veiy much appreciate it. 

Thank you for yom attention in this. 

I want to make sure I understand what you are saying. 

Are you saying: 

(1) You can consu lt with the patient 1ndiv1dually, prior to a team meeting, without having been 

requested individual ly to do so (individual request for consultati on was not made)? No, I stated 
that you can reach out to the patient and talk to them, but ff you do this is Historical and NOT 

billable or coded. 



Or 

(2) You can haw• non<ltn1e,an perform•• objectw, predefined lntalce (not M luatoon, not 
manager~l. not '-'PPOrt4 bulldtn,) prk>r lo a reqUMI~ team tTe-etins that has been reque-st@d 

II u . theo I would him \'OU to Sj!eak Spet1ricaly to the pcss,biWty of dilleiential bllting. 

If io other saniri(ls. the deg"ee or1n1eract.Of1 undenakffi during such a tP!eohCl\e ~• deswed 
would be Olherwlic bdbblc:, then we MUST blll ond cod'-' the ,ntc:nic;tion. If w. don'l, thvn ~ b 

dlscrlmin.atory 10 bUI (regardless or the ·c:urren~: some veterans~ while not billi.ng olhers for the 

same s,in,Jce p,ovldod boc.iUS<' fl wI1s our purpos,($). 

If'°· ~ QMO\ h.iv• such .J1l lntt1r.1ctron without~" individuil consult, ~nvrnoro t~n I can w,ifk into 
an ,npallmt ,oom and pe.rform • consu t .. ulon w ,ttiout ~ln3 requeJttd. 

On a side no1e-.Jusl as n would be considered fnudu1en110 o, --ertulL-·overcode. i1 ts also flaud11k>m 10 
undttbtWWJ<J,JcodC 

Ptease address allot 1hese i,suas.. Whel'I I have enmuntered the same question in similar scenarios 
in the pa.st we had not been at:Je to proceed in such ,i fashion ... 

ll i:,; lmporlr.lnl lo view this from all angle,-,. a.nd wewdlll to becert.aln. 

Htillth 1nform1uon M<1M£ef"1•n1 ~•on/MA~ 

Central re,as Veterans I lealth Care 5\,sl~m 

Elfe<tNe COmmuniUUon begms ,.,th all of us! 

Su1C"ldc Prcvo"''°" b everyone's 8u1lncn. 



nd hat 

it l) 'Vo!J can ro , ult w·t11 the ps □,@'n-t ind p i to a rea1m mee-tin • wiitl out Bv1 g b @" 

Id al t • do, 0 ~ n \ltd ro~ m ~lradoi:1 a .nor madeJ1'? 

0 

pi Yo CiiJll h a □ fl-dinf • n p rform • • • e. prerle 1ned nit,ak.e 1tri aluar ion, not 
1rn.:i na ifl:Jen port- lo s I d tea - m 11 en r qMJ l d. 

1· 1. 11:i 1 Id Ji ym.lt 

1 In oth ro r ,a n tlu~r r s.uch le ,. ' 

WCI.I be d oode • tile in ·_ rac i • lfwil!! dorn, 
dr ininato • while no bill ; g 

If o, canno 11 Vlf!. n I llt oo ~it 11n I wn nymor U:1a.n I , 
· n In, a • Mt a-om ~r, rm a en u it ion ut requ~l, .d. 



i.$5UC$.. Wlhei, I h - • \. fed d . . m 

abl m proc:12'£d n su • r sh on .. 

ryone' ,tn.1 1111 :n. 



a n 1\-tCOUi'II te:leph I( s help I to rol t 
th m tU n~. - • h l-0 mp _ r p ~i nt•s 111 rr Uv 

- JS, r, µ ar1 . 

HIMS} 

I 61 nden. 'irnd ·D'TJat s.on,e, of th Pain maoageme~. Tea IPMT) members d~i , lo, 
oonlaot 1he pa.1ients bemre ·lJ"lie. PMT meelir-g. I ~an.not end1orse o deny _hat I a 1111 no 
expert ,o . billi ~ o, C FlT ·" ding, lhemrore, I av -; relayed Ullis ri _ pens bilit.y· ito our 
exp~rt.$ at HeaUh lofoi'ii'na on ~ · agemenl Serv ce HIMS .1 to, neo _ liillilmrmd. Cun-enlly. 



my understanding ,s as follows: 

1. Ir you already have an estabhshed relation with the patient, lhen you have to 
see the patient within the fast 60 days before the PMT meeting t!Tough the 
independent oonsultation process that is issued to your clinic and not through 
the PMT group consultation. 

1. If you do not already have an established relation with the patient throogh 
another oonsunatloo that ls spectficalfy issued to your cl nlc and that is 
independent of the PMT group oonsultatoon, then you ought to see the paltent 
within lhe PMT mee~ng only and not before or after the meelin9. You may, 
however, see the patient after lhe meeti,g if you are specifically consulted to do 
so dopond,ng on the rocommondation• of 11,e PMT and the approval of the 
patient to such a consultation. 

I attach 10 this email an excerpt from the 2019 AMA CPT Guidebook on ·Medical 
Team Conferences.' 
Please give us your final decision on this mailer. We need definite guidance in this 
area. 



A5 , oromis "ri, ft Is ti e m[armarion , u II member. f had 
MT In nart . :5 '/ rdfl 

s ntJ B.u In · 

• ' - fy f o ~oir;,.~ code. Ql'~f9nl't'l,ei1+ of Mw ,;al T~i:tm Ciimf RIO¢ •• • - • • 

. r4 pan 'P f"i~•d fACi!!i~~~ (oll"' , • · P 
i tJ: af -t.h.; :p«1 ,e;nf ~ ~"Y ·tierilffl i:;(m.f l'I& • 

• • • - • 
1 

. nic:h I-•· ovJdtr 11ho\iltd ha\iie: h,Qd • 
. ', QI" it ,_ • .• ·~ ,t fp_ . 11d 
t .i,onhi: •~~ ho r-elotii,ndlip, • 

n1 -~o.1· 1JJdio g.lflly. WC. !C!r F2.- ) 



Subject: RE: IDT Team Conference Question/clarifo:ation 

I'm not sure I understand exactly w.,at your question is? Is the question con PMT members contact 
the patient before the PMT meeting? 

Importance: High 

At Central Texas, I have a couple of questions. 

Can members of an "IDT" (our case the Pain management Team (PMT)) con tact the 
patient prior to the meeting for informatione.I and rapport building? If so could that or 
would that be a codable and "potential workload" option? 

AMA CPT 2020 requires on Medical Team Conference: 

1. If you already have an establi,sned relation with the patient, then you have to 
see the IPatlient within the last 60 days before the PMT meeting through the 
independent consultation process that is issued to your clinic and not ,thmugih 
the PMIT group consultation . 

1. If you do not already have an established relation with the patient through 
another consultation that is specifically issued to your cl inic and that is 
independent of the PMT grnup consultation, tihen you ought to see the patient 
within the PMT meeting only and not before or after the meeting. You may, 
however, see the patient after the meeting if you are specifically consulted to do 
so depending on the recommendations of the PMT and the approval of the 
patient to such a consultation . 

Some more quest ion, have spared from t his as well . Can you please addre<;s these below, 

separately. 

(1) You can consult with the patient individually, prior to a team meeting, without having been 

requested lndividually to do so (individual request fo r consultati on was not made)? ( can you gather 

any information at all from the patient and document it - or do you have to rely on the medical 

record as a sole source} 

Or 

(2) You can have a non-clinic ian perform an objectve, predefined intake (not evaluation, not 

m,:rnagement, not rapport-building) prior to ;:i requested team meeting that has been requested . 



If •1. •hen I would nte you 10 spe.,.. ,pec!flt;aly 10 1h• po,.s,bibty cl dlll«entlal bllBng. 

If in othet5een~rios. the degree ot interaction t.ndertak.en during !iUCh a teephonee:a!I desired 
would b-0 otherwise b,llabi(>. then we MUST bill and rod<, ti,(, fnterxtlon If we don t. then lt k 
dt.Sa1mio.tl0fl' to b,11 (rega,Jlc.s.s or the ·curn.•~) )Omf' ~le,ans. whit~ not b,ll1n,g othw~ fo, lh~ 
s,ame seNKe pro-.Aded because it $u ,1s aur purpose(sJ. 

ff so. we cannot h.ve s<Jdl an 1n1e«1<1ioo wilhoulin individual consult. aovmore than one can wait 
into an inpat.ie.nt room ~nd pc.rfOf"m .-, con,s:uh;olioow lthovt beins, requested. 

On a ••de uoco. Jt1'1 as it would be oollS!dere<I fraudUl<Ol to ovort>11110vei:.oc10. 11 J.S also fmudllk!U to 
underuil 1/\mdeJrode. 

PlealeaddrHSallof those Issues. It 1$1moortant 1ovlewthls from all •ncles. and Wf want 10 be 
c..-um, 

He.11th Inf°' rn4ll0n MJ~emcnt Secllon/lAI\S 

Central Te.as Vl!t•rans HealU1 Can! wstem 

EJfecci,-e, cornmunleaUon begins: .... 1th all ol U$f 

Suicide Prevention 11 Everyone's luslneu. 



From: 
To: 

Subject: 
Date: Thursday, September 10, 202.1) 2:IJ9:32 PM 

I could not respond to the last message 6"om,_ as it was locked. However, th is 
is my response and it has not changed. 

Thanks. 

Good A~ernoon All, 

First of all, I would like to say, I am not and shall not seek or need an apology for anything. 
I would like for you to understand what I thought I was asked to do. 
A) Review four cases and comment on the coding of these cases. 
B) Respond on those cases 
C} I was also asked if it was okay for another provider to reach out to the veteran prior to 
the IDT team conference meeting. 

In that, it was explained (in writing) that the PMT Team Conference was rather an IDT team 
in nature and it was the intent to treat it like a team. 

A) 
As a coder, this was somewhat confusing because to be a true team conference - in the 
coding realm for IDT- all providers on the team "In order to even qualify for correct 
code assignment of Medical Team Conference, CPT explicitjly states that "reporting 
participants shall have perlormed face-to-face (or the PHE equivalent) evaluations 
or treatments of the patient, independent of any team conference, within the 
previous 60 days." As this reads, each participatin,g provider should have had 
some contact with the patient prior to the conference, or it can't be coded ,as a 
conference ., As such, the provider should "see" the patient prior to any conference 
and ,establish that re1ationship, recording the visit with whatever code fits the 
modality of care {i.e. audio only, VVC, or F2F)" 

Additionally, HIMS does not decide at all what is billlable - 'fhat is the job of CPAC 
and the FRM. In none of my positions as a coder, have I ever been told or asked 
my opinions on billing. In Private Sector, Billing is determined by the business 
office and HIMS ,is not a part of that operation. 

A Continued ... 

PMT clinic of 07/07/2020 : 
1. 08:00 
2. 09:00 AM 
3. 10:00 AM: 
4. 11:00 AM: 

PMT clinic of 08/04-/2020 • 
1. 08:00 
2. 09:00 AM 
3. 10:00 AM: 
4. 11:00 AM: 

The above cases were reviewed. Please see our ,- 1r1rl'ings befow; 
1. If these were intended to be Consultations • iH, - • the Primary Care 



B) 

Provider asking for his opinion and advise should be listed by name, address and 
phone number. While CPRS shows a request for a consult from various PharmD 
providers for the above patients, in each case, the documentation is addressed to an 
unlisted Primary Care Provider. 

2. Documentation for a Consultation needs to satisfy all three of the elements - History, 
Exam and Medical Decision Making. 

a. During COVID 19 the exam portion has been exempted. 

b. Hi,story is documented as: Chief Complaint, History of Present Illness, Review of 
Systems, Past, Family and Social History. As previously stated, the 
documentat-ion for all the above cases was excellent. 

c. Medical Decis ion Making was documented as: 

i. Previous Medical Records were reviewed. 

ii. Data reviewed was merntioned and met the criteria. 

iii. Number of Diiagnoses and Management Options was met 

3. In each of the above 07/07/2020 cases, the patient was contacted by - prior to 
the Conference Meeting. Patients had no prior contact from the co felil n • 
participants for the 08/04/2020 cases. 

4. During each conference it was attempted to contact the patient via phone. There was 
at least one time the phone call to the patient was not successful. A consultation CPT 
code 99243 was billed by-- for each of the above ,cases. With no verbal or 
face to face contact with t~t is difficult for the documentation to support a, 
consultation CPT code. 

I answered the question, "Is it okay for a provider to reach out prior to the Team Meeting?" 
- my response was Yes. If the provider is performing services within their scope of practice 
and documents each service, they are able to see and treat patients. 

C) 
If there is no consu'ltation process for the Whole Hea1Ith Se i • Ice, - would lbe able to 
see and treat patients as an active member of the PMT Coriforernce Team. As per the 
guidelines below, each specialty can bill for their part of the team meeting. Each provider 
would need to documernt what t,hey contributed to the treatment plan in order to take 
advantage of this billing opporturn ity. 

With the above stated -

I did review your cases, and this is why I asked about the cornference meetings and your 
"Team Approach". Your notes are well written, but the documentation states the purpose 
of the service was to provide a consultation service. That leads me to be!Jieve that you 
were wanting these cases to be more of a consult-based response rather than a "team 
approach". In order to be a Team Conference, all members must have firsthand knowledge 
of the patient andl the patient must have knowledge of each of the providers on the team. 

If you decide to use the consult approach, CPT codes 99241-99245 would apply. Is that 
your intent? From reading the documentation, it appears that one person asked the 
questions, that same person authored the note and it is receipt acknowledged by the 
remaining participants. That does not constitute a team conference service, CPT code 
99367 - 99368. 



tn condusfon. we are not finding the supporting documentation to code a consurtation or a 
tea.n, conference CPT code. The aibove services do not meet the dOaJmentation criteria for 
either code series. However, a=rdlng to the VHA Pain Monagement Dtrective 2009•053 the 
PMT Conferenc:at Meeting ls •n Integral p•rt of hew patfe:nts •re treated for pa,n 
management~ Th.ts is a mctndate from the VA rtseJf. The faohty/organizat»on is giving the 
dirKtive that th,s team approa.dl with a ..,C,onsultation" ty~ of service is how pain 
manage.ment operates. In this case, we would a ~k each provider to perform services If 
medically necfiPry, document that service individvalf\,t and bill acc:ordlng to the servtc:ie 
that ls ~ndered. During the PMT Tum Conference the members c:ome together for pttr 
revi•w, studying and discussing this case with tM group and to resolve: any roadblocks by 
utillzlng each member's expenence. This WOutd not be a billable servke bUt would Instead 
be. used to expedjte the care of the patient~ 

Health Information Manag,,rnent Section/MAS 
Central Texas Ve1erans Health Care Sv,tern 

Effl'<."U"lo'e Communication begins with all of us! 

.Suicide Prevention is Everyone's Bus1ness. 



Hi; 

Pl a wr , , . n /qi.I blll cea fro • rt: - l1J'I e 

ul 1 , • rm oo comp 
r . so p ase ref ~ n f10m 11S.Wenl') 

e 

lmportan - : 1-J igh 

Tha.nk y,011-1 

ice 
Ce.:n1ra exos · • ~ter411$ 'ea 'It , -cm~ System 



This is truly getting out of hand. The l:one is extremely disrespectful o 1 expertise. 

I would Ii someon - to 

As for the PMT being "h ighly effective'', I would say that this has not been the feedback that I have 

heard from members of the PMT, patients, ambulatory care providers and leadership, or the 

veterans' experience service, insofar as pain management is concerned. 

PMT may have been effective in decreasing opioid prescribing, but that does not mean that veterans 

are not obtaining opio ids illicitly, or that their pain is adequately treated. 

Respectfully, 

-

H II□-

I have to say that I feel your replies and comments do not seem to incorporate the CPT coding 

wording, the queries presented to you, or an adequate understanding of the peculiarities of IDT. 

According to the CPT excerpt on Medical Team conferences, please be aware of: 

"Individuals should not report 99366-99368 when their participation in the medical team conference 

ls part of a facility or organizational service contractua ll y provided by the organization or facility." 

Our PMT, as the other PMTs at VA centers across the country, exist because they are mandated by 

CARA legislation. The PMT by its very nature ls different than the "usual" IDTs you reference. 

HIMS cannot take a stance that it does not determine what is billable citing "other factors" while 

simultaneously suggesting an alteration of approach. HIMS directly comments on matters related to 

cod ing which plays into bil ling. Consistency of coding plays into billing. These issues necessitate 

comment from HIMS. Comments on "good'' care or "effective'' are are not really relevant here. Our 

PMT has been highly effective. 



Nearly all of mv 011,er quenes h3Ve llddit,onally 80'1<1 uoao,..,,,Ni 

I noticed lhal - asked you "Is tht que.stlon con PM T """'bus cantoet <ht p<>tiei,t bof°"' 
tl,c PMT muting?'•• 2 07i>m. 

I see she w1<Kt" you npm 1u •I OOpm .. 

Moy I ast. \\1ia1 w., )'Ollf ttply in 1,.,,wa<n (10 111• q,1.,.1ion posed"' 2:07rro)? 

l1 helJ>fi 10 undc-r~1a»d 1be come..-u ofwha• - wn.s ttyio,- (O aasw'ct, 

The q,k!Sfions )'OU h,id eskt..-d al 1be '-"Ud of 1be day ~1.crctay were itnportanl ones 10 $Sk. m ordcr ro 
bcgu, IO IUl(!mwtd all oru,e qoeSIICIIS ftl play here Bui I cam,01 help b1u ftcl you lllld alreJldy 
d«1dOO ;·our IIPl"fOJ"b to r~•sc on these ruan('_rs pnor 10 asL::mg me inl)Onnnt quesuons you 
eodedupas~ 

IV< r<ally Il«<I danJlcauoo hen, and all of u,c~ ques1ious auswcn:d - - """cllY bc-caus, our PMT ,. 
d"'1ica1<d to continning 10 provido mo =•U••• catt 1h31 we do. 

Be wcU .. 

Get QutlN'\ for IOS 

From: 
Sent: ThUfsd.iy, September 3, 2020 8:47:JZ AM 

Suble<t: RE. HIMS Guldanc., Needed 

Thank. you so mu,h Jot that an~wer. 



This spars another question, if all the participates ,n the ream have nor seen che patient or 

hov~ J,r,t hand ln<»vltdq• of//,,> patiMt, how co,, wt reol/y con<•uct o < laborat,v<' and 

efftctlve treatment plan /J the pot,ent always ( phone, video, person) or their ,,.,,,e,entotwe, 
present? 

u,wlly, IDT team• con,/st of dl,c,plmes that hove o full knowledge of patient 11ee.1,, 

expectations and goals. The team is known by the potlent~ In most coses, and is very effectNe 
in the care- of the- pctient 

The documencotion of the ceom is ve,y mclivloualited and very bl!ne[iCICI to the care rendered 

and rrearmenc need,, expectarlans ortd gaols of the prCYV/ders 

So w,th 1hJs new m/ormouon, )IOU all mtght wont ID e.xplote onc.>1he, opt,on for rh,s team 

Health lnformaliOn Management Section/MAS 
Central Texas Veterans Health care S-,Stem 

Etrect;ve Commw,icahon begms wi-lh alJ of ust 

SUidde Prevention is Everyone's Business. 

from: 
Sent: Wednesday, Septemb4Y 2, 2020 3·49 PM 

Cc: 
Subject: Re: f,IIMS Guidance Needed 

Hello 

Yes. 



if it is hm·e nlf of the providers on the ream sf!e11 the pntiem within 60 days of IDT team dnte." 

No. 

It is possible that 1 or 2 of the tea111 's providers 111ay hal'e seen 
the veteran he/ ore hand, if they Juul had a prior relatio11ship 
"rando111ly-'' (e.g. a consult is independently requested of 111e, 
a11d the l'etera11 sees 111e in i11terl'e11tio11al pain, and 
subsequent(v, the t•eteran is ide11tified/referred for IDT). 

JfJDTi1111nt11re, do all the participnte have.first !i11e J..,101rledge of the pafiel11 i11 the respect 
of their discipline: 

INo. 

II am reading your question above to mean "Have al ll of the 

providers already been individuallly requested to see the 

veteran in consul1tation, and have those vi1sits already occurred 

and care been independently ,established with alll providers on 

the t,ea1m prior to the IDT meeting?" 

Get Outlook for iOS 

rro 
Se 

To: 
C.c: 

Asking for clarification on a few items: 

On the PMT Team -

Questions: 



Pl d a 

A1so. pl SC!i 

onsid t!dlD in u lJ ,~ rtr p vf , on 

TrtJam at 

h 

w tl11 al u 

m.a1 be-low as. pres.er, ed ti .a t ch m th.Jl I ; ncluid a in th rs 
m on he rr - oce ~ lhi:-y m v n ~ 'f 1JJ1rU~ r dairifLtaliM an 

lhe leaflil fUflcti aJil 



from: 
Sent: Wednesday. Sep(embet 2. 2020 U-03 PM 

Subject: RE 11\MSGIMUlnce N,ooed 

I w,11 sern1 This ojf for on 'o{fi,;Jol response• ro the Norlonol Ojfice. os your requested, ir will 

toke som~ lime, but hopefully W<' can rtterve on answer bock qulck/y so lhis con be resoluted 

Heallil Information Management Section/MAS 
Central T e,;;is Veterans HQ al th Care S1'$tem 

Effect,ve Communication begins w.th all of us 

Suklde Prevention IJ Everyone's Buslntfl. 

From: 
Sent: Wednesday, Sep1ember 2. 202011.SOAM 



comments. , . 0 n \J 1r qliiliry in . t 1:5 lopi~ I Mi bee -
:s es.sen. AU e • N! ing ood I ance- , ~rdi ; 
I uSi . tawllom w . or 'hauld w 
00 

I tmrue:ht 

I c r ot r l:hill m t of ith :r1 1,~ been d' . d. 

Pl emdGU mm@ n.o hom I esc la y re in g qllll st 1.:HilS, _am:i oonr: r 

you, 

G 



From: 
Sent: Wednesday. SeplembPT 2, 2020 11;25:16 AM 

Subfect: Rf: HIMS Guid~nce Needpd 

This was a11,we,ed ,n the last email 

I INllh lnfonNIIOR Manllf:emrnt Secti0<1/MAS 
CMtral 1 •••< Veterans Ht>alth c.i,e S~tem 

Effe<:!Ml CommunbtJOn b<!g,m w,lh all of us! 

Suicide l>revenUon Is Everyone's Business. 

f:rom; 
Sent: Wedoosday, September l, 2020 l lol8 AM 



Subject: Re: HIMS Guidance Needed 

Hello -

So it looks like we could very much use dmification between wb.at constimtes: 

"consult ,vith the patient individually, prior to a team meeting, without having: been requested 
individually to do so" 

And 

''reach out to the patient and talk to them." 

From my l'eview of the prior-to-team meeting provider "cousults/talk.ing-to-patiems" encounters that 
are being specifically discussed 1ight now. the interaction looks far more like an "1111requested 
individual com,nlf" than a "talking-to." 

It may be helpful for HIMS to review specific p1ior instances of this to determine more clearly. 

I ml.fortunately do not have veteran names/last...i.s 1ight now to share from p1ior. but maybe we could 
get you some veteran charts to review. 

If you can also speak to the otb.er issues brought up. I would ve1y much appreciate it. 

Thank you for yom attention in this. 

Get OmlL,ok: for iOS 

Hi-

I wantto make sure I understand what you are saying. 

Are you saying: 

(1) You can consu lt with the patient individual ly, prior to a team meeting, without having been 

requested individually to do so (individual request for consultation was not made)? No, I stated 

that you can reach out to the patient and talk to them, but if you do this is Historical and NOT 
bi/lable or coded. 



Or 

(2) You can have• non-dinlCJilll perform an obje<l""', predefin«l lnlake (nol evaluation, not 
m11rwgemenl , nol raWort bu.ldins) poo< to• reques1cd team mootins that has beffl reqUMtcd 

If Pl then I would &ke you 10 speak spec,fically 10 the l)OS5'bilily of dlfferentldl btllmg. 

If in other sc:enar,os, the ~eg,ee of tntera<1>0n undertaken dlJ<lng such a ld<,phone ca4I de1tred 
WO\Jld bo> othcrW1se blllable. then WC MUST Ml and cod!> the lnterilCtl0n. If we don'l thrn lt I\ 
dlscrlm.nato,y to 1>n (regardless of the •curre<\C() some \l(!ter.lt\S, whUe not bllllng oll>t!tS lor the 
s.ame .semce prOVJded be<:aU5e It suits our purpose(s). 

If so, we cannot have such ¥1 interactk>n without c10 irtdividual consutt. anymore than I can waik into 
an ,npabent room ;,nd perform a consultation without being requested. 

On A side note~ ju~, as n would be oon~iderrd fllmdnlan 10 overb1ll/ovt-rcode. i1 fa also fmudulm• to 
,QKlc.rball undt..'1l.'()(k 

Please address all of these tssues, When I have encountet""ed the same question in simltar scenarios 
in the past. we had not been able to proceed ,n such a fashion ... 

ll 15 lmpona,n ,o \1'4ew tMs from all a~es, and~ w.1,n 10 be r:ert.11n 

Health lnfo,mation Management Section/MAS 
Central r...,. Veterans Health ca,e System 

EffectMe Commun1caI>0<> beg,os with all of us• 

SUlclde Prevention is Evervone's Business. 



Hi-
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I a na WIJlllf I ,phnn vi s. h I ful • o oil 
i b tn,ee irlJl. h to c:o. pare •ii' n n rr hve to Ua 
m rd, - - c1 o - tabli h r1';:ifl -

-

HIMS I 

II mulerstaml that some of the Pain man,,ag:e 1ent Team ( P ii · 1rnembers des re to 
con.tad ,he patients before the P r moo.ting. I ca1111ot ,~nd'Ors o - deny that I am no, 
e 1pen on bining o CPT codmg1· thereto e, I have relayed this responsibinty to our 
e~pert:s a Health lnformatio11 Manage men Servfc _ ( 1,,11 . S to r1escommend. CtJt rtre:h' ty 



my understanding is as follows; 

1. If you already have an established relabon with the patient, then you have to 
see the palient within the last 60 days before the PMT meeting through the 
independent consultallon process lhat IS Issued to your dlnlc and not through 
the PMT group consultation. 

1. If you do not already have an estabhshed relation With the patient through 
another consultation that is specifically issued to your dinic and that IS 

Independent of the PMT group oonsultation. then you ought to see the patient 
within the PMT meebng only and not before or aner the mee~ng. You may, 
however, see the pat,ent after the meeting tf you are specifically consulted to do 
so depending on the recommendatioos of the PMT and the approval of the 
pabent to such a consultation. 

I attach to tills email an ellcerpt from the 2019 AMA CPT Guidebook on "Medical 
Team Conferences: 
Please give us your final declslOI\ on this matter. We need definae guidance in this 
area. 



From: 
To: 
Cc 
Subject: 

Date: 
Importance: 

Thursday, September 3, 2U2D 8:56:25 AM 
High 

Good Morning Team -

As I promised, here is the information from HIMS National. If you will remember, I hod to 

ask you some questions yesterday about the process and the PMT in nature. 

See the response be/aw .... 

Central Texas Veterans Health Care System 

Effective Communication begins with all of us! 

Suicide Prevention is Everyone's Business. 

Fir.st, HIM does not determine what is billable. That is dependent on other factors be.sides coding. 

In order to even qualify for correct code assignment of Medical Team Conference, CPT explicitly 
states that "reporting participants .shall have performed face-to-face (or the PHE equivalent) 
evaluations or treatments of the patient, independent of any team conference, within the previous 
60 days." As this reads, each participating provider .should have had .some contact with the patient 
prior to the conference, or it can't be coded as a conference. As .such, the provfder .should "see" 
the patient prior to any conference and establish that relation.ship, recording ;the vi.sit with 
whatever code fits the modality of care (i.e. audio only, VVC, or F2F) 



Subject: RE: IDT Team Conference Question/clarification 

I'm not sure I understand exactly what your question is? Is the question can PMT members contact 
the patient before the PM T meeting? 

Ft0. 
5.e _-

1'0: 

Importance: High 

At Central Texas, I have a couple of questions. 

Can members of an "IDT' (our case the Pain management Team (PMT)) contact the 
patient prior to the meeting for informational and rapport build ing? If so could that or 
would that be a codable and "potential workload" option? 

AMA CPT 2020 requires on Medical Team Conference: 

1. If you already have an established re11ation with the patient, then you have to 
see the patient within the last 60 days before the PMT meeting through the 
independent consultation process that is issued to your clinic and not through 
the PMIT group consultation . 

1. If you do not a'lready have an established relation with the patient through 
another consu'ltation that is specifically issued to your olinic and that is 
independent of the PMT group consultation, then you ought to see the patient 
within the PMT meeting only and not before or after the meeting. You may, 
however, see the patient after the meeting if yol.!I are specifically consulted to do 
so depending on the recommendations of the PMT and tihe approval of the 
patient to such a consultation . 

Some more question, have spared from this as well. Can you please address t hese below, 

separately. 

(1) You can consu lt with the patient individual ly, prior to a team meeting, without having been 

requested individually to do so [individual request for consultation was not made)? ( can you gather 

any information at all from the patient and document it- or do you have to rely on the medical 

record as a sole source) 

Or 

(2) You can have a non-clin ician perform an objective, predefined intake (not evaluation, not 

management, not rapport-building) prior to a requested team meeting that has been requested . 



II Ill, then I would like you to speak speofically 10 the poss,bilityof dttfe<ential b,11,ng, 

II ,n other .cenaoos, lhe degree of inter'acbOn undenaken dunng >Udl a telephone call de..red 
would be othe,w;se bilLlble, then we MUST bill and c-Ode ,,.. lnteract1on. If we don't, then It Is 
dlscr1m,na1or,, 10 bill (regardless of the ·currenc() some veterans. while not bllllng 01hers for Ill<' 
some se,vicc prOYtded because, It wit. our purpose(s). 

tr so. we cannOl have such an interaetlon wi1hovt iln individual r;ol'!sutt. anymore rhan ooe can wark 

into an 1npat1en1 room and perfonn a con.ultat1on "'lthout bel11g reQucstl'd. 

On a si<le note. JUSr as ii would be co_nsidered frandul•em ,o overbilLovercode. ir is also traudulem ro 
underbi!L~. 

Please address all or lhese issues. It is Important to v.ew lhls lrom all angles. and we want 10 be 
certain. 

He.>llh lnfcun.,tlon M.lniJ8em<>nl SectlOn/MAS 
Central Texas Veterans Health care System 

Elfec:tive Comm00ttaUon begtos with all of us• 

Suicide. Prevr:ntion is Everyone"s Businen. 



From: 

Sent: 
To: 

Subject: 

oo S, 2-0:ID 12:36 PM 

2 

Please provide the name and last 4 of SSN of the patient example you described in page 2 of 'letter attached to 

your complaint, which described a Veteran switched to Suboxone: 

<REDACTED> 

*** IP lease note tne patient was switched to Suboxone by an outside provider, pri or to- getting to him; the 
disturbing thing regarding- self-initiated consult of the veteran prior to the team meeting is that he 
recommended likely to ,increase the suboxone, in spite of the fact that the veteran complained of potential side 
effects that could very well lbe attributable to the medication, that he indicated only noticing after the med ication 

was initiated in the first place PRIOR to any other evaluation being completed to investigate/ risk assess the safety 

of increasing it. 

- Please provider at least one additional example of an adverse patient outcome, related to the reorganization of 

clinical practice (include name and last 4 SSN of patient) 

<REDACTED> 

I do not know if the following ended in a bad outcome. I do know that this veteran, who was scheduled for an 

interdisciplinary team meeting/ phone call with the pain management team, was called during the team's meeting 

and he indicated that right at that moment, he was actively in the ER being evaluated for acute chest pain and 
shortness of breath. The moment l heard that, I spoke up, trying to get the phone call to end right away, so the 
veteran, could be evaluated by the ER for his acute, potential ly life-threatening presentation in peace, but

spoke to him for at least another 10 minutes, citing that the veteran said he was told by someone his EKG was 

normal and he was ok to speak. J tried messaging the whole team, hoping- would take notice and ,understand 

that we should not want to add any additional stress to the veteran because if something was happening from a 
card iovascular standpoint, the veteran could experience a worse outcome (th is is in spite of the veteran self

reporting a normal EKG and certainly in spite of his saying he could speak --- many people with acute chest pain do 

not want it to be something bad/serious; many veterans are polite and deferential to ,physicians who ins ist on 
talking to them; we are charged with looking out for them, not supposed to be the other way around ... ). I cannot 

say a bad outcome occurred as I was not t here in the ER for his in-person ER evaluation; I was only there for our 
team phone call t • • • - • · - ·· - • 

1pomnna ly w.o11 Id I -
Please provide 2 patient examples of- improper self-consultations, which are in violation of 5 U.S.C. 2302 
{b)(S) (provide name and last 4 SSN of each patient and documentation, of the consults and billing). 

<REDACTED> 

~ self-consulted the veteran prior to the 101 Team meeting, left a note on the chart PRIOR to the 

team meeting; I am under the impression that he may have initially billed for the encounter, but later potentially 
converted it to a non-billed encounter. 

<REDACTED> 

In thi s case,_ self-consulted the veteran prior to the IDT Team meeting, admitted that he spoke to the veteran 

before the team meeting during the team meeting, BUT did not leave a note on the chart prior to the team meeting 

in spite of having spoken to the patient. 

1 



2

I have additional examples of his various self consultation behavior, which at least (meaning, to the knowledge that I
have) falls under the categories:

(1) Performing self consultations and billing for them, at least initially, and he may have reversed the billing charges
later, which has financial/support/clinical ramifications, and is fraudulent behavior, I believe.

he indicated his intent to change them to non billable encounters after this issue was raised with Coding; he
then attempted to shut down the exchange with Coding intended to educate and to clarify the rules for the
team.

(2) Performing self consultations and not billing for them, which is differential billing/treatment of behavior, and
has financial/support/clinical ramifications, and is fraudulent behavior, I believe.

(3) Performing self consultations and not billing for them and not even leaving a note PRIOR to the team meetings,
which is differential billing/treatment of behavior, and has financial/support/clinical ramifications, and is
fraudulent behavior, and it becomes impossible to even confirm the depth of.

he started doing this when all of the clinicians on the team also stated outright that they would need individual
consult requests from established providers prior to seeing a patient in individual consultation, I believe.



From: 
Sent: 
To: 

Cc: 
Subject: 

Importance: 

Follow Up Flag: 
Flag Status: 

High 

Follow up 
Flagged 

• 
1ng Ilistedl patients for 60 minutes each in the '''TEM SUIR PAIN tDT-X" Clinic on 

Consu talion Present 
Consultation Present 
Cons tation Present 
Con$Ultation Present 

Please confi lim th'is, sclneduillnq ASAP. 

kindly call these patients and brief them on the procedure and function of 
e _ ,c fr, 1c an _ can 1rm _ me the completion of this action . Because of the COVI D-19 issue, please 

let them know that communication with them be on the telephone. 

1 



From: 
Sent: 
To: 

Cc: 
Subject: 

Importance: High 

P1lease scliledu!e the iollowlng llistedl patients for 60 minutes each in the "TEM SUR PAIN ID1T-X Clinic on 
8,04/2020, at H1e fol lowin , times~ 

Please confirm this scheduling ASAP. 

Consulta an Present 
Consultation Presen 
Consultat•on Presen 

Con uttatlon Present 

~ kindly call these patients and brief them on the procedure and function of 
e m1c an con nn me the completion of this action . Because of the COVID-19 issue, please 

let them know that communication with them be on the telephone. 

1 



From: 
Sent: 
To: 

Cc: 
Subject: 

Importance: High 

• 
P,lease schedule the fiol,owI.ng !listed patie171 ts for 60 minutes each in the 
"TEM VVC SUR PA.IN IDT-X- Clinic on 10106/2020 at the foll'nw ing tjrnes: 

Please confl rm this schedu'ling ASAP. 

Consultation Present 
Consuttation Present 
Consultation Presen 

Consutlation Present 

·~:_ -___:__:___JlectiOn emails to the following PIMT team participants: 
, Social Worker . 

.. Ork.er . 
. , Behavioral M edicine Specialist. 
Pa[n1 Medicine Pharmacist. 
Pain M edicine Pharmacist. 
ddiction Medicine Specialist. 

i.•.· RS, Rehabilitation Specialist 
• nec.·or of Complementary Integrated Health (Whole Health) 
Pain Medicine Specialist 
Pain Medicine Specialist. 

1kindly calll these patients and brief them on the procedure and function of the 
1 . mrc an , oon rm . · me the completion of this action . Because of the COVID-19 issue, please let 

them 1know that communication w ith them be on the on the VA Video Connect (WC) or telephon ic if the 
prior dysfunctions or is not availab'le. 

Communication between the members of the pain management team and the patient will be 
conducted on VA Video Connect (WC) that wiU be established for every patient. The link to W 
will be sent to all members to Join In talking with the atient. If this fails then communication wit 
the atlent will be conducted on the telephone. 

1 



From: 
Sent: 
To: 

Cc: 
Subject: 
Attachments: VA Video Connect 0fl/C) Appo intment has been scheduled for 10/06/2020 08:00 CDT 

Here is an updated VVC appointment. Please remove the 830 A VVC appoint ment. The appointment will start at 8AM . 

W e wi ll have t ime betw een 10 AM and 11 AM to discuss changes to how PMT operates t o be in compliance w ith CARA 

requirements and E&M/CPT coding . 

Res pectf u 11 y, 

-

Importance: High 

. ease sc:; 1 edule t e o o • ing llistedl patients for 60 minutes each in the 
,.TEM VVC SUR PAIN IDT-X Cllnic on 11/03/2020 at the followin · times· 

Consuttation Present 
Consultation Present 
Consultation Present 
Consultation Present 

As we are no longer utilizing the "TEM VVC SUR PAIN IIDT-X" clinic at this time, please block the 
4 slots in this clinlic for 10/06/2020 and for 11/03/2020. 

Please confirm this scheduling action ASAP. 

-

1 kindly call these patients and brief them on the procedure and function of the PMT clinic and 
to us the completion of tihis action . Because of the COVID-19 issue, please let them know that 

communication with them be on WC or telephonic as backup. 

- · kindly commun icate with the PCPs of these patients arnd invite them for the meetings. 

1 



Communication between member"s of the team and the Datlent WIii be on VVC. or ~ nlc If 
WC sannot be esPbllshect 

; 



From: 

Sent: 
To: 

Cc: 
Subject: 

Good Afternoon, 

Thank you everyone for your conti nued assistance. Please see the list of December PMT patients 
highlighted in green. 

ease sc :1 e : u e • , e d owir,g listed patients for 60 minutes each in the 
UTEM VVC SUR PAIN IDT-X-' Clinic ori 12/0 1/2020 ~l't tllie fo lro _ ing times: 
• Consultation Present 

Consultation Presen 
Consultation Pr8$ell 
consurta Present 

Please confkm this scheduling ASAP. 

I 

. -.-,-neciion emaras to the fo llowing PMT team participants: 
]. Social Worker. 
o iker. 

Behavioral Medicine Specialist. 
. ain1 Med icine Pharmacist. 
, Substance Use Disorder Pharmacist. 

Add1clllon Medicine Specialist. 
., .•. RS, Rehabiliitation Specialist 

~ iirecior o Complementary lliltegrated Health (Whole Health) 
.- Pain Med icine Specialist 
., Pain Medicine Specialist. 

kindly call1 these patients and brief them on the procedure and fu nction of the 
----:_ 11·1c an co- .rm - l'rlie the completion of th is action . Because of the COVlD-19 issue, p lease let 

them know that communication with them be on the on the VA Video Connect (VVC) or telephonic if the 
prior dysfunctions or is not available. 

-

1 



-------------------t:,an,: 
Se11t:. 

To: 

Good mornln11, 

Please see the 11st of January PMT patients highlighted In green. 

Pleese schodule the followina listed petlenu for 60 minutes each In the 
- • • e follow,ne times: 

Please distribute WC connection emails to the following PMT team participants: 
1. , Soo1I Worker. 
2. orker. 
3. Behavioral Medicine Spec111ist. 
4. Pain Med1c1ne Pharmadst. 
S. , Substance Us.e Disorder Pharmaast. 
6. .. Addiction Med,c,ne Specl1list. 
7 . 

8. 
9. 
10. 

Thank you~ 

PMRS, Rehabilitation SpeoaU-st 

Director of Complementary lnteeroted He1lth {Whole Health) 
Pain Medicine Spec,allst 

Pain Medicine Speci1list. 

CtinicaJ Pharmacy Specialist, CRVA-SUO 



-------------------r,am: 
Se.nt 
To: 

SubjK1' 

1n lieu of a clinical meeting, we will meet tomorrow morning to discuss the proposed 
changes for PMT and the Service Agreement. 

Thank you• 

-
a,n~, .. Dfrtc10<, Whol• Health and lnttar1ted HtahhStMce 
C•ntral Tua, VA Heatthcare System 

-



--------------

Dear colleagues, 

Given that we are still negotiating the Service Agreement, I have decided that we must 
suspend the Pain Management Team',s clinicall role. 

We can continue to meet to discuss strategy for impl:ementation of Stepped Care for Pain 
Manageme1nt and OUD. 

As for patient 1care.,. we can continue to see 'them 1in our indivJdual dlioics and coordinate 
amongst ourselves when necessary. 

With appreciation, 

-
~ Whole Health and lntiegrated Health Serv1c~ 

Cen1Ia~Tiex.u VA H&afe~.11re S~tem 

-



Reference 30 

VHA Directive 1230 - Outpatient Scheduling Processes and Procedures, July 15, 2016, amended 
January 7, 2021. 
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§17.108, Specialty care outpatient visits. 
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The Central Texas Veterans Health Care System 
Charter of the Comprehensive Addiction and Recovery Act Mandated 

Pain Management Team 

1. Preamble: This charter outlines the process of the Comprehensive Addiction and

Recovery Act (CARA) mandated Pain Management Team (PMT) at the Central

Texas Veterans Health Care System (CTVHCS).

2. Membership: This is an interdisciplinary Pain Management Team that is composed

of the following expert providers or their assigned surrogates.

a) Pain Medicine Expert.

b) Addiction Medicine Expert.

c) Rehabilitation Medicine Expert.

d) Behavioral Medicine Expert.

e) Pain Management Pharmacy Expert.

f) Ambulatory Care Chief and Pain Champion.

g) Social Worker.

h) Case Manager.

3. Purpose:  The purpose of the Pain Management Team is to meet the requirements

of the Comprehensive Addiction and Recovery Act.

4. Function:  The function of the Pain Management Team is,

a) To facilitate the delivery of effective and safe pain management modalities to our

Veterans.

b) To assure that Veterans who suffer pain are provided a continuum of care in

accordance with the Stepped Care Model for Pain Management and in line with

the National Leadership Council (NLC) recommendations and requirements.

c) To evaluate and follow-up, as needed, patients with complex pain conditions.

d) To process pain consultation for medication management and to prescribe pain

medication, if needed.

Reference 32
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e) To review patients with high risk opioid prescriptions and to provide 

recommendations to clinical providers, in concordance with the published VHA 

OSI requirements for OSI teams, the CTVHCS Pain Assessment and 

Management Policy, and the CTVHCS Opioid Use Policy. 

 

5. Elements: The PMT will endorse and assure the following elements: 

a) The availability of e-consultation. 

b) The availability of immediate consultation for assistance with prescriptions. 

c) The availability of pain consultation by Telehealth. 

d) The inclusion of Complementary and Integrative Medicine (CIM) on the PMT. 

e) The inclusion of 0.25 PACT Pain Champion. 

f) The inclusion of interventional Pain Care. 

g) The availability of inpatient Pain Consultation  

h) Interdisciplinary Pain Management Case Review Forum. 

i) The Coordination of Care and the Distribution of Responsibilities: 

i. The PMT serves as an advisory body. 

ii. The patient’s PCP maintains the primary responsibility of following through on 

the PMT’s advice as this relates to the prescription of medication and referrals 

to other specialties as indicated. 

iii. The primary care provider (PCP) of the involved Veteran will remain actively 

involved in the management of his or her Veteran throughout the pain 

management process. 

j) Compliance with the Stepped-Care Model of Pain Management or a corrective 

plan of action. The CARA-mandated Stepped-Care Model of Pain Management 

involves the following steps: 

i. Patient/ family education and self-care. 

ii. Primary Care involvement within the Patient Aligned Care Team (PACT) 

iii. Secondary Consultations to involved specialties including Multidisciplinary Pain 

Medicine Specialty Teams.  

iv. Tertiary referral to Interdisciplinary Pain Centers with advanced Pain Medicine 

diagnostics and interventions. 
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k) Availability of e-consultation and a formalized referral pathway to the PMT: 

i. An e-consultation process to access the services of the CARA mandated PMT 

is to be implemented in the CPRS. 

ii. Face-to-face consultations and consultations through tele-health will also be 

available to the PMT as needed and as would be appropriate. 

l) Availability of immediate consultation for assistance with prescriptions: 

i. Immediate telephonic consultation is to be made available to all providers who 

are treating pain. The telephone numbers will be listed under the Consultations 

Guidelines to the Pain Management Team in the CPRS. 

ii. The pain management team experts may suggest various pain management 

modalities through prescriptions or others. 

iii. However, it is the patient’s PCP or Primary Care surrogate who should approve 

the pain management plan and write the prescriptions.  

iv. The Patient’s Primary Care Provider (PCP) will remain involved with the care of 

the patient throughout the Stepped Care Model of Pain Management. 

m) Pain consultation by Telehealth: Telehealth systems will be utilized to 

communicate with providers and with patients as would be deemed appropriate 

and necessary. 

n) Inclusion of Complementary and Integrative Medicine (CIM) on Pain Team: That 

is included as part of the function of the Rehabilitation Medicine expert on the 

team. 

o) The inclusion of 0.25 PACT Pain Champion: The Ambulatory Care Chief on the 

team will assume this role or may assign an interested party or a surrogate for 

this role. The 0.25 PACT Pain Champion may be a Physician, a Nurse 

Practitioner, or a Pharmacist with expertise and experience in Pain Management. 

p) Interventional Pain Care: That is included as part of the function of the Pain 

Medicine expert on the team. 

q) Inpatient Pain Consultation: Consultations to the PMT will be available to 

Inpatients and outpatients alike. 

r) Interdisciplinary Pain Management Case Review Forum: The CARA mandated 

PMT will, 
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i. Meet at a designated place that is determined by the members of the team. 

ii. Meet at least monthly, for about 2-4 hours, depending on patient demand. 

iii. Review and discuss all consultations that were accepted to the PMT. 

s) The CARA-mandated PMT will review and discuss all consultations that were 

accepted to the PMT. 

i. PMT meetings will be divided into hourly intervals. 

ii. During each hour, one pain case will be reviewed and the patient interviewed 

if available. 

1. All members of the PMT will be requested to review the scheduled cases 

and prepare for the discussion prior to the meetings. 

2. Patients and their PCP will be invited to join the meetings in person or 

through Telehealth Systems. 

iii. If either the patient or the PCP could not be available for the encounter, the 

meeting, chart review, discussion, and decision will proceed in absentia. 

iv. Following each patient encounter, a note will be generated by the members of 

the PMT and documented in the CPRS. This note will be directed to the 

patient’s PCP for fulfillment and implementation. 

 

6. Authority and Limitations:  
a) The authority of the PMT is given by the office of the Director. 

b) The function of the PMT is limited to an expert consultative service. The PMT will 

offer direction, guidance, education, and advice to the Veteran’s PCP in regards 

to the available medications and non-medication resources in the management 

of the patient’s pain. 

  
7. Review/Rescission & Reissue:  

a) This Charter will be reviewed biennially by the Committee.  

b) Any revisions should be approved by the Clinical Executive Council or the office 

of the Chief of Staff. 

 

8. Requirements for Decision-Making: 
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a) All members of the PMT or their assigned surrogates are expected to be present 

during all meetings. 

b) It is the responsibility of each member on the team to assign a surrogate in case 

of absence. 

c) If there are missing members during the meeting, the meeting will proceed on 

time with the members who are available. 

 

9. Parent: 
a) The PMT will report to the Pain Oversight Committee (POC).   

  

10. Communication:  
a) Official communication between the PMT and the responsible PCP will be made 

through notes in the patient’s medical records. 

b) Communication may also be done through encrypted outlook email, telephone 

calls, or during face-to-face meetings with the responsible PCP.  

 

11. Chairperson:  
a) The Chairperson of the PMT is the Pain Management Expert and the Point of 

Contact regarding pain management for this Medical Center.  

  

12. Member Roles and Responsibilities: 
a) Members and their surrogates should be compliant with the requirements 

specified in the White House Memorandum “Addressing Prescription Drug Abuse 

and Heroin Use”; i.e. completion of the Talent Management System (TMS) 

training course #31108 or future successor training for Opioid Safety. 

b) Members are expected to attend all the PMT meetings regularly and to assign 

surrogates in case of their absence. 

c) Members are expected to review the assigned consultations before the 

scheduled PMT meeting. 

d) Members are expected to actively participate in the PMT meetings by sharing 

their expertise and resources to the best of their knowledge.  
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13. Use of Alternates:  
a)  It is expected that members of the PMT will attend the meetings.  Alternates or 

surrogates may attend in instances when the primary member is unavailable.  

b) Alternates should be pre-approved and accepted to the PMT by the PMT 

Chairperson prior to attendance.   

c) It is expected that Alternates have reviewed the assigned cases and are fully 

aware of the issues addressed by the PMT. Alternates should possess the same 

‘content expertise’ as the primary member.   

d) Alternates will act on behalf of the primary member and will be required to 

participate in the meeting and vote as needed.  

e) Decisions and Votes made by Alternates are binding and are not subject to 

recant by the primary member unless there is evidence of serious problems and 

risk to the patient. 

 

14. Effective Date and Revisions: 
a) This charter is effective when approved by the Clinical Executive Council under 

the signature of the Chief of Staff.   

b) There is no expiration date to this charter.  

c) Revisions of this charter may be initiated by the Pain Management Team or by 

the Pain Oversight Committee but should be approved by the Clinical Executive 

Council or the Office of the Chief of Staff. 

d) Termination or revisions to this charter can be accomplished only by approval of 

the Clinical Executive Council or the Office of the Chief of Staff. 

 

15. References: 
a) 05222017-Memo-CARA Requirements from Section 911(c) PMT Facility Report.  

b) 7791174-Memo-Opioid Safety Initiative Attch B1. 

c) 7791174-SEC. 901. SHORT TITLE. Subtitle A, Opioid Therapy and Pain Mgmt  

d) NLC_PMT_guidance 

e) OSI and Pain Mgt  4.27.17 -



I) STEPPED CARE MODEL FOR PM 

g) VHA Directive 2009-053, Pain Management. 

16. History of Charter Revisions: 

a) The ongJnal Charter was approved by the CEC on July 18, 2017 

b) This first revision of this Chatt&< was approved by the CEC on ___ _ 

1Qfllll01-' 

CECChair 
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JCAHO alert Sentinel Event Alert, Issue 5, September 12, 2017. 
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From: 

Sent: 2021 11 :02 AM 
To: 

Subject: 

The template creates a direct obstacle to Veterans getting pain management care by 
consult. The specific issues with the template are: 1) the consult requests are now 
'screened' by non-physician coaches, 2) the non-physician makes an evaluation as to 
whether appropriate non-interventional approaches have been implemented, and 3) 
Veterans are forced to complete an Intro to Whole Health before getting pain 
management care (regardless of whether a PMT physician believes this complementary 
approach is appropriate). 

I believe the above bureaucratic steps prevent Veterans from getting the care required 
under the regulations. I believe it also inserts a non-physician 'coach' into a substitute 
role for that of a physician. I do not believe this is consistent with regulations or the 
appropriate professional standards of care.'' 

I have offered Whole Health to the bulk of my patients: Many are not interested, and many 
are expressly uninterested in it noting that they have tried it previously. 

Thank you for providing this. Please share your insights on what parts of this template are not up to par and why. Thanks in 
advance. 

i ,o: 
S.ubjeci ; [PR.lV.AT'IJ 

Please see below consult template, changed by- now viewable by providers requesting pain management 
consultation. -

1 
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Patient care continues to be affected negatively in real time by these changes. 
 
I question the legality of this as per my initial statement of concerns, as had been requested by you;  has 
now enacted this and to my knowledge, there is now no other way to consult us. 
 
Sincerely, 
 

 
 
 
------------------------------------------------------------------------------- 
 
Reason For Request: 
Pain Management Specialty Clinic Consult 
 
For urgent concerns about opioid safety, please call ext. 57300, in 
addition to entering the order as STAT. Please do not stop opioids 
abruptly because this can increase the risk of suicide and overdose. Pain 
clinic providers with the support of Clinical Pharmacy will develop a risk 
mitigation plan and address concerns immediately. 
 
The Following criteria must be met. If the answer to any of these 
questions are No , do not enter consult until they are met. 
 
Yes 1. Initial measures such as non-opioid medications, 
Physical Therapy, and other non-interventional approaches have already 
been implemented. 
 
 
Yes 2. Veteran has been informed that this service includes 
management of medications, as well as interventional procedures (such as 
epidural injection and radiofrequency ablation) when appropriate. 
 
 
Yes 3. Veteran has been informed that after an initial 
evaluation, consultation with other members of the Pain Management Team, 
including Behavioral Medicine Psychologist, Physical Medicine and 
Rehabilitation Physician, Addiction Medicine Specialist, Clinical 
Pharmacist, Integrative Medicine Specialist, and others, may be 
recommended. This interdisciplinary team would develop an individualized, 
integrative treatment plan with the Veteran. 
 
 
Yes 4. Veteran has been informed that Primary Care Provider 
will resume medication management when it is recommended by the members of 
the Interdisciplinary Pain Management Team with the understanding that the 
PMT will be available for ongoing consultation and management as 
necessary. 
 
 
No 5. For neck and back pain, advanced imaging (CT or MRI) of 
affected area has been updated if older than 2 years. (MRI is preferable, 

-
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but if contraindicated, CT should be done. MRI with contrast is indicated 
if patient has had surgery for the condition.) 
 
Images and report must be available in the electronic medical record. 
Please indicate where they can be found: 
a. CPRS 
b. JLV 
c. Vista Imaging 
 
 
Yes 6. A current H&P has been documented in the past 60 days 
for a diagnosed chronic pain condition that can be managed in an 
outpatient setting: (The provider will rule out emergent and urgent 
conditions.) 
a.history (mechanism of injury, precise location of pain, provoking 
and palliating factors, quality of pain, radiation, severity, 
chronicity, associated symptoms, risk factors) 
b.vital signs 
c.focused neurologic exam (reflexes, motor and sensory) 
d.focused musculoskeletal exam (including range of motion, 
inspection and palpation) 
e.appropriate orthopedic testing (Spurling, straight leg raise, 
FADER, etc.) 
 
 
Yes 7. Veteran has been informed that they must take 
Introduction to Whole Health before they will be scheduled. Please place 
consult for Intro to Whole Health if patient has not yet completed this 
class. This is intended to optimize response to treatment patients 
achieve the best results from practitioner-delivered care when they also 
learn and practice self-management approaches. 



Reference 35 & 36

From: 
Sent: T - ••· 

To: 
Subject: 1nvesligat1on --- A template t hat had been put into place and then reversed .. . 

Herlo _ , 

Please see below consul t temp late} wh ich had been put in place previously and then cha nged 
f
1 back1 by-· the be low had been viewable by proviiders r1eques,ting pain management 

consultation for some time: 

Patient care has been affected negatively in real time bv these changes. 

II questionned the 11egality of this as per my initial! statement of con,cerns;- had enacted 

this and to my knowledge, there had been no other way to consult us. 

The temp late created a direct obstac le to Veterans getting pain management care by 
consu lt . The specific issues with the template are: 1) the consult requests are now 'screened' by 
no n-physician coaches} 2) the non-physician makes an eva luat ion as to whether appropriate non
interventiona l approaches have been implemented, and 3) Veterans are forced to comp lete an 
Int ro to Whole Health before getti,ng pain management care (regardless of w hether a PMT 
physician be liieves t his complementary ap proach is appropriate). 

I believe the above bureaucratic steps prevented Veterans from gett ing the care requi red under 
the regula tions. I believe it also inserts a non-physician 'coach' into a substitute ro le for that of a 
physician. I do not believe this is consistent w ith regu lations or the appropriate professional 
standards of care." 

I have offered Who le Health to the bulk of my patients: Many are not interested, and ma ny are 
expressly uninterested in it noting that they have tried it previously. 

My understanding is the template was again changed fo llowing com plaint s from Primary Care. 

Sincerely} 

Reason For Request: 
Pain Management Specia lty Clinic Consult 

1 
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For urgent concerns about opioid safety, please call ext. 57300, in 
addition to entering the order as STAT. Please do not stop opioids 
abruptly because this can increase the risk of suicide and overdose. Pain 
clinic providers with the support of Clinical Pharmacy will develop a risk 
mitigation plan and address concerns immediately. 
 
The Following criteria must be met. If the answer to any of these 
questions are No , do not enter consult until they are met. 
 
Yes 1. Initial measures such as non-opioid medications, 
Physical Therapy, and other non-interventional approaches have already 
been implemented. 
 
 
Yes 2. Veteran has been informed that this service includes 
management of medications, as well as interventional procedures (such as 
epidural injection and radiofrequency ablation) when appropriate. 
 
 
Yes 3. Veteran has been informed that after an initial 
evaluation, consultation with other members of the Pain Management Team, 
including Behavioral Medicine Psychologist, Physical Medicine and 
Rehabilitation Physician, Addiction Medicine Specialist, Clinical 
Pharmacist, Integrative Medicine Specialist, and others, may be 
recommended. This interdisciplinary team would develop an individualized, 
integrative treatment plan with the Veteran. 
 
 
Yes 4. Veteran has been informed that Primary Care Provider 
will resume medication management when it is recommended by the members of 
the Interdisciplinary Pain Management Team with the understanding that the 
PMT will be available for ongoing consultation and management as 
necessary. 
 
 
No 5. For neck and back pain, advanced imaging (CT or MRI) of 
affected area has been updated if older than 2 years. (MRI is preferable, 
but if contraindicated, CT should be done. MRI with contrast is indicated 
if patient has had surgery for the condition.) 
 
Images and report must be available in the electronic medical record. 
Please indicate where they can be found: 
a. CPRS 
b. JLV 
c. Vista Imaging 
 
 
Yes 6. A current H&P has been documented in the past 60 days 
for a diagnosed chronic pain condition that can be managed in an 
outpatient setting: (The provider will rule out emergent and urgent 
conditions.) 
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a.history (mechanism of injury, precise location of pain, provoking
and palliating factors, quality of pain, radiation, severity,
chronicity, associated symptoms, risk factors)
b.vital signs
c.focused neurologic exam (reflexes, motor and sensory)
d.focused musculoskeletal exam (including range of motion,
inspection and palpation)
e.appropriate orthopedic testing (Spurling, straight leg raise,
FADER, etc.)

Yes 7. Veteran has been informed that they must take 
Introduction to Whole Health before they will be scheduled. Please place 
consult for Intro to Whole Health if patient has not yet completed this 
class. This is intended to optimize response to treatment patients 
achieve the best results from practitioner-delivered care when they also 
learn and practice self-management approaches. 



IDIJli~ 
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VAOIG-21-03525-148 - Failure to Follow a Consult Process 
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From: 
Sent: 
To: 
Subject: 

Please see message, 

rmm:j _ ~
Sent. . ·~ ·~ .~ ·. _ -
f:111: [ 

I 
.. . I 2022 • :20 PM 

ea h • • ln'llo Cla5.,s --- Changes to Processing 

S.ulijfK!t; Whot He . th --- rntro O;a:s~ -- Ch~ rages. to IP111;1ce$$ff1i 

To whom it may concern: 

It appears that changes have occurred: 

"Who'le Health is NOT a prerequisite for" the traditional! and complementary treatments offered. 

Explicit statement that Whole Hea1l1th Coaches cannot evaluate and/or medically clear patients OR submit 
consults for the traditional! and complementary treatments offered. 

Sincerely, 

/////////////////////////////////////////////////////////////// 

Re: 

-
///////I/I///I/////I/I/I/I/I/I/I/I/I////////////I/I//////////// 

1 
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<EXCERPT>
 
Veteran only wants pain management and acupuncture care at this time.   
 
As written this consult only pertains to scheduling an appointment with a  
Whole Health Coach. 
 
Intro to Whole Health is NOT a prerequisite for chiropractic care and/or  
pain management and/or acupuncture therapeutic treatment. 
 
Whole Health Coaches cannot evaluate and/or medically clear patients or  
submit consults for chiropractic care and/or pain management and/or  
acupuncture therapeutic treatment. 
 
 
 
/////////////////////////////////////////////////////////////// 
 
 
<FULL>
 
 
Current PC Provider:    
Current PC Team:       W AMB PACT GOLD 1 *WH* 
Current Pat. Status:   Outpatient 
UCID:                   
Primary Eligibility:   SERVICE CONNECTED 50% to 100%(VERIFIED) 
Patient Type:          SC VETERAN 
OEF/OIF:               NO 
 
Service Connection/Rated Disabilities 
SC Percent:            70% 
Rated Disabilities:    LUMBOSACRAL OR CERVICAL STRAIN  (20%) 
                       LUMBOSACRAL OR CERVICAL STRAIN  (20%) 
                       TINNITUS  (10%) 
                       LIMITED MOTION OF ANKLE  (10%) 
                       PARALYSIS OF SCIATIC NERVE  (10%) 
                       PARALYSIS OF SCIATIC NERVE  (10%) 
                       IMPAIRED HEARING  (10%) 
                       LIMITED MOTION OF ANKLE  (10%) 
                       SEPTUM, NASAL, DEVIATION OF  (0%) 
                       LARYNGITIS,CHRONIC  (0%) 
 
Order Information 
To Service:            TEM WHS OUTPT INTRO TO WHOLE HEALTH 
From Service:          TEM WHS PAIN PROC2 
Requesting Provider:    
Service is to be rendered on an OUTPATIENT basis 
Place:                 Consultant's choice 
Urgency:               Routine 
Clinically Ind. Date:  Jan 10, 2022 
DST ID:                 
Orderable Item:        TEM WHS OUTPT INTRO TO WHOLE HEALTH 
Consult:               Consult Request 
Provisional Diagnosis: Illness, unspecified(ICD-10-CM R69.) 
Reason For Request: 
**If you are requesting consult to the Whole Health Integrated Pain 
Management program for your patient to receive Acupuncture, Chiropractic 
or Pain Management clinic services, in addition to this Intro to Whole 
Health consult you must also complete the whole health integrated pain 
manage consult specific for the one service you are requesting. If the 
Veteran has already attended Intro to Whole Health, exit out of this 
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consult and proceed as indicated.** 
 
REASON FOR REQUEST 
------------------- 
Acupuncture 
 
All patients involved in Whole Health should attend a one hour 
Introduction to Whole Health Class (Orientation) and a minimum of one WH 
Coaching session. Introduction to WH is offered in multiple modalities to 
accommodate patient needs. 
 
Is this a STAT consult? 
 
Inter-facility Information 
This is not an inter-facility consult request. 
 
Status:                CANCELLED 
Last Action:           CANCELLED 
Significant Findings:  Unknown 
 
Facility 
Activity                Date/Time/Zone      Responsible Person  Entered By 
------------------------------------------------------------------------------- 
CPRS RELEASED ORDER     01/10/22 11:53             
SIG FINDING UPDATE      01/10/22 12:47                           
As written this consult only pertains to scheduling an appointment with a  
Whole Health Coach. 
 
Intro to Whole Health is NOT a prerequisite for chiropractic care and/or  
pain management and/or acupuncture therapeutic treatment. 
 
Whole Health Coaches cannot evaluate and/or medically clear patients or  
submit consults for chiropractic care and/or pain management and/or  
acupuncture therapeutic treatment. 
 
RECEIVED                01/10/22 12:47          
CCE-CC Eligibility Status: NO ELIGIBILITY FOUND 
 
CVA-Accept new consult, received during COVID-19 Pandemic 
ME-May discontinue if Veteran fails to respond to mandated scheduling  
effort. 
CUR-CTB User Role: Scheduler 
 
ADDED COMMENT           01/10/22 12:49          
CCE-CC Eligibility Status: NO ELIGIBILITY FOUND 
 
C1-First call to Veteran: Left voicemail 
L1-Unable to schedule letter sent by mail to Veteran. 
CUR-CTB User Role: Scheduler 
 
CANCELLED               01/10/22 13:06          
Veteran declined to participate in the Intro to Whole Health coaching  
orientation session(s) at this time.     
 
Veteran only wants pain management and acupuncture care at this time.   
 
As written this consult only pertains to scheduling an appointment with a  
Whole Health Coach. 
 
Intro to Whole Health is NOT a prerequisite for chiropractic care and/or  
pain management and/or acupuncture therapeutic treatment. 
 
Whole Health Coaches cannot evaluate and/or medically clear patients or  
submit consults for chiropractic care and/or pain management and/or  
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acupuncture therapeutic treatment. 
 
 
Note: TIME ZONE is local if not indicated 
 
Significant Findings: Unknown 
-------------------------------------------------------------------------------- 
No local TIU results or Medicine results available for this consult 
================================================================================ 
==================================== END =====================================



l="~m: 
Sent: 
To; 

Cr:: 

Subjt!d; 

Atta dln,,i:rm; 

Dci..t r co I leag u es, 

pi.l~ri ::i.d1aol rn 'Tl,L.t • .Jm 

A '1.:1 tcw1 'I :::,f pJir. urJ ,1,tc-d.FJ [Jtx 

We are working very hard to try to Crf>ate an inlegratcd 1 int~rdisciplinary cJpprocJch to 
pain mu(l~gP.ment that can meet the derndnd ~or s~rvices us1ng the I imitcd resources we. 
have 1 while rcduci ng the volume of referrals lo the communtty. Dascd on discussions 1 
h~ve had with team members, crnd 11Jilh pain m;magemer.t and Wholi2 Hedlth leaders ir'I 
other rcH..:iliti~~ as wel ! us with ] bel i~ve the best way to do lhis wrn be Lo 
create il s.lngle polnt of entry for referrals for 1~ain manage:nent. Tl ,is ls critical for us to 
l"l15U~ tMnt we delivP-r· a r::ons.is.lcr:.l rriessagl=! to vekrdrs and referring providers, th-ut 
dh2ctivc µ.J•n management requir~s p.atier,ts to lc.arfl s:elf-n1crnagcment sklll5. 

To this end_. dlj refcrrats for [JH and D~in clink will start with referral to lnlro to Whol~ 
Hec:1lth, where veterans will init[ate the Per~onal Health lnve:itor,. J dcally I they will QO 
on to do iridividuaj coaching or ~t least t:he Taking Charge at my Heallh and my Life 
cl.ass. From there, they will i:.::hoo~e which pathway they wish t"c start er,. They cannot do 
1;1v~rylt1i11~ dt. o~n_;c - they ca11 ci ,oose ar.-u[Ju11r.:rnre 1 r:tiLror,rartl(:, or pain clin•c. They cdn 
ccrrninly go to the other services lat~r. (Other progrnms ran he dcne in par allel 1 

tmwei,,rer, including yog.a, KT! CBT for chronic pafn 1 etc.) 

Wf> have already set this up for-,H.:upunc..:ture clinic - patients will .altend tier 
TrJditconal East Asian Medrcin~ (TEAMS) cl~s.s before havjng .::in individual evaluation. 
This class will incl udC! tr-=tining in self ar..:ur,ressu.-e as wdl as Qigong. After this 1 they wfll 
r.i-e s:cheduled for groL·p acup,mdurc r:liriics. 

1 wou Id like for the i,am specialists and the r.hiropractars ro work on doirig somethi11g 
!:::iimilar fur their sectior.5. 1 have alreac1y spoker1 with sorm~ ot you aboul tt1is. 

I am sh~ring tl,c slldes that l have used for Pain ~-r:hool in PHtshu,gh <1nd jn Salisbury. 
Tl1i~ will s~rve c:.s ~he bc:1si5 for t11c P.::=i c5tinc Whole Hc.alth PACT PJin School, IJut it c.:.an 
.ab:o be used for the other sc1...tior1::i in our ~~f\l'ice. Fkgdrdress1 th<::y will need to he 
1Jpdated for content and clarity - J w~lcume any input from anyone. 

Al$o, we h.'3v~ selected i] Nurse Pr,xtitlonP.r for our s.~rvio~ 1 ;Jf'I~ S.ht:' has accepted our 
tentative offer. rurt of her dutle~ will ir1votv~ intc.::grc:itive pairt mani]gc:ment. There .)re 
severill pcssibi Ii ties, including leading the pain s(hooli rurin,11g ,rn Opioid Review r.linir:, 
or ti i·unni11q a S<:..:OUTT 6inic. We can di~cuss. thi5 furthc:-- as J leJm. 

l 
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From: 

Sent: , 2021 11 :20 AM 
To: 
Subject: nag ment con.su'l~s ,and intro to WH consults 

... again, I am not the only one thinking these thoughts ... 

Hi Al l, 

I'm just thinking out loud here. 

Was this email meant to be sent to PCPs? Isn't it still the responsibility of the PCPs and haven't we been preaching to them 

that they are still the responsible entity for placing the consults to whole health and pain clinic? lf we review a consult for 

Pa in Clinic and notice that the Intro to Whole Health consult wasn 't placed, then what? Are we supposed to place a consult 
that the patient doesn't know about, most likely a program they have no information about, hasn't agr eed to participate in 
and they are going to receive a phone call from our schedulers and have no idea what it is for or the reasoning behind it. 

Or are you saying that once the veteran is seen in the 1Pain Clinic during a tele, VVC or face to face initial consult visit we 

explain what whole health is, how it will benefit t hem towards wel,lness and decreased chronic pain, encourage it/ requ ire it 

, and at least then they are informed by someone before they are scheduled. 

Or that this needs to be communicated to the PACT providers? 

Thank you1 • 
s, . 
Importance: High 

Good morning---I know - has communicated to- that you all will need to be sure that 
the when you receive the pain management consults ~ble check t1hat the patient 1has the 
consu lt for Introduction to Whole Health placed as well. Some doctors are doing it, others are missing 
the second step. The picture below shows a patient that has bot • requirements entered correctly for 
pain consu lt and the consult for Intro to Whole Health. 

1 



'V' 

co 
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ar 26.21 
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(dc}1 WAC '~MFIS Ol!JrTPT :PT nENS Cons Consult II: 5~ 
(c) WAC PMRS OUTPT Pf Coris ConsuJ1 ~: 5821090 

... 

(c) EYl=CtASS FlcQU[=ST- l=VEGLASSl:'.S A-2 Cons 
(c) EYEGLASS REQUEST - EYEGLASSES A-Z Cons 
(c} WAC PMRS OUTPT PT liENS Cons Consult II: 581 
(de) COMMUNITY CAA.E--NEU~OLOGY Cona~ Oonsul1 
(de) TEM MED OUlFPT NEUROLOGY Cons Consul1 ~ 
f~\ TFM ~lJA OUTPT OATHC1PFOIC"-~ C:nn~ f".nn~11h Ii" 

n - for • • 1 ole H th you Iii I n • pl' ce It b . ol I o orde b 
co : 

IM'1ola Heolth Consults 

At.Ja;M MH8.8M Consult GtJ1delmes 

Temple MH&NM Consul!Gutdehnea; 

Waco MH8.BM Consult Gu1dehnes 

Card1ec Chmcol Procedure Con~ull 

-----------
----------

'ex1 e oos th loe1 rrun1 th cio ,IJU, c • from. i 
pare 1t ion (f mp eJA 1 , nM ,co) 

AUSTIN 

Ch,rop,octic Core 

lntroducMn to \.\/hole Heollh 

E'lf,l,OWNWOOO 

lr,t1oduct1on 10 \.\lhote Health 

BRYAN/COLLE GE ST A TION 
ln1roduo1on to \-\'hole Heollh 

C DAR PAf~K 
lntroduo,on to \.\/hole Heollh 

I.AGMNGE 
lnl1oduct1on to \.\/hole Heallh 

PALESTINE 
lntroducr1on to \-\'hole Heollh 
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This shows the patient has not taken it reviously and you continue with the consult. 

-21 ~rv1ce Prerequ1stles • WA( 'NHS OUTPT INl 

If you enter the consult and thi !f pops up, the patient has taken the course in the past (likefy 
before it was a consult). No need to re-enter again. 

-@ SeMce Prerequisites • TEM 'NHS OVT?T NIRO TO WHOLE HEALTH 

lt 'fOU s~~ ch~ H~alc?:. Fact.c::: h r l •rw &:" lea!le - TOP and DO ?lOT ~rcc~ed Wl.t.~ 

J~de~~n~ this con!lult. + 

·:J..-HE;',l.!"H A?m HE:..:. 9:EIN_; [CJ 
V:A-WHS - I?TT'ROC1'JCTIO!I TO WP.O:.E H.E,;.,L iH 

My AMSAs in WH will schedule the Intro to WH consults and the pain AMSAs will continue to schedu le 
the consults for pain clinics/procedures. 

We are wor,k,ing out a plan to combine intro to WH and the intro to pain session so that pts have a one 
stop class to get both before being scheduled ,into pain clin ics. W1hen we finish this curriculum and it's 
ready to go 'live I will f/u to this email on your next steps. lf you have questions or need assistance 
please let me know. 

3 



"'Pe-ople are fed by Iha !Food Industry. which a no aHenUon1 to health, a.na are healed by the Health 
Industry, whlch pays 11110 attention to f 'ood." ~ 
u L.et food be, thy med lCill'IB a1111d medicln8 be t 
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-
(1} The phys,,aal), of the Pain Management sedfCN'l t,e,.. ~ CTVHCS do not agree w,th what ha$ been m,titvted by■ 
■- elso as"' my P,tO< letter af conctrns a11d tr\Ot• rtCAl'lt email reaard1n1 the lHU•s hlahliJhted, 

(2) Muhlple other physmans of CTVHCS have expressed d1s.t1teem.nt wrth what has been mstitutad by- as well. 
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... Veterans are fa reed to 001mplete an Intro to Whole Hea tt, bero e gemng pa· 11 
managemenrl care 
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What does this mean?

From:
Sent: Wednesday, March 31, 2021 1:51 PM
To:
Cc:
Subject: Consult to Pain Management

Team,

Please note that if patients are scheduled for the Intro class, they may also be scheduled for the Pain clinic.

For questions, call me at

Thanks,

■ 

-
■ 



From: 
To: 

Subject: PRIVATE I 

Date: Thu rsday, Apri l 15, 2021 9:56~Do AM 

H Iio-

To be d ear, 

Here is clear written evidence that other staff at this facility are being instructed a 5 per- ] 
recently changed consult processing instructions: 

This veteran is already established with a community care pain doctor. Best I can teH, per■ 
- consult processing instructions, CITC personnel has been instructed that the veteran 

requires Intro to Whole Health Class prior to obtain ing (here, continuing, in this case) t heir pain 

management treatment. 

Re: 

Veterans are forced to complete an Intro to Whole Health before getting 
pain management care (regardless of whether ... completnentary 
approach is appropriate) . 

I believe the above bureaucratic steps prevent Veterans from, getting the 
care required under the regulations ... I do not believe this is consistent 
with regulations or the appropriate professional standards of care. 

*** Pl ease scroll al l the way down, see highlighted portions*** 

///////////////////////////////////////////////////////////////////////////////////////////////////////////// 

Current PC Provider : 

Current PC Team: 

Current Pat. Stat us: Out patie nt 

UCID: 

Primary Eligibil ity: ..,ERVICE CONNECTED ':,0% to 100%(VERI FIED) 

Patient Type: SC VETERAN 



OEF/OIF: NO 

Service Connection/Rated Disabilities 

SC Percent: 100% 

Rated Disabilities: TRAUMATIC BRAIN DISEASE (70%) 

SLEEP APNEA SYNDROMES (50%) 

MIGRAINE HEADACHES (50%) 

HEMORRHOIDS (20%) 

HIATAL HERNIA (10%) 

ALLERGIC OR VASOMOTOR RHINITIS (10%) 

LIMITED FLEXION OF KNEE (10%) 

SUPERFICIAL SCARS (10%) 

FACIAL SCARS (10%) 

LABYRINTHITIS (10%) 

LIMITED EXTENSION OF KNEE (0%) 

SINUSITIS,MAXILLARY,CHRONIC (0%) 

SCARS (0%) 

VENTRAL HERNIA (0%) 

DEFORMITY OF H-IE PENIS (0%) 

Order Information 

To Service: COMMUNITY CARE-PAIN 

From Service: TEM PACT GOLD PHYS 

Requesting Pro "der: 
Service is to be . IENT basis 

Place: Consultant's choice 

Urgency: Routine 

Clinically Ind. Date: May 12, 2021 

DSTID: 

Orderable Item: COMMUNITY CARE-PAIN 

Consult: Consult Request 

Provisional Diagnosis: Cervicalgia(ICD-10-CM MS4.2) 

Reason For Request: 

INTERVENTIONAL PAIN MANAGEMENT CONSULTATION GUIDELINES: 

This consultation request is for lnterventional Pain 

Management Procedures. 

1. Reason for Request: Where is the primary location of the patient 's 

worst pain for the consultant to address? 

- Back Pain Yes 

Nec.k Pain Yes 

- Other No (please specify): 

2. Controlled Substances: 

- Does the patient understand that the lnterventional Pain Clinic 

offers procedures for the management of chronic pain and does 

not prescribe chronic controlled substances in the management 



         of chronic pain?   Yes
3.  Interventional Pain Management Procedures:
- Does the patient desire to receive interventional pain management
injections for the management of Chronic Pain? Yes
4.  Imaging:
- The patient needs to have advanced imaging of the area involved
within
the last two years. MRI is usually the preferred advanced imaging
       for the spine.
If MRI is contraindicated then obtain CT scan of the involved area.
If
the patient had prior surgery to the spine then please request MRI
with
and without contrast if the renal function allows it. The official
imaging report must be reviewed by pain management before the
consultation can be accepted. Please specify where the official
imaging
report is found:
(Choice of only one is accepted; may not choose more than one)
   VISTA Imaging
5.  Blood Thinners:
- Is the patient receiving any blood thinners such as Coumadin,
         aspirin, clopidogrel, TSOACs (apixaban, dabigatran, or
rivaroxaban)
         etc. No
- If the patient is on blood thinners, can the patient discontinue
that
medication for about 7 days WITHOUT ANY BRIDGING medication and
without
significant risk of developing stroke, cardiovascular insult, or
any
other problem for which the patient is receiving that medication to
prevent. Not applicable
6.  Laboratory investigations:
- Is the patient Diabetic?  No
- If YES, then the HGB A1C within the last three months of the date
of
the consultation needs to be less than 8.
- Please indicate the VALUE and the DATE of the last HGB A1C:
Collection DT     Specimen   Test Name          Result    Units       Ref
Range
10/22/2020 13:50  BLOOD      GLYCOHEMOGLOBIN       5.7    %          4.8
- 6.0
7.  The Interventional Pain Management Clinic requires responses to the
    following questions regarding various modalities that may have been



used in the management of pain in this patient's pain: 

a) Has the patient tried Physical Therapy or exercise within the last 

year? Yes 

b) Has the patienttried Acetaminophen and/or NSAIDs within the last 

year? Yes 

c) Has the patient tried Gabapentin and /or Duloxetine if 

neuropathic pain was suspected? 

Yes 
d) Has the patient tried the TENS Unit be tried within the last year? 

Yes 
e) Has the patient tried Cognitive Behavioral Therapy (CBT) or Pain 

Psychology within the last year? 

Yes 

8. Comments: 

****************************NOTES**************************************** 

ALL FIELDS MUST BE FILLED OUT for the consultation to go through, just 

like the MRI template . The consultation will not go through if one field 

is not answered. 
************************************************************************* 

Inter-facility Information 

This is not an inter-facility consult request. 

Status: 

Last Action: 

Facility 

Act ivity 

ACTIVE 

RECEIVED 

Date/Time/Zone Responsible Person Entered By 

CPRS RELEASED ORDER 04/12/2112:57 
PRINTED TO 04/12/2112:57 

CTX-PTPMRS3 (BIG) 

ADDED CO MM ENT 04/12/ 21 15:03 
P.er· Vet,e ran , .3 waiting approval for auth rnnt of care w ith established 

community care provider. Veteran does not wish to be seen by VA Pain 

Clinic, he wants to continue care with established provider, awaiting 

approval to schedule procedure. 

ADDED COMMENT 04/12/2115:05 
- please enter reterral for the Intro tQ Whole Health Se:rvices., a$ 
~ andated for Veterans who desire pain mgmt. 

RECEIVED 04/13/2114:55 
Please schedule this patient in the I 



before they will be scheduled in the Pain Management Consultation Clinic. 

The goal of this class is to provide an orientation to holistic care that 

is personalized, proactive, and patient-driven, and to emphasize the 

importance of self-management to achieving optimal treatment outcomes. 

Please inform the patient that the initial visit to this Pain Clinic is a 

consultation appointment that may be carried out as a VA Video encounter. 

There will be no procedure performed during the initial consultation. If 

the patient is interested in the Austin VA for consultation and procedures 

in Austin, you may forward this consultation to the "Austin WHS Pain 

Management Clinic. 

-You may discontinue this consultation after failed outreach attempts 

and/or after reaching the appropriate number of "Cancellations by Patient" 

or "No Shows" as per policy. 

-PLEASE CONTACT ME BY EMAIL OR CALL ME AT 43868 IF YOU HAVE ANY QUESTIONS 

OR CONCERNS REGARDING THE PROCESSING OF THIS CONSULTATION. 

ADDED COMMENT 04/14/2111:09 

DST-DSTID:403839c5-58e9-4dcd-8e32-0516a4105316 

CSC-Consult stop code: 420 

CSN-Clinical Service: PAINI CLINIC 

CST-Consult service type: SPECIALTY CARE 

DSW-DSTWorkflow: NEW PT 

CCE-CC Eligibility Status: NO ELIGIBILITY FOUND 

#COi# WAIT TIME CID:05/12/21 

FORWARDED FROM 04/14/2111:09 

TEM WHS OUTPT PAIN MANAGEMENT 

RECEIVED 04/14/2113:36 

SEOC - VHA Office of Community Care-----

VHA Office of Community Care - Standardized Episode of Care 

Pain Management Comprehensive 

CAT-SEOC CoC: PAIN MANAGEMENT 
SEOC ID: MSC PAIN MANAGEMENT COMPREHENSIVE 1.2.6 PRCT 

- -
Description: This authorization covers services associated with the 

specialty(s) identified for this episode of care, includililg all medical 

care listed below relevant to the referred care specified on the consult 

order. Medication Management including any opioid therapy should be 

consistent with VA/DOD clinical practice guidelines. This episode of care 



does not include intrathecal drug delivery (IDD) or neuromodulation device
care.  Separate approval is required for IDD or neuromodulation device
initiation and care.
Duration: 180 days
 
Procedural Overview:
1.   Initial outpatient evaluation and treatment for the referred
condition indicated on the consult order, including any restrictions for
or against treatment options
2.   Diagnostic imaging relevant to the referred condition on the consult
order
3.   Diagnostic studies relevant to the referred condition on the consult
order including but not limited to: EMG/NCV
4.   Labs including necessary drug screens and pathology relevant to the
referred condition on the consult order
5.   Injections including but not limited to: Medial branch blocks,
epidural injections, facet injections, trigger point injections, genicular
injections, joint injections
6.   Procedures including but not limited to: radiofrequency ablation,
vertebroplasty and spinal decompression
7.    Anesthesia consultation related to a procedure
8.   Pre-operative medical and cardiac clearance as indicated, to include
H+P/labs, EKG, CXR, echo
9.   Inpatient or observation admission for procedure, if indicated.
** Notify the referring VA of admission status to initiate and facilitate
care coordination and discharge planning.
10. Inpatient admission or observation status for complications from the
procedure
** Notify the referring VA of admission status to initiate and facilitate
care coordination and discharge planning.
11. Follow-up visits for this episode of care
12. Physical Therapy: as indicated up to 15 visits as related to the
referred condition on the consult order; Notify VA to request additional
visits with supporting medical documentation
13.  Occupational Therapy: as indicated up to 15 visits as related to the
referred condition on the consult order; Notify VA to request additional
visits with supporting medical documentation
 
*Please visit the VHA Storefront
www.va.gov/COMMUNITYCARE/providers/index.asp for additional resources and
requirements pertaining to the following
* Pharmacy prescribing requirements
* Durable Medical Equipment (DME), Prosthetics, and Orthotics prescribing
requirements
* Precertification (PRCT) process requirements



* Request for Services (RFS) requirements
* DME, prosthetics and orthotics will be reviewed by the VA for provision.
 
SEO-------------------------------------------------
 
SEV-Community Care Eligibility: Wait Time
CVA-Accept new consult, received during COVID-19 Pandemic
 
Scheduling prioritized during COVID-19 Pandemic
CV1-COVID-19 Priority 1
  Schedule appointment despite COVID-19 restrictions
As an alternative to a face-to-face appointment:
  TEL-Telephone Appointment may be offered to the Veteran
  THL-Telehealth Appointment may be offered to the Veteran
CAP-Community Care Approved, Program:
  Authorized/Pre-authorized Referral - 1703
ME-May discontinue if Veteran cancels/no-shows twice or fails to respond
to mandated scheduling effort.
CCH-Community Care Appt Scheduling to be handled by: Community provider
schedules directly with Veteran
Admin Screening for Care Coordination
SCD-Screening Code: 005-77-TC-A-85
  CAN Score: 85
Admin Screening=Moderate
Clinical Screening for Care Coordination
TCD-Clinical Triage Code: 040-77-TC-A
  Significant Comorbidities: no   Significant Psychosocial Issues: no   ADL
Support Needed: no
 
Clinical Triage Care Coordination: Moderate
Clinical Triage: Complete
 
 
After the appointment has been scheduled, the integrated team should
proceed to coordinate are based on the Veteran's needs.
Moderate care coordination may include:
-assistance with navigation
-scheduling
-post-appointment follow-up
-monitoring and coordination of preventative services
 
Recommended frequency of contact: monthly to quarterly
 
 
ICR-Initiate Community Care Referral



Community Care Coordinator:
Community Care Contact Number:
 
 
 
Note: TIME ZONE is local if not indicated
 
No local TIU results or Medicine results available for this consult
==================================== END =====================================
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From: 
To: 
C.c: 
Subject: 
Date: 
At:tad1111ents: 

Monday, November 30, 2020 1: 16:04 PM 
Anatomy of w111 updated.pptx 

Dear colleagues, 
I hope everyone had a restful hol iday! 
We are working ve ry hard to t ry to create an integrated, interdiscipl ina ry 
approach to pain management that can meet t he demand for services 
usi ng t he limited resou rces we have, while reducing the vo lume of 
referra ls to the community. Based on discussions I have had with team 
members, and with pain-1 ana ement and Whole Hea lth leaders in other 
fac ilities as wel l as with , I believe the best way to do this will 
be to create a single point o ,entry for referrals for pai n management. This 
is crit ical for us to ensure that we deliver a consistent message to veterans 
and referringi providers, t hat effective pa1in management requires patients 
to learn self-management ski lls. 
To t his end, all referrals fo r CIH and pain cl inic wil1I start with referra l to 
Intro to Whole Health, where veterans w,ill initiate the Personal Health 
Inventory. Idea lly, they will go on to do individual coaching or at least the 
Taking Charge of my Heallth and my Li fe class. From there, t hey will 
choose which pathway they wish to start on. They ca nnot do everyt hing at 
once - t hey can choose acupuncture, chiropractic, or pain cl in,ic. They can 
certainly go to the other servrices later. (Other programs can be done in 
parallel, however, incl uding yog- T for chronic pain, etc.) 
We have already set this up for acupuncture clinic - patients will 
attend her Traditional East Asian e 1c1ne (TIEAMS) class before havi ng an 
individual evaluation . This class will include training in self acupressure as 
well as Qigong. After this, they wi ll be schedu led for group acupunctu re 
clinics. 
I would like for the pai n specialists and the ch iropractors to work on doing 
something similar fo r t heir sections. I have al ready spoken with some of 
you about this. 
I am sharing the slides that I have used for Pain School in Pittsburg h and 
in Salisbury. This wil l serve as the basis for the Pa 11estine Whole Hea lth 
PACT Pa in School , but it can also be used for the other sections in our 
service. Regardless, they wi ll need to be updated for content and clarity -
I welcome any input from anyone. 
Also, we have sel,ected a Nurse Practit ioner for our serv ice, and she has 
accepted our tentative offer. Part of her duties will involve integrat ive pain 
management. There arre severa l possibil ities, including leading the pain 
schoo l, running an Opioid Review cl inic, or a running a SCOUTT clinic. We 
can discuss this further as a team. 
With a reciation, 

Clinic.al Director, Who'le Healt h and Integrated Health Service 
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From: 
To: 

Subject: 

Date: Monday, October 4, 20214:28:lln PM 

H[lo-

Here i'l, clear written evidence that other staff at this facility are being instructed as per- ] 
recently changed consult processing instructions: 

This veteran is already established with a community care pain doctor. IBest I can telll, per■ 
I- _Q[flsult processing instructions, CITC personnel has been instructed that the veteran 

requires Intro to Whole Health Class prior to obt aining (here, continuing, in this case) thei r pain 

management t reatment. 

*** Please scrol l al l the way down, see highlighted portions*** 

///////////////////////////////////////////////////////////////////////////////////////////////////////////// 

Current PC Prov ider : j 

Current PC Team: • 5 *WH* 

Current Pat. Status: Outpatient 

UCID: 

Primary !E ligib ility: SERVICE CON NECTED 50)10 to 100%(VERI FIED) 

Patient Type: SC VETERAN 

OEF/OIF : NO 

Service Connection/Rated Disab il ities 

SC Percent : 100% 

Rated Disabi lities : TRAUMATIC BRAI N DISEASE (70%) 

SL EEP APNEA SYNDROMES (50%) 

MIGRAI NE HEADACHES (50%) 

HEMORR HOI DS (20%) 

HIATAL HERNIA (10%) 

ALLERG IC OR VASOMOTOR RHI NITIS (10%) 

LIMITED FLEXION OF KNEE (10%) 

SUPERFIC IAL SCARS (10%) 

FACIAL SCARS (10%) 

LABYRINTHITIS (10%) 



LIMITED EXTENSION OF KNEE (0%) 

SINUSITIS,MAXILLARY,CHRONIC (0%) 

SCARS (0%) 

VENTRAL HERNIA (0%) 

DEFORMITY OF THE PENIS (0%) 

Order Information 

To Service: COMMUNITY CARE-PAIN 

From Service: TEM PACT GOLD PHYS 

Requesting Provider : 

Service is to be n- r .don an OUTPATIENT basis 

Place: Consu ltant's choice 

Urgency: Routine 

Clinically Ind. Date: May 12, 2021 

DST ID: 

Orderable Item: COMMUNITY CARE-PAIN 

Consult: Consult Request 

Provisional Diagnosis: Cervicalgia(ICD-10-CM M54.2) 

Reason For Request: 

INTERVENTIONAL PAIN MANAGEMENT CONSULTATION GUIDELINES: 

This consultation request is for lnterventional Pain 

Management Procedures. 

1. Reason for Request: Where is the primary location of the patient's 

worst pain for the consultant to address? 

Back Pain Yes 

- Neck Pain Yes 

- Other No (please specify) : 

2. Controlled Substances: 

- Does the patient understand that the lnterventional Pain Clinic 

offers procedures for the management of chronic pain and does 

not prescribe chronic controlled substances in the management 

of chronic pain? Yes 

3. lnterventional Pain Management Procedures: 

- Does the patient desire to receive interventional pain management 

injections for the management of Chronic Pain? Yes 

4. Imaging: 

- The patient needs to have advanced imaging of the area involved 

within 

the lasttwo years . MRI is usually the preferred advanced imaging 

for the spine. 

If MRI is contraindicated then obtain CT scan of the involved area. 



If
the patient had prior surgery to the spine then please request MRI
with
and without contrast if the renal function allows it. The official
imaging report must be reviewed by pain management before the
consultation can be accepted. Please specify where the official
imaging
report is found:
(Choice of only one is accepted; may not choose more than one)
   VISTA Imaging
 
5.  Blood Thinners:
- Is the patient receiving any blood thinners such as Coumadin,
         aspirin, clopidogrel, TSOACs (apixaban, dabigatran, or
rivaroxaban)
         etc. No
- If the patient is on blood thinners, can the patient discontinue
that
medication for about 7 days WITHOUT ANY BRIDGING medication and
without
significant risk of developing stroke, cardiovascular insult, or
any
other problem for which the patient is receiving that medication to
prevent. Not applicable
 
6.  Laboratory investigations:
- Is the patient Diabetic?  No
- If YES, then the HGB A1C within the last three months of the date
of
the consultation needs to be less than 8.
- Please indicate the VALUE and the DATE of the last HGB A1C:
 
Collection DT     Specimen   Test Name          Result    Units       Ref
Range
10/22/2020 13:50  BLOOD      GLYCOHEMOGLOBIN       5.7    %          4.8
- 6.0
 
7.  The Interventional Pain Management Clinic requires responses to the
    following questions regarding various modalities that may have been
    used in the management of pain in this patient's pain:
a) Has the patient tried Physical Therapy or exercise within the last
year? Yes
b) Has the patient tried Acetaminophen and/or NSAIDs within the last
year? Yes
c) Has the patient tried Gabapentin and /or Duloxetine if



neuropathic pain was suspected? 

Yes 

d) Has the patient tried t he TENS Unit be tried within the last year? 

Yes 

e) Has the patient tried Cognitive Behavioral Therapy (CBT) or Pain 

Psychology with in the last year? 

Yes 

8. Comments: 

****************************NOTES**************************************** 

ALL FIELDS MUST BE FILLED OUT for the consultation to go through, just 

like the MRl template . The consultation will not go through if one field 

is not answered. 

************************************************************************* 

Inter-facility Information 

This is not an inter-facility consult request. 

Status: 

Last Action: 

Facil ity 

Activity 

ACTIVE 

RECEIVED 

Date/Time/Zone Responsible Person Entered By 

CPRS RELEASED ORDER 04/12/2112:57 
PRINTED TO 04/12/2112:57 

CTX-P1PMRS3 {BIG) 

ADDED COMMENT 04/12/21 15:03 
Per Veteran, awaiting approval for auth cont of CAr 

community care provider. Veteran does not wish to be seen by VA Pain 

Clin ic, he wants to continue care with established provider, awaiting 

approval to schedule procedure. 

ADDED COMMENT 04/12/2115:05 

- please enter referral for the Intro to Whole Health Se-rvlc~ 
this is mandated for Veterans who desire pain mgmt. 

RECEIVED 04/13/2114:55 
Please schedule this patient in the I ion le 
before they will be scheduled in the Pain Management Consultation Clinic. 



The goal of this class is to provide an orientation to holistic care that 

is personalized, proactlve, and patient-driven, and to emphasize the 

importance of self-management to achieving optimal treatment outcomes. 

Please inform the patient that the initial visit to this Pain Clinic is a 

consultation appointment that may be carried out as a VA Video encounter. 

There will be no procedure performed during the initial consultation. If 

the patient is interested in the Austin VA for consultation and procedures 

in Austin, you may forward th is consultat ion to the "Austin WHS Pain 

Management Clinic. 

-You may discontinue this consultation after failed outreach attempts 

and/or after reaching t he appropriate number of "Cancellat ions by Patient" 

or "No Shows" as per policy. 

-PLEASE CONTACT ME BY EMAIL OR CALL ME AT 43868 IF YOU HAVE ANY QUESTIONS 

OR CONCERNS REGARDING THE PROCESS! NG OF THIS CONSULTATION. 

ADDED COMMENT 04/ 14/2111:09 

DST-DST ID: 403839c5-58e9-4dcd-8e32-0516a4105316 

CSC-Consu lt stop code: 420 

CSN-Clinical Service: PAIN CLINIC 

CST-Consult service type: SPECIALTY CARE 

DSW-DST Workflow: NEW PT 

CCE-CC Eligibility Status: NO ELIG IBILITY FOUND 

#COi# WAIT TIME ClD:05/12/21 

FORWARDED FROM 04/14/2111:09 

TEM WHS OUTPT PAIN MANAGEMENT 

RECEIVED 04/14/2113:36 

SEOC - VHA Office of Community Care-------

VHA Office of Community Care - Standardized Episode of Care 

Pain Management Comprehensive 

CAT-SEOC CoC: PAIN MANAGEMENT 

SEOC ID: MSC PAIN MANAGEMENT COMPREHENSIVE 1.2.6 PRCT 

Description: This authorization covers services associated with the 

specialty(s) identified for this episode of care, including all medical 

care listed below relevant to the referred care specified on the consult 

order. Medication Management including any opioid therapy should be 

consistent with VA/DOD clinical practice guidelines. This episode of care 

does not include intrathecal drug delivery (IDD) or neuromodulation device 



care.  Separate approval is required for IDD or neuromodulation device
initiation and care.
Duration: 180 days
 
Procedural Overview:
1.   Initial outpatient evaluation and treatment for the referred
condition indicated on the consult order, including any restrictions for
or against treatment options
2.   Diagnostic imaging relevant to the referred condition on the consult
order
3.   Diagnostic studies relevant to the referred condition on the consult
order including but not limited to: EMG/NCV
4.   Labs including necessary drug screens and pathology relevant to the
referred condition on the consult order
5.   Injections including but not limited to: Medial branch blocks,
epidural injections, facet injections, trigger point injections, genicular
injections, joint injections
6.   Procedures including but not limited to: radiofrequency ablation,
vertebroplasty and spinal decompression
7.    Anesthesia consultation related to a procedure
8.   Pre-operative medical and cardiac clearance as indicated, to include
H+P/labs, EKG, CXR, echo
9.   Inpatient or observation admission for procedure, if indicated.
** Notify the referring VA of admission status to initiate and facilitate
care coordination and discharge planning.
10. Inpatient admission or observation status for complications from the
procedure
** Notify the referring VA of admission status to initiate and facilitate
care coordination and discharge planning.
11. Follow-up visits for this episode of care
12. Physical Therapy: as indicated up to 15 visits as related to the
referred condition on the consult order; Notify VA to request additional
visits with supporting medical documentation
13.  Occupational Therapy: as indicated up to 15 visits as related to the
referred condition on the consult order; Notify VA to request additional
visits with supporting medical documentation
 
*Please visit the VHA Storefront
www.va.gov/COMMUNITYCARE/providers/index.asp for additional resources and
requirements pertaining to the following
* Pharmacy prescribing requirements
* Durable Medical Equipment (DME), Prosthetics, and Orthotics prescribing
requirements
* Precertification (PRCT) process requirements
* Request for Services (RFS) requirements



* DME, prosthetics and orthotics will be reviewed by the VA for provision.
 
SEO-------------------------------------------------
 
SEV-Community Care Eligibility: Wait Time
CVA-Accept new consult, received during COVID-19 Pandemic
 
Scheduling prioritized during COVID-19 Pandemic
CV1-COVID-19 Priority 1
  Schedule appointment despite COVID-19 restrictions
As an alternative to a face-to-face appointment:
  TEL-Telephone Appointment may be offered to the Veteran
  THL-Telehealth Appointment may be offered to the Veteran
CAP-Community Care Approved, Program:
  Authorized/Pre-authorized Referral - 1703
ME-May discontinue if Veteran cancels/no-shows twice or fails to respond
to mandated scheduling effort.
CCH-Community Care Appt Scheduling to be handled by: Community provider
schedules directly with Veteran
Admin Screening for Care Coordination
SCD-Screening Code: 005-77-TC-A-85
  CAN Score: 85
Admin Screening=Moderate
Clinical Screening for Care Coordination
TCD-Clinical Triage Code: 040-77-TC-A
  Significant Comorbidities: no   Significant Psychosocial Issues: no   ADL
Support Needed: no
 
Clinical Triage Care Coordination: Moderate
Clinical Triage: Complete
 
 
After the appointment has been scheduled, the integrated team should
proceed to coordinate are based on the Veteran's needs.
Moderate care coordination may include:
-assistance with navigation
-scheduling
-post-appointment follow-up
-monitoring and coordination of preventative services
 
Recommended frequency of contact: monthly to quarterly
 
 
ICR-Initiate Community Care Referral
Community Care Coordinator:



Community Care Contact Number:
 
 
 
Note: TIME ZONE is local if not indicated
 
No local TIU results or Medicine results available for this consult
==================================== END =====================================
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//////////II//I///I//I/II///I// I //I/IIII/II/ I /IIIII I I/IIII/I/II 

<EXCERPT> 

Veteran only wants pain management and acupuncture care at this time. 

As written this consult only pertains to scheduling an appoint:m.ent with a 
Wh:,le Health Coach. 

Intro to Whole Health is NOT a prerequisite for chiropractic care and/or 
~,ain management and/ or acupuncture therapeutic treatment. 

Whole Health Coaches cannot evaluate and/or medically clear patients or 
submit consults for ,:::hiropractic care and/or pain management and/or 
acupuncture therapeutic treatment. 

/l l /lll/ll/ll/l!l//l/l!/lll/!l/!///I/III/II//////I//I/II///I//I 

<FULIL> 

PC Provider: 
PC Team: 
Pat. Status: 

50 % to 100%(VERIFIED) 

OEF/OIF: NO 

Service Con nection/Rated Disabilities 
SC Percent: 70 % 
Rated Disabilities: LTJMBOSACRAL OH CERVI CAL STRAIN (~ 0% ) 

LTJMBOS.ACRAL OR CERVI CAL STRAIN (:2 0%) 
TINNI TUS (HI>;;) 

Order Information 
To Service: 
From Service: 
Requesting Provider: 
Service is to be re ij..-. 
Plac e: 
Urgency: 
Clinically Ind. Date: 
DST ID: 
Orderable Item: 
Consult: 
Pr,:,visio na l Diagnos is: 
Reason For Request: 

LIMI TED MOTION OF ANrfLE (10%) 
PARALYSIS OF SCIATIC NERVE {1 0%) 
PARALYSIS OF SCIATIC NERVE (10 %) 
I MPAI RED HEARING (1 0%) 
LIMI TED MOTION OF ANHLE (10%) 
SEPTUM, NASAL, DEVIATION OF (0%) 
LARYNGITIS,CHRONI C (0%) 

TEM WHS OUTPT TO WHOLE HEALTH 

basis 

TEM WHS OUTPT INTRO TO WHOLE HEALTH 
Consult Request 
Illness, uns pecified(ICD- 10-CM R69.) 

**If you are requesting consult t o the Whole Health Integrated Pain 
Management program f or your patient t o receive Acupuncture, Chiropi:actic 
or Pain Management c l inic services, in addii:::.i,:m ti:, this Intro t o Whole 
Hea l th consult y ou rnm,t also complete the whole health integrated pain 
manage ,:::onsult specific f or the one service you are r-=,que s ting. If the 
Veteran has already attended Intro t o Whole Health, exit out o f thi :o 
,:::onsult and pro ceed as indicat-=,d. ** 



REASON FOR REl)UEST 

Acupuncture 

All patient5 involved in Whale Heal th should attend a one hour 
I ntroduction to Whole H'='altb Class (Orientation) and a minimum of one WH 
Coaching se::.sion. Intr-:,duction to WH i::. offered in multiple modalitie.:J to 
accornm,::,date patient ne<=ds. 

I3 this a STAT consult? 

Inter-facility Information 
This is not an inter-facility consult request. 

Statu.:J: 
Last Action: 
Significant Findings: 

Facility 
Activity 

CPRS RELEASED ORDER 

CANCELLED 
CANeELLED 
Unkn,)wn 

Date/Time/ z ,:me 

0l/10n2 11: 53 

01/10/22 12:47 

Responsible Person Entered By 

As written this consult only pertains to scheduling an appointment with a 
Whole Health Coach. 

Intro to Whole Health is NOT a prerequisite for chiropractic care and/or 
pain management and/or acupuncture therapeutic treatment. 

Whole Health Coaches cannot evaluate and/or medically clear patients or 
submit consults for chiropractic car and/or pain mana,;1ement and/or 
acupuncture therapeutic treatment. 

01/10/22 12 : 47 

Statu5: NO ELIGIBILITY FOUND 

CVA- Accept new consult, received during COVID- 19 Pandemic 
ME - May discontinue if Veteran fails to respond to mandated scheduling 
'='f'fort. 
CTJR- CTB User Role: Schedul er 

01;1on2 1:::::49 

y Status: NO ELIGIB:LITY FOUND 

Cl - First cal to Veteran: Left voicemail 
Ll - Unable to schedule letter sent by mail to Veteran. 
CTJR-CTB User Role: S,::heduler 

tei participat'=' in the Intro to Whol e Health coaching 
orientation session(s) at this time. 

Veteran only wants pain mana9ement and acupuncture care at this time. 

As written this consult or.!1Y pertains to scheduling an appointment with a 
Whole Health Coach. 

Intro to Whole Health i s NOT a prerequisite f,::ir chiropractic care and/or 
pain management and/or acupuncture therapeutic treatment. 

Whole Health Coaches cannot evaluate and/or medically clear patients or 
submit ,::onsults for chiropractic car and/or pain mana9ement and/or 
acupuncture therapeutic treatment. 

Note: T=ME ZONE is local if not indicated 

Significant Findin9s: Unknown 



---
No local TIU results or Medicine results available for this consult
=============================================================================
===
==================================== END
=====================================



From: 
To: 
Subject: 
Date: 

OIG hlot 1ne Gase---- --- "Tho:> s1nolo:> consult w11ll channel folks th1ouoh the Health Coaches. " 
Friday, August 6, 2.11.H 8:06:1111 AM 

On 11/17/2020 at the VISN Pain Stewardship m [ ng..- brought up the ICC today re : 

specifically the Specialty Care ICC 

Re: Whole Health and integrating with ICC. 

: "Whole Health at the VISN has been aligned at the Primary Care ICC"_ 

: " Because it is interdisciplinary, it should have a seat at the table with each of the ICCs" 

= "We have aligned the pain section under Whole Health ... I know that's a little unorthodox" 

When asked ov-- ,-- responded: "We are headed that way" re: centralized consult 

approach between OM ~!'Fi~ch@$ a Rd Pain dinic. f he single consult will channel, folks through 

the Health Coaches. We only have 4 on staff. We are posting for severa l more. I have spoken to 

several of the pain specialists" re: the centralized approach. Everyone is enthusiastic about that 

component of it. We also will be working on a shared medical appointment, Pain school curriculum, 

4 week series, behavior, nutrition, exercise, pharmacotherapy." 

"Everything will be based on collaborative care, team care, including monitoring !Patients who are 

on suboxone or opiates." 

"By January, we will have this up and running; that's my goal right now." 

"already, prior to us even considering Palestine, I was concerned about the team dynamics at other 

CBOCs that I visited ___ There were able to field their patients' needs wt hout a lot of walk-ins." 

/////////////////////////////////////////////////////////////////////////////////////////////////////////////// 
////////////////////////////////////////////////////////////////////////////// 



From: 
To: 
Subjec.t: 
Date: 

s i:-mai s re: Sc heduhn9 follow-ups and C'ommu111ty C"are 

fr, ay, Janua,y 8, 2021 2:31 :1in PM 

Attachments: VetE'ran Community Care-El1gb1lity Fact Sheet.pdf 

Hello 

I am not sure how/if to rep1y lo - recent emails regarding: 

1) Scheduling folllow up visits: 

o WC is only boo'ked in my procedure clinics if the clinics are not filled or 
not likely to be f1illed with procedure patients as the procedure clinic day 
gets closer. 

a My clinic is more than just doing injections; there are evaluations that need 
to be followed up on ... I am concerned that some veterans will get lost to 
follow-up exactly when the risk is highest for them. 

o Some veterans , and this is true for all patients, take a few visiits to build 
trust. 

o I can conceivably ask for appointments with veterans following requested 
studies being available, but this takes time, and- has taken my 
administrative time ... I am already trying to put t~nge into play, but 
this will lead to unpredictability in procedure scheduling citing all of the 
above ... 

2) Regarding community care consults for continuity care being only applicable if 
patients are immediate post-op this does not seem to take into account how personal 
it is for most patients as to who they trust to touch their spine for procedures. The 
risks by name of the procedures we do are not minor risks; the r,isks are potentially 
catastrophic; a lot goes into building the relationship with the patient and ensuring the 
patients that we will be stewards in their safe care --- and that is also true for the 
patients in their relationship with interventional pain doctors in the community. I am 
also not sure that this stance is consistent with VHA stances on the matter ... see 
attached (I searched for this myself after I did not receive it from Community Care 
upon request ... I am not sure if aspects of the attachment are no longer applicable?). 

When I spoke to- and as1ked him for the actual documents to guide the 
process of com~ referral processing ,, he eventually agreed that that is a fair 
request on my part, he 1indiicated he would get back to me with the VHA Policy (and 
then he mentioned that there is a local faciility policy) that guides the Community Care 
referrals. He then wrote me an email which referenced an 'attached explanation and 
example" for my review--- there was no such attachment to his email; there were no 
policy documents attached either. 

o e - in a reply to his email: 

" 

Hello sir, 



I do not see any attached explanations or examples; maybe the attachments did not 
take? Also, you had indlcated something atong the lines of this befn_g a VHA and, then 
I think you said. local facility mandate/dirediVe; to minimize any possible oonfUsion oo 
my part. please send me those documents are peroor discussion. 

Thank you, 

• 

- then coo,..,-in a respoose to the above and wrote th,e folloWIOQ 111 
~-~~~!Ch~ was nOl~ iv~ 
• 

Happy New Year_ , 

Sir, I will defer further questions t,. as we have discussed this matter. He can 
clarify rurther with you. 

Thanks -



From: 
To: 

Subject: 
Date: Friday, January 7, 2022. 8 :S(l:Oll AM 

Hello OMI team, 

Below is another example of a veteran consult request that was processed 

according to the orders of[_ , under threat of administrative action {as all 

the others prior, no change to that) and not as the Mission Act would direct ... 

Like all the other consults I have sent your way, I have processed it according to 

orders r rn - . I disagree with the disposition of the consult (like so many 

consults processed previously and/or shared with you) according to his 

instructions. 

Like the other consults I have sent your way1 I disagree wftn 

administrative insertion into our judgment on these matters. 

Sincerely, 

/////////I///////////////////////////////////////////////////////////III 

< EXCEIRPT > 

CCE-CC Eliqibi l ity Statu5: ELIGIBLE 
VCC-Veteran CC optic,n: OPT-IN 
BVP-Ba..cti;:; for Veteran Preference : Existing relationship with provider 
CSC- Consult atop code : 4~0 
CSN-Clinical service: Pa i n Cl inic 
CST-Consult o:ervice type: Special ty Care 
SEV-CC Eligibility: BMI-Potential for improved continuity of care 

Veteran se:-en at ADVANCED PAIN CARE i n Round Rc.,::k by 
Dr. Dennis, underwent RFA not dc,ne at the VA with siqnificant symptom 
rel ief needing renewal of CC PAIN REFERRAL. Significant hardship travelling 



//////////////////////////////////////////////////////////////////////// 

Re: 

//////////////////////////////////////////////////////////////////////// 

< FUILL > 

Cu!:rent 
Current 

nt 

PC Provider: 
PC Team: 
Pat. Status: 

- ry Eli9ibility: 100% (VERIFIED) 
Patient Type: 
OEF /DI:?: 

SC VETERA..."i 
YES 

Service Connection/Rated Disabilitiea 
SC Percent: 100% 
Rated Di::-abilities: POST-TRAUMATIC STRESS DISORDER (1Q0%) 

MIGRAINE HEADACHES (50%) 

Order Informa.tic,n 
To Service: 
Fr,::im Servi,:::e: 
Reque:,ting Provider: 
Service iB t,J be rende 
Pla.ce: 
Urgency: 
Clinically Ind. Date: 
DST ID: 
Orderable Item: 
c,:onault: 
Pro::ivisional Diagnosis: 

Rea.son For Reque:,t: 

TRAUMATIC BFAIN DISEASE (40%) 
HIATAL HEP.NIA (10%) 
HEMORRHOIDS (0%) 
LIMITED MOTION OF ANKLE (0%) 

TEM WHS OUTPT PAIN MANA•:3EMENT 

Consultant•~ choice 
R,:,utine 
Jan 07 t ~o_: 
796fd6ba-dffJ-4e69-be6e-875cf6l ea33b 
TEM WHS OUTPT PAIN MA.NA•:3EMENT 
r::c,nsul t RequeBt 
Other Spondylo siB with Hadicul::,pathy, 
Region(ICD-10-CM M47.:6) 

Lumbar 

1 . Reasc,n f,::i r Request: Where is the primary l ocation of the patient' B 

worst pain for the consultant to address? 
Back Pain Ye.:J 

- Neck Pain No 
- Other No (please specify): 

Interventiona.l Pain Mana9ement Procedure::<: 
- Does the pa.tient desire to receive int'=!rv1=-ntional pain mana9ement 
injection:, f 0 r the management of Chronic Pa.in? YeB 
3. Imaging: 
- The patient needs to have advanced imaging of the area involved 

within the la.st two years. MRI iB u:,ually the preferred advanced 
imaging for the :,pine. 
If MRI i.:1. ,:::ontraindicated then c,btain CT :=.can of the involved area. 
If the patient had prior :,ur9ery to the spine then pl<c!ase request 
MRI with and without contrast if the renal function c1llows it. The 
official imaging report must be revi'?wed by pain management before 
the consultation can be accepted. Please specify where the official 
imaging report iB found: 
(Choice of only c:,ne i2. accepted; may nc,t choose m,:,re than ,::one) 

CPRS 



4. Blood Thinners: 
- Is the patient receiving any blood thinners such as Coumadin, 

aspirin, clopidogrel, TSOACs (apixaban, dabi9atran, or 
ri var,::,zaban) 
etc. No 
- If the patient is on b l ood thinners, can the patient discontinue 
that medication for ab,::,ut 7 days WITHOUT ANY BRIDGING medicati on 
and without significant risk of developing stroke, cardiovascular 
i nsult , or any other problem for which the patient is receiving 
that medication t o prevent. Not applicable 
5. Laboratr:,ry inve.:itigations: 
- Is the patient Diabetic? No 
- If YES, then the HGB AlC within the las t three months of the date 
of the consultation needs to be less than 8 for intervention. 

Pleas1c, indicate the VALUE and the DATE of the l ast HGB AlC: 
Collection DT Specimen Test Name Result Units 
Range 
06/~8/:0:l 07:0: BLOOD GLYCOHEMOGLOB I N 4..5 
- - . 0 

Ref 

4.8 

6. The Interventional Pain Management Clinic requires resp•=•nses to the 
f ollowin,;i- question.:J regarding various modalities that may have been 
used in the management o f pain in this patient's pain: 

a) Has the patient tried Physical Therapy or exercise within the 
last year? Yes 
b) Has the patient tried Acetaminophen and/or NSAIDs within the 
l ast year? Yes 
c) Has the patient tr i ed 

neuropathic pain was 
d) Has the patient tried 
yea r ? Ye~. 

Gabapentin and /or Duloxetine if 
suspected? Yes 
the TENS Unit be tried within the last 

e) Has the patient tried Cognitive Behavioral Therapy (CBT) or Pain 
P~.ycho l ogy within the last year? No 

7. C,::,mments: 
~ 
1md 

q 
Q 

and 

****************************NOTES**************************************** 
ALL FIELDS MUST BE FILLED OUT for the consultation to go through , just 
l ike the MRI template . The consultation will not go through if one field 
is not answered. 
************************************************************************* 
Inter- facility Information 
This is not an inter- facility ,::onsult request. 

Status: 
Last Action: 

Facility 
Activity 

CPRS RELEASED ORDER 
BER 
ADDED COMMENT 
BER 

ACTIVE 
RECEIVED 

Date/Time/Zone 

01/07/:: 08:39 

01/07 /-::.2 

(entered) ~~/07 / :: 08:39 
CCE-CC Eligibility Statu5: ELIGIBLE 

VCC- Vetera.n CC ,opti,=,n : OPT- I N 

Responsible Person Entered By 

BVP- Ha~i:3 f or Veteran Preference : Existing relationship with provider 
CSC-Consult 5top code : 4 : □ 
CSN-Cl in i cal service: Pain Clinic 
CST- CQn:cml t service type: SpeciaJI. ty Care 
Sf.V-('C El ig ibili t Y. : BMI- E' :,tential f,_:, r im ,roved 

~ .a ...,. 1 1 .:1~i2n at 
underwen 

re ie nee ing renewa l o f ,::£ 
CCE----------
SEOC - VPJA Office of C,:,rnn.unity 
VfL'l\ Office c, f C,:,rru::mni ty Care -
Pain Mana,gemen Cumprehensive 
,::AT- SEO,::: CQC: FAIN MANAGEMENT 

:cant symptom 
Signifi~ant hardship trave lling 

Care------- ------ --- - ---
Standardized Episode of Care 



SEOC ID: MSC PAIN MANAGEMENT COMPREHENS IVE 1.:'..7 PRCT 
Descr ipti,:,n :-This authorizati ,:,n covers services assoc i ated 
with the specialty(s) ident ified for this episode of care, 
includi n9 all medica l care l isted below relevant to the 
referred care specified on the consult order. Note : 
Medication Management i ncluding any opioid therapy should 
be cc,nsistent with VA/DOD clinical practice 9uidelines. 
This episode of care does not include intrathecal drug 
deli very ( IDD) ,:,r neurom-:,dulati,:,n device care. Separate 
appu:ival is required for IDD or neur:omodulati,Jn device 
initiation and care . 
Duratian: 180 days 
Procedural Overview: 
l . I ni tial outpatient eva l uation and t reatment for the 
referred condition i ndicat ed on the cansult order, 
includinr;J any restrictions f or or against t reatment options 
.,, Dia9no::.tic imaging re levant to the referr':c'd condition 
on the consult order 
3. Dia,;ino::.tic studies re l evant to the referred condition 
on the ,:x,nsult ,:,rder includi ng but not l i mited to : EMG/NCV 
4. Labs including nee,e::,sary drug screen::, and pathc,10 1:JY 
relevant t o the referred condition an t he consult order 
5. Inj ecti,:.ins includin9 but not limited to : Medial branch 
blocks , epidural injecti 1:ins, facet i nj ections, t r i gge r 
point i n jections, 9enicular injections , joint inj ections 
6. Procedure::, i ncludi n,;J but nc,t lin i ted to : 
radiofrequency ablation , vertebr,:,plasty and spinal 
de comp res .':i ion 
7 . Anes thesia consultation related to a procedure 
8 . Pre- procedure medical and basic cardiac clearanc-=-, as 
indicated (including H+P/labs, EKG, CY.R, echo) 
Note: cardiac testinq or evaluation outside of the above 
CXR, EKG and echo will require an RFS for a cardiology 
referral 
9 . Inpa t ient ,:,r c:,bservation admission fc,r procedure and/ 
or p r,:;cedure related cornpli,::ati•=•ns, if irrdicated . 
Notify the r eferring VA 1:,f a dmiss ion 5tatu.':I to initiate and 
fac i litate care coordination and discharge planning. 
10. Fo l low- up v is i ts as related to the referred c ondition 
on the consult order 
11. Outpatient Physi,::al Therapy: as indicated up to 15 
vis i ts a::. related to the referred condition on the consult 
order; Notify VA tc, request addi tional v isits with 
supp,.:,rting medical documentation 
12. Outpatient Occupati,.:,nal Therapy: as indicated up to 15 
vis i ts as related to t h~ referred condition on the consult 
orde:r; Notify VA t-:, request additional vi si t5 with 
supporting medical documentation 
Please vi.':li t the VHA .St,')refront ww~,. v ,c, .. :r ·,v ;,-·nt-fMT11-~I T!CAf_E I 
pr,::ivider ::. /index. a sp for a.ddi tional re sources and 
requirements pe r t ain i ng to the fo llowing: 
Pharmacy pres ,::ribing requirements 
Durable Medical Equipment (DME), Prosthetics, and Ortbotics 
prescribing requirements 
Precertification (PRCT) process requirements 
Request for Service,'l (RFS) requirements 
SEO--------------- --------- - ------------------------
CTJR- CTB Use r Role: Provider 
COM- Addi tional Comments: 

en at ■■■■■■■■■■■■■■■■■-by 

-

' underwent RFA n,Jt dc,ne at the VA with signi ficant symptom 
ding renewal of CC PAIN REFERRAL . Si9nificant hardship travelling 

to Temple as LBP only al lows pt. to drive very limited distance and time 
needing renewal of exp ired previ,:,usly approved CC PAI N MX consult for 
improved continuity of care 
COM-------- --

PRINTED TO 01/07/22 
08:39 

CTX-PTPMF.S3 (BIG) 
FECEIVED 01/07/22 08:43 
M 
Please schedule this patient i n the Pain Management Consultation Clinic 
fol l owing the updated guidelines for the Mission Act and the current 
COVID-lc:J schedulin9 modifications. Please inform the patient that the 



initial visit to this Pain Clinic is a consultation appointment that may
be carried out as a VA Video encounter. There will be no procedure
performed during the initial consultation. If the patient is interested in
the Austin VA for consultation and procedures in Austin, you may forward
this consultation to the "Austin Surg Pain Management Clinic. 
 
-You may discontinue this consultation after failed outreach attempts
and/or after reaching the appropriate number of  Cancellations by Patient 
or  No Shows  as per policy.
 
 
Note: TIME ZONE is local if not indicated
 
No local TIU results or Medicine results available for this consult
==================================== END
=====================================
 



1-mem 
Im 

Hello OMI team, 

Below is another example of a veteran consult request that clarifies the matter 

very cleanly/ Missron Act ... 

Like all the other con~ults I have sent your way, I have processed rl according to 

0<der~ f,orn -

Sincerely, 

IIIII/IIII//I/II/II/I/IIII/IIIII/I/I/IIIIIII//II/I///IIII/I/I/IIIIIII/II 

< EXCERPT> 

ll/ll!lllllllllllllll/llllllllllllllllllllllllllllllllllllflllllllllllll 

Re: 

-
//llllllllllllllll/lll!llll/l/lllllllllllllll/llllll/l/llli/llllllllllll 



< FUILL > 

Current PC Provider: 
Current PC Team: :::'. *WH* 
Current Pat. Status: 
UCID: 
Primary Eligibility: D 50% to 100% (VERIFIED) 
Patient Type: 
OEF/OIF: 

:Service Connection/Rated Disabilities 
SC Percent: 100% 
Ra tsd Di sabili tie:::: MAJOR DEPRESSIVE DISORDER ( 7 0 % ) 

PARALYSIS OF SCIATIC NERVE {40%) 
LTJMBOSACRAL OR CERVICAL STRAIN (40%) 
PARALYSIS OF SCIATIC NERVE (40%) 
SCAHS (0%) 

Order Inf,:,rmati,:,n 
To Service: TEM WHS OUTPT PAIN MANN:iEMENT 
Fr,:,m Service: 
Requesting Provider: -
Service is to be rende~ ENT basis 
Place: c,:,nsul tan t' ::: choice 
Urgency: R~,utine 
Clinically Ind. Date: Nav 0~, 2021 
DST ID: j8889f79- 9c6b- 4bf4- 9d3c- 684 53770a_8l 
Orderable Item: TEM WHS OUTPT PAIN MANNC:EMENT 
Con:rnl t: C•:insul t Re1:ruest 
Pr,:,visional Diagnos i s : Verr::ebrogenic l ow back pain ( ICD-10-CM M54. 51 ) 
Rea:::on For Request: 
PAIN MANAGEMENT CONSULTATION GUIDELINES: 
Thi:.o cc,nsul tation requ<:=:.ot is for Pain Management Pr,:,cedures . 
1 . Reason f,:ir Request: Where is the primary location of the patient's 

worst pain for the consultant to address? 
- Back Pain Yes 

- Neck Pain Yes 
- Other No (pl ease specify): 
Needs approval please for 
renewal of 
CITC pain management 
for c ontinuity ,:,f care 

Interventional Pain Management Procedures: 
- Does the patient desire to receive interventianal pain management 
injections for the management of Chronic Pain? Yes 
3. Imaging : 
- The patient need::. to have advanced imaging ,:,f the area involved 

within the last two years. MRI is usua l ly the preferred advanced 
imaging for the spine. 
I f MRI is cc,ntraindicated then obtain CT scan of the involved area. 
If the patient had prior surgery to the spine then please request 
MRI with and without contrast if the renal fun,::tic•n all,:,ws it. The 
official imaging report mu:.ot be reviewed by pain management before 
the c,:,nsultation can be accepted. Plea::.e speci fy where the ,::,ffi cial 
i maging report is f ound: 
(Choice of only ,:,ne i::. accepted; may not choo.'le m,~,re t han one) 



CPRS 
4. Blood Thinners: 
- Is the patient receiving any blood thinners such as Coumadin, 

aspirin , clopidogrel, TSOACs (apiY.aban, dabigatran, or 
riv a.rozaba n) 
etc . Ne, 

If the patient is on blood thinners, can the patient discontinue 
that medication f or about 7 day::. WI THOUT ANY BRIDGING medicati ,:,n 
and without significant risk of deve l oping stroke, cardi0vascular 
insul t , or any •~•ther problem for which the patient is receiving 
that medication to prev~nt . Not applicable 
5 . Laboratory inve.'3t i gations: 
- Is the patient Diabetic? No 

If YES, then the Hr:~B Al C within the l ast three month.:! of the date 
of the consultation needs to be leas than 8 for i ntervention. 
- Please indicate the VALUE and the DATE o f the l ast HGB AlC : 
Collection DT Specimen Test Name Result Units Ref 
Range 
09/05/:::019 07:4.8 BLOOD GLYCOHEMOGLOBIN 6.0 % 4.8 
- 6.Q 
6. The I nterventional Pain Management Clinic requires responses to the 

f ol lowing questions regarding various modalities that may have been 
used in the management of pain in this patient ' ::. pain: 

a) Has the patient t ried Physical Therapy or exercise within the 
las t year? Yes 
b) Has the patient tr i ed Acetaminophen and/or NSAIDs within the 
las t year? Yes 
c) Has the patient tried Gabapentin and /or Duloxetine if 

neuropathic pain was suspected? Yes 
d) Has the patient t ried the TENS Unit be tried within the last 
year? Y~s 
e) Has the patient tried Cognitive Behavioral Therapy (CBT) or Pain 

E'sych,:,logy within the last year? Yes 
7. Comments: 

Whc,le Heal th 

****************************NOTES**************************************** 
ALL FIELDS MUST BE FILLED OUT for the consultation to go through, just 
like the MRI template . The consultation will not go through if one field 
is not answered. 
************************************************************************* 
Inter- facility Information 
This is not an inter- facility consult request. 

Status: 
Last Action: 

Facility 
Activity 

cc ·-cc 
cc

BVP-Rd:51 
csc-eo :,u1 
CS -C n• 
CST-Con3ult ~ervice 
S ~-CC l. g • - l • 

~ ';I 0 
,:::CE---------

ACTIVE 
RECEIVED 

Date/Time/Zone 

11/09/:::1 18:04 

8 : 1)4 

Responsible Person Entered By 

Existing rel ationship with provider 

SEOC - VHA Office of Community Care- - -------------- ----
VHA Office cf Cornnunity Care - Standardized Episode of Care 
Pain Management C0mprehensive 
CAT - SEOC CoC: PAIN MANAGEMENT 
:SEOC ID: MSC PAI N MANAGEMENT COMPHEHENS I VE 1 . :.7 PRCT 
11es,::ripti,:,n: - Thi.:J author i::a tion covers services as s,.:,cia ted 
with the .'3pecialty(s) identi f ied for t his episode of ca.re, 
including al l medical ca.re lis ted below relevant t o tbe 
referred care specified 0n the consult order. Note: 
Medication Management including any opioid therapy ::<hould 



be consiBtent with VA/DOD clinical practice ,;,uideline:::. 
Thi s episode of care does not include intrathecal drug 
delivery (IDD) or neurom<:,dulation device care . Separate 
approval is r1=:quired for I DD or neuromodulation device 
initiation and care. 
Duration: 18 0 days 
Pr,x:edural Overview : 
1 . Initial outpatient evaluation and treatment for the 
ref1:,rred condition indicated on the conBul t c,rder, 
includin,;i- any restrictionB f or or against treatment options 
.., Dia,;,no::.ti c imaging relevant to the referred condition 
on the consult order 
3. Diagno5tic studieB relevant to the referred condition 
on the ,:x,nsult order in,:::luding but not l imited to : EMG/NCV 
4. Labs including nece5sary drug Bcreen5 and patholo,;,y 
re l evant t o the referred condition on the conBult order 
5 . Injectians includin,;i- but not l imited to: Medial branch 
blacks , epidural injections, facet injections, trig,;i-er 
point injections, genicul ar injections, joint injections 
6. Procedure5 includin,;i- but not l imited to: 
radiofrequency ablation , vertebropl a:::ty and spinal 
decompr1:,5s ic,n 
7 . Ane5theBia consul tation related to a procedure 
8 . Pre- procedure medical and ba:::ic cardiac clearance, as 
indicated (including H+P/labs, EKG, CXR, ech,:,) 
Note: cardiac testing or evaluation outside of the above 
CXR, EKG and echo will require an RFS f,:,r a cardiolc,gy 
referral 
':I. Inpatient ,:.,r observation admi::-sion for procedure and/ 
or pr,Jcedure related c,:.,mplications, if indicated. 
Notify the referrin,::r VA c,f admicoBion :;;tatu.':J to initiate and 
facilitate care coordination and discharge planning. 
10 . Fallow- up visits as related to the referred condition 
on the consult order 
11. Outpatient PhyBi,;;al Therapy: a::: indicated up to 15 
visits a::: related to the referred c ,:mdition on the c ,:.,nsult 
order; Notify VA to request additional vi:::its with 
supporting medical documentation 
1~. Outpatient Occupational Therapy : as indicated up to 15 
visits a::: related to the referred condition on the consult 
order; Notify VA tc, request additional visit::: with 
supporting medical documentation 
Please v i sit the VHA Storefront ww•,,. v,3, , q: v ,,,-·r 1Ml-JTT1-JIT'1.·c_r~p.E i 
pr,:ividers/index.asp f or addi tional re!')ources and 
requirements pertaining to the followi ng: 
Pharmacy prescribing requirements 
Durable Medical Equipment (DME), Pr,:.,sthetic.:o, and Ortbc,tics 
pre:::cribing requ irem1:,nts 
Pre,:::ertifi,::ation (PRCT) pro,:::es::: requirement::: 
Request for Services {RFS) requirement::: 
SEO------------------------ - ------------------------

E'RI NTEE) TO 11 ; 09n1 18 : 04 

CTX-PTPMRS3 (BIG) 
FECEIVED 11/10/~l 10:46 
M 
E'lea::ie schedule this patient in the Fain Management Consultation Clinic 
fo l lowin,;i- the updated guideline ::: for the Mission Act and the current 
COVID-19 s,:::hedulin9 modifications. Please inf,:.,rm the patient that the 
initial visit to this Pa.in Clinic is a consultation appointment that may 
be carried out as a VA Video enc,:,unter. There wi l l be no procedure 
performed during the initial consul tation . If the patient is intere5ted in 
the Austin VA f,:.,r c,:,n.c'-ul tat i on and procedure::. in Au5tin, you may f orward 
t hi::: consul tation to the "Austin Surg Pain Mana,;,ement Clinic. 

-You may discontinue this consultation after failed outreach attempts 
and/or after reaching the appropriate number ,:,f Cancellations by Patient 
or No Shows as per policy. 



 
Note: TIME ZONE is local if not indicated
 
No local TIU results or Medicine results available for this consult
==================================== END
=====================================



From: 
To: 

Subject: 
Date: Wednesday, October 6, 202112:21:rnl PM 

Hello OMI team, 

Below is another example of a veteran consult req uest that clarifies the matter 

very clean ly/ Mission Act ... 

Sincerely, 

IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII 

<EXCERPT> 

CCE-CC Eligibility Status: ELIGIBLE 
VCC-Veteran CC op tion : OPT - IN 
BVP-Basis for Veteran Preference: Existing relationship with provider 
CSC-Consult :3t up code: 4_0 
CSN-Clinical service: Pain Clinic 
CST- Ccns'..llt service type : Specialty Care 
SEV-CC Eliqibility: BMI-Pc,tential for improved continuity of care 

Pt. is currently established with CC PAIN 
MANAGEMENT for his CHRONIC PAIN SYNDROME and needs renewal of expiring CC 
PAIN MANAGEMENT refei:ral for continuity of care 

IIIIIIIIIII/I///IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII/ 

Re: 

///I/////II/////III//IIIII//II/II////III/////III////III////III/////II/// 

< FUILL > 

Cu~- ;TI PC Provider : 
C r- flt. PC Team: 
-~n Pat. Status: 

- '.l"Y Eli9ibility: 100% (VERIFIED) 



Patient Type: 
OEF/OIF: 

SC VETERAN 
YES 

Service C,:,nne,:;ti,::m/Ra t ed Disabilities 
SC Percent: 1 00% 
Rat'c'd Disabilities: MA,JOR DEPP.E5S =VE DISORDER ( 70 %) 

Ord~r Infr,rmat i ,:in 

SLEEP APNEA SYNDROMES (50-%-) 
PARALYSIS OF SCIATIC NERVE (40%) 
INTERVERTEBRAL DISC SYNDROME (20%) 
SUPERFICIAL SCARS (10%) 
ARTERIOSCLEROTIC HEART DISEASE (10%) 
TINNITUS (10%) 
SUPERFICIAL SCARS (10-%-) 
HIATAL HERNIA (10%) 
LIMITED FLEXION OF KNEE (10 %) 
ALLERGIC OR VASOMOTOR RHINITIS (0%) 
MIGHAINE HEADACHES (0%) 
:ND DEGF.EE BURNS (0%) 
_ND DEGF.EE BURNS (0%) 
HYPERTENSIVE VASCULAR o=sEASE (0%) 
IMPAIRED HEAR:i:NG (0%) 

Tc, Service: TEM WHS OUTPT PAIN MANAGEMENT 
Fr,:,m Serviee: 
Requesting Providl3r: 
Service is to be r<?nri<.?i: a.':liB 
Place: C0n::;ulta.nt's choice 
Urgency: Routine 
Clinically Ind. Date: Qct 06, 20 ~1 
DST ID: 9c30777f- =74B - 438 0-b618-54 94ee67047c 
Orderable Item: TEM WHS OUTPT PAIN MANAGEMENT 
Con::;ul t: C,::,nsul t Reque::;t 
Provisional Diagno :c.is: Chronic Pain Syndn:,me ( I CD- 11)-CM G89. 4} 
Reason For Request: 
1. Reason f,::,r Request: Where is the primary l ocation of the patient's 

w,:,r3t pain for the consultant to address? 
- Bac k Pain Yes 

- Neck Pain Yes 
- Other No (please spec ify): Pt. Pt. i::; currently e::;tablish~j with CC 
PAINMANAGEMENT for hi::, CHRONIC PAIN SYNDROME and need::; r£>newal of 
e:-q::,iring CCPA:i:N MANAGEMENT referral fc:r continuity c::,f care 

Interventional Pain Mana9ement Procedures: 
- Doe.:1 the patient de3ir-e to receive interventional pain mana9ement 
injections f ar the management of Chronic Pain? Yes 
3. Imaging: 
- The patient need:,,. to have advanced imaging of the area involved 

within the last two year:,. MRI is usually the preferred advanced 
imaging for the spine. 
If MRI i3 c wntraindicated then obtain CT 3 c.;an of the involved area. 
If the patient had prior surgery to the spine then please request 
MRI with and without contrast if the renal function allow::, it. The 
official imaging report must be reviewed by pain management before 
t he consultation can be accepted. Plea::,e 3pecify where the official 
imaging report is found: 
(Choice of ,:,nly ,:me i.'.:' accepted; may not choose m,:,re than one) 

CPRS 
4. Blood Thinners: 
- Is the patient receiving any blood thinners such as Coumadin, 

a3pirin, clopidogrel, TSOAC,e1 (apixaban, dabigatran, or 
rivar,:,:.:aban) 
etc. No 
- If the patient is on blood thinners, can the patient discontinue 
that medication for about 7 day::. WITHOUT ANY BRIDGING medication 
and without .'3i,;inificant risl-'.: ,::,f devel ,.:,pini;i stroke, cardiovascular 
insult, or any other problem for which the patient is receiving 
that medication t o prevent. N,:,t applicable 
5. Laboratory investigation3: 
- Is the patient Diabetic? N,:, 
- If YES, then the HGB AlC within the last three months of the date 
of the consultation needs t o be less than 8 far intervention. 
- Please indicate the VALUE and the DATE of the la::.t HGB AlC: 
Collection DT Specimen Test Name Result Units Ref 
Range 



03/~4/:021 11:01 BLOOD GLYCOHEMOGLOB I N 6.0 % 4.8 
f.. i) 

6. The Interventional Pain Management Cl inic require::: re3p,:,n3es to the 
fo l lowing question.:; regarding vari,=,us modalities that may have been 
used in the management of pain in this patient ' 3 pain: 

a) Has the patient tr i ed Physical Ther apy or exercise within the 
last year? Yes 
b) Has the patient tried Acetaminophen and/or NSAIDs within the 
l aBt year? Yes 
c) Has the patient tr-ied Gabapentin and /or Duloxetine if 

neuropathic pa.in was suspected? Yes 
d) Has the patient tried the TENS Unit be tried wi thin the last 
year? Yes 
e) Has the patient tried Cognitive Behavioral Therapy {CBT) or Pain 

P5ych,:ilogy within the la::it year? No 
7. Comments: 

Need:c;, renewal of ezpirin,;i- CC PAIN MANAGEMENT consult wi tb wb..:,m he has 
established care. 

****************************NOTES************************************T*** 
ALL FIELDS MUST BE FILLED OUT for the consultation to 90 through, just 
like the MRI template. The consul tation wi l l not go tbr,:,u,;i-h if one field 
i::i not answered. 
************************************************************************* 
Inter- facility I nformation 
This is not an inter - facility consult request. 

Status: 
Last Action: 

Facility 

ACTIVE 
F.ECEIVED 

Activity Date/Time/Zone 

CPRS RELEASED ORDER 
BER 
ADDED COMMENT 
BER 

10/0f.nl 06:07 

10/06/21 

(entered) 10/1)- /21 Oti: 07 
CCE-CC Eligibility Status: ELIGIBLE 

VCC-Veteran CC option : OPT-IN 

Responsible Person Entered By 

BVP-Basis f or Veteran Preference: Existing relationship with provider 
CSC- C:Jnsult st,:,p code : 4~0 
CSN-Clinical service: Pain Clinic 
CST-Consult ::tervice type: Special t y Care 
SEV-CC Eliqibility: BMI-Potential for improved continuity of care 

Pt. is currently established with CC PAIN 
MANAGEMENT for his CHRONIC PAIN SYNDROME and needs renewal of expiring CC 
PAIN MANAGEMENT referral for continuity of care 
CCE----------
SE01_ - VHA Office of Community Care------ ---------- --- -
VHA Office of C,Jrnmuni ty Care - Standardized Episode of Care 
Pain Management Comprehen.5ive 
CAT- SEOC Coe: PA I N MANAGEMENT 
:SEOC ID: MSC PAIN MANAGEMENT COMPP.EHENSIVE 1.:. 7 PRCT 
Description : This author1~at1on covers ser~ices ~ssociated 
with the specialty(s) identified for this episode of care, 
inc l uding all medical care listed bel ,.:,w re l <:cvant t o the 
referred ca.re ::,pecified ,:,n the c,:,n5ul t order. Note: 
Medication Management i ncluding any opioid therapy should 
be con.:iistent wi tb VA/DOD clinical practice ,;i-uidelines . 
This epi::.,:,de of care d,:,e5 n ot include intrathecal drug 
deli very (IDD) ,~,r neuromcdulation device care. Separate 
approva l is required for I DD or neuromodul ation devic'=' 
initiation and care . 
Duration: 180 days 
Procedural Overview: 
l . Initial outpatient evaluation and treatment for the 
ref1:crred condition indicated on the c..:insult order , 
includirn:, any restrictions f..:,r ..:,r against treatment options 
' Dia.gno::.tic imaging relevant to the ref<:crred condition 
on the consult order 
3. Diagno::.tic Btudie.:1 relevant to the referred condition 
on the consult ,:,rder i ncluding but not l imited to: EMG/NCV 
4. Lab::t inrluding nece::.sa.ry drug screen::; and pathology 



relevant to the refer:red condition ,:,n the con.:mlt order 
5. Injections including but not limited to: Medial branch 
block:,, epidural injections, facet injections, trigger: 
point injections, geni cular: injections, joint injections 
6 . Procedures includinq but n..:,t l imited to: 
radiofrequency ablation, vertebroplasty and spinal 
decompressicn 
7. Ane~.thesia consultation related to a proc'='dure 
ti . Pre-pr:oce-dure m'='dical and basic cardiac clearance, a::. 
indicated (inc l udi ng H+P/labs, EKG, CXR, echo) 
Note: cardiac: testinq or evaluation out.'.lide of the above 
CXF., EKG and echo wiil r:equire an RFS fr.,r a cardiology 
referral 
~- Inpatient ,~,r observation admissi..:,n for procedure and/ 
or procedur:e related c,::,mplications, if indicated. 
Notify the referring VA of admission statu.'.l to initiate and 
facilitate care coordination and discharge planning. 
10 . Follow-up visits as related t o the refer:red condition 
on the consult order 
11. Outpatient Physical Ther:apy: as indi ,:;ated up to 15 
visits as related to the referr:ed condition on the consult 
order; Notify VA to request additional visits with 
supporting medical documentation 
1 .:::. Outpatient Occupational Therapy: as indicated up to 15 
visits as r:elated to the referr:ed condition on the consult 
order; Notify VA to request additional visits with 
supporting medical documentation 
Please vi:,it the VHA Storefront www.va.q-v.' r'OMMTJNI~·r,~·ARE/ 
pr,:,vider:s/ indeK. asp for additiona l resources and 
requirements pertaining to the fc,llowing: 
E'har:macy pr:escribing requirements 
Durable Medical Equipment (DME), Prosthetics, and Ortbotics 
prescribing requirements 
E'recertification (P~:T) process requirements 
Request for: Services (RFS) requirement 3. 
SEO-------------------------------------------------

FRINTED TO 10/06/~1 
06:07 

CTX-PTPMRS3 (BIG) 
FECEIVED 10/06/21 12 : 19 
M 
Please schedule tbi5 patient in the Fain Management Consultation Clinic 
following the updated guideline5 for the Mission Act and the current 
COVID-lg scheduling modifications. Plea.Be infor:m tbe patient that the 
initial visit to this Pain Clinic is a consultation appointment that may 
be carried ..:,ut a5 a VA Video enc,::iunter. Ther:e wi l l be no procedure 
performed during the initia l consultati,:,n. I f the patient is interested in 
the Austin VA f,:,r con::.ul tat ion and pr:..:,cedure::. in Au::.tin, you may forward 
this consultation to the "Austin Su rg Pain Management Clinic. 

-You may discontinue this consultation after: failed outreach attempts 
and/or after reaching the appropriate number of Cancellations by Patient 
or No Shows as per policy. 

Note: T=ME ZONE is l ocal if not indicated 

No local TIU results or Medicine r:esults available for this consult 
END 



From: 
To: 

Subject: 
Date: Monday, September 20, 2021 3:01:011 PM 

Hello OM I Team : 

I wanted to forward this one to you. 

It is one example of many such consult rPguests ... that the Pain Management section still receives ... 

I have highlighted in yellow some comments back and forth . 

Current PC Provider : 
Current PC Team: 
Current Pat. Status: 
UCID: 

Outpati<?nt 
674 614"30'.:::3 

Primary Eligibility: 
Patient Type: 

SERVICE CONNECTED 50% to 100%(VERIFIED) 
SC: VETERAN 

OEF/OIF: NO 

Service Connecti0n/Rated Di:::abilities 
SC Percent: 100% 
Rated Di::<abili tie:::: POST-TRAUMATIC STRESS DISORDER ( 5 0%) 

MIGRAINE HEADACHES (50%) 

Order Inf c, rmation 

PARALYSIS OF MIDDLE RADICTJLAR NERVES 
DEGENERATIVE ARTHRIT IS OF THE SPINE 
LIMITED MOTION OF ARM (:0%) 
PARALYSIS OF MIDDLE FADICTJLAR NERVES 
LUMBOSACRAL OR CERVICAL STRAIN ('.::0%) 
TINNITUS (10% ) 
SINUSITIS, MAXILLARY, CHRONIC ( 10% ) 
LIMITED MOTION OF ANKLE (10%) 
HEMORPROIDS ( 0%) 
SUPERFICIAL SCARS (0%) 
SCARS (0%) 
I MPAI RED HEARING (O ►o) 
LIMITED MOTION OF ANKLE (0%) 

To Service: TEM WHS OUTPT PAIN MANN:iEMENT 
From Service: 
Requesting Provid'='r: 
Service i.:J t,:, b e re,ndeL basis 
Place : ~ons ultant• ~ 
TJrgency: Rc:ut:in<= 
Clinically Ind. Date: Sep 1 7, 2 1'.:::l 
DST ID: bf1 0f6a4-9_ 06-4e:e- 9~ 4f-b 4a7ddl 25664 
Orderable I tem: TEM WHS OUTPT PAIN MANAGEMENT 
Consult: Con:::ult Request 

(:0%) 
(20%) 

('.:::0%) 

Pr,)visiona l Diagnosis: Dorsalgia, unspe c i fi'='d ( =ci::1- i O- CM M54. ~) 
Reason For Request: 
CONTINUATINO OF CARE 
I MAGES OF LUMBAR ARE FROM CITC PAIN MANGAEMENT PROVIDER 
--IMAGES ALSO UPLOADED I N CPRS 

1. 

Reason for Request: Where is the primary location of the patient's 
worst pain for the consultant t o address? 

- Back Pain Yes 



- Neck Pain Yes 
Other No (please specify): 

-ontinuation of care 
back pain. The veteran is in need of 

Interventional Pain Mana,;i-ement Procedures: 
- Does the patient de::-ire to receive interventional pain mana9ement 
injections fc,r the management of Chronic Pain? Yes 
3. Imaging: 
- The patient need:,,. to have advanced imaging of the area involved 

within the last two year:,. MRI is usually the preferred advanced 
imaginrJ for the spine . 
If MRI is contraindicated then .::,btain CT sca.n of the involved area. 
If the patient had prior surgery to the spine then please request 
MRI with and without contrast if the renal functi,:,n allows it. The 
official imaging report must be reviewed by pain management before 
the consultation can be accepted. Please specify where the official 
imaging report is found: 
(Choice of ,:,nly ,:,ne i::- accepted; may not choose more than one) 

VISTA Imaging 
4. Blood Thinners: 
- Is the patient receiving any blood thinners such as Coumadin, 

aspirin, clc,pidogrel, TSOACs (apixaban, dabigatran, or 
riv ar,::,zaban) 
etc. Ne• 
- If the patient is on blood thinners, can the patient discontinue 
that medication for about 7 day:,,. WITHOUT ANY BRIDGING medication 
and without si9nificant risr.: ,::if d'='velopin,;i- stroke, cardiovascular 
insult , or any other problem for which the patient is receiving 
that medication to prevent. Not applicable 
5. Laboratory investigations: 
- Is the patient Diabetic? No 
- If YES, then the HGB AlC within the last three months of the date 
of the consultation needs to be less than 8 for intervention. 

Please indicate the VALUE and the DATE of the last HGB AlC: 
Collection DT Specimen Test Name Result Units 
Range 
11/~9/~019 07:34 BLOOD 
- f.. 0 

GLYGOHEMOGLOBIN 5.7 

Ref 

4.8 

6. The Interventional Pain Management Clinic requires resp•=•nses to the 
fol l owing questions regardinq vari•:,us modalitie:,,. that may have been 
used in the management of pain in this patient's pain: 

a) Has the patient tried Physical Therapy or exercise within the 
last year? Yes 
b) Has the patient tried Acetaminophen and/or NSAID::. within the 
last year? Yes 
c) Has the patient tried 

neuropathic pain was 
d) Has the patient tried 
year? Yes 

Gabapentin and /or Duloxetine if 
suspected? Yes 
the TENS Unit be tried within the last 

e) Has the patient tried Cognitive Behavioral Therapy (CBT) or Pain 
Psyc.hology within the la:,t year? Yes 

7. 1::ornment::-: 
CONTINUAT I ON OF CARE 

********~*******************NOTES**************************************** 
ALL FIELDS MUST BE FILLED OUT for the con:,ultation to 90 through, juBt 
like the MRI template. The consultation will not go through if one field 
i:, not answered. 
************************************************************************* 
Inter- facility Infc,rmation 
This i:, not an inter- facility consult request. 

Statu:,: 
La:,t Action: 

Facility 
Activity 

ACTIVE 
ADDED COMMENT 

Date/Time/Zone Responsible Person Entered By 

ER 09/17/~l 16:35 

09/17/~l 

.ntered) 0 9/ 
y ~= t 
op o~-rn 



BVP-Basis for Veteran Preference: Scheduling flexibility 
C:SC-Con."lult ~-tc.,:p code: 4~0 
CSN- Glinical service: Pain Clinic 
CST-Consult service type: Speci alty Care 
SEV- CC Eligibility : Specific clinical service not available at VA 

CCE----------
SEOC - VHA Office of Community Ca:r::e--------------------
VHA Office of Community Care - Standardized Episode of Care 
Pain Management Comprehensive 
CAT - SEOC Coe: PA IN MANAGEMENT 
SEOC ID: MSC PAIN MANAGEMENT COMPREHENSIVE 1 .:.7 PF.CT 
Descripti,Jn:-This auth,:,ri2:ati,:,n covers services a.'3sociated 
with the specialty(s) identified fo r this episode of care, 
inc l udin,::, all medical care listed bel ,.=,w :r::elevant to the 
referred care specified on the c on5ult order . Note: 
Medication Management includinq any opioid therapy 5hould 
be consistent with VA/DOD clinical practice ,::,uideline::; . 
This episode of care does not inc l ude intrathecal d:r::ug 
deli very (IDD) ,:,r neuromodulation device care . Separate 
approva l is required f ,:, r IDD or neuromodulati,=in deviGe 
i nitiation and care . 
Duration : 180 days 
Prc.,cedural Overview: 
1 . Initial outpatient evaluation and treatment for the 
referred condition indicated on the con.5ul t c,rder , 
i ncluding any restrictions for or against treatment options 
..., Dia,::,no~-tic i maging relevant to the referred condition 
on the consult order 
3. Diagnostic studi e.5 relevant to the referred condition 
on the consult order including but not l imited to: E~;/NCV 
4. Labs inc l udin9 necesBary dr ug Bcreens and patbc,lo,::,y 
:r::elevant to the referred condition on the consult order 
5. Injections i ncludin,::, but no t l imited to: Medial branch 
blocks, epidural injections, facet inj ections, trig,::,er 
point injections, genicular inject ions , joint injections 
6 . Procedures inc l udin,::, but not limited to: 
:r::adic,frequency ablation, vertebroplasty and spinal 
decompression 
7. Anesthesia consultation related to a procedure 
8 . Pre- procedure m'::'dical and basic cardiac clearance, as 
indicated (in,::luding H+P/labs, EKG, CXR, echo) 
Note: cardiac testinq o:r:: evaluation outside of the above 
CXR, EKG and echo will require an RFS f,:.,r a ca:r::diolc,gy 
referral 
9 . Inpatient or observation admi~-Bion for procedur<= and/ 
or procedure related c,:.,rnpl i cations, if i ndicated. 
Nc,tify the referring VA ,:, f admi::,sion 5tatus to initiate and 
facilitate care coordinat i on and discharge planning. 
10 . Follow-up visit.5 a.5 related to t he referred condition 
on the consult order 
11. Outpatient Physical Therapy: as indicated up to 15 
visits as related to the referred condition on the consult 
order; Notify VA t o reque.5t additional v i Bit.5 with 
supporting medica l documentation 
1.::'.. Outpatient O,:cupaticma l Therapy: as indicated up to 15 
visits as related to the referred condition on the consult 
order; Notify VA to :r::eque.5t additional visit~, with 
support i ng medical documentation 
Please visit the VHA Storefront www.va.gov/C'OMMTJNITYCARE/ 
pr,:.,viders/index.asp for additiona l re5ource::; and 
requirements pertaining to the fo l lowing : 
Pharmacy pres,::ribing requirements 
Durable Medical Equipment (DME), Pr,:,sthetic::;, and Ortbotics 
prescribing requirements 
Precertification (PRCT) proce.5s requirements 
Request f 1:,r Servi,::es (RFS) :r::equirements 
SEO-------------------------------------------------
COM-Addi tional Comment.c;: 
CONTINUATION OF CAP.E 
COM----------

PRINTED TO 
16:35 

CTX-PTPMRS3 (BIG) 
ADDED COMMENT 

09/17 /'.:'.1 

09/18/21 10 :07 



you 

y established w 1 
to the community. 

FECEIVED 09 / 20/~1 08:24 
M 
Please schedule this patient in the Pain Management Cons ultat i on Clinic 
fc,llowin9 the updated guid':!line::. for the Mis::<ion A,::t and the current 
COVID- 19 s,::hedulin9 modifications . Please inform the patient that the 
i nitial visit to this Pain Clinic is a consultation appointment that may 
be carried out as a VA Vid-=-o encc,unter . There wi l l be no pr,=11::edure 
perfc,rmed during t he initial consul tati c,n . If the pat i ent is interested in 
the Au.'ltin VA f,=,r con::<ul tat ion and procedures in Austin, y,:m may f orward 
this c onsultation t a the "Austin Surg Pain Mana9ement Clinic . 

- You may discontinue this consultation after failed outreach attempts 
and/or after reaching the appropriate number of Cancellations by Patient 
or No Shows as per policy. 

- ) ED :"1M.E T 

Con.::ul t request.:1 
according to the 

are beinq processed b 
instructions given to 

09/'.::0nl 

Manaqement section 
command. 

Y F..S'!'JW! !:SlffD VETf.Rl\.N ,I\LRF,1\fl't" WITH PAIN 
.Iii.RU i'O r_.-1 l(; CAR£. 

ADDED COMMENT 09/20/21 14:58 
M 
Accordin,::i- to current instructions 9iven to u::, via the chain of command, I 
am unable to forward this to CITC. 

Note: TIME ZONE is l ocal if not indicate d 

No local TI U results o r Medicine results available for t his c onsult 
END 

Sincerely, 



From: 
To: 

Subject: 
Date: Friday, NovE"mber 12., 202.1 8:Jll:1111 AM 

Hello OMI team, 

Below is another example of a veteran consult request that clarifies the matter 

very cleanly/ Mission Act ... 

Like all the other consults I have sent your way, I have processed it according to 

orders from -

I try to send you just a few of these from time to time, ba lancing the repetition 

of the event(s) with the demonstration that this continues to be an issue ... 

Sincerely, 

IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII 

< EXCE1RPT > 

CCE-CC Eliqibility Status: ELIGIBLE 
VCC-V<ctera.n CC option: OPT-IN 
BVP-Basis for Veteran Preference: Existing relationship with I)rovider 
CSC- Consult stop code: 4.:::0 
CSN-Clinical service: Pa i n Cl inic 
CST-Consult service type: Specialty Care 
SEV-CC Eligibility: BMI-Potential f or improved continuity of care 

RDR-RFS Date Received: 11/11/.'.::0 ::: .::. 
RDS-RFS sent far scanning: 11;1:;:o:::1 
RRD-RFS detail::. of what was requested: 
REQUESTING CONTINUATION OF CARE; VETEPAN HAS AN APPT ON -

IIIIIIIII/II/////II/I//III////IIII//I/II//I//IIII///III/////II//I//II/I/ 



Re: 

//////////////////////////////////////////////////////////////////////// 

< FUt L > 

Current 
Current 

PC Provider: 
PC Team: 
Pat. Statu::.: 

-

nt 

ry Eli9ibility: 
Patient Type: 
ClEF / OIF: 

SC VETERAN 
NO 

50% (VERIFIED) 

Service C,:,nnection/Ra ted Disabilities 
SC Percent: 30% 
Rat':c"d Disabilities: PARALYSIS OF SCIATIC NERVE ('.::0%) 

DEGENERATIVE ARTHRITIS OF THE SPINE (10%) 
::ND DEGREE BURNS (0%) 
ATROPHY OF BOTH OVARIES (0%) 
FALLOPIAN TUBE,DISEASE,INJURY,OR ADHESIONS TO (0%} 

Ord':c"r Inf,:,rmation 
To Service: TEM WHS OUTPT PAIN MANAGEMENT 
Fr,:,m Service: 
Requesting Provider: 
Service is to be r'?n1:l>?i: basis 
Place: c,:,nsul tan t' s choice 
Urgency: R-:::iutine-
Clinically Ind. Date: Nov 1 9, 20~1 
DST ID: 4d7:78'.::6 - e 1a5-4216 - 942 9- 4acff4528d06 
Orderable Item: TEM WHS OUTPT PAIN MANNC:EMENT 
Con::rnl t: C,:,n.s u l t RE-quest 
E'rc,visiona l Diagnosis: Radicul i:,pathy, Lrnnbar Region (ICD-10 - CM M54 . 1 6) 
Reason For Request: 
PAIN MANAGEMENT CONSULTATION GUIDELINES: 
This consultation request is for Pain Management Prc,cedures. 
1 . Reason f,:,r Request: Where is the primary locati,.:,n of the patient's 

w0rst pain for the consultant to addres5? 
- Back Pain Yes 

- Neck Pain Ne, 
- Other No (please specify): radiculopathy 

Interventional Pain Mana9ement Procedures: 
- Does the patient desire to receiv1= interventional pain mana9ement 
i njections for the management of Chronic Pain? YeB 
3. Imaging: 
- The patient needs to have advanced imaging of the area involved 

within the last two years. MRI is usually the preferred advanced 
imaging for the Bpine . 
If MRI is ,:;c:ntraindi,:;ated then obtain CT scan of the inv0 lved area. 
If the patient had prior :mrgery to the spine then please request 
MRI with and without c,:,ntrast if the renal functi,::,n allows it . The 
official ima,;ring report must be revi':'-wed by pain management before 
the consultation can be accepted. Please specify where the 0fficia l 
imaging repcrt iB f,:1und: 
(Choice of only one is accepted; may not choose m,:,re than one) 

CPRS 
4. Blood Thinners: 
- Is the patient receiving any blood thinners such as Coumadin, 



a.::"-pirin, clopidogrel, TSOACs (a.pixa.ban, dabi9atran, or: 
riv ar •~izaban ) 
etc. No 
- If the pati1=-nt i::. on blr:,od thinners, can the patient disc,=intinue 
that medication f o r about 7 day::. WI THOUT Ai.Ti BRIDGING medicati,:,n 
and without ,:; i9nificant risl'.: ,:, f d'=!vel ,.::; p i n•;J stroke, cardi ovascular 
insult , err any other problem for which the patient i.:1 receiving 
that medication t o pr:event. Not applicable 
5. Laborat•=•ry investigations : 
- Is the patient Diabet i c? Ne, 

If YES, then the HGB AlC within the last three mont:-1s o f the date 
of the consultation need5 to be less than 8 for intervention. 
- Plea.:ie indicate the VALUE and the DATE of the last HGB Al C: : 
Collection DT Specimen Test Name Result Units 
Range 
10/05/JO: l 06:55 BLOOD 
- 6 . o 

GLYCOHEMOGLOBIN 6.0 0 
"a 

6. The Interventional Pa.in Management Cl inic requires responses to 
following quest i ons regarding var:i0us modalities that may have 
used i n the management o f pain in t his patient's pain: 

a) Has the patient tr: i ed Physical Therapy or exercise within the 
l a.':lt year? Yes 
b) Has the patient tr:ied Acetaminophen and/or NSAIDs within the 
l ast year? Yes 
c) Ha.:i the patient t r:ied 

neur:opathic pain was 
d) Has the patient tr:ied 
year:? Ye""' 

Gabapentin and /or Duloxetine if 
suspected? Yes 
the TENS Unit be tried within the last 

e) Ha.:i the patient tried Cognitive Behavi oral Therapy (CBT) or Pain 
Psych,:,logy within the last year? Yes 

7. Cmnrnent a:. : 
curr:ently receiving car:e throu9h CITC consult with: 

' ' 1 1 / - 1-1 I 

Service Date 
03/17/2021 ~09/1 3/20:1 
RFS received 

Ref 

4.8 

the 
been 

****************************NOTES********** **************** ************** 
ALL FIELDS MUST BE FILLED OUT for the c,Jnsultation to •;JO through , just 
like the MRI template . The consultation will not go tbrou9h if one field 
is not answered. 
************************************************************************* 
Inter-facility Information 
This is not an inter- facility consult request. 

Statu.:i: 
Las t Action: 

Facility 
Activity 

06 :42 

ACTIVE 
RECEIVED 

Date / Time/Zone 

R 11;12;:1 06:4~ 

11/12/:l 

CTX-PTPMRS3 (BIG) 
11/12/21 

ntered) 11/1.::'. / 21 1)6:4.::: 
CCE-CC Eligibility Statu5: ELIGIBLE 

VCC-Veter:an CC option : OPT- IN 

Responsible P'er.:ion Entered By 

BVP-Bac1, is f or Ve teran Pref erence: Existing relationship with provider: 
CSC-Consult stop code: 4:0 
CSN-Clinical ser:vice: Pain Clinic 
CST-Con.:1ult service type: Specialty Care 
SEV-CC Elig ibili ty: BMI - E'otential f or improved continuity of c are 

RDR-RFS Date Receiv'::'d: 11/11/::0:::1 



RDS - RFS sent for :::cannin9: 11/1:/ ~O.::: 
RRD- RFS detailB ,::if what was requested : 
REQUEST ING CONTINUAT ION OF CARE; VETERAN HAS AN APPT ON 11/::.::4/21 
RRD----------
CCE----------
SEOC - VP"..A Office of Cmmnuni ty Care--------------------
VHA Office c,f C,:,IllI:lunity Care - St andar dized Episode of Care 
Pai n Management Comprehensive 
,::.'AT - SEOC Coe : PAIN MANAGEMENT 
SEOC ID: MSC PAIN MANAGEMENT COMPREHENSIVE 1 . :.7 PF.CT 
Description :- Thi.:1 aut h,::irization cover~ Bervices a.:isc,ciat'::'d 
with the .:ipecial ty(s) identified f or this episClde of ca.re, 
i ncludin9 all medi ca l care l isted below relevant to tbe 
referred care speci f i ed c,n the consu l t order . Note : 
Medica t ion Management i ncluding any opio i d therapy s hould 
be c,::insist'::'nt wi th VA/DOD c l inical pract i ce ,;i-uidelines . 
This epis ode of care does not inc l ude intrathecal drug 
deli very (I DD} ,:ir neur omodulation device care. Sepa:i:ate 
apprc,val is r'=:qui red f,:,r IDD or neur om..:,dulati,:,n device 
i nitiation and care . 
Duration: 180 days 
Proc edural Overview: 
1 . Initial outpatient eva l uation and treatment for the 
referred condition i ndicated on t he consult order, 
i nc l uding any re.stri,::tionB for ..:,r against treatment options 
~ Diagnost i c i maging re l evant tc, the referred condition 
on the consult order 
3. Diagnostic studies re l evant to the referred condition 
on the consult order including but not l i mited to: EMG/NCV 
4 . Lab3 inc l udi ni;i- nece::isary drug screens and pathology 
relevant to t he referred conditi,:,,n on t he consult ordec:r 
5. Injections i nc l uding but not linited to: Me dial branch 
bl,:.,ckB , epidural injections , face t i n jecti,:m::. , trig9er 
point i n jections, genicular injections, joint injections 
6. Procedures includin9 but n..:,t limited to: 
radi ,:,frequency ab l ation, vertebr,=,plasty and spinal 
decompress i on 
7. Anesthe.:iia consultat i on related to a procedure 
8 . Pre-procedure medical and basic cardia,:: c l earance, a::, 
i ndi ca ted ( inc 1 udi n,;r H + F /labs, EKG, CXR, echo) 
Note: cardiac teBtinq or evaluation outside of the above 
CXR, EKG a nd echo wi ll require an RFS for a cardiology 
referra l 
~ - Inpatient ,:1r observat i on a,::lrni.::,sic,n for procedure and/ 
or procedure related cc,mpl i cati-~,ns, i f indi cated. 
Notify the re f erring VA -~,f a,::lrni::.sion citat us t,:., initiate and 
facilitate care coordination a nd discharge planning . 
10. Fo l low-up visits as rel ated to the referred condition 
on the consult order 
11. Outpat i ent Physical Therapy: as indi cated up to 15 
visits as related to the referred condit i on on the c onsult 
order; Notify VA t,~, request additional visitc", with 
supporting medica l documentation 
1 .:::. Outpatient Occupat i •~•na l Therapy: as indicated up to 15 
vis i ts as related to t he referred condit i on on the con5ult 
order; Not i fy VA t,~, request additional visitc", with 
supp0rting medica l documentation 
Please visit the VhA Store f ront www . ·.re> .. g-,1,'(C:l1l•l11EITi('ARE -' 
provider5 / i ndex.asp for additiona l resources and 
requirements pertaining ta the fo l lowing: 
Pharmacy prescribin,:r requirements 
Durable Medical Equipment (DME), Prosthet ics, a.nd Orthotics 
prescribing rE-quirements 
Precertification (PRCT) process requirements 
Request for ServiceB (RFS) requirement5 
SE0------------------------ -------------------------
1:::oM- Addi tiona l C,:,mments: 
current care with: 



OJ/!7/ZO~- ~09/13/2021 
COM-----

~I:V£:D 11/12/:?l 08:'16 
M 
Ple~~o ~Gbedtil~ t.hl~ paUent 1.n the P4ln Ma..ndgcm~nt Con3U.ltat...lon Clinic 
folloving ~h~ updated guideline3 for the Ml$sion Act and ~he current 
COVI0-19 5chodUlin.g t:n0Qi(i~ti¢n3 . PJft~Sv •~!0{111 th~ py~iont Wt th• 
initial viD1t to ttda rain Clinic 13 a conaultation appointment that cay 
be CJ;rriad ouc d~ • VA Vid~o oncount~r . thoca will bo no procedure 
per!o~~ during u,e init1~.1 eon~ultAlion . t! th• ~~ient 13 1ntar•$Cud in 
i:..he Au3tin VA for consulcation and procadu.re.s in Au3tin, you say forward 
~hi.!!! coh:Nl.t.•t!on t.o th~ "AU.$tin Surg P,,ln ~nAg(•lll4fit Clinic-

-You •~Y di:!Jevntinue thi5 ~on.1YUltaLion ~fter f~llqd outro~ch ~tcfllll('.;lt5 
~ndfor d!t♦c t~Jchin9 the ~pprop•iJte n~t of Canc~lldtlons by PatiVnl 
or Ho Showa a3 per policy. 

Note: Tt~~ ZON~ is local if not indicated 

No locdl TIO !~~Ult~ ot Me-d..icin~ rt~Ulc~ av.ult.I.bl~ !or thl~ .coh~ult 
END 



Hell OM! Te m: 

I i a ne ex,a m . le •• f ms 11~ wcltJ:or, rult reg uEsts .. h l th P jn na @m n 

ion ill Jr c iv s ... I h v hi -l ligh rn ello one c mm nts back an 

forth. 

• I ow does this affect , h ve ,n s nd hel r ca rre 1 

• Wh • do h ranS> · ups t w ,_ h; h w r h I ion l,1 s a d? 
• Wh do th r f rrrn provi up r th r tionsMps 

d? 

• Wh re,, Whole H I h nd- in all o n· ? 
• Who ·nth ve·, e nd 1h , rring provid r owth 

q u IJ ns/ o rn -/ pp _ :I ,7 

•• ou ld tbe a111s er . shed Ugh O' wily 

- 0 r c. ion pr vi ly? 

111111/1 lllllll/llllllllllllt/lllll/lll/lllll/lfl/llllllllll 

Re : 

flffl/lll/1/ llll/1/tlllllllltl,llllllllll/lllllfflllllllllll 



Current PC Provider: 
Current PC Team: 
Current Pat. Statu5: 
TJCID: 
Primary Eligibility: NECT~ 50% to 100%(VERIFIED) 
Patient Type: 
OEF/OIF: 

SC VETERAN 
NO 

Service Connection/Rated Disabilities 
SC Percent: 70% 
Rat-=-d Di;:,abilitie::;: NEUROSIS 

Ord-=-r Informatio n 

TINNITUS 
IMPAIRED 

(70%) 
(10%) 

HEARING (0%) 

To Service : TEM WHS OUTPT PM~ MANN3EMENT 
Fr,:,m Servi,::e: 
Requesting Provider: ~ 
Service i.:1 to be re.nde~ 'l' basi.:1 
Place: C ~ l , h ' ~o • i:: • 
Urgency: .11 in 
Clinically Ind. Date: Oct 29, 2021 
DST ID: 
Orderable Item: 
Con:::ult: 
Provisional Diagnosis: 
Reason For Request: 

TEM WHS OUTPT PAIN MANAGEMENT 
Ccn:rnl t Request 
Pain in left Hip(ICD- 10-CM M25.55~) 

PAIN MANAGEMENT CONSULTATION GUIDELINES: 
Thi::; c,:,n;:,ul tat ion request is for Pain Management Pr,:,cedure.:1. 
1 . Reason f,:,r Request: Where i::, the primary locatic,n of the patient's 

worst pain for the consultant ta addre.:1s? 
- Back Pain N,:, 

- Neck Pain No 
- Other No (please specify): left hip pain- continuation of care-
recent had 
right hip surgery and cont inues to have left hip pain. PLea.:1e f o rward to 
cc 
Pain management for continuity of care. 

Interventional Pain Management Procedures: 
- Does the patient desire to receive interventional pain management 
injections for the management of Chronic Pain? Yes 
3. Imaging : 
- The patient needs to have advanced imaging of the area involved 

within the last two years. MRI is usually the preferred advanced 
imaging for the .:1pine. 
If MRI is contraindicated then c,btain CT .c:.can of the involved area. 
I f the patient had prior surgery to the spine then please request 
MRI with and without contrast if the renal functi on allows it. The 
off i cial imaging report must be reviewed by pain management before 
the consultation can be accepted. Pl~ase specify where the official 
imaging report is found : 
(Choice of only one i::. accepted; may not choose more than one) 

CPRS 
4. Blood Thinner::;: 
- Is the patient receiving any blood thinners such as Coumadin, 

a::<pirin, clopidogrel , TS OACs (apiY.aban , dabigatran, or: 
rivarozaban) 
etc. N,:, 
- If the patient i s on blood thinners, can the patient discontinue 
that medication for about 7 days WITHOUT ANY BRIDGING medication 
and without significant risr.: ,:,f developin,;:, stroke, cardiovascular 
insult , or any other problem for which t he patient is receiving 
that medication t o prevent. Not applicable 
5. Laboratcry investigations: 
- Is the patient Diabetic? No 
- If YES, then the HGB AlC within the last three months of the date 
of the consultation needs to be less than 8 for: intervention. 

Please indicate the VALUE and tbe DATE of the l ast HGB AlC: 



Collection DT Specimen Te::;t Name Re::;ult TJnit.:J Re f 
Ranqe 
05/04/~021 09:03 BLOOD GLYCOHEMOGLOBIN 5.5 % 4.8 

6.0 
6. The Interventional Pain Management Clinic requires re::<ponse::: to the 

f,Jlleowing question.:1 regarding varic,us modalities that may have been 
u.:Jed in tbe management of pain in this patie nt'::. pain: 

a) Ha.:J the patient t ried Physical Therapy r::,r exercise within the 
l a.cit year? Yes 
b) Ha.:J the patient tried Acetaminophen and/or NSAID::< within the 
la.:Jt year? Yes 
c) Has the patient tried Gabapentin and /err Dulerxetine if 

neuropathic pain was suspected? Yes 
d) Ha.:J the patient tried the TENS Unit be tried within the last 
year? No 
-=-) Ha.:J the patient tried Coqnitive Behavioral Therapy {CBT) or Pain 

Psychology within th~ last year? Na 
7. Comments: 

****************************NOTES**************************************** 
ALL FIELDS MUST BE FILLED OUT for the consultation to 90 through, ju.:Jt 
like the MRI template . The consultation will not go through if one field 
is not an.:Jwered. 
************************************************************************* 
Inter- facility Information 
Thi::: i.:J n,::,t an inter- facility consult request . 

Statu.:J: 
La.:Jt Action: 

DISCONTINUED 
ADDED COMMENT 

Facility 
Activity Date/Time/Zane Responsible Fer.:Jon Entered By 

CPRS RELEASED ORDER 
PARAS 
PRINTED TO 
12:31 

CTX- PTPMRS3 (BIG) 

10/07/21 12:31 

10;07 n1 

- EIVED 10/07/21 15 :50 

-
Plea::<e schedule thi.:J patient in the Pain Management Con.:Jultation Clinic 
fo l lc,win,J the updated guid-=,lin-=-~- for the Mi:::s i on Act and the current 
COVID- 19 sr::heduliniJ modification.:J. Please inform the patient that the 
initial vi:::i t tc, thi::: Pain Clinic i.:J a con.ciul tat i •=•n appointment that may 
be carried c,ut as a VA Video encounter . There wi l l be no procedure 
performed tluring the i nitial con:::ul tatir::in . If the patient is interested in 
the Austin VA for c,:,n::<ul tatiern and prc,cedure::. in Au::<tin, y,:,u may forward 
this c,Jnsul tati,Jn to the "Au3tin Surg Pain Mana9ement Clinic . 

-You may discontinue this consultation after failed ,::,utreach attempt.:J 
and/or after reaching the appropriate number ,::,f Cancellations by Patient 
or No Shows a.:J per policy . 

10/12/21 12:09 

y Status: NO ELIGIBILITY FOUND 
CSC-C::msult st,)p c:ode: 4_0 
CSN- Cl i nical se r vice: Pain Clinic 
CS T-Consult 5ervice type: Specialty Care 

CCE----------

Cl - Fir.:Jt call tr::, Veteran : Left voicemai l 
Ll - Unable to schedule letter sent by mail to Veteran. 
COM- Additional Comment.:J: 
LETTER EXPIRES 10/25/.'.;1 
COM----------

DISCONTINUED 
M 

11/01/21 15 : 11 

From review of requesting provider, veteran is not requesting care with 
our service. 
Request is for continuity of care with established CC-provider. 



Con.!lult reoue:it:, a1e ln pruce jrdin9, r.p, In.:,c..t,µ cti.orul..,:9.lven.;by 
ttht Cll,1 ~ 0! c~:tzm"nd, 

PRINTED 'l'O 11/01/21 
15: 11 

CTX-l'TPMRS3 (BIG) 
Al>DED COMMENT 11/02/~l 08:01 -olea:"Je rF-vie·., th"' r,-que:1c on 1:ra a:, r~quP;'l.tP. • olea;'l 

comm.unj ~ c.\rt, ~ ~1f1,&S U ~~~ i- t." • • 

Al>DED COMMENT lt/Oc/21 09:38 
M 
~eferral tevle~~d. ~on=ult reque,t~ aLe ~ 
j~ct.J,QD:J _gAvop ;s. u~ b...Y t.:ht> chW Q ~om:ti.,n.,d, 

Note : TlME ZOH£ b local i.f not indicated 

No loc.tl TIO re~ult~ oc Mcd1c.i.oe r~3Ult~ dVa.1.Lt.ble for tbi3 GOn~Ult 

--------------- £~0 



From: 
To: 

Subject: 
Date: Tuesday, September 2.8, 2(12.11:111:1111 PM 

Hello OMI team, 

The new consult toolbox makes some things very clear; I hope the below aids in 

clarification for the team. 

Below is an excellent example of a veteran consult request that clarifies the 

matter very cleanly . 

I have cut/paste the most relevant part below: 

////III//I/////////////////I/////II///////I/////II////////////IIIIII/III 

< EXCEIRPT; with added commentary> 

Fr,::,m the output from the Con.::;ult Toolbox: 

ccE-cc Eligibility status: ELIGIBLE - We see that per the toolbox, the 

veteran is IELIGt,BLE for Pain Management care in the Community. 
VCC-Veteran CC option: OPT- IN 

BVP-Basis for Veteran Preference: Existing relationship with provider -

From the choice boxes from the toolbox, we see that existi □i relationship 

with provider is a selectable reason for the preference. 
CSC-Consult ::,top code: 4~0 

csN-Clinical service: Pain Clinic - Specifica lly denotes the specialty care 

of Pain Management. 
CST-Consult 5ervice type: Specialty Care 

SEV-CC Eligibility: BMI-Potential for improved continuity of ca.re -

Specifically Potential for improved continuity of care is a subsection of BMI. 

////IIIIII/IIIII///IIII///IIII///IIIII//IIIII///IIII///IIIII//II//////// 

For the past who knows how many months, the Pain Management section has 

been instructed to not allow such consult requests to go to the community. The 



matter was raised for investigation to the appropriate authorities/ 

investigative bodies by the staff of our section . 

How many veterans have been affected by th is? Hundreds and hundreds? 

In my view, it appears that due to the orders handed down to the Pain 

Management section under Whole Health, under threat of administrative 

action, that veterans are being denied services that are owed to them under 

the law. 

Sincerely, 

//////////////////////////////////////////////////////////////////////// 

Re: 

//////////////////////////////////////////////////////////////////////// 

< FUILL > 

Current PC Provider: 
Current PC Team: 
Current Pat. Status: 
UCID: 
Primary Eligibility: D 50%- to 100% (VERIFIED) 
Patient Type: SC VETERAN 
OEF/OIF: NO 

Service Cr:,nnecti ,:,n/Rat<:'d Di sabilities 
SC Perc~nt: 70% 
Rated Di.:'-ctbili ties: MAJOR DEPRESSIVE DISORDER ( 50'\,) 

MIGFlAINE HEADACHES (30%) 
HIATAL HERNIA (10%) 
FOOT CONDITION (0%) 
FOOT CONDIT ION (0%.) 
TRAUMATIC ARTHRITIS (0%) 
DERMATOPHYTOSIS (0%) 
HYPERTENSIVE VASCULAR DI SEASE (0%) 
RESIDUALS OF GALL BLADDER REMOVAL (0%) 



Order Information 

NEOPLASMS, BENIGN, RESP:RATORY SYSTEM (0%) 
SCARS (0%) 

To Service: TEM WHS OUTPT PAIN MANN,;EMENT 
Fr•=•m Service: 
Requesting Provid1::-r: 
Service i.c; tc, be r'?nder basis 
Place: =:,:,nsul tant' :;;·. 
Urgency: Rout ine 
Clinically Ind. Date: Sep J 8 , 20:1 
DST ID: fc~balb 8-f3c 4- 4cb_ - b580 - a6d34a064 83c 
Orderable Item: TEM WHS OUTPT PAIN MANN:iEMENT 
Consult: C·~•nsul t Re,~uest 
Provisional Diagnosis: Cervicalgia(ICD- 10- CM M54.:) 
Reason For Request: 
PAIN MANAGEMENT CONSULTATION GUIDELINES: 
This cc,nsul tation request i s for Pain Management Procedures . 
1 . Reason for Request: Where is the pri mary locati•~•n of the patient's 

worst pain for the consultant ta address? 
- Back Pain Yes 

Neck Pain Ye.CJ 
Other No (please specify): pt is c /o of pain and difficuty in neck 

pain 
and raising her left arm 
~ Interventional Pa.in Management Prccedures: 

DoeB the patient de::<ire to receive interventianal pain managi:;rnent 
i njections for the managemE-nt of Chronic Pain? Yes 
3. Imaging: 

The patient needs to have advanced imaging of the area involved 
within t he last two yearB. MRI is usually the preferred advanced 

imaging for the spine. 
I f MRI ia. contraindi,::ated then c,btain CT .'.:'can of the involved area . 
I f the patient had p r ior surgery to the spine then please reque st 
MRI with and wi thout contrast if the renal function a llows it. The 
c,fficial i maging report must b-=- reviewed by pain management before 
the c onsultation can be accepted. Please specify where the official 
imagin•J r eport is found : 
(Choice of only one is accepted; may not choose more tha n one) 

CPRS 
4. Blood Thinners: 
- Is the patient receiving any blood thinners such as Coumadin, 

aspirin, clc,pidogrel, TSOACs (apixaban, dabigatran, or 
riv ar,~•xaban) 
etc. No 

If the patient is on blood thinners, can the patient discontinue 
that medication for about 7 days WITHOUT ANY BRIDGING medication 
and without significant risk ,::,f developin,;1 stroke, cardiovascular 
insult , or any other problem for which the patient is receiving 
that medication to prevent. Not applicable 
5. Laboratory inve.CJtiga.tions: 

Is the patient Diabetic? No 
- If YES, then t he HGB AlC within the last three months of the date 
of the consultation needs to be less than 8 for intervention . 

Please i ndicate t he VALUE and the DATE c,f the last HGB AlC: 
Collection DT Specimen Test Name Result Units Ref 
Range 
04/06/'.::0'.::1 10:37 BLOOD GLYGOHEMOGWBIN 5.3 % 4.8 

-.o 
6. The Interventional Pain Mana,;1ement Clinic requires re~r:,,=•nses to the 

f, :::i llowing questions r egardinq vari ,:,us modalitie.c'- that may have been 
used in the management of pain i n this patient's pain: 

a) Has the patient tried Pbys.i,::al Therapy cir exercise within the 
l ast year? Yes 
b) Has the patient tried Acetaminophen and/or NSAID::-. within the 
l a,CJt year? N,::, 
c) Has the patient tried Gabapentin and /or Duloxetine if 

neuropathic pa.in was suspected? Yes 
d) Has the patient tried the TENS Uni t be tried within the last 
year? Yes. 
~) HaB the patient tried Cognitive Behavioral Therapy (CBT) or Bain 

Psychology within the last year? No 
7. C,::,rnments: 



****************************NOTES**************************************** 
ALL FIELDS MUST BE FILLED OUT for t he consultation to 90 through, just 
like the MRI template. The consultation will not go tbrou9h if one field 
is not answered. 
************************************************************************* 
Inter- facility Information 
This is not an inter - facility consult request. 

Status: 
Last Action: 

Facility 
Activity 

:E:l!EASE ORDER 

COMMENT 

PENDING 
PRINTED TO 

Date/Time/Zone 

09/:::'.8/'.:'.1 11: 39 

09/~8/'.:'.1 

(entered) 09;:s;:1 11:39 
CCE-CC Eligibility Status: ELIGIBLE 

VC:C-Veteran CC option: OPT - IN 

Responsible Person Entered By 

BVP- Basis for Veteran Preference: Existing relationship with provider 
CSC-Consult stop code: 4:::0 
CSN-Clinical service: Pain Clinic 
CS T-Consul t service type: SpE-cial ty Care 
SEV-CC Eligibility: BMI-Potential for impr:oved continuity of care 

neck pain and difficulty in raisin9 her left arm 
CCE----------
SEOC - VffA Office of Community Car:e--------------------
VHA Office c,f Community Care - Standardized Episode of Care 
Fain Management Comprehens ive 
C'AT - SEOC Coe : PAIN MANAGEMENT 
SEOC ID: MSC PAINi MANAGEMENT COMPREHENSIVE 1.:::.7 PF.CT 
Descripti on: - Thi.:1 auth,:.,ri::ation covers services a.:isc,ciated 
with the specialty(s) identified for this episode of care, 
includin9 all medical care listed be l ow relevant to the 
referred care specified on the consult order. Note : 
Medication Management including any opioid therapy should 
be consistent wi th VA/DOD c linica l practice 9uidelines. 
This episode of care doe5 not include i ntrathecal drug 
deli very (IDD ) •Jr neuromodulation device car:e. Separate 
approval is required f,:.,r IDD or neuromc,dulati,:,n device 
i nitiation and care. 
Duration: 180 days 
Pr,Jcedur al Overview: 
1 . Initial outpatient evaluation and treatment for the 
referred condition indicated on tbe consult order, 
includin9 any re.:1tri,::tions for ,.:,r against treatment options 
~ Dia9nostic imag ing rel-2vant to the referred condition 
on the consult order 
3. Dia9no~.tic studies relevant to the referred condition 
on the consult order including but not limited to: EMG/NCV 
4. Labs includin9 nece.::.sary drug screens a nd patbolo9y 
relevant t o tbe referred c:onditi,:,n ,:,n the consult order 
5 . Injections includin9 but not l imited to: Medial branch 
bl,:.,cks , epidural inj'c'ctions, facet injecti,:,ns, trig9er 
point injections, 9enicular injecti ons, joint injections 
6. Procedures includin9 but not l imited to: 
r:adic,frequency ablation, V'c'rtebr,:,plasty and spinal 
decompre::!-S ion 
7. Anesthesia consul tation related to a procedure 
8 . Pre-procedure medical and basic cardiac clearance, a.3 
indicated (including H+F/labs, EKG, CXR, echo) 
Note: cardiac testing or evaluation outside of the above 
CXR, EKG and echo will require an RFS for a cardiology 
referral 
9. Inpatient ,:,r observation admi::,sion for procedure and/ 
or procedure related complicati,:,ns, if indicated. 
Notify the referring VA ,.:,f admission status t,:, initiate and 
facilitate care coordination and discharge planni ng. 
10. Follow-up visits as related to the referred condition 
an the consult order 
11. Outpatient Physical Ther:apy: as indicated up to 15 
visits a::< related t,:, the referred condition on the con.3ult 



cird u 'P:o\.i.-)' WI< to c- ·•lll .st (,H-dcri ,1 vt:.i. 't::3- .,. ch 
~UPJ.Jrt.ing lllc'd1t:al oJOCUJt.£11'ta11011 
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From: 
To: 
Subject: 
Date: 
Attachments: 

RE: c;or,l-.:ems a out Consult be1rrg D1scontmued causing delay 1n Cir':'. 
Monday, September 28, 2.ll2(1 111:57:flll AM 
nnagE'flOl.ipo 

I will continue to be on the look-out. 

Appreciate the input. 

Be well ---

■ 

causing delay in Care. 

Goodness, we do not want the Veteran moved in the wrong direction by any means, 

Reference 41 

We rely on you and your expertise for these deci ions-frx 'S'Ure. olea ... 1? do not 

misunderstand in any way! 

My only intent was to try to provide some helpful t ips, again we rely tremendously on you and your 

colleagues for your expertise!! 

T,a: 

Subj ect: RE~ C..onc ms. aiboutGons.ulit being Dj§rontir uerll causing delay in Care. 

H llo 

I know what you are saying at the individual consult request level, but I can tell you that over the 

past 1.5 weeks alone, I have gotten a few consult requests where if I relied strictly on the wording in 

the consult request, the veteran would have been moved in the wrong direction ... 

Either way, noting these exchanges, I have already taken a more permissive approach to these 

requests ... I wil l defer the finer points of evaluation of appropriateness to the CITC section ... 

Be well, 



fro 
Se 

To: 
iu - causing delay in Care. 

Well the first consu lt clearly says to forward to Community Care so this one is confusing. There isn't 

much wording problem on this one. 

I understand you are doing your best, we all are. These are busy times. Thank you for all you do. 

I would be cautious on the reviews 

Also continuation/continu ity/ are similar terms mean the same thing if they have been seeing a 

Community Provider for a period of time I approve these CQns>ults tt1~nk vou- . 

From 
. - ----- -
i 

Se • • 

To: 
Su - sing delay in Care. 

There was no technical reason for why I could not forward on the fi rst consult, but again, this boils 

down to requesting provider wording. In other situations with similar wording, the reason ends up 

not being for improved continuity of care, and instead, ends up being simply that the veteran or the 

requesting provider is asking for it. 

None of the wording on the consult request is "wrong," but what I have seen over processing many 

of these requests, is that every requesting provider can mean different things with either the same 

or markedly similar wording. 

Per my prior response, these differences in wording are ones that I either figure out and process 

accordingly, or if there is any doubt left in my mind, I ask for clarification as I had done here. 

In such cases, if there is any question in my mind, I simply communicate back to the requesting 

provider. 

I real ly try to do my best with it to honor the wishes of the requesting provider and the veteran as 

we ll as the system rules/restraints. 



Fro 
Se 

. Mu-

11tir __ causing delay in Care . 

So, why couldn't you forward the first consult? What prevented you from being able to forward the 

first consult? I am still a little confused on that note, 

Hello 

Thank you for asking; I appreciate the question. 

When this question was initially broached to me by the patient representative, I felt that my 

comments noted on the consuft were ignored ... the manner in wh ich this was initially brought up to 

me seemed odd. 

To answer your question, there was not a technical --- as in CPRS-related block-- reason for why the 

consult was initia lly discontinued. There is a techn ical reason for why I could not re-process the 

consult afterwards (CRPS wil l not allow it) without re-requesting the consult request from the 

requesting provider. 

When I review the consult requests, I try to understand: 

1. Reason for the consult 

2. Appropriateness of consult 

3. Wording used in the request 

Different providers use different wording. 

So, I may get a consu lt that says "continu ity'' and another that says "continuation" and another that 

cites "community" and so on with only some of them actua lly indicating continuity of care. If there 

was anyth ing about the request that seemed anything other than very clear to me, on 

discontinuation, I would try to state, as I did here, something afong the lines of: 

This appears to be a request for forwarding to CC-Pain for continuity of 



care; is it correct? 

If so, please resubmit stating as such so I may forward onwards. 

(Actually, there have also been times where the request ing provider does not even state that it is a 

request for continuity of care in the consult request, and I figure out on my own, based on further 

review, that thi s is what is desired ... ) 

I suspect this may seem odd to the outside observer, and that reading this particular case , it may 

seem qu ite st raight-forward, but there have been severa l similar consult requests where there 

wasn' t a previously established community provider OR that the forwarding is inappropriate based 

on (I think) the veteran actually being referred to a different provider in the community for 

continuation of care on the same issue. In several cases, forwarding to community would have been 

inappropriate. 

Oftentimes, the referring provider does not specify which clinic the veteran had gone to and that 

the veteran is being requested to go to the same clinic. 

I know discussion had taken place at some point about whether or not an actual DST is needed in the 

processing or whether it should specifically state "improved continuity of care." I am not sure 

objectively any of these as requirements are stri ctly right or wrong. 

I simply try to do my best in processing the request and if there is any lack of clari t y, I communicate 

it back to the requesting provider --- communicat ion is key in both minimizing lapses in care and 

identifying where the actual lapse occurred/occurs. 

In this particular case, please note that on 08/17/20, I added comment indicating that I can forward 

t he consult request, if it can be resubmitted for processing. That was over a month ago, and no 

further action was taken by the requesting provider. 

I hope this addresses the question. 

Be well, 

t -------

ro: 
Subject: FW~ ,-onc:eI·n.s i;i1btx Jt Constli t lbeing rnswntimJed ,cau~i ng delay in C f P... 
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providers in community care for years. P i iit~ -REASON FOR REQUEST (STAT CONSULT GUIDANCE): 

Pertinent Hi story /Phys ica 1/Diagnosti c Information: 

patient has been seeing community care pain management for chronic 

pain,cervicalgia and low back pain. consult expires in 9/8/20. please 

for ward to community care pain mangement for cont inuation of care 

Existing Treatment Plan: 

Through community care pain managment 

Inter-facility Information 

This is not an inter-facility consult request. 

Status: 

Last Action: 

Facility 

Activity 

DISCONTINUED 

ADDED COMMENT 

Date/Time/Zone Responsible Person Entered By 

CPRS RELEASED ORDER 08/11/20 18:30 ---

ADDED COMMENT 08/11/20 - -
(entered) 08/11/20 18:30 

OST-DST ID: 8af 897 d4-0654-4 f93-a 15d-2b51fbea0a33 

CSC-Consult stop code: 420 

(SN-Clinical Service: PAIN CLINIC 

CST-Consult service type: SPECIALTY CARE 

CCE-CC Eligibility Status: NO ELIGIBILITY FOUND 

OSP-DST data saved prior to sign ing consu lt 

PRINTED TO 08/11/20 18:30 

CTX-PTPMRS3 (BIG) 

DISCONTINUED 08/ l .N2L1 10; H 

This appears to be a req e'it f _ r forw.a rd ing to CC-Pa in for rnnt inu 1t 1 of 
care; is it correct? 

If so, please resubmit stating as such so I may forward onwards. 

PRINTED TO 08/12/20 10:33 

CTX-PlPMRS3 (BIG) 

ADDED COMMENT 08/15/2019:29 - I -
Patient is seeing the commun ity care pain management. this c.on t ·s. fo 
continuation of care . please forward to community care. 
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From: 

-PATIENT� 
Friday, Sep!r,mber 25, l.020 8'54,00 AM 

1: 

� 

Sent: Friday, September 25, 2020 8:54 AM 

To: 
Subject: [SECURE) - PATIENT CONFIDENTIAL 

Hello 

- seems to want to forward this case to Chief of staff as I had discontinued the consult request initially for no OST (although continuity stated in the consult 
request). 

I requested the consult re-request over a month ago 

� or having discontinued it... 

■

Redacted

r 

-

-' 

-
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TEM SUR OUTPT PAIN MANAGEMENT 

Approved 

ADDEilD COMMENT 01/10/ 21 18:13 

- pa nt should be- scheduled or VA. pain mana 
[5 availa.bili y_ Please forward bac.k LO V!}ur s.ervice. 

ADDEID COMMENT 01/11/21 07:59 

pt is betetr to contnue with current private 

, wa have to reapet MRI as last was 3 yeaers ago, which is un necesary 

. so will advise to contine to get care outisde which is contnuation of 

care and pateint is happy 

Thanks 

FORWARDED FROM 01/11/2110:38 
COMMUNl1Y CARE-PAIN 

per Chief of Pain 

PRINTED TO 01/11/2110:38 

CTX-PTPMRS3 (BIG) 

FORWARDED FROM 01/11/21 16:31 
TEM SUR OUTPT PAIN MANAGEMENT 

I am very confused as to what to do with this. As [PE!f- note, 

the veteran does not meet our requirement for acceptance, b t 
discontinuation seems less favorable than forwarding on? Reviewing the 

comments - has noted per Chief of Pain which I believe is 

indicating- from the context; will defer to - re: scheduling 

decision. I am forwarding back to CITC just so this consult request does 

not drop from everyone's list. 

Note: TIME ZONE is local if not indicated 

No local TIU results or Medicine results available for this consu lt 

0 ==:===---:::=-=s=zl:lll::lllll:nu:::::1-=al--lE 
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If ow sense was iocotr«t on tha1. please. resubm.it the consu!I request and I can a~t it.. 



From: 
To: 
Subj ect: 

Current PC Provider: 

Current PC Team: 

Current Pat. Status: Outpatient 

UCID: 

Primary El igibility: SERVICE CONN ECTEID 50% to 100%{VERIFIED) 

Patient Type: SC VETERAN 

OEF/OIF: YES 

Service Connection/Rated Disabilities 

SC Percent: 80% 

Rated Disabilities: DEG ENERATIVE ARTHRITIS OF THE SPIN E (40%} 

PARALYSIS OF ANTERIOR CRURAL NERVE (20%) 

PARALYSIS OF SCIATIC NERVE (20%) 

PARALYSIS OF SCIATIC NERVE (10%) 

FLAT FOOT CONDITION (10%) 

TI NNITUS (10%) 

PARALYSIS OF ANTERIOR CRURAL NERVE (10%) 

LIMITED MOTION OF ANKLE (10%) 

FOOT PAIN (10%) 

2ND DEGREE BURNS (0%) 

2ND DEGREE BURNS (0%} 

Order Information 
To Service: COMMUNITY CARE-PAIN 

From Service: TEM PACT BLUE PHY1 

Requesting Provider: 

Service is to be rend red on an OUTPATIENT basis 
Place: Consultant's choice 

Urgency: Routine 

Clinically Ind. Date: Feb 08, 2021 

DST ID: 
Orderable Item: COMMUNITY CARE-PAIN 

Consult: Consult Request 
Provisional Diagnosis: lntercostal Pain(ICD-10-CM R07.82) 

Reason For Request: 

INTERVENTIONAL PAIN MANAGEMENT CONSU LTATION GUIDELINES: 

This consultation request is for lnterventional Pain 

Management Procedures. 

1. Reason for Request: Where is the primary location of the patient 's 



     worst pain for the consultant to address?
- Back Pain  No
- Neck Pain  No
- Other  Yes (please specify):  left rib pain - pt has existing citc pain

consult to bsw. for continuity of care, please grant consult for bsw
provider
to treat left rib pain
2. Controlled Substances:

- Does the patient understand that the Interventional Pain Clinic
         offers procedures for the management of chronic pain and does
         not prescribe chronic controlled substances in the management
         of chronic pain?   Yes
3. Interventional Pain Management Procedures:

- Does the patient desire to receive interventional pain management
injections for the management of Chronic Pain? Yes

4. Imaging:
- The patient needs to have advanced imaging of the area involved

within
the last two years. MRI is usually the preferred advanced imaging

       for the spine.
If MRI is contraindicated then obtain CT scan of the involved area.

If
the patient had prior surgery to the spine then please request MRI

with
and without contrast if the renal function allows it. The official
imaging report must be reviewed by pain management before the
consultation can be accepted. Please specify where the official

imaging
report is found:
(Choice of only one is accepted; may not choose more than one)
CPRS

5. Blood Thinners:
- Is the patient receiving any blood thinners such as Coumadin,

         aspirin, clopidogrel, TSOACs (apixaban, dabigatran, or
rivaroxaban)
         etc. No

- If the patient is on blood thinners, can the patient discontinue
that

medication for about 7 days WITHOUT ANY BRIDGING medication and
without

significant risk of developing stroke, cardiovascular insult, or
any

other problem for which the patient is receiving that medication to
prevent. Not applicable

6. Laboratory investigations:



- Is the patient Diabetic? No 

If YES, then the HGB AlC within the last three months of the date 

of 

the consultation needs to be less than 8. 

- Please indicate the VALUE and the DATE of the last HGB AlC: 

Collection OT Specimen Test Name Result Units Ref 

Range 

10/15/2020 10:53 BLOOD GLYCOHEMOGLOBIN 6.1 H % 4.8 
- 6.0 
7. The lnterventional Pain Management Clinic requires responses to the 

following questions regarding various modalities that may have been 

used in the management of pain in this patient's pain: 

a) Has the patient tried Physical Therapy or exercise within the last 

year? Yes 

b) Has the patient tried Acetaminophen and/or NSAIDs within the last 

year? Yes 

c) Has the patient tried Gabapentin and /or Duloxetine if 

neuropathic pain was suspected? 

Yes 

d) Has the patient tried the TENS Unit be tried within the last year? 

Yes 

e) Has the patient tried Cognitive Behavioral Therapy (CBT) or Pain 

Psychology within the last year? 

Yes 

8. Comments: 

****************************NOTES**************************************** 

ALL FIELDS MUST BE FILLED OUT for the consultation to go through, just 

like the MRI template . The consultation will not go through if one field 

is not answered. 
************************************************************************* 

Inter-facility Information 

This is not an inter-facility consult request. 

Status: 

Last Action: 

Facility 

Activity 

PENDING 

FORWARDED FROM 

Date/Time/Zone Responsible Person Entered By 

CPRS RELEASED ORDER 02/01/2115:20 
PRINTED 10 02/01/2115:20 

CTX-PTPMRS3 (BIG) 

FORWARDED FROM 02/02/21 14:55 



l[M SUR OVTPl P,AIN MANAGEMENT 

This ,s forward«! to CC-Pa,n only to add nb complaint per 11'Q<K'Stl"8 

pro\lider as veteran has actnle CC-Pain consult/approval and rs currentty 
bC!'lllg Ir Pated Wllh M current prOYider. lh1s is not fo,wardlad (o, ;tO 
,naeased durahon of ap()lov.il. Defe, 10 / please d•!CW dl1ectty w,th 

- for his approval. 

lllole: TIME ZONE IS local if nol Indicated 

No local nu ,....,lls or Med1eme rMUlts avaolable for this coosull 

===========END==== 



f;rom: 

To: 
Subject: 

Date: 
A trac h ments: 

Helle 

Re: - -
So, here is a good example of a veteran whose care has been affected. 

This man is a veteran that has been seeing a Community Care Pain physician, for years --- per the 

veteran. 

His consult was scheduled here through us by ord~J uf- at this point. fo r veterans too 

numerous to count --- under threat of admin'ist~ative action. 

As.- . the Director of Whole Health, has used his administrative role over the Pain 

Management section to clinically intervene to make the BMI decision for us on the clinical care 

side of processing these consult requests, the veterans are simply being scheduled here at 

CTVHCS instead of with their established physicians in the community--- in regards to Continuity 

of Care. 

This veteran will likely receive no letter from the Office of the CoS, or the designated 

representative, indicating the denial of their referral to the community for BMI. 

Further, the veteran is likely not being advised of any possibility or right of appeal. 

And this veteran wants to know what to do. 

And today am being instructed today by the Medical Director of Community Care: 

Don't tell veterans to call CITC with questions. 

Sincerely, 



///////////////////////////////////////////////////// 

According to the Community Care Field book: 

/////////////////////////////////////////////// ////// 

Review for Community Care Eligibility by Scheduling Staff 

As part of the updated process, DST should be used by the referring provider ONLY when 
he/she has a strong clinical reason for the Veteran t o be made eligible to receive community 
care under t he best medical interest (BMI) provision in the MISSION Act. It is important to 
note, BMI decisions are only to be made by clinical staff members, that are part of the 
patient's care team. Administrative staff are not to make BMI community care eligibility 
determinations. 

///////////////////////////////// //////////////////// 

Send !letter to Veteran regarding determination 

• If the Chief of Staff approved or disapproved of the General Best lv1edical Interest 
(Hardship) eligibility. send the Veternn a lener regarding the detennination . 

• If the Chief of Staff did not apprnve or disapprove of the General Best Medical Interest 
(Hardship) eligibility. document the stan1s and the duration in Consult Toolbox and then 
send the Veteran a letter regarding: the determination . 

• COS or designee should send the decision letter 

• The Hardship Detennination Letter Template is available here 

Approved Community Care-Best Medical Interest (Hardship] Determination Approval & 

Disapproval Letter 

N1ote: These lett ers are also availab le to the facility Cli nical Application Coordinators to create a 

letter template in CPRS. 

///////////////////////////////////////////////////// 
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From: 
To: 
Subject: 
Date: 

-- rn11sequem:-es 
Tuesday, Fe-brua,y 2, 21121 12.:37:55 P 1 

Current PC Provider: 

Current PC Team: 

Current Pat. Status: Outpatient 

UCID: 

00 4*WH* 

Primary !El igibility: SERVICE CONNECTED 50% to 100%{VERIFIED) 

Patient Type: SC VETERAN 

OEF/OIF: YES 

Service Connection/Rated Disabilities 

SC Percent : 80% 

Rated Disabilities: POST-TRAUMATIC STRESS DISORDER (70%) 

LIM ITED FLEXION OF KNEE (10%) 

TINNITUS (10%) 

DEGENERATIVE ARTHRITIS OF THE SPINE (10%) 

LIMITED EXTENSION OF KNEE (10%) 

IMPAIRED HEARING (0%) 

LIMITED FLEXION OF KNEE (0%) 

Order Information 

To Service: COMMUNITY CARE-PAIN 

Attention: [ 

From Service: TEM PACT MAROON PHY4 

Requesting Provid •r: 
Service is to be , -J~d r d - n -ilH OUTPATIENT basis 

Place: Consultant's choice 

Urgency: Routine 

Clinically Ind. Date: Feb 01. 2021 

DSTID: 

Orderable Item : COMMUNITY CARE-PAIN 

Consult: Consult Request 

Provisional Diagnosis: Low Back Pa in{ICD-10-CM M54.5) 

Reason For Request: 

INTERVENTIONAL PAIN MANAGEMENT CONSULTATION GUIDELINES: 

This consultation request is for lnterventional Pain 

Management Procedures. 

1. Reason for Request: Where is the primary location of the patient's 

worst pain for the consultant to address? 

- Back Pain Yes 

- Neck Pain No 



- Other  No (please specify):  pt need approval for community pain
2. Controlled Substances:

- Does the patient understand that the Interventional Pain Clinic
         offers procedures for the management of chronic pain and does
         not prescribe chronic controlled substances in the management
         of chronic pain?   Yes
3. Interventional Pain Management Procedures:

- Does the patient desire to receive interventional pain management
injections for the management of Chronic Pain? Yes

4. Imaging:
- The patient needs to have advanced imaging of the area involved

within
the last two years. MRI is usually the preferred advanced imaging

       for the spine.
If MRI is contraindicated then obtain CT scan of the involved area.

If
the patient had prior surgery to the spine then please request MRI

with
and without contrast if the renal function allows it. The official
imaging report must be reviewed by pain management before the
consultation can be accepted. Please specify where the official

imaging
report is found:
(Choice of only one is accepted; may not choose more than one)
CPRS

5. Blood Thinners:
- Is the patient receiving any blood thinners such as Coumadin,

         aspirin, clopidogrel, TSOACs (apixaban, dabigatran, or
rivaroxaban)
         etc. No

- If the patient is on blood thinners, can the patient discontinue
that

medication for about 7 days WITHOUT ANY BRIDGING medication and
without

significant risk of developing stroke, cardiovascular insult, or
any

other problem for which the patient is receiving that medication to
prevent. Not applicable

6. Laboratory investigations:
- Is the patient Diabetic?  No
- If YES, then the HGB A1C within the last three months of the date

of
the consultation needs to be less than 8.
- Please indicate the VALUE and the DATE of the last HGB A1C:

Collection DT     Specimen   Test Name          Result    Units       Ref



Range 

11/19/2019 08:56 BLOOD GLYCOHEMOGLOBIN 5.5 % 4.8 
-6.0 

7. The lnterventional Pain Management Clinic requ ires responses to the 

following questions regarding various modalities that may have been 

used in the management of pain in this patient's pain: 

a) Has the patient tried Physical Therapy or exercise within the last 

year? Yes 

b) Has the patient tried Acetaminophen and/or NSAIDs within the last 

year? Yes 

c) Has the patient tried Gabapentin and /or Duloxetine if 

neuropathic pain was suspected? 

Yes 

d) Has the patient tried the TENS Unit be tried within the last year? 

Yes 

e) Has the patient tried Cognitive Behavioral Therapy (CBT) or Pain 

Psychology within the last year? 

No 
8. Comments: 

second time consu lt 

- · now there are notes from commumity 

****************************NOTES**************************************** 

ALL FIELDS MUST BE FILLED OUT for the consultation to go through, just 

like the MRI template . The consultation will not go through if one field 

is not answered. 
************************************************************************* 

Inter-facility Information 

This is not an inter-facility consult request. 

Status: SCHEDULED 

Last Action : ADDED COMMENT 

Facility 

Activity Date/Time/Zone Responsible Person Entered By 

CPRS RELEASED ORDER 02/01/2113:26 

PRINTED TO 02/01/2113:26 

CTX-PlPMRS3 {BIG) 

ADDED COMMENT 02/01/2113:29 

re submitted 

ADDED COMMENT 

#COi# 

0210112114:52 I~ 



COi -Veteran OPT-IN for Community Care. 

PFP-Veteran's Preferred Provider: 

OTP-Veteran OK to see other than Preferred Provider: No 

FORWARDED FROM 02/01/2114:57 
TEM SUR OUTPT PAIN MANAGEMENT 

I was corit.:'lcted lby regarding this veteran's consult request 

as well -as anoth.er vet erra11's request. She has indicated to me that 

veterans are getting upset their appts are being cancelled; as such, I am 

forwarding this on to CITC to discrns dire tly with - for his/their 

consideration as - indicate.s the veteran's scheduled procedure 

appointment is for t omorrow at 2-2-21 @1100. 

RECEIVED 02/01/2116:15 

SEOC - VHA Office of Community Care- - ---

VHA Office of Community Care - Standardized Episode of Care 

Pain Management Comprehensive 

CAT-SEOC CoC: PAIN MANAGEMENT 

SEOC ID: MSC PAIN MANAGEMENT COMPREHENSIVE 1.2.6 PRCT 

Description : This authorization covers services associated witri the 

specialty(s) identified for this episode of care, including all medical 

care listed below relevant to the referred care specified on the consult 

order. Medication Management including any opioid therapy should be 

consistent with VA/DOD clinical practice guidelines. This episode of care 

does not include intrathecal drug delivery (IDD) or neuromodulation device 

care . Separate approval is required for IDD or neuromodulation device 

initiation and care. 

Duration: 180 days 

Procedural Overview: 

1. Initial outpatient evaluation and treatment for the referred 

condition indicated on the consult order, including any restrictions for 

or against treatment options 

2. Diagnostic imaging relevantto the referred condition on the consult 

order 

3. Diagnostic studies relevant to the referred condition on the consult 

order including but not limited to : EMG/NCV 



4. Labs including necessary drug screens and pathology relevant to the
referred condition on the consult order
5. Injections including but not limited to: Medial branch blocks,
epidural injections, facet injections, trigger point injections, genicular
injections, joint injections
6. Procedures including but not limited to: radiofrequency ablation,
vertebroplasty and spinal decompression
7. Anesthesia consultation related to a procedure
8. Pre-operative medical and cardiac clearance as indicated, to include
H+P/labs, EKG, CXR, echo
9. Inpatient or observation admission for procedure, if indicated.
** Notify the referring VA of admission status to initiate and facilitate
care coordination and discharge planning.
10. Inpatient admission or observation status for complications from the
procedure
** Notify the referring VA of admission status to initiate and facilitate
care coordination and discharge planning.
11. Follow-up visits for this episode of care
12. Physical Therapy: as indicated up to 15 visits as related to the
referred condition on the consult order; Notify VA to request additional
visits with supporting medical documentation
13. Occupational Therapy: as indicated up to 15 visits as related to the
referred condition on the consult order; Notify VA to request additional
visits with supporting medical documentation

*Please visit the VHA Storefront
www.va.gov/COMMUNITYCARE/providers/index.asp for additional resources and
requirements pertaining to the following
* Pharmacy prescribing requirements
* Durable Medical Equipment (DME), Prosthetics, and Orthotics prescribing
requirements
* Precertification (PRCT) process requirements
* Request for Services (RFS) requirements
* DME, prosthetics and orthotics will be reviewed by the VA for provision.

SEO-------------------------------------------------

SEV-Community Care Eligibility: BMI-per episode of care
CVA-Accept new consult, received during COVID-19 Pandemic

Scheduling prioritized during COVID-19 Pandemic
CV1-COVID-19 Priority 1
  Schedule appointment despite COVID-19 restrictions
As an alternative to a face-to-face appointment:
  TEL-Telephone Appointment may be offered to the Veteran



THl-Teleheallh App0intment may be offered lo the Veteran 
CAP Comm,m,tY care Approved, Pro8fam: 
Authorlled/Pre •uthorlzed Rele<ral L70J 

Ml-May discontinue If Veteran c.anceb/no-!.hom twice o, faih to rospond 
to mandated scheduling eFfon. 
CCH.c.ommun,ty Care Appl Schedullng lo be handled by: VA schedules b.lsed on 
Veteran'\ p;('ference 
l\dmln Screell'r« lo, Ca,e Coord,na1lor1 
SCO Screening Code, 006 li6-TN A JS 
CAN Score; JS 

Admin Saeernrc Care CoordinallOn: 8aoic 
Qin.cat T tiage: Not Required 

Schedule< may procer-d will> <coeduJ,ng of appolnlf11f'fll, 

BaStC care coordination mav inch.1de-: 
as$istar,ce With navlgallOTI 

sc/ledullne 
-l>O'I appointment follow-up 

Upan coo<ull complellon, a CPRS alNt will be sont 10 order,1111 p<0"1dCr 

R«ommetid,,d frequency of contatl· .. needed 

IClt•ln1Uc'1te Community Ca1e Rere-n·.al 

SOIEOUlEO 02/01/21 16:30 
COM CARE-PAIN Consult Appt. on 
HSRM, PIO•FEBOl, 2021 PER CONSULT. PROVIDER 

AOOEO COMM£NT 02/01/ll 16:35 
IJU.Doruments uploaded to TPA Ponal. 
RSP-Records faxed/sent to C.ommomly Care P«:Mder .. 

VA Referral#: VAOOll5567S3 

lWRl!forrol # 0014089~83 

AllTH PACKET SENT TO 



SENT VIA SECURE EM/Ill TO-

No local TIU re>1Jlts or Mediane results available for tl1I> consult 
-----------END----
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Order Information 

To Service: TEM WHS OUTPT PAIN MANAGEMENT 

From Service: TEM PACT BLUE PHYl 

Requesting Provider : 

Service is to be rnrrid@r don an OUTPATI 
Place: Consultarit's choice 

Urgency: Routine 

Clinically Ind. Date: Ju l 19, 2021 

DSTID: 

Orderable Item: TEM WHS OUTPT PAIN MANAGEMENT 

Consult: Consult Request 

Provisional Diagnosis: Dorsalgia, unspecified(ICD-10-CM M54.9) 

Reason For Request: 

----MISSION Act Decision Support Information ---

DST ID: 9d59576d-507f-497b-b4f2-ecdf85fd7faf 

----Do not change text above this line---------

PAIN MANAGEMENT CONSULlATION GUIDELINES: 

This consultation request is for Pain Management Procedures. 

1. Reason for Request: Where is the primary location of the patient's 

worst pain for the consultant to address? 

Back Pain Yes 

- Neck Pain No 

- Other Yes (please specify): Patient needng renewal of community care 

referra l to - for cont inuity of care 

2. lnterventional Pain Management Procedures: 

Does the patient desire to receive interventional pain management 

inject ions for the management of Chronic Pain? Yes 

3. Imaging: 

- The patient needs to have advanced imaging of the area involved 

within the last two years. MRI is usual ly the preferred advanced 

imaging for the spine. 

If MRI is contraindicated then obtain CT scan of the involved area. 

If the patient had prior surgery to the spine then please request 

MRI with and without contrast if the renal function allows it. The 

officia l imaging report must be reviewed by pain management before 

the consultation can be accepted. Please specify where the official 

imaging report is found: 

(Choice of only one is accepted; may not choose more than one) 

VISTA Web 

4. Blood Thinners: 

- Is the patient receiving any blood thinners such as Coumadin, 

aspirin, clopidogrel, TSOACs (apixaban, dabigatran, or 

rivaroxaban) 

etc. No 



- If the patient is on blood thinners, can the patient discontinue 

that medication for about 7 days WITHOUT ANY BRIDGING medication 

and without significant risk of developing stroke, cardiovascular 

insult, or any other problem for which the patient is receiving 

that medication to prevent. Not applicable 

5. Laboratory investigat ions: 

- Is the patient Diabetic? No 

- If YES, then the HGB AlC within the last three months of the date 

of the consultation needs to be less than 8 for intervention. 

- Please indicate the VALUE and the DATE of the last HGB AlC: 

Collection OT Specimen Test Name Result Units Ref 

Range 

03/10/202105:00 BLOOD GLYCOHEMOGLOBIN 7.l lci % 4.8 

-6.0 

6. The lnterventional Pain Management Clinic requires responses to the 

following questions regarding various modalities that may have been 

used in the management of pain in this patient's pain: 

a) Has the patient tried Physical Therapy or exercise within the 

last year? Yes 

b) Has the patient tried Acetaminophen and/or NSAIDs within the 

last year? Yes 

c) Has the patient tried Gabapentin and /or Duloxetine if 

neuropathic pain was suspected? No 

d) Has the patient tried the TENS Unit be tried within the last 

year? No 

e) Has the patient tried Cognitive Behavioral Therapy (cBn or Pain 

Psychology within the last year? No 

7. Comments: 

Patient needng renewal of community care referral to - for 

continuity 

of care 

ALL FIELDS MUST BE FILLED OUT for the consultation to go through, just 

like the MRI template . The consultation will not go through if one field 

is not answered. 
************************************************************************* 

Inter-facility Information 

This is not an inter-facility consult request. 

Status: 

Last Action: 

Facility 

Activity 

DISCONTINUED 

PRINTED TO 

Date/Time/Zone Responsible Person Entered By 



CPRS RELEASED ORDER 07/19/2113:57 

PRINTED TO 07/19/2113:57 

CTX-PTPMRS3 (BIG) 

ADDED COMMENT 07/19/21 

(entered} 07/19/2113:57 

DST-DST ID: 9d59576d-507f-497b-b4f2-ecdf85fd7faf 

(SC-Consult stop code: 420 

(SN-Clinical Service: PAIN CLINIC 

CST-Consult service type: SPECIAL1Y CARE 

CCE-CC Eligibility Status: ELIGIBLE 

VCC-Veteran's CC option: OPT _IN 

DCI-DST CC Best Interest of Vet: POTENTIAL FOR IMPROVED CONT,INUl1Y OF CARE 

M IE-Explanation of BMI - POTENTIAL FOR IMPROVED CONTINUl1Y OF CARE:----------

Patient needng renewal of community care referrnl to■ 
.for continuity of care 

MIE------

SEOC- VHA Office of Community Care 

VHA Office of Community Care - Standardized Episode of Care 

Pain Management Comprehensive 

CAT-SEOC CoC: PAIN MANAGEMENT 

SEOC ID: MSC PAIN MANAGEMENT COMPREHENSIVE 1.2.7 PRCT 
- -

Description: This authorization covers services associated 

with the specialty(s) identified for this episode of care, 

including all medical care listed below relevant to the 

referred care specified on the consult order. Note: 

Medication Management including any opioid therapy should 

be consistent with VA/DOD clinical practice guidelines. 

This episode of care does not include intrathecal drug 

delivery (IDD) or neuromodulation device care. Separate 

approval is required for I DD or neuromodulation device 

initiation and care. 

Duration: 180 days 

Procedural Overview: 

1. Initial outpatient evaluation and treatment for the 

referred condition indicated on the consult order, 

including any restrictions for or against t reatment options 

2. Diagnostic imaging relevantto the referred condition 

on the consult order 

3. Diagnostic studies relevant to the referred condition 

on the consult order including but not limited to: EMG/NCV 

4. Labs inclLJding necessary drug screens and pathology 

relevant to the referred condition on the consult order 

5. Injections including but not limited to: Medial branch 

blocks, epidural injections, facet injections, trigger 



point injections, genicular injections1 joint injections 

6. Procedures including but not limited to: 

radiofrequency ablation, vertebroplasty and spinal 

decompression 

7. Anesthesia consultat ion related to a procedure 

8. Pre-procedure medical and basic cardiac clearance, as 

indicated (including H+P/labs, EKG, CXR, echo) 

Note: cardiac testing or evaluation outside of the above 

CXR, EKG and echo will require an RFS for a cardiology 

referral 

9. Inpatient or observation admission for procedure and/ 

or procedure related complications, if indicated. 

Notify the referring VA of admission status to initiate and 

facilitate care coordination and discharge planning. 

10. Follow-up visits as related to the referred condition 

on the consult order 

11. Outpatient Physical Therapy: as indicated up to 15 

visits as re lated to the referred condition on t he consult 

order; Notify VA to request additiona l visits with 

supporting medical documentation 

12. Outpatient Occupational Therapy: as indicated up to 15 

visits as re lated to the referred condition on t he consult 

order; Notify VA to request additional visits with 

supporting medical documentation 

Please visit the VHA Storefront www.va.gov/COMMUNITYCARE/ 

providers/index.asp for additional resources and 

requirements pertaining to the following: 

Pharmacy prescribing requirements 

Durable Medical Equipment (DME), Prosthetics, and Orthotics 

prescribing requirements 

Precertification (PRCT) process requirements 

Request for Services (RFS) requirements 
0---------------

DSP-DST data saved prior to signing consu lt 

DISCONTINUED 07/19/2115:13 I 

This appears to be a referral for - I do not kn I Oll!J' car1 

consult him via CPRS. Please consider emailing him directly if that is the 

intention. 

PRINTED TO 07/19/2115:13 

CTX-PTPMRS3 (BIG) 

Note: TIME ZONE is local if not indicated 



No local TIU results or Medicine results available for this consult
==================================== END =====================================



From: 
To: 
Subj ect: 
Date: 

RE: Wo1 ma I 1ave Inl! u ,;rd on ,;orne d1sco11tmued rnnsu lts . .. 

Tuesda , F.-brua1y 23, ;;,1121 9:14:rto AM 

This is what I have been doing. But if there is any information I can give the PCP to help, then I try to 

do that. For example, if no MRI in the past 2 years, then I say that I couldn't find that and please 

resubmit. etc. .. 

■ 

To~ 
S:u'bje:ct: RE= Wording I have induded on soroo discontinuim con 

So if consult doesn't meet our criteria for acceptance, and they're asking for continuity of cite, then 

you DC wi1th the message below? 

To be clear, if the consult request is for CITC. and I cannot approv~ r- instructions, but the 

information on the chart meets our criteria for acceptance, then I ai~p i t. 

■ 

I have been discontinuing them under the thought process that - never instructed us to 

abandon our screening procedures/consult request template. 

F,o 
Se 

Thank you. 

·ordmn,g I have indu ed on ~me (ili5cotttinlled cons.u 15. .. 

Do you DC those consults or accept th em? 



,1er updated dir ectlion ta evalu te wi in eques 
for :tl11·U v1 yo c:om uni y car -~ 

-and -he-n I put • !i; oek m sa o «eJ:I consiult!. 

I 

~er_ rrnx un,der~t~ndl~g:_:_ ~~ ~ -1f:Of)linuily of ca I fof duonic pain 10!1~ appr e.s 
1 rnmecl 1ate1y post-operatwery.-■-

I nd up o c:f SOJssing: Wa t m or DrtVi t m b - us th qualifir f tha:t I c:an air, ad t!i!' I I 

and , ,11d it to OTC; ir thi v dor1't. t h " i rv I rormau ror me to l!r 1 -up rn peoric case 
- jscc.nl,riu -u . ti b l·evej. 



■ 

,ccmmt nl 

■ 



edur !,/ccmsu l 

■ 

t, 'le hn,g u 

lhav tf tmy m.@@ our ait riill_ 

• 

ConsuJts..m Q;Uiestlru1.oomm unity ca.re fnc..oa,m_m aoaa.emeot Jm: .cootinuicy~ 
of ca1r'l1f' irn ust be sct-ieduled i 11 the VA_ 

PI ease rec nent .,-our team 

I this 1COn'tlnues to cc.cur, ·t viflll be cc nsidered a fa ii u re ro follow di re ctions . 



-
orn,cal Director. Whole Health and Integrated Health S<>fVlce 
Central Texas VA Healthcare Sy51ern 

-



fr 

Ct.. 

I would! Ii h se ,matters. de! s.s pri to proc 55in an fu h cons • n re u@sts. 

H Uoall, 

llf thi s. is In orrecr, it woo Id bC' h lpfu1 to see ain I 1lmo wh~ to !!p m, s ape11 fo • 

agai U1ks ma t.er . • elks · u eli tood • 
• SIC!u5$i , I bef ' o . Ori in 

con 11.1sia,n . 

h p ul i~- cornment en 
C) !!)1"0 I !f'e 

Are we , ·n,: a - . ito no !tlt? r Jo/J • our t ilet ·u ·o uplrm ,e, o -~ ~se oo!J.ll B .' Ta mv 
~now eds,: ltfil~ ·was ,neri/er il!i$kedl of ill!ii. Ne we- b.etr,q · ia1 . hed. C'l!l 1ryway 1o1et1· if 



Importance: High 

- • I have oriented my team regarding "continuity of care" verbal I¥ tu_ , per your 

in it ur f oni s., on February 26, 2021, following your personal appea rarice in ll\' dini ic: an that date. I 

was promised that this will be done. 

Team, per_ , Please follow his continuity of care rules. - , instructions are for us not to 

approve continuity of care for pain in the community only under the conditions stated below, 

otherwise, cases are to be accepted by us for management in our pain clinics when they meet our 

consu ltation form acceptance criteria . 

_ , l hope the above-stated orders are acceptable to you. Please feel free to modify, comment, 

cance1l any of the stated in this email. This is how I understand your orders to be. If you see that our 

consu ltation template is not good enough for you, please change it to your desire and we shal l 

accept it. 

You have still not followed my instructions to orient your team to the 
requirem ent to schedule in VA pain clinic all patients who are being 
referred for community care for pain management for '\continuity of care 1

', 

un less they meet the criteria we discussed . 

If you do not orient them properly within one week I will have to take 
administrative action . 



Importance: High 

Team, 

Please note the email below in light of the following: 

I r- . cases may be referred to Community Care Pain under the following conditions: 

1-Service not available at t his VA 

2-Drive Time exceeding 60 minutes and the patient chooses Community Care. 

3-Wait Time exceeding 28 days and the patient chooses Community Care. 

4-Continuity of care only in case of a complicatiorls that were produced by the Community Care Pain 

Provider. 

5-Cases for Spinal Cord Stimulators or other devices are to be seen at this VA Pain Management 

Clinic before approval for referral to Community Care Pain Providers for the requested procedure. 

I shall inc:lud - ] on the emai l for comments or corrections. 

None of the above implies that we are abandoning our pain management consultation template at 

this time. But in the future, there will be a comprehensive pain management template that will 

include multiple pin management service lines, such as chiropractor, lnterventional, acupuncture, 

etc. 

Please let me know if you have questions. 

Consu lts requesting community care for pain management for "continuity 
of care" must be scheduled in the VA. 

We have discussed this before. 

Please reorient your team . 

If this continues to occur, it will be considered a failure to follow directions. 



-
Cllniul 01rcc1or, Whole ~lealth and lntcgrn1ed Health Sc/Vice 
C..,tral r exas VII Healthcar• System 

-



Reference 44 

From: 
To: 

C.c: 
Subject: 

Date: Friday, February 26, 202 1 1:44:42 PM 

I use the fo llowing wordings in accepting and discontinuing consu ltations: 

Receiving Consultations: 

Please schedule this patient in the Pain Mana ement Consultation Clinic following the updated 

uidelines for the Mission Act and the current COVID-19 schedulin modifications. Please inform 

the atient that the initial visit to this Pain dinic is a consultation ai:> ointment that may be 

carried out as a VA Video encounter. There will be no ~rocedure ~erformed durin the initial] 

consultation. If tlie atient is interestea in tlie Austin VA for consultation ana ~roceclures in 

Austin ou ma forward this consultation to the "Austin Sur Pain Management Clinic." 

-You may discontinue this consultation after failed outreach attem~ts and/or after reaching th~ 
a ro riate number of "Cancellations by Patient" or "No Shows" as per policy. 

Please note that the Pain Management Section is under direct orders from , our 

Service Chief, not to refer to Community Care Pain cases for continuity of care if the care is 

availlable at this VA. 

Per_, cases may be referred to Community Care Pain under the following cond it ions: 

1-Service not available at this VA 

2-Drive Time exceeding 60 minutes and the patient chooses Community Care. 

3-Wait Time exceeding 28 days and the patient chooses Community Care. 

4-Continuity of care only to manage complications that were produced by the Community Care 

Pain Provider. 

5-Cases for Spinal Cord Stimulato rrs or other devices are to be seen at this VA Pa in Management 

Clinic before approval for referral to Community Care Pain Providers for the requested 

procedure. 

Please indicate if the patient meets any of the above-stated criteria for community pain 

management referral and issue the proper DST in support of this referral. 

Also, note that the VA has all necessary medications for the management of the patient's pain, if 

such is indicated. 

If you have questions, you may call me at 43868. You may also drrect com pl a 11ts to our Service 

Chief,. , or to t he Ohi,ef of Staff . Pain Management is under 

orders and we do what we are ordered to do. 

+++++++++++++++++++++++++++++++++++++++++++++++++++++++ 

I could not locate the MRI L-Spine or C-Spine within the last two years in the CPRS where you 

have indicated that would be found . Please obtain an MRI L-Spine and C-Spine and then re-



consult after the official report is available for review. If the patient had prior surgery on his L

Spine, then obtain an MRI L-Spine with and without contrast. If you have any questions, please 

call me at 43868. 

If imaging were done in the community, please note that the MRI Images AND the official report 

of the MRI on Letterhead are essential for the processing of t his consultation. Both items must be 

reviewed before this consultation is accepted. 

Please note that the Pain Managemelilt Section is under direct orders from , OUli 

Service Chief, not to refer to Community Care Pain eases. for continuity of care if the care is 

availlable at this VA. 

Per_, cases may be referred to Community Care Pain under the following conditions: 

1-Serrvice not available at this VA 

2-Drive Time exceeding 60 minutes and the patient chooses Community Care. 

3-Wait Time exceeding 28 days and the patient chooses Community Care. 

4-Cont inuity of care only to manage complications that were produced by the Community Care 

Pain Provider. 

5-Cases for Spinal Cord Stimulators or other devices are to be seen at this VA Pain Management 

Clinic before approval for referral to Community Care Pain Providerrs for the requested 

procedure. 

Please indicate if the patient meets any of the above-statedl criteria for community pain 

management referral and issue the prroper DST in support of this referral. 

Also, note that the VA has aiJI necessary medications for the management of the patient's pain, if 

such is indicated. 

If you have questfons, you may call me at . You may also direct complaints to our Service 

Chief, . Pain Management is under 

orders and we do what we .are ordered to do. 

++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++ 



I 'l'lf.Ould 1r 

Than you, 

HII -

with tn.1 

m.dd do m rt, 



• c:ren :.i 

I would ir • I .1D - ci:al 

Than· you, 

HII -

p I • m k ow Lh Lil,us th gr w lh ·OL.1. 

From~ 
Se - --:J -:- , • 

To: 

m.dd do m rt, 



Se 

To: 
S1!ll - - - -• . 

Is t here any update on this? 

Hello! 

Is anything else required of me fo r the Un ion t o pn,ceed w ith t his grievance? 

Tha nk you, 

To 

Please accept this submission as a formal grievance under Article 43 of 
the Master Agreement between the AFGE and Department of Veterans 
Affairs. This wil l also constitute a formal grievance subm,ission pursuant 
to the agency's administrative grievance procedure, as set forth in VA 
Directive 5021 . 

On 3/19/2021 , 
directed the Chief of the Pa,in Management section. 
that the physicians within Pain Management section are requ ired to 
submit to-lists of veteran names whose charts contain certain 
clinical narratives and/or verbiage. Upon information and belief, -
has identified narratives and verbiage that Pain Management 



physicians, in their best clinical judgment, included as part of our 
processing1 and decision upon consultation requests for Paiin 
Management services from referring/requesting providers. - has 
indicated that these narratives and verbiage wil l be redacted from 
Veteran patient charts, thereby altering the permanent patient records of 
numerous veterans. 

lit appears that-directive focuses on entries that Pain 
Management phys1icians made within patient charts for purposes of 
Consult processing within CPRS, and which reflected the Specialty 
Team's (Pain Management1s) determination of disposition for the 
consult. 

For example: to "receive" or "discontinue" or "forvvard. 11 The wording in 
question was wording used by us in responding1 to Consult request 
submissions from referring/requesting providers who made known their 
intention for the veterans involved to have their consults forvvarded to 
Care in the Community (CITC); once entered, this wording is part of the 
permanent chart. 

Pain Management physicians also included references to the fact that 
the ri,eferring providers may direct the.ir qu·estions/ooncerns/compla'nts to 

the Director of Whole Health , and 
the Chief of Staff, as to the orders given to us by as to which 
consults we were not allowed to forv1ard to the CITC for further 
processing. 

The reason for the 1inclus~on of this wording is that-who is the 
admin1istrator of Whole Heal1th , and not part of the Speciality team 
processingi the consult requests, has inserted himself into the clinical 
decision-making of the Specialty Team (Pain Management experts, who 
met National and Facility-'level criteria for selection and credentia ling) 1 

and prohibited the physicians iaf the Pain Management section from 
forvvarding consultation requests, which appear reasonable, lawful, and 
likely due to the Veterans on to CITC for fuirther administrative 
processing. Gi,ven the direct limitations that-has placed ,on Pain 
Management to make community referrals when otherwise consistent 
with regulation , our physicians inclluded the above reference to ensure 



referriing physicians could discuss their concerns .. ith- (who was 
ulltimatel:y the declsionmaker on this issue). Our purpose, was to identify 

to identify practitioners for continuing care" 
under VHA Handbook 11907.01 . 

Specifically,-who was assigned an administrative role over the 
Pain Management section , 1inserted himself within the clinical decision
making of the Pa1in Management specialty team, and between the team 
and CITC (and iits role in processing); the ramification of this is thait. 
- has exercised Iuninformed clinical judgment in every one of these 
individual cases._,as made himself a party to the clinical 
identification of practitioners for continu,ing care in each of these cases. 
Per our most recent Employee/Union meet1irng with 
Fashina is aware and has allowed-decision-making over these 
consults requests and their processing by the Specialty Team. As such, 
both of their names were cited as available resources for the referring 
providers to escalate discussion ano allow for improved decision
making with the express purpose of the identification of practitioners for 
continuing care. 

It is our understanding1 that the agency is now retroactively altering 
patient medical/heallth records and removing entries that Pain 
Management physicians included as part of their best clinical judgment, 
and in a manner consistent with VHA Handbook 1907.01. 

This grievance seeks the fol lowing rel1ief: 

1. A forma l order and prohibition from CTVHCS thatl- or any 
other individual cease and desist from redacting and/or deleting 
Paiin Management entries from patient medical! records; 

2. A directive that and others refrain from redacting and/or 
deletiing Pain Management entries from patient medical records 1in 
the future; 

3. The appropriate corrective action be taken .. i1iic!ludi1ng action 
sufficient to protect against retaliat1ion by 

-gainst physicians within Pain Management; and 



4. That the costs and fees of this grievance be taxed against the 
agency. 

Please process this grievance and addross with the appropriate parties. 

Sincerely, 



r""'n: , .. 
S\11.1~1! 
f);i((:l 

US(" . N...,._,lll•--• 
~41¥. 0,-.,.,,,....,"'l< I. 1\Ul l , ~1 lltt 

From: MatNI, tmhy M 
Stnt: Tue<d•V. ApJI G. 2021 9:53 AM 
To: 
Suble<1:...,•n1S 10 red•ct lh span 

<flEDACff o,-

Qat"'"me/7one Resr m<ible Pttson fnte<ed By 

CPRS Rllf.A'>ED OROl'.R 02/09/21 09;24 

PR Pllllfl(D TO 02/rY.Jnl 09:24 
crx PlPMR~ 181G) 

RECtlVEO 02,1)9/21 JO 0 

Per rnv uoderstandlng. per- cont1nufty of c.are for chronic. pain 
oolY dppiles to lol-0w•up for a procedu,al compHc.llon 1ha1 b being 
trrared al that community Cknk or ii p(OCPdure we do riot do. 

Plea,e lollow 1hr updated &Utdellnes lo, the Mission /\ti and !he current 
COVI0-19 schedulng modifications. You may S(hedul8 this paUcr,1 ,n the 
P~!n M,mc1g~menl Comullctbtm Cl'OK. Plcc1~ inforn thl' p,1lit!nl that ti~ 

initl31 ._,sit lo thi.s Pal.n Clinlc Is a consultation af)pol'\lment and ,1 not 
an appointmenl for • procedure. If the pa1oenc is lnerested in lhe Austin 
VA for consult~tlon .and p,oc.dures itt /1.us,un you .,,,v r01'Mard 1h11 
.;onsultatic:>n to~ ",lwstm S'-'rg rt.tin Manageme-nl Oln,~ • 

-You JNV dl..:o,,uou• t/1,, consuh•llon after fa1ledo1,11,,ach •t1emprs 
and/or af1er reoc'1Int Ille ~pprooroatt oono~r of "'Ca'lCellalooru bv Patlenl· 
CH' "NO Shows-"' as 
peo pot...y 

#TELE# PEI\ PAQTICNT RCQUEst CONS>Jtr#S874;18 



Frum: 
ro: 
Subja1:: 
Date: 

<REDACTED> 

Fa ility 

Activity 

•;.;11b t u ltc'U,.1tl U1b pail 
Wcd,ie~,:iay, Doi:Qn-.b.,r 8, 2021 11':36:00 f11 I 

Date/Time/2one Responsible Person Entered By 

CPRS RELEASED ORDER 03/01/2114:SO 

MYONG PRINTED TO 03/01/21 14:50 

CTX-PTPMRS3 (BIG) 

RECEIVED 03/01/2115:05 

Please schedule this patient in the P _ 

following the updated guidelines for the Mission Act and the current 

COVID-19 schedu ling modifications. Please inform the patient that the 

initial visit to this Pain Clinic is a consultation appointment that may 

be carried out as a VA Video encounter. There w ill be no procedure 

performed during the init ial consultation. If the pa tient is interested in 

t he Austin VA for consultation and procedures in .Au5tin, you may forward 

this consultation to the "Austin Surg Pain Management Clinic." 

-You may discontinue this consultation after failed outreach attempts 

and/or after reach ing the appropriate 11umber of "Cancellations by PatientH 

or "No Shows" as per policy. 

Please note that the Pa in Management Section is under direct orders from 

r ~emvk • C:l il ':'f, not to refer to Curn111ur1 ily Cdre Pdi11 

cu,es tar· rontirm tv ot CJfe ii trie care is available ;,t this VA. 

PN-eases may be referred to Community Care Pain under the 

fcr'l lowing rondit,ions: 

1-Service not available at this VA 

2-Drive Time exceeding 60 minutes and the patient chooses Community Care. 

3-Wait Time exceeding 28 days and the patient chooses Community Care. 

4-Continuity of care on ly to manage complic-,tions that were produced by 

the Communit y Care Pa in Provider. 



S--C.,i1Ses ror Spin.ti Cord Stimulators «-ocher dcvk:u ;,;re to be seen •t 

this VA P.aln Management Cllnrt before approvaJ I« referr~I to COfl'lm\Jllity 

care 1►.a,n PrO'Jldefs for the requested oroce<ruro. 

Plfl.;tSI' ,nrtlc.atl' 1f 1hr, p,attl"nt me,at5 .inynf thP .abo1P-o;;tated crltPtl.i for 

communUy pam managt"'mflnt ref tr ml and issue- tte 1>r0pe."f OST m suppor1 of 
this referral. 

F2F PER PATIENT REQUEST CONSULTn5892462 

~••: TIM£ ZONE cs loc.!1 I' not indicated 

No local TIU results or Me<fKine results .av~.-.ible. for this consult 

fND 



hdily 
Ac;ltvil~ Date/Timeno"" R<>snon~le Ptnon En1 .. ed Bv 

CPRS Rlll'.ASED ORotR 02/0~/2117;19 

PIIINTID TQ 01/05/ll 17:19 
Cl X PTPMRSJ IBIG) 

l)l~COHTl~UED 02/08{2108:21 
Pf-r n,y undentand1ns· per- continuity of care fo,.. ct,,~tt pain 
only app1,es 10 follow up ror a pnxe<iural comp,,c.uon 1ha1 IS being 
uea1eo at that commuml)' CknlC or a procedure we dO not do. Please 
dtStuss th<, consul request d,rec,ly w11h- •nd OTC. 

I coold not locate the MRI C♦/L♦Spine within t'\e last two years.. Please 

obtain •n MRI C·/L·Solne •n<l tt,en rlK(lllwl! •Ile, the orr .. ,., 1ePo11 is 
av.ailabfe to, rev..ew. If 
tl1e pali('n( had p{IOr SlilRCfYOO h1' C /l•Spine, !hen obtain an MRI C-/L· 
Spin~ 
With ar.d without c:ontr-ut. uoJes,s contr.alndic.<lted. 

PRINTED TO 01/08/21 08·21 
CTX PTPMRS3 IBIG) 

f't'Jte: llME ZONE~ lt.N..at I' OUl IIKic~t~ 

No local nu result$ or Medicine results av,ilable for this consult 
w • • =- = -•ENO•- •-•--- -



From: 
ro: 
Subjed.: 
Date: 

W<11 b ll u ltc'<..!<1r. l ll1b pail 

W,d ,wsday, Doc_.:,rr,b(,r 8, 2021 l :!1:3, :00 f'i 1 

<REDACTED;,-

Facility 

Activity Date/Time/Zone Responsiblfl Person Entered By 

CPRS RELEASED ORDER 

RAJAR PRINTED TO 

CTX-PTPMRS3 (BIG) 

03/03/21 10:37 

03/03/2110:37 

RECEIVED 03/03/2112:29 

schedule thi5 patient in the Pain 

following the updated guidelines for the Mission Act and the current 

COVI D-19 sch ed u Ii ng modifications. Please info rm the patient that the 

initial visit to this Pain Clinic is a consultation appointment that may 

be carried out as a VA Video encounter. There wi ll be no procedure 

performed during the initial consultation . If the pat ient is interested in 

the Austin VA for consu ltation and procedures in Austin, you may forward 

this consultation to the "Austin Surg Pain Management Clinic ." 

-You may discontinue this consultation after failed outreach attempts 

and/or after reaching tne appropriate number of "Cancellations by Patient" 

or "No Shows" as per policy. 

Please no______i__hat th IP i Management Section is under direct orders from 

ur rv· Chief, not to refer to Community Care Pain 

cases for continuity of care if the care is avai lable al Ll 1i:, YA. 

Per-cases may be referred to Community Care Pain under the 

fQllowing conditions· 

1-Service not available at this VA 

2-Dnve Time exceeding 60 minutes and the patient chooses Community Care. 

3-Wait Time exceeding 28 days and the patient chooses Community Care. 

4-Continuity of care only to manage complic;itions that were produced by 

the Community Care Pain Provider. 

5-Cases for Spinal Cord Stimufators or other devices are to be seen at 



thi, VA P-..ln M•n~omcmt O~ic b•fore ~pprowl fc, reforr.al 10 Community 
c.,e P.iit1 P,cw;dL~ fur u~ u~quL~L-d p,roct-t.fu,e. 

Pleasemdicate if the p.ti<,nt meets any of the.,,.,-,., stated aitffia for 
comm1Jnity pain ~nagpml"-nt tPf~I :irtri io:-s,1" tt-P propiy OSTln ~uppnrt of 

this referral. 

n~ PER ~ .. TENT REQUEST CONSULT #S89SV9 



r""'n: , .. 
S\11.1~ 1! 
f);i((:l 

From: 

.......,,,1 • ..,, 
, .,, 1. :,C-t/l I r..»vl flt I 

sen I! TiJes<l•v. AprH 6, ZOU 9;52 AM 
To; 

Ficltily 
4c'tivit-. Date/Timellooo Re<c><>n,ibl• Penon Ent .. ed fly 

CPRS R(L(ASCO ORD(R 02/03/21 l!>·ZJ 

PRINTED TO 02/03/2115:2) 
CTX•PTPMRS3 l81G) 

ll£C£MO 07/Q.1/2I 09 2} 

P~r - p.a11ents1c<ommcnded ror •n scs need to be s-~n by U5; I 
suspect th.t ts what 1$ ~•ng mlended her by '"p.im modulatloo <Sevtce. • 

Plea,e follow 1he updated gu,d<-lln~ fo, the Mi»ion Act and the turrenl 
COV10 19 scheduUns modlftcat.,ns. You may schedule lhl• pcuc,11 10 the 
P.iin M ,m.ig~rnt."'1l Comulldhon O nk.. Pied~ tn,orm lltt! v,.ttt-nl lhdt ·.he 

ukllal ...t~t lo ttn Pain C111l!c is a consoll.ltlon appoiitment and 15 not 
an appo<ntment for a p·ocedure. If lhe pa1len1 is lnl .. esled in lhe Auslfn 
VA tor conwlt~tiori .ind p1oc.d1o1rcn; ln Aus.tin you mllf forwa1d 1h1s 
tonsuJtatioo to ths- "'Aus.01'1 Surg Pain M.l.ru1geme111 Oloit-"" 

You m.iv discontinue this consultatlM ifter failedout,ea:o, ~tPmpts 
and/or afler reacl1Ini. lhe ~pp,ooriate oom~r or 'C!ncellatooru bv P•llent· 
or •No ShOW'S""' as-

1>"' poltc.y 

ADDEO COMM[Nl 02)1)4/2110.27 
Ct-First all to Veterantunsuccesslul schedul,ngl. 
U-Unable to 5Chedule letter~• by mail to Vetel'iln. 
letto1 •KP I e; OU J 8/]_ 1 
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F,o
Sen 
To, 

Subject: RE: Report or contact 

-As a section chief, you are expected to take ownership of tasks assigned to you. This was assigned to 

you because 1t was a problem that you created. It rs clear that you are very intelligent and 

resourcefu l, and that you wi ll dedicate any necessary time to complete a task when you are 

motivated. Hence, I expected that you woulrl be able to find a way to complete the task. As I said, 

you have the option of submitting a LEAF request to HIMS. It m;iy be possible to pull the list 

automatically. 

- ~1!,o ~nilled consults for pain cli nic from 1/1/21 to 3/31/21. See below. This list is significantly 

l ·n£@ r th"' r1 the 171 that you pulled, even accountingforthe difference in time frame (2/2-3/23) . 

Please reconcile this with the ones you already found. 

I am extending the dead line to close of business on Wednesday 4/21/21. If there are any barriers to 

completing this, please let me know prior to the deadline. 

The decision stands that if you want me to consider granting additional administrative time, you will 

have to provide me an accounting of your time. 

CONSULT REQUESTS TO 
AUS WHS O TPT PAIN \iANAGEMENT 
TEM WHS OUTPT PAIN 1'IANAGE1[ENT 

JAN 01. 2021 to MAR 31. .::!021 
R<!poti Generato.!d On: APR l6 . .::!021 

Consult Requ.e~t~ 
To: 

Req Phy,,ician Req Senice Patient SSN Con Date Statu-; 

REDACTED - 13 PAGES OF \'ETERAN NAAlES,NliMBERS 



Subje<I: ~t Repon or con1~,1 

Importance: H,gh 

-
With •I due respe,;t 10 yo;, and 10-

1 I k.now~ n do th$. I st, bu\ ttie r.act II th.1t t MW request~d ~rn•Wr lkls from - n 
the very near oast and stie .retened me to Ule Surgical Servites.stating i.hat she djd not have 
1he tlme to <tQ w . Thb IS well <Jocumef\ted h emills Thc•efore, 1 te<Jue:s.trci the Hsi frOfT'I the 
S<Jrgocal Staff and the AIIISAs U~S1Md!l181ha1- S 100 busv 10 do lt'os Job, Untl 10 
date I received oo lists from the Sutiltal St.lff or lhe IIMSAs. 

2. Ir you really Intended 10 help me, '/<JU lOllkl 11.,. done :,o by e,tt,i><l11g the deddl111e, dl\d help 

me get the list. But V<)J did not. '°ou were not suppo-U•1e :n thlS o, other is.sues; just 

accttS.ltorv as vou, email e~resses. 

l. Regarding t.ll~ admin bm!, paease ~ rtai'Of13bte, I have no time to document an hour1y Hsi for 
you. I doc:ume<1ted a da1I•1I,st of <hares out /OAJ disregarded 11 •nd requested an hourly Ust. 



You give me too many chores to do, but no time to do it. Be reasonable, please give me the 

proper ad min time. I only have three hours every week, half of which I spend in meeting with 

you. This is not enough and is stressing me out. I have clinical duties that take precedence. 

4. Exactly 496 entries that you are giving me ir this email to review to review. If everyone takes 

7 minutes to review and document, that is L96 x 7 min= 3,472 minutes, or 58 hours. That is 

much more that the 40 hour work week. 

a. What exactly are you trying to achieve: pun ish me, harass me, set me up for failure, 

give me a nervous breakdown. have me discharged? 

b. Are you aware that your actions negatively impact our cl inical care and our Veterans. 

c. As a Service Chief you ought to support your employees and not break them down. You 

ought to be building teams and coa litions. 

d. 58 hours. from my sleep, from my weekends, from my evenings? Do you still need an 

hourly account of my work? Can't you figure it out? Check the multitude daily requests 

from you to me, with time limits, deadlines, and threats. Don't you think I need t ime to 

process these? Giving you a daily account of my weekly activities was not good enough 

for you . Now you want hourly, next yJu will1 ask me for a minute account. You are given 

ample admin time. I have only three hours not a minute more. 

5. How much I yearn fo r your support as my chief, but you never give me any support. All I get 

from you are confusing orders and threats of administrative actions. Such is well documented. 

6. You did not even change the deadline for submission. 

7. I am including~ n this email as he is already involved regarding the deadline. I am 

appealing for ts guidance 1n this matter as go up the cha in of command in this maner. 

I was alerted to the problem because of the comments on the community care consult for 
<REDACTED> 

As the section chief you are expected to be proactive and resourceful. 

You could have asked me for more direction. You could have sk d--or help. She was able to 



i,o11 thf'.' consult ti.$1. rn a rew minute:$, You could !\ave then pol a LW tictcl in for Htahh lnformabc 

10 hl'lp \'OU. 

I also told vou to s<Jbmrt vou, hou,ly workload so t,al I coold detem>ine whether add41ona1 
admimst.rahve t•me would be jusltf,ed. 

CONSULT IUIQUE51'S TO 
COMMUl<ITY CARE.PAIN 

JAN O I. ::011 to ~L.\R. J J. "?CP.1 
R.c.-po,r1Gaks-ar~d ~ Al>R 16. 1021 

CO!bSCIJJ Rcqunb 
f• OO~INVNJTY CA.Rt.•l'All'\ 



~om, 
Sent: Friday, April 1G, 2021 8:08 AM 

Importance: High 

-Today 1s the deadline that you have Ql\lien me to 
COMMUNITY CARE-PAIN that refer-l°i 
note the following: 

Please 

1. My colleagues and I did not include your I ame or name on any of 
the consultations that were for,,vardea to c-om unity care pafn. I have already 
pointed this out to you in the prior email. 

2. I could not obtain the list of Community Care Pain referrals because I have no 
access to do so. It also appears that the AMSAs who are addressed in this 
email have been busy and I have received' no list from them to verify. 

Unless you provide me with the list or the ability to obtain it, I shall not be able to 
review it to verify to you whether your names are or are not present. 

Since the deadl!ne is today, you have threatened me with administrati~u 
refuse to extend the deadline, my appeal uo the chain of command to-on 
04/1 4,2021, was never answered, I am now appealing up the chain of command to 
the Director, for his judgement in this matter. This is absurd, it is a 
setup for fa 1ilure. you want me to review a list that I have no 8ccess to and 
you are not giving me access to obtain. You are not extending the deadline, eager to 
sIIam me with administrative action. 

-Your urgent interference and action in this matter in needed, please. 



-

-n, nv qf h • • =-- mmuni y ir Pain 
an u1ta· .h . r m uni liV~ 

nel . h. I !be much ;1pp cdated, ~@a se rNd beaow 

eiMl"Jine for th ' roJ I cau-se tltoul i l"sl of 
on uh:at' , 1 • d~d d yo , l'ff rne .Ill'.' i n m ofi-
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Ya w h.l 10 ' 11d a hie Will/ l I !he:S co - ul , Th IITC • rf ,:tr u I 
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'to: 

,cc~ 
u ' 

-

To.: 
c~ 

r all t C:ommu ·t, C re Pam G mu1 , oo.s. ha . ere Jo 
1c star , ! 0 · 0 l. 0 n t1 up , _ l ei fld of M- rr , , 



It appears that there are additiona l consults that 11eed to be checked. 

You are rinstructed to com ile the consults for COMMUNil Y CARE-PAIN that 
refer to If there are any other consult orders that 
you receive, to w Ic you or t e othe~s may have responded to by 
including our names, please compi le these as well. 

Please submit th is to me by close of business on Friday, April 16, 2021. 

If these instructions are unclear, please let me know no later than 
4/12/21. If there are any barriers to completing t his task, please let me 
know prior to the deadl ine. 

The list you requested is attached. 

This email is a record of confirmat ion that we spoke on Friday 4/2/21 by 
telephone and clarified what the task assigned to you entailed. You werre 
never asked to redact the records . You were asked to identify the records 
that made reference to-and myself and give me this list . The 
deadline remains close ~on 4/9/21. 

From: 

Sent: Fridav, Apr-112. 202 1 3 :S PM 



I. w·u show .• ·- u ho to ,ope a chart t:o review ' he consul respo se, and 
d'et.ermin. w - er · - mee • 'the c • --ri - outlin,ed bQlow. 

e wm meet at noon cm 4/5/21- Y ill send you ,a calendar 1nv1 te. l"h1i .· will 
be a1n oppo • ,1.mity to a1ns'We clinV add i□ on I q uestio, -s you may have. 

Th d e,a dli n stand _. 

I am wnable to do I is clear .:al a;sk ilhat you have 1reqiu,es,ted. 1meca rse I do I m 
know • o,w • nd beeaus,e I ,do. not have • l\e lime H> do it 

If ya1.1 wam me 'Ito comple:te til'il is task then please teach ime ho • to do, it 1 and 
all,o.w me adeq~ate time to eorimplete t. 



I-
Fr • 
S@ 

To: 

Importance: High 

The request was for you to identify and compTl e the records in which you 
and the other providers made reference to 1171 

the disposition of the consults. Instead, you gave me a ist o 171 consullts 
submitted between 2/2/21 and 3/23/21, most of which did not meet the 
criteria I asked for, and you did not meet the deadline. I am extending the 
deadline because I want to make sure that you understand my 
in stru cti on s. 

You wil l have until close of business on Friday, 4/9/21, to submit the 
requested list c,onsi,stirn ONLY of those records in which you made 
reference to rn the disposition of the consults. 
Failure to meet th is deadline will be considered a fai lure to fol low 
supervisory instructions. 

As for your request for more administrative time, I have already told you 
that I needl an accounting of your time to justify any additional 
admin~strative time. The duties that you are tasked with are the minimum 
requ irements for a clinical supervisor, including certifying time cards and 
authorizing leave requests, which you had not been doing until now . You 
have been given the standard allotment of time for this purpose. You 
currently have 8 hours of administrative time each week, and an additional 
3 hours once monthly. Judging by the schedu led appointments for your 
clinics, including face-to-face, VVC, and procedures, you see between 
three and seven patients daily. 

Please provide an hour-by-hour accounting of each day of the week you 
spend doing VA work so that I can have a better idea of how you are using 
your time. This will help me understand what you may li1eed in order to 
improve efficiency. You have until close of business on Friday 4/9/21, to 
submit this . 



Importance: High 

I hope you find the fo llowing satisfactory: 

The fact is that you have been overwhelm ing me with many demands and 
issues but giving me no proper time to accomplish these tasks. I have 
requested morn Admin Time on multiple occasions but that was totally 
ignored by you. Please see the attached emai l to you as be ing the latest of 
multiple verbal and written requests for adequate administra t ive time so I 
may properly fu lfill my duties. 

I have fu ll clin ica l duties. I come 30 - 60 minutes early every day and I 
leave late un less, rarely, I have an appo intment to go to. On 03/26/2021, 
I wrote to you the attached email at 5 :47 PM. Although my Tour-of-Duty 
ends at 04:00 PM, on 03/26/2021, [ left my cl inic at 06 :00 PM, working on 
the clinical and administrative issues -hat I listed in the attached email. 

After leaving th is Medica l! Center, I went shopping at After that 
I had a motor vehicle accident at 07: 30 PM. The accident was my fau lt. 
The truth is that I was thinking of you when I was shopping at 
and thinking of you when I had the accident. [ feel! overwhelmed with the 
punitive clerical work that you have assigned to me without allowing me 
the proper t ime to complete. You are stressing me out with a multitude of 
demands, most of which are clerical and obviously setting me up for fai lure 
and discharge. 

You could have easilly assigned this search to a clerk who would be much 
more efficient at find ing these medical records, because they have the 
keys, the knowhow and the access to do so. But you did not. 

I may not agree with you on redacting the receivi ng stat,ements on these 
consultat ions. I gave you the r,eason why. Despite that I went along with 
you and sent to you all the records that you requ ired . I am unable to 
redact these notes. I sent t hem to you so you may redact the ones that 
you wish to redact. 

I am respectfully requesting that you cease and desist from harassing me 
with th reats and overwhelming me with clerical duties without giving mie 
the proper time to complete them. I am requesting that you halt the 
hostile work env ironment that you have created for me and my pa in 
management section. How are we supposed to work and serve our 
Veterans under such conditions. 



On 3/19/2021 you were instructed to identify all records in which you and the 

other pain specialists nam~d -or the purpose of justifying 

the disposition of the consults or for justifying treatment plans. You were 
given one week from receipt of the email to compile these records and 
deliver them to me. 

On 3/23/2021 at 4:07 PM you had received a list of all a - pted . 
scheduled, and completed consultations since 2/1/2021 fromiiiilll 
-in response to your request, which you submitted to me 
3/29 2021. You also explained that you were unable to submit this list by 
the deadline because you were involved in a car accident 3/26/2021. 

I reviewed of a sampling these records. A significant number of them did 
meet the requested criteria. 

Please provide a report of contact by close of business 4/2/2021 on the 
following : 

1. What t imeframe you were involved in the car accident 3/26/2021. 
2. The reaison you forwarded the complete list ieoliltaining all accepted, 

schedu led, and completed consultations since 2/1/2021, rather than 
compi ling the list meeting the criteria I requested. 

Health and lntegr:ated Health ~erv1ce 

Central Texas VA Healthcare System 



Reference 46

-
This ls an example of l"" one veteran whose c.,re has~ affected by the consult template rh.lt 
- • ,n his admlnlstrall,e role ewer Who!<> I leallh, has~ allow<>d to onacl with efferu on 

1. S&vices, and ease of prOCUie1nenl of service$, availabte to the vetefan 

2 Olnlul avallabil,ty and func:uon of the Pain Management sec:t,on 

On the basis of- template. we have been illStnitted to disrontinue the consult request if any 
answers are ·no· to the template; as such. thls veteran's consult request has 1-1 dlsconhnued: 

- -
.f:lsl 7. Veteran has be(>n Informed 1ha1 1hcy rnu,t mkr 
Introduction to 'MlOle Health before lhey will be scheduft>d. Please place 
consult for lnlro to Whole Health if palieOL has not yet a,mpleted this 
cl.ass This. 1-s ln1cnded 10 opUmize r{'~pc>n~ to trea1m~nt patiC"nts 

achceve th!> best resulu from ~11ion@l•d@hV!!red c:ire whPn inev also 
learn and p,actice self-management approaches. 



t . U, I a er- recently ch edl eoruutt _ race 1 n 
ln•dllJ .tilon lillt roo an I rrtiro ~ ~ Health l.t.55 order for. 

--



lle11 -

-- V@tflr.m Hi cted 

llllllllllll/llllfll/1/lllllllll/lllll 

HE!r i: a v,etera.n U1.al. be • I ca • 'el J tml er- recently cha ~ ed comult lfOC.!5..sl 

In tructJo I I 1n1,ieif I'll • d ent@rl!d an In m to . le Hea th l'a ord r for. 

Lhadn eveyy_en,seen_th s ;pat ent. 

--
llllll/1/illllllllllllll/llllllllllll/ 

~.t r i a l rn ,h.11, _ ~ I GHIi ·1, I h t pel'i- ~ay _ _ l!lged ic.ansuh: a;,u,gces.sln . 
lnstrncUon1 ii I my f h:ave Lust anta- d n Intro r:o WI-ol~ He- th .1s.s ord r for_ 

Th : ·e ~1'!1 IJ alre dy tabll hed wTti 
me. 

mmunity c. re m doctor nd u 'llfle r drl 

. n tell,, !P r - recently amSl!lllt praceu ng instruction5 , th 'ti kra n ~quired In r Lo 
ha E!' 114: I , al.so. 

--
llllllllllllllllll/lllllllllllllllllf/ 



From: 
To: 
Subje(t: 

Date: Monday, October 4, 202 1 4:28:lln PM 

H U -

Here i~ clear written evidence that other staff at this facility are being instructed as per- ] 
recently changed consult processing instructions: 

This veteran is already established with a community care pain doctor. IBest I can tel11, per■ 
I- eo!flsult processing instructions, CITC personnel has been instructed that the veteran 

requires Intro to Whole Health Class prior to obtaining (here, continuing, in this case) thei r pain 

management t reatment. 

*** Pl ease scrol l al l the way down, see highlighted portions*** 

///////////////////////////////////////////////////////////////////////////////////////////////////////////// 

Current PC Provider: I 
Current PC Team: 5 *WH* 

Current Pat. Status: Outpatient 

UCID: 

Primary !Eligib ility: .SERVIC E CON NECTED 50)10 to 100%(VERI FIED) 

Patient Type: SC VETERAN 

OEF/OIF: NO 

Service Connection/Rated Disab il ities 

SC Percent : 100% 

Rated Disabilities: TRAUMATIC BRAI N DISEASE (70%) 

SL EEP APNEA SYNDROMES (50%) 

MIGRAI NE HEADACHES (50%) 

HEMORR HOIDS (20%) 

HIATAL HERNIA (10%) 

ALLERG IC OR VASOMOTOR RHI NITIS (10%) 

LIMITED FLEXION OF KN EE (10%) 

SUPERFIC IAL SCARS (10%) 

FACIAL SCARS (10%) 

LABYRI NTHITIS (10%) 



LIMITED EXTENSION OF KNEE (0%) 

SINUSITIS,MAXILLARY,CHRONIC (0%) 

SCARS (0%) 

VENTRAL HERNIA (0%) 

DEFORMITY OF THE PENIS (0%) 

Order Information 

To Service: COMMUNITY CARE-PAIN 

From Service: TEM PACT GOLD PHYS 

Requesting Provider : 

Service is to be n- r .don an OUTPATIENT basis 

Place: Consu ltant's choice 

Urgency: Routine 

Clinically Ind. Date: May 12, 2021 

DST ID: 

Orderable Item: COMMUNITY CARE-PAIN 

Consult: Consult Request 

Provisional Diagnosis: Cervicalgia(ICD-10-CM M54.2) 

Reason For Request: 

INTERVENTIONAL PAIN MANAGEMENT CONSULTATION GUIDELINES: 

This consultation request is for lnterventional Pain 

Management Procedures. 

1. Reason for Request: Where is the primary location of the patient's 

worst pain for the consultant to address? 

Back Pain Yes 

- Neck Pain Yes 

- Other No (please specify) : 

2. Controlled Substances: 

- Does the patient understand that the lnterventional Pain Clinic 

offers procedures for the management of chronic pain and does 

not prescribe chronic controlled substances in the management 

of chron ic pain? Yes 

3. lnterventional Pain Management Procedures: 

- Does the patient desire to receive interventional pain management 

injections for the management of Chronic Pain? Yes 

4. Imaging: 

- The patient needs to have advanced imaging of the area involved 

within 

the lasttwo years . MRI is usually the preferred advanced imaging 

for the spine. 

If MRI is contraindicated then obtain CT scan of the involved area. 



If
the patient had prior surgery to the spine then please request MRI
with
and without contrast if the renal function allows it. The official
imaging report must be reviewed by pain management before the
consultation can be accepted. Please specify where the official
imaging
report is found:
(Choice of only one is accepted; may not choose more than one)
   VISTA Imaging
 
5.  Blood Thinners:
- Is the patient receiving any blood thinners such as Coumadin,
         aspirin, clopidogrel, TSOACs (apixaban, dabigatran, or
rivaroxaban)
         etc. No
- If the patient is on blood thinners, can the patient discontinue
that
medication for about 7 days WITHOUT ANY BRIDGING medication and
without
significant risk of developing stroke, cardiovascular insult, or
any
other problem for which the patient is receiving that medication to
prevent. Not applicable
 
6.  Laboratory investigations:
- Is the patient Diabetic?  No
- If YES, then the HGB A1C within the last three months of the date
of
the consultation needs to be less than 8.
- Please indicate the VALUE and the DATE of the last HGB A1C:
 
Collection DT     Specimen   Test Name          Result    Units       Ref
Range
10/22/2020 13:50  BLOOD      GLYCOHEMOGLOBIN       5.7    %          4.8
- 6.0
 
7.  The Interventional Pain Management Clinic requires responses to the
    following questions regarding various modalities that may have been
    used in the management of pain in this patient's pain:
a) Has the patient tried Physical Therapy or exercise within the last
year? Yes
b) Has the patient tried Acetaminophen and/or NSAIDs within the last
year? Yes
c) Has the patient tried Gabapentin and /or Duloxetine if



neuropathic pain was suspected? 

Yes 

d) Has the patient tried t he TENS Unit be tried within the last year? 

Yes 

e) Has the patient tried Cognitive Behavioral Therapy (CBT) or Pain 

Psychology with in the last year? 

Yes 

8. Comments: 

****************************NOTES**************************************** 

ALL FIELDS MUST BE FILLED OUT for the consultation to go through, just 

like the MRl template . The consultation will not go through if one field 

is not answered. 

************************************************************************* 

Inter-facility Information 

This is not an inter-facility consult request. 

Status: 

Last Action: 

Facil ity 

Activity 

ACTIVE 

RECEIVED 

Date/Time/Zone Responsible Person Entered By 

CPRS RELEASED ORDER 04/12/2112:57 
PRINTED TO 04/12/2112:57 

CTX-P1PMRS3 {BIG) 

ADDED COMMENT 04/12/21 15:03 
Per Veteran, awaiting approval for auth cont of CAr 

community care provider. Veteran does not wish to be seen by VA Pain 

Clin ic, he wants to continue care with established provider, awaiting 

approval to schedule procedure. 

ADDED COMMENT 04/12/2115:05 

- please enter referral for the Intro to Whole Health Se-rvlc~ 
this is mandated for Veterans who desire pain mgmt. 

RECEIVED 04/13/2114:55 
Please schedule this patient in the I ion le 
before they will be scheduled in the Pain Management Consultation Clinic. 



The goal of this class is to provide an orientation to holistic care that 

is personalized, proactlve, and patient-driven, and to emphasize the 

importance of self-management to achieving optimal treatment outcomes. 

Please inform the patient that the initial visit to this Pain Clinic is a 

consultation appointment that may be carried out as a VA Video encounter. 

There will be no procedure performed during the initial consultation. If 

the patient is interested in the Austin VA for consultation and procedures 

in Austin, you may forward th is consultat ion to the "Austin WHS Pain 

Management Clinic. 

-You may discontinue this consultation after failed outreach attempts 

and/or after reaching t he appropriate number of "Cancellat ions by Patient" 

or "No Shows" as per policy. 

-PLEASE CONTACT ME BY EMAIL OR CALL ME AT- IF YOU HAVE ANY QUESTIONS 

OR CONCERNS REGARDING THE PROCESS! NG OF THIS CONSULTATION. 

ADDED COMMENT 04/14/2111:09 

DST-DSTID:403839c5-58e9-4dcd-8e32-0516a4105316 

CSC-Consu lt stop code: 420 

(SN-Clinical Service: PAIN CLINIC 

CST-Consult service type: SPECIALTY CARE 

DSW-DST Workflow: NEW PT 

CCE-CC Eligibility Status: NO ELIG IBILITY FOUND 

#COi# WAIT TIME cm:05/12/21 

FORWARDED FROM 04/14/2111:09 

TEM WHS OUTPT PAIN MANAGEMENT 

RECEIVED 04/14/2113:36 

SEOC - VHA Office of Community Care----- --

VHA Office of Community Care - Standardized Episode of Care 

Pain Management Comprehensive 

CAT-SEOC CoC: PAIN MANAGEMENT 

SEOC ID: MSC PAIN MANAGEMENT COMPREHENSIVE 1.2.6 PRCT 

Description: This authorization covers services associated with the 

specialty(s) identified for this episode of care, including all medical 

care listed below relevant to the referred care specified on the consult 

order. Medication Management including any opioid therapy should be 

consistent with VA/DOD clinical practice guidelines. This episode of care 

does not include intrathecal drug delivery (IDD) or neuromodulation device 



care.  Separate approval is required for IDD or neuromodulation device
initiation and care.
Duration: 180 days
 
Procedural Overview:
1.   Initial outpatient evaluation and treatment for the referred
condition indicated on the consult order, including any restrictions for
or against treatment options
2.   Diagnostic imaging relevant to the referred condition on the consult
order
3.   Diagnostic studies relevant to the referred condition on the consult
order including but not limited to: EMG/NCV
4.   Labs including necessary drug screens and pathology relevant to the
referred condition on the consult order
5.   Injections including but not limited to: Medial branch blocks,
epidural injections, facet injections, trigger point injections, genicular
injections, joint injections
6.   Procedures including but not limited to: radiofrequency ablation,
vertebroplasty and spinal decompression
7.    Anesthesia consultation related to a procedure
8.   Pre-operative medical and cardiac clearance as indicated, to include
H+P/labs, EKG, CXR, echo
9.   Inpatient or observation admission for procedure, if indicated.
** Notify the referring VA of admission status to initiate and facilitate
care coordination and discharge planning.
10. Inpatient admission or observation status for complications from the
procedure
** Notify the referring VA of admission status to initiate and facilitate
care coordination and discharge planning.
11. Follow-up visits for this episode of care
12. Physical Therapy: as indicated up to 15 visits as related to the
referred condition on the consult order; Notify VA to request additional
visits with supporting medical documentation
13.  Occupational Therapy: as indicated up to 15 visits as related to the
referred condition on the consult order; Notify VA to request additional
visits with supporting medical documentation
 
*Please visit the VHA Storefront
www.va.gov/COMMUNITYCARE/providers/index.asp for additional resources and
requirements pertaining to the following
* Pharmacy prescribing requirements
* Durable Medical Equipment (DME), Prosthetics, and Orthotics prescribing
requirements
* Precertification (PRCT) process requirements
* Request for Services (RFS) requirements



* DME, prosthetics and orthotics will be reviewed by the VA for provision.

SEO-------------------------------------------------

SEV-Community Care Eligibility: Wait Time
CVA-Accept new consult, received during COVID-19 Pandemic

Scheduling prioritized during COVID-19 Pandemic
CV1-COVID-19 Priority 1
  Schedule appointment despite COVID-19 restrictions
As an alternative to a face-to-face appointment:
  TEL-Telephone Appointment may be offered to the Veteran
  THL-Telehealth Appointment may be offered to the Veteran
CAP-Community Care Approved, Program:
  Authorized/Pre-authorized Referral - 1703
ME-May discontinue if Veteran cancels/no-shows twice or fails to respond
to mandated scheduling effort.
CCH-Community Care Appt Scheduling to be handled by: Community provider
schedules directly with Veteran
Admin Screening for Care Coordination
SCD-Screening Code: 005-77-TC-A-85
  CAN Score: 85
Admin Screening=Moderate
Clinical Screening for Care Coordination
TCD-Clinical Triage Code: 040-77-TC-A
  Significant Comorbidities: no   Significant Psychosocial Issues: no   ADL
Support Needed: no

Clinical Triage Care Coordination: Moderate
Clinical Triage: Complete

After the appointment has been scheduled, the integrated team should
proceed to coordinate are based on the Veteran's needs.
Moderate care coordination may include:
-assistance with navigation
-scheduling
-post-appointment follow-up
-monitoring and coordination of preventative services

Recommended frequency of contact: monthly to quarterly

ICR-Initiate Community Care Referral
Community Care Coordinator:



Community Care Contact Number:

Note: TIME ZONE is local if not indicated

No local TIU results or Medicine results available for this consult
==================================== END =====================================
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//////////II//I///I//I/II///I//I//I/IIII/I//I//II/III/I//I///I/ 

<EXCERPT> 

Veteran only wants pain mana,Jement and acupuncture care at this time. 

As written this consult only pertains to scheduling an appoint:m.ent with a 
Who:,le Health Coach. 

Intro to Whole Health is NOT a prerequisite for chiropractic care and/or 
~•ain management and/ or acupuncture therapeutic treatment. 

Whole Health Coaches cannot evaluate and/or medically clear patients or 
submit consults f or chiropractic care and/or pain management and/or 
acupuncture therapeutic treatment. 

/llll///ll/l//l!/////l!/l///l/l!///I/II//I////////////I//////// 

<FULIL> 

Current PC Provider: 
Current PC Team: 
Current Pat . Status: 
UCID: 
Primary Eligibility: 
Patient Type: 
OEF/OIF: 

SC VETERAN 
NO 

NEC'TED 50% t o 100%(VERIFIED) 

Service C,:,nne,::ti,:,n /Rated Disabilities 
SC Percent: 70% 
Rated Di s.abi 1 it i es : L TJMBOSACRAL OFl CERVI CAL STRAIN ( ~ Q % ) 

LTJMBOSACRAL OFl CERVICAL STRAIN ( :2 0%) 
TI NNITUS ( HIS;;) 

Order Information 
To Service: 
From Service: 
Requesting Provider: 
Service is to be ~ ~,,-. 
Place: 
Urgency: 
Clinically Ind. Date: 
DST ID: 
Orderable Item: 
Consult: 
Provisional Di agnos is: 
Rea:xin For Request: 

LIMITED MOTION OF ANKLE (10%-) 
PARALYSIS OF SCIATIC NERVE (10%) 
PARALYSIS OF SCIATIC NERVE (10%) 
IMPAI RED HEARING (10% ) 
LIMITED MOTION OF ANI-~LE (10%) 
SEPTUM, NASAL, DEVIATION OF (0%) 
LARYNGITIS,CHRONIC (0%) 

TEM WHS OUTPT TO WHOLE HEALTH 

basis 

TEM WHS OUTPT I NTRO TO WHOLE HEALTH 
Consult Request 
Illness, unspecified(ICD-10-CM R69.) 

**If you are requesting consult t o the Whole Heal th Integr a ted Pain 
Management program f or your patient to receive Acupuncture, Chirop:i:actic 
or Pain Management clinic services, in addition to t his I ntro to Whole 
Health ,:;on;:;ult y,:,u rnu.5 t al::: o complete t he wh,:,le health i ntegrated pain 
manage ,::on:::ult specific f or the one service you are requestin9. If the 
Veteran has a l ready attended Intro t o Whole Health, exit out of this 
,::onsult and proceed as indi ,:;at'c'd. ** 



F~ASON FOR REQUEST 

Acupuncture 

All patient5 involved in Whale Heal th Bhould attend a one hour 
I ntroduction to Whole H'='altb Class (Orientation) and a minimum of one WH 
Coaching se::.sion. Intr-:,duction t,:, WH i::. offered in multiple modalitie.:J to 
accornrn,::,date pat ient ne,::,ds. 

I5 this a STAT consult? 

Inter-facility Information 
This is not an inter-facility consult request. 

Status: 
Last Action: 
Significant Findings: 

Facility 
Activity 

CANCELLED 
CANC'.'ELLED 
Unknown 

Date/Time/ Zeme 

0l/10n2 11: 53 

01/10/22 12:47 

Responsible Person Entered By 

iJl only pertains to scheduling an appc,intment with a 
Whole Health Coach. 

Intro to Whole Health is NOT a prerequisite for chiropractic care and/or 
pa.in management and/or acupuncture therapeutic treatment. 

Whole Health Coaches cannot evaluate and/or medically clear patients or 
submit consults for chiropractic car and/or pain ma.na.9ement and/or 
acupuncture therapeutic treatment. 

01/10/22 12:47 

Statu5: NO ELIGIBILITY FOUND 

CVA- Accept new consult, received during COVID-19 Pandemic 
ME - May discontinue if Veteran fails to respond to mandated scheduling 
'='f'fort. 
CTJR- CTB User Role: Scheduler 

0111on2 12:49 

y Status: NO ELIGIB:LITY FOUND 

Cl - First cal to Veteran: Left voicemail 
Ll - Unable to schedule letter sent by mail to Veteran. 
CTJR-CTB User Hole: Scheduler 

0111on2 u: 06 

t,:, paEticipat':c' in the Intro to Whol e Heal th coaching 
orientdtion session(s) at this time.. 

Veteran only wants pain mana.9ement and acupuncture care at this time. 

As written this consult oaj_y pertains to scheduling an ap_pointment with a 
Whole Health Coach. 

Intro to Whole Health is NOT a prerequisite for chiropractic care and/or 
pain management and/or acupuncture therapeutic treatment. 

Whole Health Coaches cannot evaluate and/or medically clear patients or 
submit consults for chiropractic car and/or pain mana.9ement and/or 
acupuncture therapeutic treatment. 

Note: T=ME ZONE is local if not indicated 

Significant Findin9s: Unknown 



---
No local TIU results or Medicine results available for this consult
=============================================================================
===
==================================== END
=====================================
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Team, 

-~ 1~11 11JJI 10'.iil-.iJ AM 
.. 1> 

The follow,ng Is a darificaUon of a prior emall lhal I have sent lo you: 

1. Regarding the Pain Management SerYlce Agreement· did not 
~e It yet. but he agrees in principal with the agreemen proposa , and■ 
- 1s still worl(ing on finalizing lhe dOC1.ment. 

2. Regarding the poHcy on Community care· This is no1 "Whole Health Service 
Recommendation,· but ts the CTX policy based on Community care el191bility. 

3 Regarding the current pain maoagemcnl consu1taUon ordering tcmplat·c• 
Please accept patients who were approved for community care "regardless of 
the current ordering template.• Because these patients were approved for 
community care al some point, 1.e. met some kind of guidelines, as lax as they 
may have been 

Please call me If you have any quesllons at- . 

[ have lnduded- on this ematl for commen~ approval modification, or dem@.( 
of any of the ab ed comments 
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From: 
To: 
Cc 
Subject: I. 

Date: Monday, February 8, 202111:44:00 AM 

lello 

Thank you so much for addressing these concerns with us. 

On the topic of practicing under a scope administratively, it need not be the 

focus. 

Suffice it to say that we have scopes of practice that reflect our experience, 

expertise, practice foci, and reasons for hire and described duties. 

1. I do not prescribe opioids for chronic pain. 

• It is neither a part of my practice nor was this described to me at time of 

hiring. 

• I do not believe I have prescribed an opioid for chronic pain in my 

outpatient practice for, at this point, probably >7 years. 

• In fact, at the time of my hiring, it was described to me that we are an 

interventionally-focused pain clinic. We can prescribe other things such as 

PT and non-opioid medications for pain when we see f it, although we do 

not prescribe opioids. 

• I was advised prior to joining t hat referring providers may ask our opinions 

or for recommendations, although it is primary care who manages 

opioids. 

,. At CTVHCS, again prior to my jo ining, I was also advised that we have Pain 

Management pharmacists who are employed in consu ltation, who can 

help the PCPs and offe r advice/recommendations on opioid 

adjustment/tapering, etc. as the PCP desires . 

2. I did not join on to treat any brand of Opioid Dependence or OUD. 

• This was never a part of my job description in any fashion, and I do not 

agree to it. 

• I di,d not join on to function as an Opioid taper doctor either; again, if an 



individual1 s opioid medication is to be tapered off, then implicit in this 

decision is that chronic opioids are viewed as not indicated for that 

individual1 s chronic pain. 

• Of note, Op ioid and Benzo tapers falls to Mental Health and Primary Care 

per GAO document sent previously. 

3. I find it grossly inappropriate and unethical for us to be forced to take the 

X-Waive r by- ; I said this during a Pain Oversight Committee 

meeting and I repeat it now. I want to make clear the conduct that has 

come along with this by- to cause me to say this: 

Please note how this coerc ion is being used here: 

(1} Coerce us to take these classes and get the X-waiver 

(2) Enforce t hat coercion by changing our OPPE and Performance 

Pay against our will 

(3} Assure compliance by assuring our evaluations are made to 

count any complaints against us, not just validated ones, _ 

actively soliciti ng complaints, and furthe r, scheduling patients for 

us that are highly likely to complain based on t he management 

hat- is forcing others to do fo r him 

(4} With our careers in jeopardy because of, these solicited 

complaints, Letters of Counsel ling based on critical fact s being 

omitted, and reprimands if we do not comply with the coercion, 

we w ill have no choice but to: 

(1} Practice outside of both our Reasons f,or hire / Agreed 

upofil job duties and our Scope of Practice/ Area of Expertise. 

(2} Wa it until we are Constructively Dismissed or be 

(3} Terminated outright. 

4. Please note hat- coercion in cl inical decision-ma king is apparent 

on different fronts, but by now has become more obvious to others as 

well, I believe, in how we are being forced to address Pain Management 

consult requests - please discuss with - as to what they see 

happening - and t his is affecting patient care in real time: 



• There are 3 of us interventional pain physicians. 

• We run an intervent ional pain clinic. 

• - has completely disregarded the fact that it is not within his 

purview to change our job duties. 

• In consult processing1 veterans are having their care blocked with
using his time in reviewi ng consults that are declined with the intention of 

having patients who require op ioids scheduled with us instead of their 

established pain doctors. 

• This serves to destabilize the pa in care of these patients. 

• In the meantime, every patient for opioid management that is being 

scheduled with us is a patient not on opioids and for intervention who is 

not being scheduled with us for the tasks we actually perform. 

• As there are only 3 of us interventional pain doctors, these patients who 

are not on opioids end up being sent to the community anyway due to 

wait times. 

• - decisions designed to force us to take over opioid management 

therefore has the following end effects: (1) Veteran stable on their opioid 

regimens with outside care providers are getting their care destabilized 

(2) Veterans who are not on opioids are being sent to the Community 

anyway, and will likely get started on opio ids (3) If these changes to 

Community Care Pain requests are being sold as ways to get costs down 

and stabilize care1 it is very likely to do the opposite . 

• In essence1 wi h- decision-making, the veterans are actually at 

greater risk, and on top of that, we are at even greater risk of being 

constructively dismissed or terminated a - has found a way to 

generate even more complaints against us. 

Sincerely, 
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Importance: High 

Dear Colleagues, 

I met wm1 - today and last Wednesday, 0 1/27/2021. We discussed the status 
and plans for the Pain Management Clin ics in Temp le and Austin. Please note the 
fo llowing: 

1. Pain management at the CTVHCS is moving towards treating patients with 
medications (opioids) besides the interventional pain management procedures 
that we usually do. Surely, opioids will be prescribed only if indicated. Once we 
determine that the patient 'is stable enough , we m-disc'harge the patient to the 
care of the PCP with a set of recommendations. is working to streaml ine 
this process with Pain Management Pharmacy and with Primary Care in a 
comprehensive pain service agreement. 

2. In this regard we need to ,individualize our treatment plan for every patient. For 
example, a patient whose chronic pain has been stable on a safe dose of 
chronic opioids, may remain on such if he wishes as long as he meets all the 
other criteria of POMP and UDS. We may also treat the occasional patient who 
suffers of both , chronic pain and OUD . This willl be a team approach and 
members of the PMT and MH/SATP wi ll be ava,ilable to help with psychosocial 
support besides MAT that we may have to ,initiate or maintain. Again, the plan 
here is to refer the patient back to the PCP once he is siab'il ized in regards to 
his pain and OUD. 

3. For this purpose _ I enoot.J~ to take the MOUD Classes. Please 
register by speaking with _ _ X-Waiver Training Registration form 
(va .gov) 

4. Regarding CITC and community care referral, - does not want patients to 
be sent to the commun ity pain clinics ior medicatio11s that we are able to offer at 
the CTVHCS. So please accept the cases to be seen at our pain clinics. -
is currently trying to work out a plan with pain management pharmacy, so they 
may assist with these usual ly time consuming cases that require a lot of work 
and attention. In my opinion , patients who are interested in med ications alone 
without intervent,ional pain procedures, their consultation ought to be referred 
directly to "pain management pharmacy" for basic workup such as POMP. and 
UDS and then sent to us for a determination regarding opioid therapy. I am 
add i1ng1- to thi,s email for his opinion . Much of the work is sti ll in progress 
at this time. 

5. In accordance \'ilffi - recommendation . patients may be referred to the 
commun ity pain dh1~ r the following conditions: 

a. Drive Time exceeds the recommended 60 min, and the patient chooses 
commun ity. 

b. Wait Time exceeds the recommended 28 days, and the patient chooses 



commun ity. 
c. A pain management procedure that we do not have available at our cl inic. 
d. Patients who were seen at a commun ity care pain clinic and want to 

renew their care at that clinic, may do so only if they have to fo llow-up for 
a procedural complication that is being treated at that commun ity cl inic, 
otherwise they can be seen at our cl inic unless the wait time is over 28 
days and that is not acceptable to them. 

e. Patients recommended for a SCS need to be seen by us to make a 
determination whether that would be to the best interest of the Veteran or 
no . 

f. All others are to be treated localliy at our pain clin ics. 

6. Please note that patients may withdraw consent for a procedure at any time 
during the procedure. For example, if we are doing a procedure and we notice 
that the patient is uncomfortable and not so sure whether to proceed or not, ■ 
.recommends that we say: "we are stopping this procedure, unless you 
instruct us otherwise ." 

7. We all practice patient-centered pain management. In this regard Service 
recovery is most important. It is highly recommended that we complete these 
courses before June 30, 2021 : 

a. liEACH for success . 
b. Motivational Interviewing, and 
C. Whole health 102 
d. MOUD training 

I am adding- 011 this email for comments and additions. 
Best regards to aH. Please let me know if you have any questions. 
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CPI\S RELEASED ORDER 02/22/2114:31 
REC£1VEO 02/23/2113:52 
This ,onsuftalion 1> a«epted on b<!half or the Chairperson or tl,e pain 
management team. , Notificatiolil will be seot to 
(O Pain Managemen1 Pha.rmacy1 
processing alld scheduling in the Pain Management T earn dlnlc. 

!¾tin Clinical Phal'ma"° Specialist 



From: 
To: 

Cc 
Su!Jject: 

Date: 
A ttachments: 

Sunday, February 21, 2021 5:34:22 PM 
t 111-rJll1 -1.s- PAIN ~•OLJCY .do.:x 
nnag,:,no1 png 

Importance: 

OPinI[, USE POLICY.docx 
Cha1tc"r Approved 15-12-031.d()(X 
21 18-Pa111-Road111ap-Final .pdf 
Informed Cons,,.nt for L TOT VHA [!u-,:,cnw• :!•\1!15· J)df 
11114.(11(4) HK .i!rtrl9-ll8-14.pdf 
13116( 1) D 20191tl16 r1l P[1MP.pdt 
Pam Champ1c~1s for PACTpdf 
pmtt-final-reL101t-2.1110-115-2.3.pdf 
System-wide" Implem'c'rltatron cif Acadenuc Detailing and P,,in Program Cl,amr,1011s.µ□f 
21117.ll7.18 CHARTER FOR CARA-PHT (EC APPROVED.pd 

P~m r lanaa .. mt'nt VHA Di1-ect1v,c, 211!19-11.~3. 01::!f 
Hiqh 

Dear Colleagues, 

I hope al l of you and your loved onec, made it t hrough last week safely. 

We are required to update the 2018 Pain M anagement M CM (attached) before it expires in 
Apri l 2021, assuming we reta in it as an MCM. The guidel'ines state that the National Pain 
Management Strategy and the ongoing work of the National Pain Management Program 
Office and Coordinating Committee are to be used to guide the development of local policies, 
but that an SOP wi ll suffice. 

If we are to reta in a po licy, we have been ac,ked to submit a draft by 2/24/21. (I apologile that 
I did not submit this to the committee sooner for discussion. I received the email on 2/9, but I 
was on leave that week, and then everyone knows last week was challenging due to the 
disastrous weather. Still, I should have been more attentive to this .) 

We wil l need to make a decision on which way to proceed. In either case, we will need to 
produce a new document. We can discuss and vote on this, by email, or we can request an 
extension until we can discuss this at the next meeting. However we may decide to proceed, 
we need to work on this as a team, considering all of the stakeholders th is affects. The 
revis ions wil l need to address the following issues. 

1. There are aspects of the local policy that are not consistent with the guidelines. For 
instance, the local policy refers to an "opioid agreement" rather t han Informed Consent 
for LTOT (attached; also attached the new policy that removes the requirement for 
written informed consent for buprenorphine for OUD). This will need to be addressed in 
the local Opioid IU se Pol icy as we ll (attached). 

2. The 1CARA Pain M anagement Team is stil l not performing the respons ibilities r quired 
by the National Pain Management Program, as has been detailed in the VIP Pas:I__ 
meeting in September 2020 (s.ee the attached PPT presentation fr m _ I 
have attached the existing charter as well.) One such requirement is 7 e 
follow patients longitudinall,y and manage and prescribe medications as needed or 
indicated (slide 17). This presentation also includes the expectation that the PMT and 
the Pain Clinic will integrate treatment of OUD in Pain Clinics and the PMT for patients 
with comorbid Pain and OUD or complex persistent opioid dependence (slides 31-37) 

3. There have been updates to PDMP policy (attached) . 



4. While the VA/DoD Clinical Practice Guidelines for Opioid Therapy were last updated in 
2017 ([vi¥ ag..,,m,=,nt r",t \- pioh·J n,.=, ra1w (t-lT'I h r Chr,·1rri r E'.am P 1-~ 171 - VAIDc, D F" l,r,i,· , I 
Practi,·;:: ,-=i1wlic.lini:.c,.) judging by the consults that we continue to receive for pain 
management. providers are not familiar with the guidelines, particularly regarding 
Stepped Care for Pain Management and Opioid Safety described in the 2009 VHA 
Directive. In part icular, the latest guidelines advise against precipitous, non-consensual 
weaning of opioids when there is no alternative treatment plan in place, but rather 
recommend a Shared Decision Making Process, as wac, emphasized again in t he Pain 
Management Best Practices lnteragency Taskforce Report of 2019 (attached). (The 
Institute for !Healthcare 11mproveme11t offer~, education on the topic of Shared Decision 
Making in its Open School program: What !c. c,han=,,-1 [\,=,r i,;; jnn Makin€ ~' I IHI - lrrst!t1Jti-:i 
frir HP,3lthcan:i lowrovprn.wnt. I believe that thi s would be useful for providers to 
improve not just their approach to pain management but also all other aspects of ca re, 
in a manner that is consistent with Whole Health .) 

5. Also, the PACT Roadmap for Managing Pain was updated in May 2019 (attached). Th is 
update incorporates a Whole Health orienta ti on and describes the best practices for 
implementing Stepped Care for Pain Management as outlined in the 2009 VHA Directive 
on Pain Management, which is the objective of revising the Service Level Agreement. I 
have been working on this, but I have come to see that the difficulty coming to an 
agreement on this has much to do with the way PACT currently operates. I believe we 
need to have more discussions between Ambulatory Care, Nursing, Clinical Pharmacy, 
Mental Health and Whole Health before we will be ab le to implement some of the 
changes that I have proposed. We can form a workgroup to address this. 

6. We wi ll also need to discuss replacing the Buprenorphine SOP with a Service Agreement 
between these services in order to comply with VHA directives on Stepped Care for 
OUD (attached). 

7. The Roadmap cites a VHA Memo from 2015 on System-wide Implementation of 
Academic Detailing and Pain Progra m Champions (also attached) that requires VISNs 
to "ensure that each faci lity is fu nding 0.25-0.5 FTEE for a Prlmary Ca re Pain Champion, 
and ensure that this individua l i:s able to partidpate in VA and Professiona l association 
training programs to acquire primary care competencies in pa in management." The 
memo goes on to state that "Th is position is critica l for implementation of the OSI and 
safe and effective pain care for our Veterans." 

The document describes the roles and responsibilities of this Champion in depth. I 
have also included a one-page summary of these duties. Essentially, the Champion is a 
Subject Matter Expert who is "An enthusiasti c PACT Pain Champion can help PACTs 
learn about pain care, operationalize this Roadmap, and ensure alignment with other 
pain care team members." (p. 13). The Roadmap also states that: 

The local PACT Pain Champion should have adequate time to: 
a. Serve as the Pain Roadmap navigator and guide for PACTs. 
b. Advise PACTs (to include PACTs at your CBOCs) on how to use all available 

resources to provide safe and effective pain care. 
c. Serve as lia ison to other pain care resources/team members. 

At our last few meet ing:i. I r·a i~.ed the, i'5sue that we do not currently have such a 
Champion in f]r imary Care.- ha __ been acting as the Ambu latory Care Service 
Representative, but whe rn s~een the designated Champion she did not have the 
time to perform these duties, or attend the Committee Meetings. 

I would like to propose that we request hiring at least one PACT provider under 
Ambulatory Care who has at least 0.2S protected time to serve as this Champion. 
(The memo st.ates th,c1t we may want more than one such champion, which would 
make sense given our geograph ic-cha.llen•;:i-_es but we can start with requesting one 
such provider.) I understand that had advocated for this in the past. This is 



consistent with the strategy that has been adopted in several other facilities, including 
South Georgia/North Florida, with considerable success. SG/NF has several such 
providers, all of whom are x-waivered, who manage patients with comorbid pain and 
OUD or complex persistent opioid dependence using buprenorphine when indicated. 
We can discuss this at the next committee meeting, but please feel free to respond 
with your thoughts on this . 

For now, I am requesting that voting members respond to t he following: 

1. Should we request an extension to allow further discussion on whether to abolish the 
policy in favor of an SOP at the next meeting? 

2. If we do not request an extension, should we renew the exist ing policy and submit a 
revision after we have had time to deliberate over these issues? Realistica lly, we w ill be 
able to revise the policy, discuss it, and submit it by the currently deadline. Even if we 
do make some revisions, some of these things will require more discussion, and add ing 
the Primary Care Pain Champion will require approval from ELT, but please let me know 
if anyone has other thoughts on this. 

3. Are there any other updates we need t o make that I have not included in this? 

4. Please let me know who would be willing to be part of the workgroup described above. 
We need representatives from Primary Care, Behavioral Health, Nursing, Clinical 
Pharmacy and Whole Health/Pain Management Members of the workgroup do not 
have to be voting members. If there are people who have not been il ttending th(? Pain 
Committee meetings and have an interest or expertise in these areas, please invite 
them to be involved. We will need to meet regularly between committee meetings. This 
may require asking for time for this from your supervisors, or it may require the 
participants to work on this outside of their regular tours. 

With appreciation, -

The attached, policy will expire on 4/24/2021. Now is the time to start the 
recertification process by reviewing all the documents related to this policy, updating 
references gietting stakeholder input and determin ing the correct type of local 
document to deliver the content {Directive, Handbook, MCP, SOP). Remember, once 
you have submitted the final draft to me(if it is to remain a policy), due 2/24/20, the 
policy will still have to be reviewed and approved by Labor Re,lations and the ELT. I 
will be following up with you routinely for status updates. 

If you have an .· • uestians or concems. 1· ease feel free to contact me betvveen t1he 
hours of Tea.ms, or e-mail. 

Below is verbiage from the Directive 2009-053, dated 10/28/2009. However, there is 
a note that an SOP would suffice if appropriiate for CTVHCS needs. 
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From: 
To: 
Cc 
Su!Jject: 
Date: 
Attad1ments: 

Wednesday, February 16, 2022. 12:15:36 PM 
image0U1.jpg 

Importance: 
STEPPED CARE MODEL FOR PAIN MANAGEMENT.pdf 
High 

-
I want you to know that I am in full agreement with your statement below. However, I need to make 

a few points clear to all: 

1. When the Pain management Section was under Whole Health and 
told me on several occasions that he has no control on Mental Health iilind that 
control over Primary Care.- said that he has control over the Pain Management Section 

that was aligned under him and as such will order us to treat Opioid Use Disorder (OUD) 

because Mental Health/Substance Abuse Treatment Program refuse to do so, and that he will 

order us to treat Chronic Pain with chronic opioids because primary care at the CTVHCS refuse 

to do so. 

2. I presented the reasonable argument to - stating the following: 

a. There are only three pain management providers who are credentialed by the CTVHCS 

to do interventional pain management procedures, while there are a multitude of 

other providers who are credentialed by the CTVHCS to prescribe chronic opioids for 

chronic pain. 

b. Considering that the number of pain providers has not increased over the last 10 years, 

and has remained at three interventionalists, and considering that the Veteran 

population has dramatically increased over the last 10 years and the CTVHCS opened 

new satellite OPCs, there is certalnly an overwhelming amount of Veterans needing 

procedures, many of whom are now overflowing to community care pain management. 

c. It really makes no professional and no economic sense to displace the patients needing 

interventional procedures to community care pain, while replacing these with patients 

who need chronic Opioid therapy for the three interventionalists at the CTVHCS. Bad 

decision. Where are the multitude of the Primary Care Providers who are fully 

credentialed at the CTVHCS to prescribe Chronic Opioid for Chronic Pain? 

d. Why have we deviated from the VHA Stepped Care Model for Pain Management? A 

copy of which is attached to this email. Look at the attachment; read it carefully. This is 

a primary care process, I do not see any pain clinic in the stepped care model. We are a 

specia lty d inic- response to me has always been the same and unchanged, 

that he was given control over the Pain Management Section and we shall obey. 



3. It is my opinion that displacing our interventional practice, in part or as a whole, with opioid 

management is a setup for failure not only for us but for our Veterans who are forced into 

community care pain with the problems that they face in the community. Also, it is a set up 

for fa ilure for the pain management Section and the CTVHCS. Why? Because Primary Care and 

Mental health do not want to treat - ,, so these patients are channeled over to us. 

4. Moreover. - giveJ me the rhetoric that pain management section has a lot of support. 

The facts are as fol lows: 

a. None of us in pain management is specialized in addict ion and we are not credentialed 

to treat OUD at the CTVHCS. We are interventional pain management providers and we 

are credentialed only in this capacity. 

b. Even if we decided to breach our credentials and treat OUD, MH/SATP refuse to back 

us up and they are not obliged to do so even for difficult cases. They are not even 

involved in the Pain Management Service Agreement that was authored by 

c. Hi~n- ,g,ives me the rhetoric that we have all the support we need to treat OUD:. 

He telils, me that we have him, we have_ , the pain management pharmacists, 

- · and th· addiction SJP ecia!ist pharmacist, _ _ The fact is that none on 

the named was avai:lablle when I needed them. Except for pain management pharmacy 

consultations, none of the help mentioned in this pc1r-agr-aph has any CPRS consultation 

process for their services, ri~ither- nor - . nor - has any 

consu ltation template in ( PRS for their services. Th fs is a frank breach of VHA directive 

1232(3). So please, before you offer your services, establish a proper consu ltative 

process through CPRS that can be followed and scrutinized. 

5. The pain management section has always provided advise regarding medication management 

including opioids. We have prescribed opioids when t hey were professionally indicated, but 

always the patient's PCP took over the maintenance of prescriptions and followed our advice 

to free our hands to capture more procedures who wou ld have been channeled to 

community care pain management. 

6. We see real patient s at the pain management clin ics, I do not know how much use I have for 

virtua l doctors and cyber pharmacists. Please abstain from targeting the pain management 

providers as scapegoats for what I believe to be system failure of other services, certainly not 

ours. Please contact me if you have any questions, my team and I are always glad to help. 

7. I bel ieve I made myself quite clear, I shall not be responding any further regarding th is topic, I 

have a lot of things to do and patients to attend to, so are my colleagues. This fiasco must 

end. If you have any comments or complaints. p:lease contact our chief. - , I have 

included her on this email. 

With much ,appr-e iaUrrn t • .1 111, 
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lo: 
Ct: 

Su_ --

1111 
previously directed, please refi ll these meds until the care can be transitioned. 

I wi ll contact CITC and have them expedite these consults to the community. 

Central Texas Veterans Health Care System 

fa: 
Cc: 
Su ' . 

If I may make a comparison, what would you do with an anesthesiologist who trained before 

propofol was approved by the FDA, who decided that they would not adopt its use because it was 

"outside their regular practice?'' 

We have Veterans who are suffering and need help, but neither the pain specialists nor primary care 

providers are willing to prescribe medications that could help them maintain functioning and quality 

of life. In many cases, the Veterans have iatrogenic opioid dependence which has led to a reset 

"hedonostat," which in turn leads to dysphoria and suicidality when their opioids are stopped. This is 

no different really than patients who have adrenal insufficiency due to long-term steroid therapy, 

who wil l have an Addisonian crisis if their steroids are stopped. 

The treatment of choice is buprenorphine, but when this fails, full-agonist opioids are indicated. This 

is the new standard of care, as the proposed update to the CDC guidance on long-term opioid 

therapy indicates. A board-certified pain specialist should be familiar with this reality based on the 

existing literature. 

Community Care pain specialists are already doing this, but they are also doing interventions when 

they were not cl inically justified. CTX was #1 in the country for community care for pain 

management, at a cost of $12 mi llion in FY20. We reduced this to $10 million in FY21, when I started 

bringing Veterans back to the VA for care, and prescribing medications while implementing 

appropriate risk-mitigation strategies as well as integrative, holistic approaches to pain 

management. 
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From: 

To: 

Subject: 
Date: 
Importance: f-ligh 

To All , 

Please note that my Performance Pay Evaluation for FY2021 , will be based on the fol lowing criteria 
among others: 

1. Between 85% -115% clinic utilization aggregate at the end of the fiscal year based on the clinic 
utilization standardization summary (CUSS) report. 

2. Meets or exceeds median productivity target per SPARQ for the fiscal year. (Meets Target= full 
15%, 90% of target= 10%, 80% of target = 7 .5%) 

- • I think that your Performance pay evaluation will most likely have similar 

J. as I have al':a_ys asked from 
ou r s, p ease as.sure • :a our pain 11'l1i:;::s ate pc1 ,1ems... Pl'ease be vigilant on 
scheduling new consu'ltatlons in empty clinic slots. especially •,v hen the patient cancels at short notice. 
In addition. please !block our clinic slots when that is appropriately indicated such as for approved 
leave, or for administrative limitation that is imposed on our scheduling due to COVI D-19 or other 
situations. 

Please note that I shall send to you a "Scheduling Error email whenever breaches are encountered 
such as unblocked cl inics or empty slots . 

I am including for your attention my clinic profile and I am requesting that my colleagues do the same. 

Clinic Schedt1le 
Tuescl..iy Wednesday 

AM TEM SUR PAIN MGMT I TEM SUR PAIN MGMT j 
TEM WCSUR PAIN TEM VVCSUR PAIN 

-MGMT MGMT 
PM TEM SUR PAIN MGMT ~ ADMINIST1RATIYE TIME 

TEM VVCSUR PAIN 
MGMT 

~ - 1Pleagl!!! make sure that all of us in the Pain Management Section are properly 
~ dinu vs. administrative and report to each of us our FiE mapping at your service. 

Please let me know if you have any questions. 

--I 



From: 
To: 
C(• 

Date: 
Im1-1ortance: 

-
Thursday, December 10, 2l!20 5:59:51 PM 
High 

Please note that all patients that we have approved to go to the Community, may come and see us 

at the Pain Clinic only if they will and if we have the slots for them in our clinics. 

From multiple recent experiences, I was advised that if a patient and his provider choose 

community, I must approve that, otherwise prepare to respond to a congressional and patient 

advocate complaint. With that said, my team and I are willing to follow any policy you advise 

regarding approval of community care consultat,ion requests. 

To play it safe and to lessen the stress of this issue, my advice is: 

1. To follow the policy of the Mission Act and C0VID-19 limits on E2E encounters and 
2. To advocate for the Veterans, keeping them satisfied and happy. 

I hese issues need to involve the scheduling clerks since they are the one-s that schedule our cllnics:-T 

keep instructing them to fi ll every slot. Perh p$- can supervise them and take the lead in 

filling am clinics vigilantly 

We are all keen on improving clinic util ization but you must realize that this is 100% dependent on 

our scheduling clerks and not on the providers at the pain clinic. We never refuse patients and we 

have an overwhelming number of patients guaranteed to overflow our clinics. Scheduling at the pain 

clinic is plag11ed with clerical scbed11liog errors many of wbicb I dac11ment and bring to the attention 
of the clerks who keep repeating them. 

Another sure source of poor clinic uttlizat1on data 1s when our cl1nic.s do not get blocked when we go 

on leave despite several requests to do so. We may repeat our request to block our clinic and that 

may be approved by aw s11peruisar and the clinics still cia oat get blacked The fact is that the data 
on clinic utillization is as good as the clerks who schedule our clinics. 

I AM HOPING I~ would find a solution to that problem. My team and I are 

willing to help in any way we can. 

Sincerely, 



Cc: 
Subject di!\ic: utll,ntior, 

Please review dm1c utilization and compare to the consults going to the 
community. Please see if we can fill open slots by bringlng~ back 
tram CIIC, if they have not been seen yet I am inchtd1~ , wbc 
may be able to assist you with th is. 

~espectfully, 

-------------------------

Central Te-I/A Healthcare System 



From: 
To: 

Cc 
Su!Jject: 
Date: 
Attachments: nnagellfli .on□ 

My comments in red. 

I have some questions after digging into the data and profiles today and speaking 
with the front line AMSAS. 

1. The front line AMSAs have lbeen told that- only tias clinic patients on 
Tuesdays but he actually has Proc slots opeI:1 frnm 8-1'2pm and c'lin ic from 1-
4pm. They have only offered clinic slots on Tuesday since being told this. The 
clinic slots are in the VVC clinic and are currently booked out into February. Is 
there support of nursing, etc to have procedures on th is day and if so why is it 
not being utilized? 

- is building his clinic. He has to see more new patients is whatever slots available 

to generate procedures. For now, he is utilizing the procedure clinic to get more new 

patients for procedures. AMSAs need to work along with doctors. It is unfortunate that we 

could not be at full capacity for many months due to the limitations that were imposed by 

COVID-19. 

2. The AMSA were also told to only book in VVC clinics unless patient is adamant 
and wants a f2f visit. My understanding is this should be patient driven and that 
F2F is only limited to the 75% capacity. The patients have all voiced that they 
want F2F. Can the AMSAs be to ld to offer F2F from here on out? -
first appt for a F2F clinic slot would be 2l 18@3pm, 1/26@8~12pm. 

There are many advantages to the WC clinic. Tg say· ·tie lea st, tihe re a1Fe mo administrative 

limitations imposed by the COVID-19. This is a provider preference, and is highly 

recommended to develop by the VHA. No patient is ever denied a F2F consultation. I am 

i ludin - in the email. My preference is VVC for consultations, every provider can 

state their • f e • n . 
3. - does not have a VVC clinic to be fou nd anywhere in VSE. It says 

Tern on U:tts schedule but that clinic does not exist either. I will put in for a clinic 
to be built for him as it doesn't sound like he has been using one. 

I will be switching all these clinics to WHS from SUIR but the slots and current 



standing1 appts •wi[l1 all' staiy ne .same. ll 'm a uning fur January for ltilem to make ~a.t 
sw itch. J'l!JiSt pu_ ing 1i s ou·. ng1ht .now as, FYI ,as i Is. ,oomilng. 

IP opl Jed by' u, - oo dush'y "· i ch pay nli 
1he .!ed by th&. Heal h .stry1 wh1oh1 pay no, att 
''"llat food bE11 thy 11111e 101 na• and fililedicine he thy ood" 

R a™th 

li3nk y I' to enl. I 



Subject: FW: Pain Management Leave Calendars 

Importance: High 

I am resending "Approved" Pain Management Providers Leave Calendar again. 

AMSAs 
• Please fill all our Pain Management clinics to capacity, in accordance with the administrative 

limitation/recommendations for the COVID-19. 

• Please block our Pain Management clinics when we are on "approved" leave. Please see the 

attached "CLINIC SCHEDULES PAIN SECTION" to know what clinics to block. Please note that 

the WC clinics are daily clinics for each provider even if they do not show as daily on the 

attached schedule. These need to be blocked also so we do not inconvenience our Veterans. 

1- -
--TTvlitl in your portion of the attached, "CLINIC SCHEDULES_PAIN SECTION" and send to me for 

distribution to all. 

We must be vigilant to improve our Clinic Utilization data. Please let me know if you have any 

questions or corrections. 

Pain Management Clinic Provider Schedules: 

Importance: High 

Good morning, 

I am attaching a Pain Management Section Leave Calendar for December 2020 and for the whole 

2021. All approved leave has been entered. It is color-coded. Please note the following points: 

1. I based the calendars on the information that you sent to me. Please review and correct me if 

entries are incorrect. 



2. Plan ahead for your leave for 2021. Send to me your "Approved" leave so I may update this 

calendar. 

3. Pt>r_, one of us tlh ree ought to be available at work on all work-days. 

4. Leave may not be approved for a t hird person off on the same date unless it is a sick leave, an 

emergency, or approved by-
s. The only day when the three of us are off simultaneously is 12/24/2020, Christmas Eve.■ 
■, if that is not okay by you, I shall have to cancel my leave on that date. Please let us 'know. 

6. Please note that approval for clinic blocking by - must precede approval for Annual 

Leave on VATAS. Exceptions apply for Sick Leaves and Emergencies. 

7. Please read the emai ls below for more information. 

You may call me if you have any questions or suggestions about the attached calendars. 

Thank you, sir. 

One modification- leave requests shou'ld go to - unless he is on leave, in which case they 

should come to me. Please wa it for approval before canoeling clinics. 

Wit h appreciation, 

-
Importance: High 

Dear Col leagues, 

Per the emai l below and the attached email by tha d1ief of our ~erv~c , 

the following regarding leave requests: 

, plea !i.e note 



1. I shall be managing your time and leave requests. 

2. Kindly, submit to me a calendar of your currently approved leave (annual and sick) so I may 

assure that for future leave requests there is always one of us available to cover for the group 

as per _ _ All currently approved leave remains. 

3. Please plan ahead for your leave, because, "we are required to give 45 days' notice for annual 

leave to reschedule patients, to minimize disruption to patient care and access. Any shorter 

notice requires approva l from Chief of Staff." 

4. "each of you (us) are able to cover for anyone who is on leave ... at least one of you (us) are on 

duty when others are on leave." 

5. "Going forward, please contact nm before canceling any clinics for sick leave 

or annual leave." 

Please let me know if you have any questions. I am aclcHng- on this email for guidance and for 

corrections, if any. 

To: 

Cc: 

Importance: High 

As the section chief for pain management, you are expected to manage time and leave requests for 

If all of you are requesting leave for the same days during the holidays, Seniority can be invoke on 

only one occasion per year. Please explain this to the others. 

Please complete the train ing described in the attachment and let me know when you have 

completed this . 

Respectfully, 



Sent: Thursday, April 30, 2020 3:L8 PM 

SUbject: I Upd.lted) How lo obtain VlllM Roles 
Importance: High 

The attached document contains updated llnks for both the VIITAS SharePoint Portal and 

our LCAI s,1e Plea\e keep lo, future rele1 ence Please <hare J\ nce<ied Thank you 

Respectfully, 

Payroll Supe,visor 

Central Texas VII 

To better assist you and to allow us the opportunity to complete the necessary research of 

your payroll requests and concerns:, please dick here: 1 f '( t f AE Hr 'Th P,19 to enter a lfAF 
request. 



From: 
To: 
Cc: 
SulJject: 
Date: Tuesday, January 12., 202.1 3:20:43 PM 

Grven these guidelines, COVID testing will not be required before procedures are scheduled

pc1t1ieni:s wiH need to be screened by telephone 1-2 days prior to their appointments i si: earJ.■ 
- can we get assistance with these screening calls from nurs ing? 

Any Procedure slots that are not filled 24-48 hours prior can be used for WC or clinic visits, but if 

there are patients seen in clinic who would be appropriate for a procedure, assuming they have all 

appropriate workup in place, shou ld be offered the next available appointment. 

Please check in daily with the MSAs to see what your next available appointments are so that you 

may inform your patients before they leave their visit. 

With appreciation, -

S'u'bJect: RE~ scheduling foll u vis.its. 
Since these are not Aeroso l Generating Procedures(AGP) COVID testing is not requ ired . The patients 

need to be screened 1-2 days prior to see if they are symptomatic. If not symptomatic the patient is 

treated like any other visit. 

We have been doing paracentesis in PACU and cystoscopies in the GU clinic since reopening 

following these guidelines. 

Respectfully 

p viii 

Just to update - - pointed out that we cannot utilize procedure slots with less than 2 

days advanced planning due to the requirement for COVID testing. 

Slots that a re not fi lled 2 days out can be used for non-procedure din ics. If there are Monday 



.slots 1.rnfllh.!d on Friday, they may be used for non-procedure viSits. 

w~ will monitor utlllzauoo and adju'lt the gnds If necessary. Under-utmzatior, of procedure 

,:link skits for procedu~e!. m.av require clos.et ,review. 

WlJh appreuation. -
From~ 

sent Fritlav. JanUrln/ s. 202110:16 AM 

-Subject: !,t.heduling follow up vts.ill 

Dear colleagues, 
It has com,e to my attention that patients are being scheduled for WC 
follow up during times that are blocked for procedures. 
This ha~ the ~ffect of decreasing access for procedures. Follow up visits 
would be a1ppropria~e after procedures or medication changes, but not for 
pending test results. If tests must be done before a procedure can be 
scheduled, please schedule· the patient only after you have the results, 
wh1en you have a treatm,ent plan in mind. 
If, going forwaird, we find that thell"e is a pro!blem with access, or if the 
proo-edure slots are underutilized, we can discuss changing tlne grfd to 
refle,ct the actual clinic use. 
With a p reciation 1 

Clinic~I Oircctor, Whole lieallh and lnt<?grat<?d 11ealth Scf\'tee 
u ntral Texa,s VA Heallhca{e 'System -



References 52 and 53 

From: 
To: 
Subject: 
Date: Tuesday, March 8, 2.022 4:2.9:0II PM 

I am 5.tl 1Prised 

I have · efiratte[ _ ~:s, "not to follow directions from my supervisor 

I do not know how 

either. 

such a claim. I do not believe anyone else said such a thing 

Regarding her request "Please clarify that I am still part of the Whole Health Team and that I am able 

to follow t he instructions given to me by my Scupe.rvi ~Ci r .. , I can tell you that■ 
[- [ sto _ me Olil Fr" day____t!!I I wae; at the front cf :k .:Jrea~ ~ nd advised me that she had been 

i r eel OS hi ~n pu ontcJ mine. I 
was, of course, rrita • o hear t his. And II asked who gav(" th is In~ r1t1ction.- showed me a 

copy of a printout on the same matter. I stated to _ , thal if thi cam - r om]-
she knows t hat she is not to be making clinica l decisions, and these are l'fl t _ ab1is patients with 

me. At t hat point, - ~xpre ssed confusion, and a colfeague at the front desk who heard us 

speaking, Qffi rrn:ed t~ that he was dof g the ri ght t hi11g by fo~lowi1ng the ord rs given to 

her·. Right them and there. I also affirmed to- that she did the r,ight thing by following 
the i,nstructions given to her t hrough her chain of command, tha,t she should follow instructions, 

AND that she did nothing wrong. I confirmed with her that she did what she was supposed to do. 

I did rt:"iter ate that - is not allowed to make clinical decisions, however --- these are not 

our establi,; 1ed p;atier1h --- arnci if something like this is being requested, she should I ·t
know. 

At NO time, did I ndircate to- tbat she is not to follow the instructions of her supervisory 

chain or that she no longer belongs to Wrmle Health. 



I am a ili1lg nw coll~ ue, - •· to see if he~ ~--rd- that statement below. 

- • read below, the question b - · nd comment. 

Thanks, 

■ 

That is not true. Absolute ly false statements. 

Whydoos.- Ul such a statement, when she has explicitly refused to follow my orders 

st ting that , her supervisor, told her otherwise. 

This morning, - came into my clinic to explain to me why my cfo1ic was not booked this 

morning. Also, he told me that she is gett ing confli cting orders from-. Iner supervisor, 

and from us. I told her clearly and I repeated that to her at least twice, that she .is supposed to obey 

her supervisor and follow her supervisor's orders in case of any conflicting requests from us. 

I cannot even imagine that any of my colleagues would state anything like what she wrote below. 

If- was serious about what "pain mcmagemerit" said, she would get it from us in writing. 

There is absolutely nothing from any of us to this regard. 

superv.i sor is, m when that gupervisor chc1 111ges. I be.Ii.eve th is bone of 

- is Wier supervisi::irr and G31i11 order rier to say and to do what she wants. E\esidP!S shouldn' t 

- rnntact her superr:visor. up the chain of command, with this question? or was she 
directed to eontrarI.t my supervisor to put n·1e down and make my supervisor think negative about 

me. I find it d ff1cult to beHew that - is not involved in that. 

This is the type of harassment that l have to put up with, when I am trying my best to take care of 

my Veterans. I have overbooked my 13:00 HR Procedure clinic with a patient who needs care right 

away. I have to attend to two patients with procedures at 13:00 HR. I shall start working on her in a 

few minutes . Unfortunately, I have to respond to this false allegation, and delay completing my 

charting and other clinical activities. This harassment MUST stop. We cannot function this way. 



5ifl(L>fl!ly. 

From: 
Sent:l ue,day, March 8, ioii Jl:09 PM 
To: 
Subject: FW: W11ole Heahh 

-Is th1scorrect? Please advise 
ThJnks. -
Chief of Anesthesia 
Central T r.><;as Veterans t➔ealth Caro, System 
VisN 17 
Temple, lX 

Good afternoon, I am hopQg thal someone would be able to datrfy that is still mv 
supeMSO< and that- Is still my lead? 1 lld'Je been told by the pain management d<><:tJn 
that I am not to follow directions from my supervis01 because I no longer bel~ to Whole Health? 
Please clarify th3t I am 5lil part or the Whole Health Team and that I am able to follow the 
instructJOnS given to me bv my supervisor-

Thank you! 

-Central Texa,s Veter-ins Mealth Ca.re System 

CONflOENTIAlffY NOTICE: Th.is communication with its contents may contain confidential and/or 
l42gally pr!Yil42ged informatx>n. ll is soCely for the use of the oolended rec,pieot(s). Unautho,'i?ed 
inte<a,pUon, 1eview, use o< disdosure IS p,ohibited and mayv,ol;lre app&able laws Including the 

Electronic Communlc.ltions Privacy AcL K you are not lhe Intended redpoent, Please contact the 
sender and destroy all copies of the communkatfon. 



From: 
To: 

Subjed, 

°"~ 
•-ts, 

Thank you ! 

~ ,educt,on - E,e,yone. pk,aEE ~e,d Enb.e Em-,I .. Th.nu 

-rhur~.,., j ,:1nU.:d)• 1 :?0.:!1 :!: : 54: SI ~1 

CONFIDENTIALITY NOTICE: Th i; commtmicatIon with its contents may contain confidential and/or legally pnvileged mformation It Is solely for the use of 

the intended recipient(s) Unauthorirnd InterceptIon, review, use or disclosure i s proh1b1ted and may violate applicable laws including the Electronic 

Communicat1ons Privacy Act. If you are not the intended rec1p1ent, please contact the sender and dest roy all copies of the communication. 

'gu idance 1:> n prc,cedure; wa~ that 1: s a rnatt~r 0f what the lnpat em ~taff1ng n,;,eds are. I aM l'ior~ mg with 

Pain Manage"!'lent Is c-on~!dered a ·o,.mdat1onal ,ervIce and thus sh Q-u j be prov1de,d sc long as w<: can ~a•f the c mIc 

SO% F2F would be acceptable for clinic vIsIts, but not for procedure d 1n1c 

Please do not reschedu le procedures at this t ime. -
- • I bt:.tl8V8 - WQ5 at the COJ./1D-1 g mee1In.g wl1en 
regrP.s.i,1ng to phas"'e"'!see1ng 50° of patients F ... F II ha11E: i1lse 

Service Chiefs, ACNs and AOs 

on.nounced Temple & Wac._o c.nmpuses wera 
enm1I below thank you 

Most are already aware but I wanted to remind al l that effective Monday, January 11, Temple and Waco campuses will be going bac~ to modified phase 

2 care This translates to reducing outpatient face to face appointments to SO% or less and increasing virtual modalities to 50""' of more of pre--cov1d 

encount ers The phase regression Is modified phase 2 as fol lows 

1. GI procedures wil l continue as CLirrently constituted (no regression) 

2. Card iac catheternat1ons will continue as currently const ituted \no regression) 

3. Surgical procedures have already been curtailed for several wee~s to allow for emergency and urgent surgeries only (regre~sed further than 

phase 2) 

Again, this phase regression Is limited to Temple and Waco campuses only. Other care sites remain In phase 3 

Than, you arid have a good weerend 



~ 
Austin, Texas 

---- - - ---- --ra 

, I just want to confirm per our corwersatIon on Tuesday @ 1542. you stated that we are at 75%, per the email below we are wppose the be 

at 50% starting on 01/11/21 , I Just want to clanfv and ,f we are 50% do I need to reschedule all the patients that are a I ready scheduled? 

IJ€'S.JE.i • ;,J...1 Pt,1 

That Is what I told - E stated t hat he would n"-=d an t r>ia il stating that,-,,, are at 7 ~ pe rc ent 

Type a n-,w message 

Than~ you! 

CC,NFIDENTIALITV NOTICE· This communication with its contents may contain confidential and/or legally privileged information It is solely for the use of 

the intended recipient(s) . Unauthonrnd mterceptIon, review, use or disclosure is prohibited and may ~1olate applicable laws including the Electronic 

Communications Pnv,Ky Act. If you ar<? not the intended rec1p1ent, please contact the sender and destroy all copies of the communication. 

Greetings Team Surgical, 

- and j arB being notified that very few surgical clinics are reducing clinical face-t0-foce visits to 50% as you all were 
~As you know, Temple and Wac.a have reverted back to phase. 2 and must see only 5.0% of their regular workload 
based on their clime profiles. lihe other 50% of the workload must be scheduled to be seen oy other mo_dalItIes such WC, 
Telephone an.d Telehealth dm1cs Please onmply . Leadership is morntonng, all clmic.s for compliance MSA Supervisors, 
please work with the providers to get on top of this mandate. Also. ENT and Urology have been cited for running procedures 
at the regular volume and need to reduce proced'ures. 

Thank you kindly 



..... 
Smr......._.. •-,,u, WU l(t'!-1""-' 

.... _ 
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CTVHCS ,FY 2021 STAFF l?HYSICl'AN PERFORMANCE P'A'Y CRITERIA 

FISCAL YEAR 2021 
GOAL 1: PROOUCTMTY/EFFICIENCY/QUALITY 

Betwe_en 85°,o -· 1 ~% cl1nie ut Izat1on aggrt:gate at the end ,of 
th,e fis~a! ye.:ir based on ,the. clmlc ut1\1z.:it1011 :;_tandard1zat1on 
summary CLISS) repon 

Meets 01 exe_eed5 mei11an product1v1ty 1tmget per .SP'ARG fm 
the fiSGal ye_ar l r.1eet,, Tart:i et = fu ll I 5'~a. 90 !l>f target= 
10 80% of target= l 5'!: l 

GOAL 2: PATIENT EXPERIENCE and CLINICAL 
CARE 

Mo 9sec1ter than 3 documentel'.l ff-0117 pl-a1nls. from sL1ff or 
p,ltle.nts during th_e f1srol year 

Institute patient sat1sfac!1on 11 mp.rov,;,ment prQ(Jrarn based on 
Whole 1-le.alth pnnc.1ples. and d.oc.u m enl pD,,I1 ve re.su s 20° 
O~o ecich for program ilnd resu ts 

TOTAL PERFORMANCE PAY EVALUATION: 

Met 

X 

X 

Mee 

X 

X 

Not 
NIA 

Met 

Not 
NIA 

Met 

Service/Section: Whole Healh - Pain Section 

,.. of Perf. 
Commenls 

Pay Max % Perl. Pay 
Peformance Goals 

Earned 

50.0 '11, 

Clinic-121° 
Proc-57% 

250% 
25% Ave-89% 

250% 25% 112%per 
SPARQ 

50.0o/a 

25% 3 complaint 
25% 

25% 25% 

100% 100% 

·•1 understanq tJ\e target goals and am aware of the need to mairnain my license to practice. Actions Jeopardizing my license would prevent ,me from receiving pay for 
1pertormance. jn addition. my conduct and being subjeC1 to disciplin:iry :ictIon might :iffect my ability 10 receive p;iyfor performance. I have reviewed these pay for 

performance goals. understand the criteria to meet the 1go;ils, and have h:id the opportunity to ask questions. My signature indic.1tes my underst.Jnding of ,this." 

Employee SIgn.1ture fCommunicatlon of Go.ils). Service Chief Srgnature I CommunicatLon of Goals I: 

7{nl.!021 

X 

ServJce Chief Sign.iture IRe\/lew of Ach ievements): 

X 

l'l !r d H.-

Employee Signature Communication of Achievements): 

X 



fr 

Ct.. 

Hi-

➔ 

Should be I h unle the pbJ.iis;.cia • . u~ 1eaidf ng ar ;: oova labie' (meeting.le mitt t m , 
admm tim l'eaver pa ef'I al • dV in t . o }, UJiJhe.,%hedllle!s..slots, 

u • pl i 

1 i aga fl, ·1·h the Ci1 

• 

ND 

d nat fm!IJZle th he pati nts t:ched fro on octor to othf!r. I resc. 
h paU sok wi 1 lh t. 

1 san s;e:e uu;; new DiHbau dld:n now, 

■ 



f:rom: 
Senl: Monday, July 27. 2020 2!>0 11M 
To: 
Cc: 
SUbjert: Scheduling ec-tor 
lmport.anre,: H,ah 

-
l SJ>Ok~ with- and he stated lhat hf> trnd you to switch the 2pm patcer-t-s Jroll" t'H$ dfrnc 
iltld- diniL Heslated tlkltvou brought it up to hun th.ll - 2pm fOf tod.avw.is 
an e5tab1i.shed pahenl and should be s~1ng- and - 1pm for today was-a new 
cOI1Sult Toe instruction giVen was to 5Wftdl lhe t\YO patients. Pur the 2pm f11 place of 

- 2pm ood \ASE." versus. Because _ as ,pushod 
had: lo a latru dcite «nd we hav~ d mtsscd Llin1c uliti.mlion lime. Ple.iSt:! l!xplam why lhls wasn'l done 
as requested. 

V/ R 

-'iuprrvi,ory Medlc;il S\Jpport M~Jst,mr 
Surg,ca1 ~Nie@ 



(t(N'lt~ 
l o; 
Sub)e(U 
O•l" 

Thank you. Keep ~ up! 

I will read the notes ~ 

Take care. 

From: 
Sent: Mond.ly, August 3. 2020 2:44 PM 
To! 
Subje<'t: RE: Clinic schedule- 08/04/2020 

-

I am trying my besl to~ the slots lor appo,ntme<1l> ful~ did you re.ld the notes TI1dt 
])Ill in CPIIS? Q,(1a,ming this pftient? 

from: 

Sent: Monday, AugUSI 3, 2020 2:35 PM 
To: 
Ct: 
SubjKt: Clinic sch<dult - 08/D<l/2020 

I believe- Is ln clinic tomorrow 08/04/"2020 In tlle afternoon. 

P1••st fill TIM we SUR PAIN MGMT afternoon schedule fa, tomorrow. 

(Appropriately, hls schedule and mine are blocked off for IDT•X tomorrow morning and I am off 
tomorrowaflcrl100f1, so lh•t is blodced loo - rlO(hi<'6 todo for lhes,, po,t,onsof lhe schc<Jule) 



Bu I w,e, lBO is not fil led. ~I • try t , 11 

Pl· s b . min bout fil lin& □ rnrnu s,1 ts L ar ., l fill p e ~ rE!vi -
dm d 

■ 

[ ___ , can you pli:Nlse tell m 
he f,nr to,,r.iav? ,~eas - m. nn b 

1·e ·i\!'ie -, 'II u,e em I ror lliil W app mm nts on 
so i n, t. 11 tall lf'iE!$ nd il. Thank yo 



R"om: 
To: 
Cc: 
Stlbject: 
Date: 

I bel1evf' t hat this app lee tc, the Pa·n M anagement ,pmce_dures as wel l. I am adding to c:::inf1r m 1f true. 

s l'ICfi1 ly. 

I-

I was assuming the below applies to Pain Procedure clin ic as well , but my team wanted me to confirm because it's not included 

in the 11st below. It Is your under.stand that Pa in Procedure cl inic is reopening on Aug 17 at 25%? 

THAN l<S 

1?.~un to h loo - 1u •-11'5FI d 

Greetings Team Surgical (Specifically AOPC), 

The COVID-19 conferel'ilce call ended c~ose lo 4 pm today and- confirmed that the AOPC is 
starting phase 1, beg inning Aug 17, 20. 
Th is means AOPC clinics will begin seeing 25% of face-to-face ( F2F) patients including routine patients Aug 
17th. Guidelines are in the attachment and I also cut and pasted them below. 

Also, I need you to complete the table below AFTER you have read the guidelines. I have to turn this in 
Thursday. If I don't get your info. I will call you, so please be able to respond to the items in the table below. 
I will need you to verify the day you will actuallly see your first routine patients ... change the dates I have 
below if they are not correct. My scheduler supervisor will need this information. REMEMBER TO READ 
THE GUIDELINES BELOW THOROUGHLY BEFORE COMPLET1ING THE TABLE BECAUSE IF YOU 
DON'T HAVE DIFFERENT PLANS FOR SOCIAL DISTANCING AND ENVIRONMENTAL, JUST PUT SEE 
GUIDELINES IN THE TABLE FOR THESE. IF YOU WANT 10 ADD SOMETHING TO THE GUIDELINES, 
LET ME KNOW. 

Please call me if you have questions. Thanks a bunch! 

Specialty Actual 1Number Number of Number Number Amount of Social Environmental 

Start of Days F2F of of time Distancing Care Plan 

Date Clinic Appointments Providers Scheduler between Plan for within 

will see per Day (Not on Duty Staff on each patient waiting Clinic/Exam 

1patients more than per Day Duty Per Appointment room Room 

Iper 25%) Day 

week 

.rdio logy Aug 

17, 2( 1 

Gen Su'ge ry A.ug 

17, .:D 



C ptc,metr-;1 A.tJ,g 

lr, 20 

Dphthalmol0gy A.t1J; 

ll. ;m 

Wc,ur,d Aug 17 • 

.w 
Orthopcd,c Aug 17, 

20 

~·c,,1fa t ry •ug 17. 

20 

Urolc,g·t t~A. Va '!:'-,:)Jfi1t 

Guidelines for Clinical Operations During COVID-19 Reduction in Capacity 
This is in addition to the Service Re-opening Standard Operating Procedure1 

Must lhave items: 

• Masks, 
• Gloves 
• Face Shields (Optional upon request) 
• Disinfectant wipes (Those approved by Infection Control) 
• Hand Sanitizer 
• Providers may use gowns if you prefer (not mandated) 

Instructions to Providers for seeing patients: 

■ Please communicate your patient workload with your AMSA's (schedulers) to ensure your clinic is not 
scheduled to full capacity. This is a must. AMSA's should schedule no more than 25% of your clinic 
capacity for "face-to-face" visits. 

■ AOPC AMSA scheduler Super"iiisor are 
----r Both are, also aiJai'lab e 
~ l!Jli n g issues . 

and Lead MS.A is
ut oo _ I ease c.ontaot eWher fo.r 

■ Schedule only 25% of your regularly scheduled patient workload!elective surgery cases Face-to-Face 
the remaining 75% should be seen via Telehealth, Telephone , VA Video Connect (WC). For example: 
llf your regular clinic capacity is 20 slots. you showld see no more than 5 patients nface-to-face" and the 
remainder through non-contact means as stated above. 

• Procedures/Surgery - Triage cancelled cases and begin to schedule higher priority elective@ 40% 
capacity; transition from specialty reservations of OR. 

• Space clinic appointments throughout the day so you don't have a lot of patients in the facility at once. 
(Meaning don 't do back to back appointments 30 min. 45 min or 1hr intervals may be appropriate ) 



Limit Staff on Station: 

• Please continue to limit the number of staff on station as much as possible. Rotating staff on telework 
is encouraged as well as compressed tour where feasible. 

• Providers may rotate on telework to reduce the number of clinicians on station. For example: lf there 
are normally two providers in the clinic, one may telework while the other works on station to 
accommodate the 25% patient workload, if practical. 

• Advanced medical support assistants (AMSA's) may continue to rotate on telework as much as 
possible, while ensuring sufficient AMSA's are on station to check-in patients and provide clinical 
administrative support to the providers. 

Requirements for Being in the 1Facility: 

• Everyone entering the facility must have on a face covering (mask). this includes all employees, 
patients with appointments and authorized visitors. 

• Visitors are not allowed in the facility unless accompanying a patient that requires assistance. 

• Social distancing is mandated where feasible {provider-patient contact may be necessary to provide 
treatment and care during the medical appointment). Pe~sonal Protective Equipment { Masks, gloves, 
gowns, face shields, etc., may be worn by the provider. The patient must wear a face covering). 

• Staff andl patients who are physically able, are encouraged to use the stairs instead of the elevators . If 
the elevator is utilized, do not enter a crowed elevated. 

Environmental care: 

• Providers are to disinfectant-wipe exam areas between patients 

• EMS staff will thoroughly clean exam rooms and clinic areas (work order not required) 

• EMS will terminally clean exam rooms at the end of each day after clinic closes (work order not 
required) 

• Hand sanitizers are placed throughout the facility. Please call Environmental Management Service 
when empty or expired. 

Thank you kindly, be safe and stay well. 



[12/21/20 1:05 PM] 
there seems to be quite a few changes in our schedule, If there is anything you need changed please let 
me know?  

[12/21/20 1:31 PM] 
will do.  
let me know if you catch anything 

[12/21/20 1:32 PM] 
Yes sir 

[12/29/20 10:40 AM] 
Just want to let you that your VVC appointments are going in to March 

[12/29/20 11:02 AM] 
I may end up converting more mondays back to VVC. We will see. 

[12/29/20 11:03 AM] 
Ok, thank you  

[12/29/20 11:03 AM] 
You do have openings in the  procedure clinic  

[12/29/20 11:04 AM] 
thanks for letting me know  

[12/29/20 11:05 AM] 
you are so welcome, I don't want to see openings in the schedule that are not filled, let me know if I 
need to do anything to help fill the schedule  

[12/29/20 11:06 AM] . 
Actually, if you can keep me advised when there are procedure dates that are coming up soon and not 
filled...  

[12/29/20 11:06 AM] 
yes sir, I can keep you up to date on the schedule  

[12/29/20 11:27 AM] 
Monday February 1st procedure clinic is empty 

[12/29/20 11:28 AM] 
Can we put VVC in the clinic for that day?  

[12/29/20 11:28 AM] 
Sure. 

1/12/21 9:32 AM] 



I spoke to  yesterday and he informed me, I can forward an email. 

[1/14/21 10:15 AM] 
Good morning, On February 17th, we have opening for procedures.  We only have three patients 
scheduled for that day. I did not know of you wanted to add more patients on that day?  

[1/14/21 1:11 PM] 
I think probably you will end up using such free slots due to the drop to 50% F2F change? 
Wait that might not make sense.  
I have to look at it again...  

[1/14/21 2:50 PM] 
Now I am being told the the procedures will not go to 50% only the F2F visits 

[1/14/21 2:51 PM] 
Huh?  
I dont know how that works  
Who is telling you that?  

[1/14/21 2:52 PM] 
I am very frustrated right now  

[1/14/21 2:52 PM] 
Hang in there  
Will keep working on clarification. 
We all need to  
Who told you that  

[1/14/21 2:53 PM] 
yes sir, thank you 
I am going to forward the last email I  got from 

[1/14/21 2:54 PM] 
ok  

[1/14/21 2:58 PM] 
May I mark the 8:00 F2F as a No-Show 

[1/14/21 2:59 PM] . 
Oh yes.  
Definitely.  
Good catch.  

[1/14/21 2:59 PM] 
Yes sir   

[1/14/21 3:05 PM] 
Well.   

-

-



[1/14/21 3:06 PM] 
Thats clear though.  

  order, I think. 
Some back and forth  
But you know what the most recent instruction from him is. 

[1/14/21 3:06 PM] 
Yes I agree, Things just keep changing 

 [1/28/21 2:45 PM] . 
 seemingly does not want this done. 

 [3/1/21 11:29 AM] 
This may be a function of not scheduling follow-ups any more? 

 [8/20/21 8:12 AM] 
please contact  and ask for further guidance. 

[9/20/21 11:53 AM] 
thank you  

[9/20/21 1:54 PM] 
If that slot is open for tomorrow, and you did not already fill it, go ahead and fill it 

[9/20/21 1:56 PM] 
I filled the slot  

[9/20/21 1:57 PM] . 
ok  

[9/27/21 9:01 AM] 
I did rreschedule the 8:00 to , I was told to schedule the proc patients of  in to 
your proc clinic. Please refer to 

[10/19/21 8:57 AM] . 
 is indicating to go ahead.  is saying to go ahead. 

--

-

-
■ 
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Reference 55 
From: 
To: 
Cc: 
Subje<'t: 
Date: 
Attachments: nnage0111.pn□ 

Dear colleagues, 

Because pain management referrals to the community is the highest in the facility and is costing $5.5 

mil'lion,_ has ordered that we must schedule F2F and procedures to 75% capacity 

immediately. The remaining 25% will be WC. Telephone will only be for veterans who cannot use 

WC due to lack of internet connectivity. 

Telework for the Pain Section wi ll have to be revoked. 
We also need to change profiles to add appointments. We need to add slots for Wednesday morning 

f - clinic and for Fr dla~ af .. l:! rnoo s for and- clinic, as well as the full day on 

rid · fmj
With appreciation, -

My comments in red. 

cc~ 
'bJ - t: RE~ Par n Manag m nt Le . e Catenoors 

I have some questions after digging into the data and profiles today and speakingI 
with the front line AMSAS. 

1. The front line AMSAs have lbeen told that- onl¥ has cl inic patients on 
Tuesdays but he actually has Proc slots ,ope11 from 8~1I2prn and clin ic from 1-
4pm. They have only offered clinic slots on Tuesday since being to ld this. The 
clinic slots are in the VVC clinic and are cu rrently booked out into February. Is 
there support of nursing, etc to have procedures on th is day and if so why is it 
not being utilized? 

- is building his clinic. He has to see more new patients is whatever slots available 

to generate procedures. For now, he is utilizing the procedure clinic to get more new 

patients for procedures. AMSAs need to work along with doctors. It is unfortunate that we 

could not be at full capacity for many months due to the limitations that were imposed by 



COVID-19. 

2. The AMSA were also told to only book in VVC clin ics unless patient is adamant 
and wants a f2f visit. My understanding is this should be patient driven and that 
F2F is only limited to the 75% capacity. The patients have all voiced that they 
want F2F. Can the AMSAs be told to offer F2F from here on out?-
first appt for a F2F clinic slot would be 2l 18@3pm, 1/26@8-12pm. 

There are many advantages to the WC clinic. To say the least, there are no administrative 

limitations imposed by the COVID-19. This is a provider preference, and is highly 

recommended to develop by the VHA. No patient is ever denied a F2F consultation. I am 

i · lucline - [ in the email. My preference is VVC for consultations, every provider can 

state thei p fil!r IUII!. 

3. - does not have a VVC clinic to be found anywhere in VSE. It says Tern 
on :h-s sched1.1l'.e but that clinic does not exist either. I wi ll put in for a clinic to be 
bui lt for him as it doesn't sound like he has been using one. 

I will be switching all these clin ics to WHS from SUR but the slots and current 
standing appts will all stay the same. I'm aiming for January for them to make that 
switch. Just putting this out right now as FYI as it is comi ng. 

1"Peopie ar,e fed by the Food lndu hy which • .ys no attention to he.aHJil, 
healed by the Ka· tth Industry, W!hrch 1pay.s no ttenrio t,o li'Ooo. 
"Let food be thy medicine and me<Hci· e, be dit.y· foo ·; 

s 

s.· . . . -
Re-attached with phone numbers as wel l. 



Thank you. I've attached the document. THX 

Importance: High 

I am resending "Approved" Pain Management Providers Leave Ca lendar again. 

AMSAs 
• Please fill all our Pain Management clinics to capacity, in accordance with the admini5trative 

Ii mitati on/recommendations for the COVI D-19. 

• Please block our Pain Management clinics when we are on "approved" leave. Please see the 

attached "CLIN IC SCHEDULES_PAIN SECTION" to know what clinics to block. Please note that 

the WC clinics are daily clinics for each provider even if they do not show as daily on the 

attached schedule. These need to be blocked also so we do not inconvenience our Veterans. 

1-

I 

Kfn ly fOl 111 your portion of the attached, "CLINIC SCHEDULES_PAIN SECTION" and send to me for 

distribution to all. 

We must be vigilant to improve our Cl inic Utilization data. Please let me know if you have any 

questions or corrections. 

·Sincerely, 

Pain Management Clinic Provider Schedules: 

From: 

Sent: Tu 

Ta: 

Importance: High 

Good morning, 

--- --- --- -

I am attaching a Pain Management Section Leave Calendar for December 2020 and for the wnole 

2021. All approved leave has been entered. It is color-coded. Please note the fo llowing points: 

1. I based the calendars on the information that you sent to me. Please review and correct me if 

entries are incorrect. 

2. Plan ahead for your leave for 2021. Send to me your "Approved" leave so I may update this 

calendar. 

3. P r- 1 one of us three ought to be avai lable at work on all work-days. 

4. Leave may not be approved for a third person off on the same date unless it is a sick leave, an 

emergency, or approved by-



5. The on ly day when the three of us are off simultaneously is 12/24/2020, Christmas Eve.■ 
■, if that is not okay by you, I shall have to cancel my leave on that date. Please let us lknow. 

6. Please lilote that approval for cl inic blocking by - must precede approval for Annual 

Leave on VAT AS. !Exceptions apply for Sick Leaves and Emergencies. 

7. Please read the emails below for more information. 

You may call me if you have any questions or suggestions about the attached calendars. 

Sincerely, 

Cc: 
subject RE: Leav 
Thank you, sir. 

One modification- leave requests shou ld go t i::1- unless he is on leave, in which case they 

should come to me. Please wait for approval befo re canc-f?:ling c!",nics. 

With appred ation, -
Importance: High 

Dear Colleagues, 

Per the email be low and the attached email by th@ rjhiet of our 
t he following regarding leave requests: 

1. I shall be managing your time and leave requests. 

, please note 

2. Kindly, submit to me a calendar of your currently approved leave (a,nnual and sick) so I may 

assure that for future leave requests there is always one of us ava ilable t o cover for the group 

as per - All currently approved leave remains. 

3. Please plan ahead for your leave, because, "we are required to give 45 days' notice for annual 

leave to reschedule patients, to minimize disruption to patient care and access. Any shorter 

notice requires approva l from Chief of Staff." 

4. "each of you (us) are able to cover for anyone who is on leave ... at least one of you (us} are on 

duty when others are on leave." 

5. "Going forwa rd, _sei CQllt,lCl me before canceling any clinics for sick leave 

or annual leave." 

Please let me know if you have any questions. I am adding- on this email for guidance and for 

corrections, if any. 



Importance: High - n management, you are expected to manage time and leave requests for 

I~ 
u are rr leave for the same days during t he holidays, Seniority can be invoke on 

only one occasion per year. Please expla in this to the others. 

Please complete t he training described in the attachment and let me know when you have 

completed this. 

R ,pec t flil ly, -
Importance: High 

The attached document contains updated links for both the VAT AS SharePoint Portal and 

our LEAF site. Please keep for future reference. Please share as needed. Thank you. 

R ctfullv, 

Pay.roil Supervisor 

Central Texas VA 

To better assist you and to allow us the opportunity to complete the necessary research of 

your payroll requests and concerns, please click here: ( JX LEA.F H()m,-:,pag,=, to enter a ILEAF 

request. 



Reference 56
From: 
To: 
Subject: 
Date: 

OSC Invest1,gat1on --- Vi:'tr:-ran affec ted 
liuesday,, f)[tobcr 5, 2021 8~28,:00 AIUl 

Here is a conversat ion/chat I just had with a col league regarding a referral 

request. 

I can see this consult being processed in different ways; I don't bel ieve there is 

one "right way" on this one. As it had already been processed according to 

orders, I discontin ued it. 

The t hing I really wanted to point out with t his is t hat t he referring provider 

had no idea that the Whole !Health Clinical Director is even involved in our 

consult proc,essing. 

This all takes time out of the day to clarify ... 

//////////////////////////////////// 

<Excerpt> 

[12:53 PM)- . 
The referra~ t was alrea y previously forwarded ,0 Neurolgy from Pain 
n1 □ nagernent on yesterd~y. NeurO'logy consu lt notes re9ue-sted Pai managr::ment reff rr 
can g"t CITC fo r boto~ injPctions with Pain Mgmt. I am not sure wh this wouldl o to 
Whole !Health? 

////////////////////////I//I//II//I/ 

<Transcript> 

[12:45 
Good 

kl me-chat 

This patient was seeing CITC Neurology 



at - for botox injections. - · moved botox injections to pain management. Referral was submitted 
to Pain Mgmt with request and was then forwarded to Neurology for 3rd time. Neurology has agreed 
that patient can go to BSW Pain Mgmt for botox injection and referral was submitted for the 3rd time to 
Pain Management. Can you please review the consult notes from VA Neurology regarding necessity for 
Pain mangement referral for botox injections for CITC? 

, c,-my underst.indi g, I have processed this consult according to instructions 
1a the r:: hc::i-in of cornrn,md. 

j and did not submit to his attention 

' 

· • - ~-·. __ TEM WHS OUTPT PAIN MANAGEMENT Attention: 

M 
s t 

~it. 

Clinical Director 

a ·- may discuss together? 

1[12:5"2 PMJ-
From my s~ processeci the consult per the 1instruaions given to me; I am not sure I can 
do anything else on this one. 

[12:53 PM] 
The re a was already previously forwarded to Neurolgy from Pain 
management on yesterday. 'Neurology consult notes requested Pain rnanagemenl refP • . , that vet 
can get CITC for botox in_jections with Pain Mgmt. I am not sure why this would go to for Whole 
Health? 
Edited 
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Reference 57 

VHA Handbook 1907.01 – Health Information Management and Health Records, March 19, 
2015. 

  



This Health Information Management (HIM) Guidebook provides direc ion and illustra ion for how to make 
corrections in Veterans Health Information Systems and Technology Architecture (VistA), Computerized 
Patient Record System (CPRS), and VistA Imaging (VI).  Data entered in one location may send that data to 
multiple locations within the system.  You must be aware of all of he locations data is sent and make 
corrections as appropriate.  There are a variety of references that have been used as he basis for these 
corrections and you will find them located at the bottom of each subject.  This comprehensive guide details 
op ions and scenarios for making edits or corrections where all the data resides.  You can locate the 
appropriate reference either by tabbing through or using the ‘find’ feature and searching for a key term. 

There may also be situa ions when a request to amend a record would be inappropriate, such as when 
someone requests a note be deleted (retracted) from the health record, when the documentation appears to be 
accurate, relevant and timely for the patient care that was provided.  For example, Provider A is asked to 
remove a note by a supervising provider concerning withholding medications.  When querying Provider A on 
the justification for removing the note, Provider A stated they could not give an explanation of why the note 
needed to be removed.  After reviewing the content of the documentation, it appears the documentation 
accurately reflects the justification of withholding the medication.  In these instances, a second review should 
be conducted by the Facility Patient Safety Manager, the Risk Manager, or other designee who can provide 
guidance on the possible impact that the removal of he specific documentation could have on patient care.  In 
rare circumstances, it may be appropriate to contact your Regional Council after coordinating though your local 
chain of command.

Health information that has been received from external sources may need to be corrected.  Per VHA 
Handbook 1907.01, Health Informa ion Management and Health Records, 19.b., a request to amend an 
external source document must be referred back to the original source.  This includes Non-VA Purchased 
Care, Compensation and Pension examinations provided by contracted Non-VA providers, and data received 
through the VLER eHeal h Exchange.  See also 
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Making corrections or amendments to the consult fields should be an infrequent occurrence. 
Prior to making any corrections, the Chief, Health Information Management or Privacy Act 
Officer must be notified. Per VHA Handbook 1907.01:  An administrative correction is 
“remedial action by administrative personnel with the authority to correct health information 
previously captured by, or in, error. Administrative corrections include factual and transient 
data entered in error or inadvertently omitted. Administrative corrections are not initiated by 
the Veteran.” And, an amendment is “the alteration of health information by modification, 
correction, addition, or deletion at the request of the patient or Veteran. A request to amend 
any data contained in VHA health records must be submitted in writing to the facility Privacy 
Officer, or designee, by the Veteran stating explicitly what information is in contention and 
why, i.e., inaccurate or erroneous, irrelevant, untimely, or incomplete”.   See VHA Handbook 
1907.01, Health Information Management and Health Records, for further guidance.

Consult Comments, Reason for Consult, and other related fields do not have amendment 
functionality.  FileMan write access to the REQUEST/CONSULTATION file (#123) is needed.  
Each of the consult activities is stored there so the individual making the correction will need to 
locate the field within the file to find the date/time this data was entered.

Amendment requests must be maintained by the Privacy Officer in accordance with specified 
retention requirements. Edits not related to amendment requests are also maintained with the 
before and after edits to the Consult fields, including who performed the edit and a justification 
of why the edit was made. 

 
 

 
 

 
 

  

             
             
             
             
             
             
             
              
            
            
            
            
            
          
            

ADMINISTRATIVE CORRECTIONS OR AMENDMENTS TO CONSULT FIELDS
Tuesday, February 18, 2014 7:33 AM
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The most recent issuance of the VHA Directive 1230, on June 1, 2022 adds Stop Code 674 
“Administrative Patient Activities” as exempt; this issuance rescinds the prior version published 
on July 15, 2016; it seems that “Administrative Patient Activities” refers to interactions that are 
“not an encounter and not requiring independent clinical judgment in the overall diagnosing, 
evaluating, and treating the patient's condition(s).” and are non-count interactions. 
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Same question: 

• Do the potential benefits boil down simply to a correlation with the number of visits (all counted)? 

• To be clear, as t his was a survey, and per the report: "WHS service use or non-use may be associated with several 

factors, including an individual decision by a Veteran" --- also known as Self-Selection bias. If Whole Health is 

being sold as a way to decrease one's opioid usage, and one wants to decrease on e's opioid usage, and th erefore 

one chooses Whole Health, have we simply found a way to identify those veteran5 and t ake credit for their 

reduction, which itself may have been accomplished with the Alternate List 11 presented earlier? Or perhap5 

Whole Health helped, but it was on ly the Core (concept} portion of it? 

From 7.0 Conclusions: 

"Implementation of the WHS is complex and takes time. Yet, the early findings from this 

evaluation demonstrate that when Veterans engage in WHS services, improvements in 

perceptions of care, engagement in care, and well-being are possible. 

Critical to addressing the primary goal of CARA legislation, we observed a meaningful lower 

use of opioids amongst the most in tensive WH users. Although there may be otner reasons 

for this decrease, it might be associated with the intended outcomes of WH: having better 

experiences with their providers, increasing engagement in care and improved self

management of t heir pain. While we expect to see more meaningful outcomes over time, 

even these small improvements in pain are notable in this short time period - as are the 

improvements ·1n self-reported physical and mental healt h." 

It loo ks Ii ke the aut hor(sl of the study recognized the potential i m po rtanc e of the confounding in the approach that they 

selected ... 
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Suicide Prevention is Everyone's Business. #Be There 

HII -

Recently, here is an MHV / veteran message to the Pain section. It is worth reviewing. 

Of note, 

1. I think there are potentia l benefits to the concept of patient-centered care which is supposed to characterize 

"'Whole Health" (concept) and its incorporation into hea lthcare. 

2. There are, in existence, complementary modalities ("programmatic components"), which are to be housed under 

a "Whole Health" (programmatic) section/service. 

3. There is, in existence, traditional medicine, which, in my opinion, is NOT to be housed under complementary 

ca re ... by definition and by being diagnosis-led (programmatic}. 

4. Number (2) should NOT be made to seem as if it has greater claim to (1) than does (3). Complementary care 

rn1xb!ilY!l: lioroSt-in'iJraa'JJiCI are br no means roorJ!' Pi1tietlt•i:tol-ftlM !ct"lfMJeocJ mam u:adi1!:ini!l ro!:'dlcme 
{programmatic). 

Now, here is t he message from the veteran below. It is all interesting to read ... I suppose there can be folks t hat have 

allergies to egg or dairy, at least ... in any case ... I am curious as to the lab standards where the veteran had her labwork 

done ... 

I have also attached a publication --- what appears to be a position statement "Approved by the Executive Committee of 

the American Academy of Allergy and Immunology" ... from 1986 ... 

The confound ing of the Whole Health concept with the Whole Health programmatic components is misleading and in 

my opinion dangerous. Sometimes confounding also causes us to repeat mistakes of the past. 

Please see attached and below ... 

Sincerely, 



' 

I 

' 

Sent: 

From: 

To: 

Message ID#: 

Subject: 

Hello, 

I am starting a new whole health program 

Also. I would benefit from the following1 supplements 

Clean gut probiotic 

Vitamin[) 

Estrogen Balance 

Full spectrum magnesium 



Activated b complex 

Gluco support 

Finally, I'm to avoid the following foods for up to 6 months. 

for 6 months) 

( avoid these foods for 6 weeks) 

(avoid these foods for 12 weeks) 

( avoid these foods 

if arny of their suggestions f m unable to move forward with. Also, 
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VHA Directive - 1137 Provision of Complementary and Integrative Health (CIH) 

  



Otd 1·t, CTVH S fac•t1ty Dir ctor an oS co IY 1 

VA HANDBOOK OOS/1 P'ART I~ APP i ' • DIX Hl 

t>llf tlrm caodldl Is board cc· lfi In an aip rop ,a sp da ty or s.p d~dties, th O i 

of St an· d signee dtSieuss :i; th pro po se I ion • h ·the ~ppropr ~t c r al 
I who vid m 1'11 ir't 

in vs ~~----~~~~~-
0 ed In ais . .• . 

. n Ch · o .ard 

• .nm. Boar , erO ei1 
1 n Pain M rU 111d '1 been ut I an 

colle RU!i!~ meo or o e Ar • (h'~ o 
Pair, • anag ment. 

Di t h asslg, nt o - o t I nl I Di r c.tors Ip of hol H Ith rvirns; 
.. J • • • - , • .- - . • • •. • • • • • • • • • . - • • . . .---h i 



From: 
To: 
Suhjec.t: OSC investigation --- Whole Hlealth cliniecal control over Pain Management 

Tuesday, October 5, 2021 8:30:00 AMI Date: 
Attachments: Viruses Buprenorphine Increases H IV-1 I ntection In Vitro but Does !Not 2021 pdt 

lello-

I wanted to pass along this article; please see attached. 

I want to highlight: 

aconclusions: our results suggest that buprenorphine, in contrast to morphine 

or methadone, increases the in vitro susceptibility of leukocytes to H IV-1 

infection but has no effect on in vitro HIV reactivat ion. These find ings 

contribut e to our understand ing how opio ids} including those used fo r MAT} 

affect HIV infection and react ivation} and can help to info rm the choice of MAT 

for peop le living with HIV or who are at ris k of HIV infection." 

I have not reviewed this article for accu racy of statistical analysis and/or 

robustness, methodologies} etc; this may be bette r left to member(s) of the 

OMI team, although that exercise itse lf is not t he point. 

I want to put this forth as a Proof of Concept -- I am not saying that this result 

strictly translates from the "bench to t he beds ide,,: 

• When discussing MAT for OUD in those who are at risk for HIV infection, is 

t he choice of Buprenorph ine over Methadone clear cut? Or could it 

maybe even be riskier to the patient in certain circumstances? 

• When discussing the treatment of Chronic Pain, is the choice of 

Buprenorphine over Methadone or Morphine clea r cut? Or could it maybe 

even be riskier to the patient in certain circumstances? 

The Pain Management section was realigned under W hole Health Services with 

coercion of the Pain Management specialists as a key reason for the 

realignment - did those individua ls in the supervisory chain above my 1st line 



supervisor understand the ramifications of what they were coercing with their 

app, oach to Buprenorphlne .1nd to us? 

Has CTVHCS treated the Veteran right? 

Was the Veteran placed first here, or last? 

Sinc.erely, 



From: 
To: 

Subject: 
Date: 
Attachments: 

Hello OMI team, 

Wednesday, December 15, 2.021 8:34:(JO AM 
CandKlias1s Hypersensitivity Syndrome 1986.pdf 

Recently, here is an MHV / veteran message to the Pain section. It is worth reviewing. 

Of note, 

1. I think there are potential benefits to the concept of patient-centered care which is supposed 

to characterize "Whole Health" (concept) and its incorporation into healthcare. 

2. There are, in existence, complementary modalities ("programmatic components"}, which are 

to be housed under a "Whole Hea1lth" (programmatic) section/service. 

3. There is, in existence, traditional medicine, which, in my opinion, is NOT to be housed under 

complementary care ... by definition and by being diagnosis-led (programmatic). 

4. Number (2) should NOT be made to seem as if it has greater claim to (1) than does (3). 

Complementary care modalities (programmatic) are by no means more patient-centered 

(concept) than traditional medicine {programmatic). 

Now, here is the mes.sage from the veteran below. lt is all interesting to read ... I suppose there can 

be folks th-at have allergies to egg or dairy, at least... in any case ... I am curious as to the lab 

standards where the veteran had her labwork done ... 

I have also attached a publication - what appears to be a position statement "Approved by the 

Executive Committee of the American Academy of Allergy and Immunology" ... from 1986 ... 

The confounding of the Whole Health concept with the Whole Health programmatic components is 

misleading and in my opinion dangerous. Sometimes confounding also causes us to repeat mistakes 

of the past. 

Please see attached and below ... 

Sincerely, 

Sent: 



From: 

To: 

Message ID#: 

Subject: 

Hello, 

-
Also, I would benefit from the following supplements 

Clean gut probiotiic 

magnesium citrate powder 

Estrogen Balance 



Daily Nutritional support van'ill 

Full spectrum magnesium 

Activated b complex 

Gluco support 

Finally, ll'm to avoid the follow1ing foods for up to 6 months. 

(avoid these foods for 6 weeks) 

(avoid these foods for 12 weeks) 

(avoid these foods for 6 months) 

• if any of their suggestions I'm unable to move 

time and collaboration as I start 





From: 
To: 

Subject: 
Date: 
Attac.hments: 

horn: 
Senll: • 

To: 
51.d~]e:C't 

Hello, 

None of the following mentions establishing Whole Health to t.ake over an existing 
service fine. 

llllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllll 

3.2.2 Service Line to Support Whole Health 
The Whole Health System and the term 'Whole Health· iududes the entirety of the healthcare 
5y5tern (i.e .. every encounter the VA makes with the Veterau) 
• • The concept of Whole Health should not be isolated to oue specific se1vice line but instead is 
the n·ansfonnatiou of care in every se1vice line within a VA facility 

TI1e Whole Health System does have programmatic components. inducting Pathway progrnmming 
and Well-Being Programming. often staffed by many C-IH .and Well-Being roles ~e·:'"·- Whole Health 
pnnners.lpeers. health coaches. well-being class facilitato]· . and CIH providers). Additionally. the 
transfonnation of an entire organization into the ,\.110le Health culture require c©nce1ted effort from 
leaders and administrative siaff dedicated to suµp011 the Whole Healih lransfonnation. \Vben illling 
\\11ole Healrh leadel's e.g .. Wl1ole Health dinical director, \\11ole Health program manager. etc.). 
Wl1ole Health administnllive staff. and CIH and well-being providers. ii is up to the facilil)· to decide 
the appropriate mganizational stH1et1111e foi these new staff member:,. Options for rnn-5iderntion: 
• • Option 1: Utilize Estllblished Service Line(-;): \l,lbole Health leaders. \Vhole Health 

administrative staff. Pathway staff and Well-Being Program staff could be housed within an 
e~tabli'>hecl sen-ice line (e.g., PACT, P~l&R}. ewecialh· if the sen-ice line leaderlihip i\ 
~upportiye and willing to :;hare J"f$QJll"Cf\, , ihole Health leaders wemld not only ~upervi e 
Pathway and\ 'ell-Being Program staff but also lead the Whole Health tJan fonuation acro ~s the 
organization. Addilrionall.'. Pathway and \\"ell-Being Pr,ogrnm stai'f tould prm,ide CIH and ..:vell
being approaches within these prngrnms and could be deployed across the organization to provide 
these a1~proaches in other ser\lice lines m, ,vell. 

• • Option 2: Create a ~e,,, Serrire Line: Whole Health leaders. \\il10le Health 
aduninistrnti ·e taff. Patln ·ay staff and\\ ell-Being Program staff could be bom,ed ujthin a new 
sen-ice line. Po'li'liible \e1-rice line 1rnme1; include: CIH & \\'ell-beiue;, \Veil-being, or Wbole 
Health Operations. Reganiles,:; of the narn.e. it is essential that the intention of this sen ke hne is not 
c11111 w house the programmatic pieces of the V 10le Health System ') .e .. PathW<l) and Well-Being 



programming and staff) but also to support the rest of the organization in its
Department of Veterans Affairs Getting Started with Whole Health System Implementation
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• Whole Health transformation. Thus, Whole Health leaders would not only supervise Pathway
and Well-Being Program staff but also lead the Whole Health transformation across the
organization. Additionally, Pathway and Well-Being Program staff could provide CIH and well-
being approaches within these programs and could be deployed across the organization to
provide these approaches in other service lines as well. • The following considerations may
be helpful in deciding which option is best for your facility: It is not mandatory to have a
new service line in order to fully implement the Whole Health System.
• Whole Health leaders, Whole Health administrative staff, Pathway staff and Well-Being
Program staff could be initially housed within an established service line and then move into a
new service line when the site determines the need for extra infrastructure and administrative
oversight for Whole Health staff.
• A new service line to support Whole Health transformation provides administrative
oversight and mentorship to Whole Health staff.

• As described above, ideally, if creating a new service line to support Whole Health
transformation, staff would not only provide care within that service line but also be
deployed across the enterprise to support Whole Health activities in other service lines
(similar to nursing services and OI&T). o For example, a yoga instructor from the new
service line could provide a yoga class within the pain clinic versus the pain clinic hiring a
yoga instructor within their service line to provide this class.
• o There is a cost benefit to implementing CIH and well-being services this way. The
cost per encounter decreases in this scenario because these services do not assume the more
expensive overhead costs of other service lines. For example, healing touch within palliative
care can have a high cost per encounter because of the overhead cost associated with
palliative care. However, if a well-being provider was to be deployed from the new service
line to provide healing touch in this instance, a different overhead cost would be associated
with the encounter and the cost per encounter would decrease.
•
•
•



From: 
To: 
Cc: 
Suhj~t: of IE nli 

Date: Monday, Augu, t 16, 2021 8:51 :00 AM 
Attachments: VHA NOTICE 2020 30 Buprenorphlne Prescribing For Opioid Lise Disorder.pd! 

PAIN MANAGEMENT BEST PRACTICES PMTF final rreport 2019-05-23.pdt 

-
Please see iatta::h P-d VHA Notice 2020-30 Buprenorphine Prescribing for OUD. 

Please see attached (non-VA document) Bt\}ltlM!llN1A,GJEIM IE1~[..BESI ~BACTLCESJR]E'Bb 

AGENCY TASK FORCE REPORT FROM 2019: 

• Please note t he following excerpt/recommendations from the PMTF 2019 

document: 
II 

Barriers include lack of coverage and reimbursement for buprenorphine as well 

as the lack of education and t rain ing on t he proper usage of buprenorphine. 

There has been a lack of access t o buprenorphine treatment for chronic pain. 

• RECOMM ENDATION 4A: Make buprenorphine treatment for chronic pain 

available for specific groups of patients, and include buprenorphine in third-party 

payer and hospital formularies . 

• RECOMM ENDATION 4B: Encourage CMS and private payers to provide 

coverage and re imbursement for buprenorphine t reatment , both fo r OUD and 

for chronic pain . Encourage pr imary use of buprenorphine rather than use only 

after fai lure of standard mu agonist opioids such as hydrocodone or fen t any l, if 

clinically indicated . 

• RECOMM ENDATION 4C: Encourage cli nir-al t ria ls us ing bupn::inorp hine for 

chroni c pain to better underst and indication , usage. and dosage. 
II 

I am sure t hat I do not have to point out t hat t he juxtaposition of "Encou rage pri mary use of 

bupreno rphine" w ith " Encourage clinic.all t ri1als usi ng buprenorph ine for chron ic pa in to bet ter 

understand ind ieation . u.::,a ge, and dosage" serves as a point of curiousness. 

Which is it ? Should it be encouraged for prima ry use, or do we need to know more about the 

basics? 

An independent provider cou ld and shou ld consider Buprenorph ine as an option for opio id 

treat ment fo r whatever diagnosis is made, if wit hin the spectrum of what is indicated, true, 

but w hether prescribing this particular medication should be forced on any provider is a 

question that comes up. An ongoing concern of mine is that what is going on here at the 



facility level, which differs from that delineat ed in t he afore-mentioned 

documents: 

Coercion of the (specific) pain providers to prescribe specific opioiids .. , with an 
undetermined indication or someone else's persona'I interest/preference, no less,., and 
further, this is enacted via the Whole Health Service. 

Please note the following progression: 

1. - has kept his clinic grid closed from the beginning of his employment here, even 

though multiple providers asked him about this and even though mu ltip le providers asked 

him how to consult him via CPRS. One of our very first que:stia s o- when we met 

him for the first time in 2020 was "How do we consult you?" 

2. Furthermore, even though ou r Cos. - . has been aware of this for many months 

now, only recently h - seemingly taken any action to use- to open his 

grid. 

3. Despite t he abov , [_ has seemingly been performing unrequested consultations on 

veterans, of his own choosing. Some he bil led/coded encounters for, some he didn't. 

4. bi lled/coded such self-consu ltations on veterans who had administrative requests, 

some of .................................... _ ....... .....,."""--' ........ _,,._ own ai-t jon,. of dPnyin§ them community care 
reqt JPsts which were made on their beha lf for the ir best medical interest by the ir clin ical 

care team(s). 

5. Solicitation of Co ·nplc1 nh .- has used the administrative requests and concerns of 

veterans to not only perform these self-consultations, but to generate complaints aga inst 

me, as he is aware t hat I am a whistle blower. 

6. Performance Pay for 2021 altered from its prior~t.o- requirements, ov- . on 

I 2/28/7020 to indicate: 

a. "Obtain X-waive r and manage 5 patients with concurrent chronic pain and complex 

persistent op ioid dependence using appropriate medications" to obta in 20% of the 

bonus (which I overtly disagreed with). 

b. "No greate r than ~ doC1Jmented complaint-; from staff or patients during the fiscal 

year" --- to obtain .lQ% of the bonus. 

7. OPPE changes: In spite of the f. c ha, - · cannot simply change my job description, he 

has now made it part of t he OPP E that we are to prescribe opio ids; t hroughout th is past 

year, he has made it clear on numerous occasions to numerous co lleagues that the on ly 



opioid he would really consider is Buprenorphine; so not only do we lose Performance Pay 

for not allowing him to practice through our hands, but we lose our jobs. In fact, by creating 

certain clinical situations, or even by simply choosing to view matters in a predetermined, 

neg.al: ;:, fa !i.bion. - can have someone else, beknownst or unbeknownst to such a 3rd 

party, perform FPPEs on us at his behest, so that he does not appear to be responsible ... 

and then we lose our jobs. 

8. Performance Pay for 2021 altered rom - 12/28/2020-issued document, by- ; 

on 7/20/2021 to indicate: 

a. Removal of "Obtain X-waiver and manage 5 patients with concurrent chronic pain 

and complex persistent opio id dependence using appropriate medications" --- which I 

have reason to believe i:. a direct re-suit of ongoing investigation occurr in§ because of 

me; (to obtain 0% of the bonus}. 

b. Change to "No greater than 2 documented complaints from staff or patients during 

the fiscal year" --- to obtain 25% of the bonus; which is a %increase from prior. 

9. Performance Pay for 2021 altered from - 7/20/2021-issued document, by_ , 

on 7/22/2071 to indicate: 

a. Removal of "Obtain X-waiver and manage 5 patients wit h concurrent chronic pain 

and complex persistent opioid dependence using appropriate medications" --- which I 

have r Pa son to bel ievP. is a di rPct re· ult of ongoing i nve ·tigation occurring because of 

me; - (to obtain 0% of the bonus}. 

b. Change to "No grPater than 2 documentPd complaints from staff or patients during 

the fiscal year" --- to obtain 25% of the bonus . 

"No greater th.am 3 documPnted complaints from staff or patients during the fiscal 

year," although keeping the percentage increase for that parameter at 25%. (Thus far, 

- has only held any complaints against me, not the other Pa in Management 

section physicians) . 

10. - has been forcing consults to come to Whole Health via the Realignment of the Pain 
n seme section under Whole Health. Using his position, he has inserted himself into 

the care and even performed/completed consu lts that are requested of the Pa in 
Management section, even though, to my best understanding, he has not met the hiring 
criteria for Pain Management special ists here at CTVHCS; he has not been held to t he same 
standard . Nonetheless, he has used consult requests to our section to generate Pain 
Management treatment plans, bi lling/coding for the interaction and clos ing/completing the 
consult in doing so. 

11. In performing consu ltation in this fashion, _ is coming up with the treatment plan, and 
function ing as the medical-decision ,naker. By r,oti: being diligent in his fo l low-through and 
follow-up, his treatment plan may we ll be forced onto other independent providers, 
without their agreement, when the veteran shows up fo r a follow-up appointment. That 
way, if the veteran gets mad/complains/ber::omes hostille violent to themselves or to other 
providers, the providers w ill fee l coerced to enact plan/preference for 
management, or receive compl21 iints, discipline, or ot 1er 1arrn. 



Soon after the Pain Management section was rea ligned under the Whole Health Se.rvin•1 ■ 

. in~t ruc:ted me to meet with him. He denied me the presence of my 1st-line supervisor for 

the meet ing. On the day that I had met with - . 0/23/ 0 0,1_ stated to me that 

our Chie o S ff, - 1, made the decision to move the Pain Management section 

under Whole Hea lth, but that before finalizing the decision, he pu lled the service chiefs. 

The decision to realign the Pain Management section was done without the input of any of the 

Pain Management sect ion physicians here at CTVHCS. Th is decision was forced upon our 

section, even though we are obvious stakeholders. It was not afte - • .a r·d: th.at - began to 

exhibit the peculiar behavior of implying clin ical ski ll deficits on my part, sol iciting complaints 

aga inst me, and changing our Performance Pay criteria. It is accurate to state h3' - • a 

federal employee, has offered federa l monies t o t he Pain Management section physicians, 

also federa l employees, to provide opioids to veterans for the non-covered service of t reating 

the non-validated entity "Complex Persist ent Opioid Dependence," a proposed entity that is 

cited in only 2 citations out of over 32 million citations for biomedica l literature catalogued 

within Pubmed - an entity which we were not hired to treat and which I do not agree with. 

At some point, thereafter, he put changes in t o our OPPE, that in conjunction w ith his own 

agenda regarding usage of Buprenorphine, coerce us to distribute opio ids for his indication 

and belief set. He has already stated his desire to request an FPPE on me, and he has indicated 

a desire to utilize OPPEs to generate FPPEs. In the mean ime - has used and is using his 

position as the Whole Hea lth Clin ical Director (over t he Pain Management sect ion), and the 

cha irmanships of the Pain Oversight Committee and the Pain Management Team, given to him 

by our CoS, to alter faci lity pol icy to match his clinica l op inions and to force them upon 

C1VHCS medical providers; simu ltaneously, he has misrepresented the Pain Management 

section providers t o our provider colleagues, causing us to look worse in our profession and to 

our co lleagues, at times, having provided himself a scapegoat for the actions that he has 

undertaken here at C1VHCS. I have already had providers communicate blame to me in 

regards to how consults were being processed; strained relat ions between the Pain 

Management section providers and t he other providers here is a predict able endpoint. 

Failing the above, our section continues to be presided over by- who states to vet erans 
his plan/preference for management; shou ld he not follow thro~ ollow-up, his 
management is then forced through our hands, lest we rece ive complaints, disc·pline, or other 
harm, al l the while, our veterans wil l be experien cing frustration, anger, and resentment. 

I t hink about the chart redactions, and how - has indicated that t hese were instructed 
by our Cos, ..... , on the topic of consuTtprocess·ng, and bringing veterans back from 
the commu~ w said consult processing affected veterans care so as to destabilize it -

whether they had been on opioids or receiving interventiona l procedures, or both/other. 



When I think about all of the above, I cannot help but think back to when I first met
prlor 10 the reallgoment, lndicatiog 10 him that It was great to meet him. And I thlnk~ n 
my 1ll~1nesuper111sor expressly .uked him how ,-e can consult h,m, •nd how
answered that his clinic had not been set up yet I coosidcr now that the Ian 01 our Cos, even 
then, may well have been to never have had a separai. clinic set u fo, and that this 1s 
WhV our Cos relayed no dlsagre~ment and took no action to have open up even small 
portions of his cllniC gnd for scheduling until more recently. 

The actions taken above seem to support the notiOn that the supervisory chain above my l" 

line supervisor $0Ught from the sta1t to act throu3h our hands and wipe away any 1race of 11 -
- as lf It never happened. This does not seem right to me, and it does not seem I lght to our 
veterans. 

Slncerely, 



downloads (l inks inside) 

Begin forwarded message: 

s11b.Je~~ P.utoirnmuntty cl~ 1riep1 -_ . -111d lllow1n'load!i l1li111k~.1--id -:I 
llep~~To~ 

! V·le had over 3,400 people attend the class I offered last uighl
al Ren1edies for Autoinuunnity, and the feedback has • n 

llll"ll:' • bl<:. 

I want to be sure that all of you-not just those who attended hve-have a chance to 
watch this session, because it truly has the potential to change your life if you have 
an autoimmune condition. 

You can watch the fuU replay until this Sunday, August 1, at n1idnight PaC'ific 
Thne. 

Given the huge turnout last night, ifs clear that there's a pressing need for a more 
holistic and effective approach to autoimmune disease. I'm so grateful for the 
opportunity to share my Functional Medicine perspective on treating 
autoimmunity with you. 

Here's your link once 

In health, 



-P'.S. Re1rn:1~ U b1..• a"'i:llhtbll' on.ht LUllU ----- • 

--



What's wrong with the conventional 
approach? 

The tnost wmmon-powerful steroids and biologic drugs-simply suppress the 

symptoms without addressing the underlying causes, all of which carry serious side 

effects and risks. 

What this translates to: 

A lifetime of multiple medications. Endless hours in the doctor's office. Not to mention 

-hdplessness, frustration, and despair. 

If this sounds like you, you're not alone. 
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Perhaps a Whole Health Integrative Medicine Clin ic should have been established to address pa in 

from a more comprehens ive approach which would have been outside the realm of interventional 

pain procedures? Perhaps a different cl inic with a different consult ? 

• 
(c 

• Allb,I · t: pain clinic 

PSB met today . 

It was decided that , because the consu lt order is cur rently set up 
spec ifica lly as an interventiona l pa in management con su lt , even though we 
have been stuck with th is order due to multi p le obstacles to 
implementation of changes intended to address the needs of Veterans with 
chron ic pa in from an inter disciplinar y, holi stic approach (wh ich was the 
task ass igned to us in the FY21 ECF),_ was assigned duti es that 
was not tra ined for, i .e. : the eva luation of patients for intervent ionall 
procedures . 

As-is transfer r ing back to the Ambulat ory Care Service on 11 /29/21 , 
w • Wil I no have ti me to prov ide- more train ing to do th is b for -
leaves. 

Because of this, any new consults on- dt _ dl!.JI - need to be rescheduled 
with other providers. llllcan continue to see pat ients for fo llow up for 
non- interventional p ain management unti l - I aves . Future follow up w i ll 
need to be w ith other providers . 

Cli:nkal Director, .hole Healt h and Integrated Health Service 

Central Texas VA Healthcare System 
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VA-OIG REPORT #21-03339-208 - Deficiencies in Facility Leaders’ Oversight and Response to 
Allegations of a Provider’s Sexual Assaults and Performance of Acupuncture at the Beckley VA 
Medical Center in West Virginia, July 26, 2022. 
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S .. b; 

Department of 
Veterans Affarrs 

JUL O 5 2D17 

Memorandum 

Co-Chairs. Whole Hea Ith Expe rie nee Comm iUe a { 1 ONE) 

Comp lernentarv ~ nd I nlegratJve li8a.tth Approach Recommend atkl ns (VAIQ 7B, 1817} 

t:- Actl nn- Under Sec ret~ry fo ~ H e;:i Ith { 1 O} 

1 _ The Department or Vetera,,s AUairs ~VA) is shif l Ing lhe currenl cu ttu re ot hea Ith care 
from problem-based ~sk:k care~ to ""whole- health care, R whictl engaries i:'lnd Inspires 
Veterans to their highest I eve I of health and we !I-being. The Offtce of Patient Centered 
Ci:'1 re & Cultural T~ nsf6miaf.Jon { 0 PCC&CT} and tha Whote Heal!h Expc ricnce 
Co mm ittcc (WHEC} have worked with Veteran~ He a tth A(lmln i:strntion (VHA) leaoers 
and c!in ica! c.h.amptons .across t11e s. ys!em to work towards th~ transronntd lvr. goHI. 
One o spcct of this mission iflcl udes the p mmohon of comp1emc:-tltary and inte,g:r aitivc 
health {CI H) [.I pproa ches within the VA heatth c:a re system. CI H approa c:hes pro mote 
s~lf-hP.a[ing and complemenl canvenUonai (or al~p.athic} medical approache:$ ta support 
Veter.ans on their path to heafth an.d wall-being, 

2. The \iVH EC is requesting your ruvicw and app rovai of o LI r riP.r..ommend ation s for the 
following C IH approaches !o be conskl cn...--d appmpriatc for LI se as part of a Vete rn n ·~ 
plan for tro atme nt or for getle ra I health amt wi:;IJ--being. These rec:omrnend ations .; ra 
based on review by th.e I nteg mtive He~ Ith Coordinating Center ( I HCC) Advisory 
Workgroup whicti concluded that 1he ClH approach@s below arc safe, and h::ive 
SLitf ic.iP. n1 P. viden.ce of llc n ~f•I 10 be recommended a~ appropriate com ponenls of r:are fut 
the Ve tui-an µopul at ion. For a I ist of previously .a pp.roved n1ppr03ches. ~-ease sae 
Sh~ rePoint link he re: 

3. This ~ pfl rov~ I will ~11ow the fallowing app roa ~hes ~o be a oded to list 1 of VA 
~PP rove<:! approaches per VHA Dir~~Live 1137. Provision of CDmpfementary and 
Jntegra tive Henffh, Tl I is Ii s.t of Cl H approaches must be made available to V ctorn ns 
across the system. ettheir witllln E'i VA medical facility o, ;n the community. Un1if thF. new 
Cummun ity Ca re contract is in p l3en an.y Cl I f approaches provided by non-lice nsoo 
p roi.ridc-r s wil on I y be a 'ildita ble through m~ foe ilrty m via lclehe.alth, nut lh rough 
Commuri ily Care_ I HCC will continue to work crosel ":I with the WHEC to set clear-
:shi ndards reg a rd ing specific indications, freq uenc::y, anrl d ur3! inn of treatment for U1ese 
Cl H a roaches. To download VHA Di~ctive 1 1 3 7, pl ea~e sec Sha re Point Ii nk. hem: 

4. The fol lowing aro lhe recom mondat~ns from the W HEC rega.r.:ii ng spec.fie C IH 
app rooches in U1e V HA· 

a. B iofeedbacx is an approp riatc I herapy fnr u~~ i rt t~ VHA setting if 
reoommendad, a no r1eliverer1 , by a I icB-nset.! tle~nh c.are rirov1oer who 1 ~ trn•n~1 1r1 
the clinical uf:.e of biofceduack . a.s pa rt of a Veleran·~ trea !rnent plan . 



Page 2. 

Complementary and Integrative Health Approach Recommendatlo11s (\/ AIQ 7811817) 

b. t:Jyonosis is an appropriate therapy for uso in the VHA setting if recommended, 
and delivered, by a licensed health care provider who is trained in the clinical usP. 
of hypnosis, as part of a Veteran's treatment plan . 

c. Guided Imagery is an appropriate therapy for use as pnrt of a Veteran 1s plan for 
health and well-being, and should be delivered by a trained professional. Guided 
imagery may also be used as part of a Veteran's treatment plan for spectic health 
conditions if provided under the supervision of a lcensed health care provider. 

d . MassacJQ is an appropriate therapy tf recommended by a licensed health care 
provider as part of a Veteran 's treatment plan. Exarnp!es of areas of potential 
utility include, but are not limited to, low back pain and nE:lck pain. 

5. Your approval of this memo will SUf)pDrt CIH implementation RGr□ss VHA. The IHCC 
serves as the lead ln this work, expanding on existing efforts and with aetive 
partnerships across the organit:ation, and 1is lhe point of contact for implementation of 
CIH approaches across VA. 

6. Upon receiving your approval, the IHCC will provide gwdance to the field and other 
program offices on the approved CIH approaches. Thank you tor your consideration of 
this request. 

Attachments 

~sapprove 

i/-~ I 11_ 
Date 



Attachment 1 • 

1ISSU€JS to Consider 

A Adjustments to VHA business, processes will be required to provide infrastructure of 
CIH se1"Vice delivery across VHA. Additionally, CIH services may need to compete for 
resources with existing VHA programs. These processes have begun and will be 
reinforced by the clarification provided by this memo. 

B. VHA Directive 2247 is critical to ensure eligible Veteraris have consistent 
access to a standard set of CIH services. Further, a regulatory change will help to fully 
support application of the VHA Directive. 

C. The Hea'lthcare Analysis and Information Group condl!lcted a survey to evaluate and 
report on the current state of CIH services across the VA Health Care System. The 
information from this report will be used to identify strategic initiatives and programmatic 
directions that may be addressed by the OPCC&CT and the recently established IHCC. 
Notably, 93 percent of VHA facilities are currently providing one or more CIH service 
and therefore the clarification that CIH services are within the Medical Benefits Package 
I or_ • at. lhis ·IJime. T1h d ·:a fs avaUabl through the following link: 



Attachment 2 

The Vetting Process 

The Vetting process and criteria for CIH services to be recommended for inclusion in 
the medical benefits package are outlined below. 

Similar to the evaluation process for conventional modalities, CIH services that will be 
recommended for integration into VHA care must show evidence of safety and, at a 
minimum, promising or potential benefit. Once approved, the IHCC will serve as the 
entity which will provide guidance to the field regarding CIH modalities that are suitable 
for inclusion in VHA care. The IHCC will also field requests for evaluation of CIH 
modality suitability for inclusion within VHA care. 

The Policy Working Group developed a set of criteria to be used in making a case for 
CIH services. The criteria include the following factors: 

. , Clinical evidence - In 2005, the Institute of Medicine "Complementary and 
Alternative Medicine Committee" recommended that the same principles and 
standards of evidence of treatment ,effectiveness apply to all treatments, whether 
currently labeled as conventional medicine or CAM. Implementing this 
recommendation requires that investigators use and develop as necessary 
common methods, measures, and standards for the generation and 
interpretation of evidence necessary for making decisions about the use of CAM 
and conventional therapies. The Committee acknowledges that the 
characteristics of some CAM therapies-such as variable practitioner 
approaches, customized treatments, "bundles" {combinations) of treatments, and 
hard-to-measure outcomes- are difficult to incorporate into treatment
effectiveness studies. These characteristics are not unique to CAM , but they are 
more frequently found in CAM than in conventional therapies. 

• Licensing and credentialing 
• Clinical practice guidelines, current evidence, community standards, and 

potential for harm 
• Veteran demand (although the clinical need and appropriateness of any 

treatment is based on the clinical judgment of the provider and services are not 
provided solely at the request or preference of the patient) 

• Supports transformation of health care delivery 



From: 
To: 
Suhjec.t: 
Date: 
Importance: 

To: 
Cc: 

/Lil · 

--- _- ~ ~illg 

Friday, January 15, 2021 7:06 :35 AM 
High 

Importance: High 

-

Reference 66 

On Friday, January 8, 2021 , you called me at - 17:00 Hr. and mentioned that you 
were planning to exchange our current RN for an LVN to work at the pain 
management procedure room in Temple. As you well know this topic was the subject 
of discussion in the past. There are multiple genuine reasons that support having an 
IRNI and not an LVN to assist in the Pain Management Procedure Room. 

It 1is important to have an RN because an RN does not require supervision by another 
health care provider tor RN practiice and can function as a co- leader in the procedure 
suite, by delegating tasks, contributing specialized judgement and skill, and 
performing comprehensive nursing assessments. An RN can give IV medications and 
use the ACLS crash cart that is stationed outside the Procedure 1Room, while an LVN 
cannot do so. 

In addition, the Pain Management Section in Temple needs to open up the Post
Procedure Recovery Room (7 C-16) . This room was established for this purpose but 
we were not able to utilize it for such because of the unavailability of nursing to staff 
thiis room . We need a second RN to staff the Post-Procedure Recovery Room (1 C-
16) so we may be able to ofter conscious sedation that would help capture more 
patients from Community Care Pain referrals. 

I shall be glad to talk more about th is subject with you, but I feel that replacing the RNI 
with an LVN at the Pain Management Procedure Suite is a breach in patient safety 
and is a significant risk of imminent harm to our Veterans. Kindly consider and 
respond 
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From: 
To: 

Su!Jject: 
Date: 

Attachments: 

Hello 

' . gp- 7 - -_ ' ' """~- - p.., . 
Tuesday, Auqust 111, 21I2:I 12:26:1101 PM 
VHA documents and Literature llist f entalHealth Pnmary(me P-harmacy.docx 
VHA MEMO EDM ll311'i-2H21J,pdf 
Mund :2018 Bup1enomhine f•1AT as an Imperfect F1x.odf 
NIDA manjuana-research-repmt.pdf 

Thank you very much for allowing us the opportun ity to meet with you 

regarding our concerns, both clinical and administrative, as it pertains to the 

treatment of our veterans as well as the treatment to which we feel we have 

been subject. 

Please see the attachments. 

You will find the information you had requested contained within the attached 

Word document; w ith the exception of the Note on Page 12 of 13, everything 

is directly quoted. The document highlights and references the documents and 

literature that we discussed on 1/29/2021 duri ng our MS Teams meeting with 

our Union : rr , i n, and my 

pain physician ,colle ue I- Best I can tel l, lnterventional pain is 

not involved in any of these apparently successful models; interventional pain 

physicians remain ready as consultants. The term "pain clinic" does not always 

mean what it once did; now, the term often means Primary Care pain clinics 

and Mental Health/ Primary Care co llaborative pain clinics as wel l. 



 

I implore/beseech you to consider and reconsider all matters that have been
brought before you: the realignment under Whole Health, the coercion that we
feel to treat OUD/opioid dependence, and our clinical and administrative
association with .

 

I would also note the below points that deserve comment:

 

(1)    The VA and GAO’s mutual agreement on key outcomes citing both:
a.       The organizational improvement re: the designated
organizational alignments within the ICCs as per the VHA
Modernization Lanes of Effort (see Word document)
b.       The responsibilities and jurisdiction assigned to Mental
Health as the designated department to implement the Whole
Health delivery system as well as other tasks (see Word document)
 

(2)    The presence of chronic pain does not interfere with the success of
MAT and the potential benefit of more intensive treatment of OUD and
co-occurring conditions in SUD specialty care settings (some of this is
from the Va/DOD Guidelines):

a.       According to Lin et al (2020), and this study examined the
topic in the VHA. “In FY 2017, 41% OUD only; 22.9% OUD + 1 SUD;
35.9% had OUD + >= 2 SUDs”, which means in ~60% of patients
with at least OUD, it less likely that simply prescribing suboxone
after taking an 8 hour class will be sufficient management.
b.       According to Hser et al (2017), “Most OUD patients (64.4%)
had chronic pain conditions, and among them 61.8% had chronic
pain before their first OUD diagnosis.”
c.       According to Greene et al (2015), “The topic of diagnoses of
Opioid Dependence (DSM-IV) vs. Opioid Use Disorder (DSM-V)
seems to have been a point of contention for some members of
the Mental Health Department; it should be noted that: of lifetime
OUD in those with LTOT has been shown to be virtually the same if



using DSM IV or DSM V criteria.”
d.       According to Dennis et al (2015), Pain has no impact on
outcomes for patients on buprenorphine or combination
buprenorphine-naloxone.
e.       Patients and their treating clinicians may be concerned that
treatments proven effective in different OUD populations may not
be effective for patients with chronic pain, or may not be
necessary for patients who have become addicted to prescription
opioid analgesics. This concern has been unfounded and was
addressed by Weiss and colleagues in the Prescription Opioid
Abuse Treatment Study (POATS).
 

(3)    The matter is not simply that opioids have significant risks
associated with them. It is more than that. We simply do not have good
data to support chronic opioids, including buprenorphine, for chronic
pain in typical situations. On the topic of the opioid, buprenorphine, for
pain:

a.       Buprenorphine must be used with caution in patients
with respiratory, liver, or renal insufficiency, conditions of which
many of our veterans suffer.
b.       Those using buprenorphine can experience euphoria with it.
It is abusable. It has been nicknamed “prison heroin” in some
circles.
c.       It is not clear whether Buprenorphine has a ceiling effect to
analgesia as was once reported.
d.       It is not clear as to what degree the addition of naloxone to
buprenorphine fundamentally changes the effects and/or side-
effects of the drug/combination.
e.       Buprenorphine can still very much be associated with
respiratory depression and death in children and the opioid-naïve
as well as other vulnerable patients.
f.        The concomitant usage of buprenorphine and other
substances, including benzodiazepines, alcohol, stimulants, and/or
anti-depressants, may change the perceived risk profile of the drug
from a practical standpoint.



g.       Buprenorphine has a long half-life; with its apparent lesser
euphoria and its likely lesser risk from some standpoints, it has
been found to be a good medication treatment option for some
patients who suffer from Opioid Use Disorder. However, these
same qualities may also make Buprenorphine/products the perfect
gateway opioid. If we are not careful to approach the use of
Buprenorphine with the same caution that we now know all other
opioids warrant, what we know today as an opioid crisis may well
become a far more pervasive state, with buprenorphine and
related products as ubiquitous as alcohol, tobacco, and marijuana -
-- with society predictably seeing greater morbidity and mortality. 

 

The above facts highlight the importance of the need for more research on the
topic of Buprenorphine for pain, and this also highlights the importance of
Mental Health's jurisdiction and leadership, in conjunction with Primary Care,
in proper evaluation, diagnosis, and treatment of OUD. Additionally, I do not
believe that I should be coerced into prescribing Buprenorphine for any
proposed reason, and I believe my colleagues in the Pain Management section
feel the same way; yet, that is exactly what is happening. Please confirm any
claims in this document with , as per your desire.
Further, our OPPE and Performance Pay should not be altered as they have
been so as to simultaneously punish and compel us to prescribe buprenorphine
products as per  wishes.  behavior towards us has been
characterized by and coupled with actual / repeated threats of
counselling/reprimand/discipline with clear aim to constructively dismiss
and/or terminate one or more of us. Both clinically and administratively, 
has omitted critical facts with the end effects of those actions predicated on his
desired goals. These omissions have caused:

Material changes to veterans’ care.
Unwarranted Letters of counselling, built on deception, aimed at me, at
minimum, coupled with transparent threats to my employment here.
Alterations of how colleagues understand serious subject matter(s).

Please take action to immediately reverse our alignment under Whole Health
and ; to reverse all adverse actions and alterations to employment,

- -
-

• 
• 

• 

-



duties, privileges, and professional evaluation that  has undertaken and
is undertaking towards each of us physicians in the pain management section;
to reverse and put a halt to  coercion to achieve his own identified
clinical and administrative goals.
 

 

Sincerely,

 

 

--
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From: 
To: 

Subj ect: 
Union 

Date: Tuesday, August 10, 21121 12:27:110 PM 

Attachmenh: EDM Whole Health Impl-:-ment:ltion Signed 1)8ll92(119.pdf 

and the Union 

Heno-

Please see attached, earlier EDM regard ing Whole Health Implementation, signed 8/9/2019: 

"Within the VHA Modernization Plan, Whole Health is aligned with Mental Health as a Lane of 
.Eful.ct" 

And 

"each VISN support Whole Health Implementation as a consistent and committed 

strategy throughout the VHA" 

And 

"consistent approach to funding and infrastructure will minimize variations across VHA in outcomes 

and, more importantly, in services that are avai lable to Veterans. By not supporting this 

recommendation. VISNs and medical center leadership will be left to 

determine individually the funding and infrastructure committed to Whole 

Health, ultimately leaving an inconsistent approach to the guality, guantity. 

and ultimately services available to Veterans nationally. Most importantly. it 

would be doing a disservice to the Veterans that we serve each day" 

Thank you sir for all of your cont inued consideration. 





From:
To:
Subject: OSC investigation --- Consults and Patient Care under Whole Health
Date: Monday, November 22, 2021 8:12:00 AM

Hello ,

Regarding the CTVHCS /  attempt to force Whole Health on the Pain
Clinic’s patients by causing the consult requests to be scheduled with Whole
Health practitioners in spite of the reason for consultation, I have just seen a
veteran who was absolutely furious about it.

Re:

I listened to the veteran as she described the course of events.
She indicated that the first time she was referred to the Pain Clinic, she
was, unbeknownst to her, being scheduled with 

However, she said she wasn’t looking or asking for Whole Health.
She was irritated because she expected to see a Pain Management
specialist and did not.
She said some other doctor said that she would get injections same day. I
don’t know who this referred to, but I
Recently, the PSB met and seemingly agreed that it was not proper for our
Whole Health NP seeing these patients for New Patient Pain Management
consultations.
I ended up seeing her as a new consultation as new consults were on the
chart as requested but discontinued due to not scheduling (but very
obviously on my schedule…) as best I could tell, I was doing a New Patient
Pain Management consultation for the veteran.
I apologized for the flow / sequence of events.
The veteran described it as “Piss poor planning” on our parts.
I related that I was sorry for her experience and the decisions regarding

Reference 69
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• 
• 



flow were out of my hands / above my level.
 
I didn’t prompt any of this.
 
The veteran thought she was getting a pain procedure today.
She did not have an MRI ready for review.
She did not have a driver.
By our own PSB, best I can tell, it is agreed that the Whole Health NP evaluation
does not suffice for a Pain Management specialty evaluation.
 
I hope the OSC investigation highlights how dysfunctional, confusing, and
frustrating this has been for the veterans and the Pain Management section
alike.
 
Is this all going the way it should to benefit our veterans, or is the unique
alignment of Whole Health here at CTVHCS proving to be a disservice to our
veterans?
 
 
Sincerely,
 

 



From: 
To: 

Subject: . ,'llfl 

Date: Monday, November 15, 20211:03:110 PM 

Hello OMI team, 

Regarding the ClVHCS / - attempt to force Who1le He,alth on the IPain 

Clinic's patients by causioi the consult requests to be scheduled wirtb Whole 
Health practitioners in spite of the reason for consultation, I have just seen a 

veteran who was absolutely furious about it. 

He: 

• I listened to the veteran as she described the course of events. 

• She indicated that the f irst time she was referred to the Pain Clinic, she 

was, unbeknownst to her, being schedulled 'wi· h[ 
• 
• However, she said she wasn't looking or asking f or Whole Health. 

• She was irritated because she expected to see a Pain Management 

specialist and did not. 

• She said some other doctor said t hat she wou ld get injections same day. I 

don't know who this referred to, but I 

• Recently, the PSB met and seemingly agreed that it was not proper for our 

Whole Health NP seeing these patients for New Patient Pain Management 

consultations. 

• I ended up seeing her as a new consultation as new consults were 011 the 

chart as requested but discontinued due to not scheduling (but very 

obvious ly on my schedule ... ) as best I could te ll, I was doing a New Patient 

Pain Management consult ation for the veteran. 

• I apologized for the flow/ sequence of events. 

• The veteran described it as "P iss poor planning" on our parts. 

• I related that I was sorry for her experience and the decisions regarding 



flow were out of my hands / above my level.
 
I didn’t prompt any of this.
 
The veteran thought she was getting a pain procedure today.
She did not have an MRI ready for review.
She did not have a driver.
By our own PSB, best I can tell, it is agreed that the Whole Health NP evaluation
does not suffice for a Pain Management specialty evaluation.
 
I hope the OMI team can see how dysfunctional, confusing, and frustrating this
has been for the veterans and the Pain Management section alike.
 
Is this all going the way it should to benefit our veterans, or is the unique
alignment of Whole Health here at CTVHCS proving to be a disservice to our
veterans?
 
 
Sincerely,
 

 
 
 
 



From: .
To:
Subject: OSC investigation --- Patient Care under Whole Health
Date: Monday, November 22, 2021 8:12:00 AM

Hello 
 
 
I seem not to have gotten anywhere here at the facility by bringing up the VHA
documents/memos, etc, regarding Whole Health’s intended alignment with
Primary Care and Mental Health, so I thought I may as well convey to you the
key points from a discussion that I had with a patient recently in my clinic.
 
 
Re:
 

                                       
 
 

I listened to the veteran as I asked him questions that arose from my
review of his intake form; he described to me several things which might
be stressful, some things which might be depressing.
As we came to the latter part of our visit, I was discussing options for care,
and I discussed how it seemed like Whole Health might be an option that
interested him.
As I started that discussion, he interrupted me, stating that he already
said yes to it, and they went to schedule it, but because he was in the
middle of an  

One attempt was then made to contact him, apparently, following that,
and then the consult for Intro to Whole Health was cancelled per protocol
/ mandated scheduling effort.
As we went over that progression, he indicated that he didn’t know if I
could understand how frustrating that is for a veteran.
The veteran indicated that he had understood that Whole Health was
to have been a part of Mental Health, taking care of veterans’ well-

--
-

• 

• 

• 

• 

• 

·----------



being (this did not come from me), and yet instead, he felt it was
addressed in such a way that those veterans who are exactly interested in
pursuing it and yet may have things on their plates which require their
attention --- things which themselves may be stressful and/or depressing -
-- are the very veterans who are going feel even more discarded and
mistreated by the handling of it. He indicated being very upset by this.
I didn’t get into the topic of the unique alignment situation regarding
Whole Health here at CTVHCS …
He was agreeable to my resubmitting a consult request to Intro to Whole
Health and I referred the veteran to Mental Health as well with his
agreement as well.

 
 
The way it went for this veteran, who outright stated his desire to do Whole
Health, was it efficient, effective, and veteran-centric for the veteran?
 
Was this an efficient use of my skillset for the veterans? The appointment
ended up going for an extra 30 minutes beyond the scheduled appointment
duration…
 
Would Whole Health’s roll-out here at CTVHCS be more efficient, effective, and
veteran well-being-centric if indeed Whole Health were placed within Mental
Health as was intended by VHA leadership?
 
I am happy to have done something to try to help this veteran, but is this all
going the way it should to benefit our veterans, or are these losses of intended
efficiencies and the unique alignment of Whole Health here at CTVHCS
proving to be a disservice to our veterans?
 
 
 
Sincerely,
 
 

• 

• 



From: 
To: 

Subject: 
Date: Friday, NOYember 5, 202 1 11:34 :1111 AM 

Hello OM I team, 

I seem not to have gotten anywhere here at t he fac il ity by bringing up t he VHA 

documents/memos, etc, n:"ga rding Whol1e Health's intended alignment with 

Prima1ry Care and Mental Health~ so I t hought I may as well convey t o you t he 

key po ints from a discussion t hat I had wi t h a patient today in my cl inic. 

Re: 

• I listened to t he veteran as I asked hi m questions t hat arose from my 

review of his intake form; he described to me several t hings which might 

be stressf ul, some things which m ight be depressing. 

• As we cam e to the latter part of our vis it, I was discussing opt ions for care, 

and I discussed how it seemed like Whole Health might be an option t hat 

interest ed him. 

• As I st arted that discussion, he interrupted me, stating t hat he already 

said yes to it, and they went to schedule it, but because he was in the 

middle of 

• One attempt was then made t o contact him, apparently, following that, 

and t hen t he consult for Intro to Whole Healt h was cancelled per protocol 

/ mandated schedu ling effort. 

• As we went over t hat progression, he ind icated that he didn't know if I 

could understand how frust rating that is for a vet eran . 

• The veteran indicated that he had understood that Whole Health was 

to have been a part of Mental Heallth,. takine care of veterans' well-



being (this did not come from me), and yet instead, he felt it was
addressed in such a way that those veterans who are exactly interested in
pursuing it and yet may have things on their plates which require their
attention --- things which themselves may be stressful and/or depressing -
-- are the very veterans who are going feel even more discarded and
mistreated by the handling of it. He indicated being very upset by this.
I didn’t get into the topic of the unique alignment situation regarding
Whole Health here at CTVHCS …
He was agreeable to my resubmitting a consult request to Intro to Whole
Health and I referred the veteran to Mental Health as well with his
agreement as well.

 
 
The way it went for this veteran, who outright stated his desire to do Whole
Health, was it efficient, effective, and veteran-centric for the veteran?
 
Was this an efficient use of my skillset for the veterans? The appointment
ended up going for an extra 30 minutes beyond the scheduled appointment
duration…
 
Would Whole Health’s roll-out here at CTVHCS be more efficient, effective, and
veteran well-being-centric if indeed Whole Health were placed within Mental
Health as was intended by VHA leadership?
 
I am happy to have done something to try to help this veteran, but is this all
going the way it should to benefit our veterans, or are these losses of intended
efficiencies and the unique alignment of Whole Health here at CTVHCS
proving to be a disservice to our veterans?
 
 
 
Sincerely,
 
 

• 

• 
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From:
To:
Subject: RE: Patient with ?CRPS
Date: Wednesday, April 7, 2021 10:20:11 AM

I have some anxiety and fear of the same thing

From: 
Sent: Wednesday, April 7, 2021 9:59 AM
To: 
Subject: RE: Patient with ?CRPS

That is my concern.

What is worse is that I don’t even know how to approach this question.

I’m deathly afraid of being tagged by  for doing it “wrong” and then being tagged for
“competence or conduct.”

From: 
Sent: Wednesday, April 7, 2021 8:12 AM
To: 
Subject: RE: Patient with ?CRPS

I guess his statement that pt should see WH before us would entail that there is a potential delay for
veteran seeing us, if I understand it correctly.

From: 
Sent: Tuesday, April 6, 2021 4:30 PM
To: 
Subject: RE: Patient with ?CRPS

I am concerned that having to do the Whole Health class may delay the veteran’s getting seen, or
am I getting confused as to when the requirement must be fulfilled by?

From: 
Sent: Tuesday, April 6, 2021 4:27 PM
To: 
Subject: RE: Patient with ?CRPS

Thank you both.
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Will do.
 

 

From:  
Sent: Tuesday, April 6, 2021 4:24 PM
To: 
Subject: RE: Patient with ?CRPS
 

 in trouble if there are ANY complaints against our
section, so in that light, I would accept the consult.  Potential sympathetic block or even SCS may be
options? 
 

From:  
Sent: Tuesday, April 6, 2021 4:20 PM
To: 
Cc: 
Subject: RE: Patient with ?CRPS
 
Yes, please accept him. We treat CRPS at our clinics. Thanks.
 

From:  
Sent: Tuesday, April 6, 2021 12:59 PM
To: 
Cc: 
Subject: Patient with ?CRPS
 
Hello 
 
I received a consultation request, dated 4/5/21, on veteran:
 

                        
 
The veteran either has a history of CRPS or there is concern for it.
 
The consult template has “No” for some of the accessions. However, my inclination is to accept the
consult request if there is a concern for CRPS.
 
Please advise.
 



From:
To:
Subject: RE: pt with possible cprs
Date: Thursday, July 22, 2021 3:06:00 PM

What other imaging would you recommend, mris of shoulder, upper arm, radius and ulna? Thanks
 
 

From:  
Sent: Thursday, July 22, 2021 3:05 PM
To: 
Cc: 
Subject: RE: pt with possible cprs
 
Yes.
 
Would recommend not delaying on account of not having other imaging.
 
Please put on consult request that you are concerned for CRPS.
 
Be well,
 

 

From:  
Sent: Thursday, July 22, 2021 3:01 PM
To: 
Subject: pt with possible cprs
 

 
I have a  with possible CRPS of her right are. Xrays, ncvs, inflammatory markers, heavy metal
screens, rheum evals normal.

 has had xrays. I know you saw another pt will possible CRPS in Anesthesia block. Will VA pain
mgmt see this pt for right arm pain?
 
thanks

-

■ 

- -
■ 
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From:
To:
Cc:
Subject: RE: Case of OUD Referred to MH/SATP
Date: Thursday, May 19, 2022 12:48:43 PM
Importance: High

Colleagues,

This issue is clear cut.  cannot misdirect the encounter to solicit the
responses that they so desire. I am surprised that  had to call the patient
before seeing him at their clinics. Why is that so? When we consult , that
means we need the help of experts on substance abuse. Our consultations should
not be denied. Based on our consultation, the patient should be properly seen by
MH/SATP, and a definitive and responsible note should be written. This is the least
expected at the HRO Medical Center that we are. This said, we are not telling
MH/SATP how to conduct their business, what we are saying is, write a responsible
note after you see the patient in a full proper encounter.

Not long ago, and to the hearing of several providers, a psychiatrist at MH said the
will diagnose OUD if she does not have to prescribe Suboxone, otherwise

will not diagnose OUD if she has to prescribe Suboxone. This is not the professional
way that should be. Talking this way is demeaning to the profession. Trying to solicit
responses to discontinue consultation, or create gray areas where OUD can never be
diagnosed by MH/SATP is even much worse.

MH/SATP should be engaged in the management of OUD. Whether the patient
suffers of chronic pain or not should never be an obstruction.

If, however, the patient chooses not to go to MH/SATP, because he denies having
OUD, why then would pain management be obliged to treat him with MAT/Suboxone
for OUD? Or falsely calling MAT/Suboxone as a treatment for his chronic pain, when
we have more effective and much safer modalities available to us to treat his chronic
pain. We do not usually treat chronic pain with Suboxone, not even with other opioids.
We have come a long way from chronic opioid management with more effective
Modalities in the management of chronic pain. If I cannot give insulin to a patient who
does not have DM, then why should I give MAT/Suboxone to a patient who does not
have OUD?

A patient cannot come to the clinic and ask me to prescribe a medication that is not
indicated, not to mention a controlled substance. That would be the function of a
street vendor, and not of a professional MD. We are professionals and we prescribe
controlled substances professionally. Let be clearly known to all, we do not prescribe
to appease, to please, to engage with, etc. We prescribe only when a medication is
professionally indicated in the management of the patient. This professionalism will
not change and is not up for bargaining.

In this and in other similar situations of patients with OUD, who deny having it, I see
no reason to prescribe MAT/Suboxone. We cannot force the treatment of OUD on
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patients who do not want it.  However if they admit to having OUD, then they should
get the whole treatment for it including MAT. I expect MH/SATP to engage and to
lead the way by example, and make all staff feel supported in this matter and not
alienated.
 
Sincerely,

 

From:  
Sent: Wednesday, May 18, 2022 4:33 PM
To: 
Cc: 
Subject: RE: Case of OUD Referred to MH/SATP
 
Hello 
 
 
My concern on review of the charting is that pain seemed to be mentioned quite a bit by the MH
staff while I cannot say that I recall any meaningful discussion of current/prior diagnoses of Opioid
Dependence/OUD between the MH staff and the veteran --- even though alcohol usage was
discussed. I repeat that I specifically discussed that I was placing the consult request and the consult
request reason with the veteran. I can also say that the veteran denied any prior diagnosis of Alcohol
use disorder / dependence to me, and yet, that became a focus of the MH staff discussion with the
veteran.
 
One might consider the impact of such an approach as reflected by the MH staff charting.
 
Would the veteran have pursued the treatment had the focus of the interactions between the MH
staff and the veteran been accurate to the consult request that was placed? MH staff know better
than I that denial can be powerful in individuals suffering of substance use disorders, and a
misdirected focus during interactions runs the risk of causing the veteran to not want substance
abuse treatment.
 
Again, I believe the case is worth reviewing.
 
 
 

 
 
 
 
 
 

From:  

-



fo: 
Ct: 

S\I _ - -

- • ultimately the issue for this Veteran is that he did not want substance abuse t reatment. 

He wa con c,acted, and it was documented in the chart. Nothing was mentioned by the providers 

about not take the patient due to pain. I would like for us to be very clear about the situation when 

statements are made that MH is not wi ll ing to take patients who have pain. There may be examples 

of this issue, and if so, I am happy to review t hem. However, this is not one of them. 

1 & Behavioral Medicine 

How was my service today? We value your feedback-please click on the link to take the MHMB 

teadeahl/J-,QH!d; Om:i.5tuvey 

I do not reca l I immediately if the (any) MH staff tnat left notes on the patient chart after the ini t ial 

consult was requested, charted anything substantia l on the topic of prior diagnoses or current 

diagnoses of Opioid Dependence/QUO, or if such charting was instead characterized by references 

to pain ... it may be worth reviewing. 

rro-

se 
TtJ: 

The issue is not whether he could have benefitted but whether he was actually will ing to engage in 

services. If someone decl ines services, we cannot force them to engage. This was given to me as an 

example of MH refusing to treat pain patients. I just wanted us all to be clear that we did not refuse 

him. 

& Behavioral Medicine 



 
 
How was my service today?  We value your feedback – please click on the link to take the MHMB
Leadership Quick Card Survey.
 

From:  
Sent: Wednesday, May 18, 2022 3:43 PM
To: 
Cc: 
Subject: RE: Case of OUD Referred to MH/SATP
 
For this veteran, the consult request was very specifically discussed with the veteran at the time of
placement.
This is a veteran that went on to attempt suicide with one or more substances, if I recall correctly.
 
It seemed to me that he would have benefited from SATP…
 
 

 
 
 

From:  
Sent: Wednesday, May 18, 2022 3:40 PM
To: 
Cc: 
Subject: RE: Case of OUD Referred to MH/SATP
 
Thank you for the opportunity to clarify what happened with this Veteran’s care. MH never refused
to treat this Veteran because of pain. He was initially consulted on 3/4/21 as a stat consult. 

 was asked to resubmit this consult as routine as this was not a “stat” issue. 
resubmitted the consult on 3/8/21. MH did reach out to the Veteran who said he was not aware he
was being referred for substance use disorder treatment and does not believe he has a substance
use disorder. He reported he was taking his medications as prescribed and not abusing any
substances. Veteran declined treatment and was not scheduled for care. Treatment is voluntary and
relies on the patient’s willingness to address the issue. This is the exact scenario that we see very
frequently with patients. However, I want to make it clear that MH did not refuse to treat this
patient.  
 

ACOS , Mental Health & Behavioral Medicine
 
 
How was my service today?  We value your feedback – please click on the link to take the MHMB
Leadership Quick Card Survey. 

- ■ -



 

From:  
Sent: Wednesday, May 18, 2022 1:53 PM
To: 
Subject: RE: Case of OUD Referred to MH/SATP
 
Hello 
 
 
 
As per your request:
 

                 
 
 
 

 
 
 
 

From:  
Sent: Wednesday, May 18, 2022 1:22 PM
To: 
Cc: 
Subject: Case of OUD Referred to MH/SATP
 
Hello 
 
Kindly supply us with the name and number of the case of OUD that you referred to MH/SATP. 

, plans to investigate this case.
 
Thanks,
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From:
To:
Subject: OSC investigation --- Patient Care under Whole Health
Date: Friday, November 19, 2021 4:29:00 PM

Hello 

Re:

Here are the transcripts from my communications with:

 --- AMSA for the Pain Management section
 --- Whole Health Program Manager

 --- PMRS physician

Was this an efficient use of my time?

Sincerely,

From TEAMS below…

////////////////////////////////////////////////////////

[7:46 AM] 
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I have a oont - that needs to be seen, can I put him on your schedule 

should really be scheduled with him; we do not perform the same 

[8:22 A ]--
You may ~~ ~ re: other thoughts 

!&34 
I l a 
Please di!:eus.s 

[8:35 . ] 
I had OM 

[8:35 ] 
The 10:00 

[8.:36 A 
Or a i 

- - - 'I I -

I 

t the paU .. nt - with you 

n II most likely be best served with following r -

If FJ ~h patient on the scheduled 

and vice versa. Is this a new patient? 

appointment? What is the veteran's goal of the appointment? 

[8:3: A ] 
this is 9 L .. . - - . -

: wil l ~ - pie""' disrus> -11, - also 

[8.:40 



I wil l review and get back with you; however, please also doo.iss with-

[It. 9 
I 

[9:11 AM) 

[9:11 A"-41 
thanks ~ 

request on the chart. 

o re-see the veteran to discuss Whole Health OP.tions 

you l d1e patient 

///////////////////////////////////////////// 

[8:49 AM] 
We p t n your Dam slot since he was so upset wit h his appt being canceled today. 
real ize. he is not your pei if2nt but please see him as you had an opening and apolog ize for his 
provider being out. Tlha ym.J. 

pa consult. request on the chart. 
intc to re-see the veteran to discuss Whole Health options. 

oor . ~ p s 0 bring in records from the community and then develop a t reatment 
p n. • s. may be one that had a PATS-R complaint for not getting chiro anymore if I am reading 
U'le notes correctly. Can you see any of his records in Vista imaging1 I rea lize this isn 't ideal but if a pt 
presents and is that upset and we have an opening we need to make it correct somehow. See what if 
anything you can offer him. ..... . 

[8:55 A· 1 
I don't bel JU ~Of\ to help unless one of his established care providers submits a new pain 

- I 
- - m 

consu lt request; otherwise, it looks like t he veteran wou ld most likely fol low with a Who le Health 
clinician/evaluator. 

[8:55 A 

[8:55 AMJ I-
I have no~ veteran. 



!llcSS AM) 

I
I dol-;i on ,,..,....i- IMI k "11etwlly lo, whol I "do" ~looks,,, . ct,., f'fl<OUlllef t..,-■ 
>nd u,e ,e1..., _e !all "9 rt. chfopraa,c t«M<"'-

!6 ~-1 
Thougtn, 

[8·S6AMJ 
can you"" 

(9:01 A.'-ll 
~hdc)ejj,!""""IO ~ .t,.,..•1•• 

)90IAA(J 
01' 

)'J<ll flMJ 
To bo dPor, u ... .eter""" not .altffdy lw<e. ccoe<t! 

19~ .AM] 
°" good 

nyour 10am 



If he wants an actual pain consult. I would ~ tha: 
requesting the consult. 

[9:09 
Anoth 
upsetness. 

.alk: to him about Whole Health options generally if that helps with his 

let me ~what- says after morning report 

[9:10 AJ ~ l 
Ok . · ~ n a 30 minute slot.. shou ld have been a 60 minute slot.. I will likely be 
delayed ... 

[9:10 A 
will do 

[9;24 ~ ~]-
fle~ • tlolf:'~ - tt/uthH d 15rn,;s ng Whole Health paradigm/pathway, etc. .. or other/ 
unclear to me ... 

f9:24 AM] [ 
ok ,canyou 

[9:aoAMJ]
nde o--

1 

d him off via consult to chiro, acupuncture, yoga, health coach, etc? 

today? 

... tNnkyou 



ok 

IIIIIIIIIIIIII/IIIIIIIII/IIIII/IIIIIIII/IIII/I 

l9,11AMI 
helto.Mowa,eyou 

l'J'lZAMJ 
lbelte.ey 

19'.12 AM] 
luedid. 

aboUi Ii< dliropractic care being dosc0<11inv«1. 

f9.12AMJ-
Weselt.~ 

[9~Z AMJ 
QI: 

(9·12 AMJ 
Ma al<. 

nccng,. tnat ne may 0< may no< want to see a p.1f1 doctof 

(9:13AMJ - . 
) .tf'l'l <om~ h Hr,1r.h JdrM, t<> 1ry I(). tird-;i\lJnd !h(• ~1~:JOn ~t,.,, 



[9:13 AM] 
I told him my department is no longer involved in chiro care. Whole health now controls this. 

[9:13 AM] 
If he wants to see a pain doctor, would you have any issue requesting the consultation to our clinic?

[9:13 AM] 
(I understand re: what you noted just now.)

[9:14 AM] 
We didn't discuss international procedures at all. He just wanted passive therapies like chiro and
massage therapy but was ultimately agreeable to a trial of PT. 

[9:14 AM] 
ok.
 
[9:15 AM] 
But I guess I am asking if it gets back to me from Whole Health admin that he does want to see a pain
doctor, would you have any issue issuing the consultation request?

[9:15 AM] 
that should say "interventional" procedures. 

[9:15 AM] 
Haha. yes.

[9:16 AM] 
I could but he has no MRI which y'all typically require and I don't see why he would need an MRI at this
point as he hasn't trialed PT in the recent past. 

[9:17 AM] 
No need. If this is what is communicated via Whole Health admin to me, then you would simply issue
the consult (don't worry about the questions, etc) and I can accept immediately.

[9:17 AM] 
I will get b hat they say.

[9:17 AM] 
I am currently waiting on their reply.

[9:18 AM] 
I have no "  so to speak. Just want to make sure the veteran is actually being set up with
what he was seeking (as long as is reasonable).

[9:19 AM] 
What he appeared to be seeking was more chiro care and or massage therapy. Both are generally not
reasonable long term treatments as they are passive but that is up to whole health at this point. 
 
[9:20 AM] 
That's my sense as well, but if it is communicated to me that the individual wants to see a pain doc to
discuss those and/or other options, I will get back with you if you would submit the consult request. If



he really does not want to see a pain doctor and is looking just for that, then no need.

[9:20 AM] 
I really dont know for sure. Im getting commmunicated with about this really just now...

[9:22 AM] 
Sounds good. Let me know and I will submit a consult if needed. Thanks

[9:22 AM] .
ok thanks

[10:15 AM] 
Ok sir. I have spoken to the patient; yes, he would like to see me. Can you submit the consultation
request? Don't worry about the answers, etc. Just the template submitted is fine.

[10:18 AM] .
a temple pa nsult has been placed. thanks

[10:20 AM] 
Thanks!
 
//////////////////////////////////////////////
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From:  
Sent: Thursday, June 17, 2021 9:40 AM
To: 
Cc: 

Subject: RE:  Supplies update
 

,
Per our conversation this morning. Please reply your justification on why your choice of needle(s) is
the Non-Prime Vendor one. Again, it is so that Logistics has justification to VISN on why they
ordering Non-Prime Vendor vs Prime Vendor.
 
I truly appreciate your time this morning on getting this done.
 
Thank you,
 
 

Program Support Assistant
Whole Health Service
Central Texas Veteran Healthcare System

 
 
 
 

From:  
Sent: Wednesday, June 16, 2021 8:39 AM
To: 
Cc: 

Subject: RE:  Supplies update
 
Good Morning 
These items have now been ordered through CTXSupplyTech. I have requested both items (needles
& syringes) be stocked monthly in your area.
 
Thank you,

--

\ \'hole 
Health . 

Cl-joosev'A 11 ( j f c 'if) 

-



 

From:  
Sent: Monday, June 14, 2021 3:54 PM
To: 
Cc: 

Subject: RE:  Supplies update
 
80 of each.
 

 

From:  
Sent: Monday, June 14, 2021 3:54 PM
To: 
Cc: 

Subject: RE:  Supplies update
 
How many needles and syringes do you want right now?
 

From:  
Sent: Monday, June 14, 2021 3:39 PM
To: 
Cc: 

Subject: RE:  Supplies update
 
Hello ,
 
Yes to both.
 
Please order these ASAP.
 
If you can order the Tuohy needles in the 19 and 18 Gauge sizes as well, I would appreciate it.
 
If that is too complex for the system in terms of ordering, I will await the needles and syringes you
have planned to order as per prior communications.
 
I thought these were already ordered?
 

 



 
 

From:  
Sent: Monday, June 14, 2021 3:07 PM
To: 
Cc: 

Subject: RE:  Supplies update
 

I can now order your syringes. Logistic is asking do  you want these stocked in your area (Supply
closet)? Also, you mentioned too, if your needles could be ordered monthly. Would you like the
needles and syringes stocked in your area (supply closet)? Please advise.
 
Thank you,
 

 

From:  
Sent: Monday, June 14, 2021 9:49 AM
To: 
Cc: 

Subject: RE:  Supplies update
 
Hello 
 
I am writing to request an update on the Green LOR syringes I requested back in 10/2020 or
11/2020.
 
To date, I have not received these.
 
Please let me know.
 
Be well,
 

 
 

From:  
Sent: Friday, March 26, 2021 9:16 AM
To: 

Cc: 



Subject: RE:  Supplies update
 
From the information you gave me I provided you the answer. NOW if we used another vendor
provide that information and I will be glad to provide guidance.
 

From:  
Sent: Friday, March 26, 2021 8:52 AM
To: 

Cc: 

Subject: RE:  Supplies update
 
To 
 
From my review of prior correspondence, it seems that the syringes were from 
Braun).
 
Is it possible for the two of you to communicate directly to assure that the order is placed.
 
We did order, receive, and use these syringes previously.
 
This is not a new item.
 

 

From:  
Sent: Friday, March 26, 2021 8:45 AM
To: 

Cc: 

Subject: RE:  Supplies update
 

,
 
If these items were previously purchased then Whole Health will not have a problem ordering them
for you now. But as I stated below has not been vendorized.  
 
v/r,

Management Analyst/Program Analyst/COR



Surgical Service
CTVHCS, Temple

 

 
 
 
 

From:  
Sent: Thursday, March 25, 2021 4:04 PM
To: 

Cc: 

Subject: RE:  Supplies update
 

 
I just forwarded prior correspondence to you.
 
Please review it and communicate with ; I am really hoping that nothing additional is
needed. We did purchase this previously, and I do not recall any additional efforts being made for
the product in question (syringes).
 
Thank you,
 

 

From:  
Sent: Thursday, March 25, 2021 3:58 PM
To: 

Cc: 

Subject: RE: Supplies update
 
This vendor must be vendorized in FMS to order from and AVANOS has not.
 

From:  
Sent: Thursday, March 25, 2021 3:42 PM
To: 

Cc: 



Subject: RE:  Supplies update
 

 
Thank you for checking.
 

 
Was a CPRC processed for the syringes while under Surgery?
 
The syringes were obviously purchased, as we used them…
 
Thank you,
 

 
 

From:  
Sent: Thursday, March 25, 2021 3:08 PM
To: 

Cc: 

Subject: RE:  Supplies update
 
I have checked on pass emails. Only the needles were purchased back in December 2020. See
attached. I know there was talk about the trays but I believe we stayed with the trays that we use
already.
 
Going forward I will process a CPRC for the syringes and update you 
 
Thank you,
 

Program Assistant
Whole Health Service
Central Texas Veteran Healthcare System

 
 
 

From:  

--
-

-
-



Sent: Thursday, March 25, 2021 2:57 PM
To: 

Cc: 

Subject: RE:  Supplies update
 
They have definitely been ordered previously.
 
Please check with both  directly.
 
Thank you,
 

 

From:  
Sent: Thursday, March 25, 2021 2:56 PM
To: 

Cc: 

Subject: RE  Supplies update
 
The Touhy needles have been ordered before but we have no record of the syringes being ordered
before
 
 

From:  
Sent: Thursday, March 25, 2021 2:53 PM
To
Cc: 

Subject: RE:  Supplies update
 
I understand.
 
What I am asking is:
 

Have both items gone through the CPRC process before ordering, already
when ordered initially by surgery?
 
-If so, then this should not be needed.
 
-If it is required, then, why was it not previously required?

-

-

-



 
Thank you,
 

 

From:  
Sent: Thursday, March 25, 2021 2:50 PM
To: 
Cc: 

Subject: RE:  Supplies update
 
You will have to get it order by Whole Health now, as they should have funds to order supplies.
 

From:  
Sent: Thursday, March 25, 2021 2:43 PM
To: 
Cc: 

Subject: RE:  Supplies update
 
We have received both of these items through Surgery before.
 
Please advise.
 

 

From:  
Sent: Thursday, March 25, 2021 2:43 PM
To: 
Cc: 

Subject: RE:  Supplies update
 

 
I don’t order for Whole Health and from the email traffic it sounds like a new item.
 
 

From:  
Sent: Thursday, March 25, 2021 2:09 PM
To: 
Cc: 
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To: 
Subject: FW:  Supplies update
 
These supplies are needed to be ordered again for this doctor. The quote looks to be a new
item so it will need to go to CPRC possible
 

From:  
Sent: Wednesday, March 24, 2021 9:54 AM
To: 
Cc: 

Subject: FW:  Supplies update
 
Good Morning 
Whole Health is reaching out again for help with  Supply order (Needles). You
were very helpful and prompt the first time. Can you get these ordered for . He is
also asking can he get these delivered monthly? If, so what do I need to do on my end? Your
help is greatly appreciated.
 
Please see email below~
 
Thank you,
 
 

Program Assistant
Whole Health Service
Central Texas Veteran Healthcare System

 
 
 
 

From:  
Sent: Tuesday, March 23, 2021 9:33 AM
To: 
Cc: 
Subject: RE:  Supplies update
 
Hello 
 
We could use an additional delivery of the needles.

-

- ---- --



 
Were you able to ascertain if the needles were to be delivered monthly?
 
I need the items contained within the attachments ASAP (epidural needles and loss of
resistance syringes).
 
Thank you!
 

 
 
 
 
 
 
 

From:  
Sent: Wednesday, December 30, 2020 12:07 PM
To: 
Subject: RE: Supplies update
 
Hello.
 
I have received the needles.
 
Will these be delivered monthly?
 
Thank you,
 

 

From:  
Sent: Wednesday, December 30, 2020 11:21 AM
To: 

Subject: FW:  Supplies update
 
FYI~
 

From:  
Sent: Wednesday, December 23, 2020 4:21 PM
To: 
Subject: RE:  Supplies update
 

-

-



The 20 gauee Tuohy needles h...,, amved today. 

Sopcrvlsor lnvenlO<Y M.Jnagement '.,peclalist 
S<,pply Chain Managemenl 
Cenlr.JI Texa< Veterans Healthcare ~em 

from: 
Sent: Monday, December 14, 2020 2:48 PM 
To: 

Hi-
Reach,ng out 10 get • update on~ supplies. 

lllank you, 

Program Assistan t 
Whole Health Service 
Cenlr:11 Texas Velernn ltenll he-are Syste111 



From:
To:
Subject: FW:  Supplies update
Date: Tuesday, June 15, 2021 3:12:00 PM
Attachments: image001.png

Hello 
 
As one of the issues you were investigating was the Realignment of the Pain Management section
under Whole Health, please see the email exchange.
 
It has been roughly 8 or more months since the requests for the syringes was made. Apparently,
Whole Health can “now order” my syringes.
 
Without the proper supplies, it becomes difficult to do procedures: they take longer to do safely.
Whenever I feel I cannot progress safely during a procedure with what I have, I abort.
 
Sincerely,
 

 
 
 

From:  
Sent: Monday, June 14, 2021 3:54 PM
To: 
Cc: 

Subject: RE:  Supplies update
 
80 of each.
 

 

From:  
Sent: Monday, June 14, 2021 3:54 PM
To: 
Cc: 

Subject: RE:  Supplies update
 
How many needles and syringes do you want right now?
 

From:  
Sent: Monday, June 14, 2021 3:39 PM
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Hello 
 
I am writing to request an update on the Green LOR syringes I requested back in 10/2020 or
11/2020.
 
To date, I have not received these.
 
Please let me know.
 
Be well,
 

 
 

From:  
Sent: Friday, March 26, 2021 9:16 AM
To: 

Cc: 

Subject: RE:  Supplies update
 
From the information you gave me I provided you the answer. NOW if we used another vendor
provide that information and I will be glad to provide guidance.
 

From:  
Sent: Friday, March 26, 2021 8:52 AM
To: 

Cc: 

Subject: RE:  Supplies update
 
To 
 
From my review of prior correspondence, it seems that the syringes were from 

 
Is it possible for the two of you to communicate directly to assure that the order is placed.
 
We did order, receive, and use these syringes previously.
 
This is not a new item.
 



 

From:  
Sent: Friday, March 26, 2021 8:45 AM
To: 

Cc: 

Subject: RE:  Supplies update
 

 
If these items were previously purchased then Whole Health will not have a problem ordering them
for you now. But as I stated below has not been vendorized.  
 
v/r,

Management Analyst/Program Analyst/COR
Surgical Service
CTVHCS, Temple

 

 
 
 
 

From:  
Sent: Thursday, March 25, 2021 4:04 PM
To: 

Cc: 

Subject: RE:  Supplies update
 

,
 
I just forwarded prior correspondence to you.
 
Please review it and communicate with ; I am really hoping that nothing additional is
needed. We did purchase this previously, and I do not recall any additional efforts being made for
the product in question (syringes).
 
Thank you,



 

 

From:  
Sent: Thursday, March 25, 2021 3:58 PM
To: 

Cc: 

Subject: RE:  Supplies update
 
This vendor must be vendorized in FMS to order from and AVANOS has not.
 

From:  
Sent: Thursday, March 25, 2021 3:42 PM
To: 

Cc: 

Subject: RE:  Supplies update
 

 
Thank you for checking.
 

 
Was a CPRC processed for the syringes while under Surgery?
 
The syringes were obviously purchased, as we used them…
 
Thank you,
 

 
 

From:  
Sent: Thursday, March 25, 2021 3:08 PM
To: 

Cc: 

Subject: RE:  Supplies update
 

-

--
-

-



I have checked on pass emails. Only the needles were purchased back in December 2020. See
attached. I know there was talk about the trays but I believe we stayed with the trays that we use
already.
 
Going forward I will process a CPRC for the syringes and update you 
 
Thank you,
 

Program Assistant
Whole Health Service
Central Texas Veteran Healthcare System

 
 
 

From:  
Sent: Thursday, March 25, 2021 2:57 PM
To: 

Cc: 

Subject: RE:  Supplies update
 
They have definitely been ordered previously.
 
Please check with both  directly.
 
Thank you,
 

 

From:  
Sent: Thursday, March 25, 2021 2:56 PM
To: 

Cc: 

Subject: RE:  Supplies update
 
The Touhy needles have been ordered before but we have no record of the syringes being ordered
before

-



 
 

From:  
Sent: Thursday, March 25, 2021 2:53 PM
To: 
Cc: 

Subject: RE:  Supplies update
 
I understand.
 
What I am asking is:
 

Have both items gone through the CPRC process before ordering, already
when ordered initially by surgery?
 
-If so, then this should not be needed.
 
-If it is required, then, why was it not previously required?
 
Thank you,
 

 

From:  
Sent: Thursday, March 25, 2021 2:50 PM
To: 
Cc: 

Subject: RE:  Supplies update
 
You will have to get it order by Whole Health now, as they should have funds to order supplies.
 

From:  
Sent: Thursday, March 25, 2021 2:43 PM
To: 
Cc: 

Subject: RE  Supplies update
 
We have received both of these items through Surgery before.
 
Please advise.

-- ~~ ------------------

- - --
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To: 
Subject: FW:  Supplies update
 
These supplies are needed to be ordered again for this doctor. The quote looks to be a new
item so it will need to go to CPRC possible
 

From:  
Sent: Wednesday, March 24, 2021 9:54 AM
To: 
Cc: 

Subject: FW:  Supplies update
 
Good Morning ,
Whole Health is reaching out again for help with  Supply order (Needles). You
were very helpful and prompt the first time. Can you get these ordered for . He is
also asking can he get these delivered monthly? If, so what do I need to do on my end? Your
help is greatly appreciated.
 
Please see email below~
 
Thank you,
 
 

Program Assistant
Whole Health Service
Central Texas Veteran Healthcare System

 
 
 
 

From:  
Sent: Tuesday, March 23, 2021 9:33 AM
To: 
Cc: 
Subject: RE:  Supplies update
 
Hello 
 
We could use an additional delivery of the needles.

-



 
Were you able to ascertain if the needles were to be delivered monthly?
 
I need the items contained within the attachments ASAP (epidural needles and loss of
resistance syringes).
 
Thank you!
 

 
 
 
 
 
 
 

From:  
Sent: Wednesday, December 30, 2020 12:07 PM
To: 
Subject: RE:  Supplies update
 
Hello.
 
I have received the needles.
 
Will these be delivered monthly?
 
Thank you,
 

 

From:  
Sent: Wednesday, December 30, 2020 11:21 AM
To: 

Subject: FW:  Supplies update
 
FYI~
 

From:  
Sent: Wednesday, December 23, 2020 4:21 PM
To: 
Subject: RE:  Supplies update
 

-

-



The 20 gauee Tuohy needles h...,, amved today. 

Sopcrvlsor lnvenlO<Y M.Jnagement '.,peclalist 
S<,pply Chain Managemenl 
Cenlr.JI Texa< Veterans Healthcare ~em 

from: 
Sent: Monday, December 14. 2020 2:48 PM 
To: 

Hi-
Reach,ng out to get• update oo~ supplies. 

Thank you. 

Program Assisranr 
Whole Health Service 
Centr:11 Texas Veternn lleallhcare SystPIII 



From:
To:
Subject: RE: [PRIVATE]
Date: Friday, March 26, 2021 2:58:00 PM

1. Loss of resistance syringe that I have literally already been using, but now apparently, more is
required of me… we will run out before they are replenished.

 
2. Trays never were allowed;  approved it and then retracted  the approval; then I asked

him if there was anyone else I could speak to regarding the matter; he denied me this, and
then he accused me of going over his head anyway (which I did not…). The trays I want have
relevant syringes in them and much less redundant paper, so as to minimize contamination…
if a tray gets contaminated, I have to throw the whole thing out… which I have had to do for
patients… this can add to patient time on the table, while they wait for the procedure to
start…

 
3. I should be getting my Tuohy needles, but there will be a delay.. I will run out before they are

replenished.
 

4. I have no faith that asking for anything new is even an option, when I practically have to beg
to get these bare minimal items…

 

 
 

 
 

From:  
Sent: Friday, March 26, 2021 2:54 PM
To: 
Subject: RE: [PRIVATE]
 
What specific supplies are you referring to?
 

From:  
Sent: Friday, March 26, 2021 12:11 PM
To: 
Subject: [PRIVATE]
 
Hello 
 
I want you to know that between the move to Whole Health and  response to my requests, I
am in real danger of not having the specific supplies I need to continue to perform interventions for
some veterans.
 



I do anticipate that I may have to cancel or not offer procedures I the very near future.
 
This is a direct result of (1) having been realigned under Whole Health from Surgery and (2) 
approach to my request(s).
 
I have no one else to relay this to…
 
Thank you,
 

-



From:
To:
Subject: RE: CPRC Portal
Date: Friday, June 24, 2022 9:43:23 AM

Very seldom.
 

From:  
Sent: Friday, June 24, 2022 9:41 AM
To: 
Subject: RE: CPRC Portal
 
Hello 
 
 
Out of curiosity, how often does the committee “deadlock” on items requested?
 
 
Thank you!
 

 
 
 

From:  
Sent: Friday, June 24, 2022 9:37 AM
To: 
Cc: 

Subject: RE: CPRC Portal
 
If needed it can be moved to July.
 

From:  
Sent: Friday, June 24, 2022 9:35 AM
To: 
Cc: 

Subject: RE: CPRC Portal
 

Can you present this for ? Or can this be pushed to the July CPRC?
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From:  
Sent: Thursday, June 23, 2022 1:50 PM
To: 
Cc: 

Subject: RE: CPRC Portal
 

Please confirm you will present. I will not. Then I can move forward to adjust your clinic for June 27th

@ 14:30.
 
Thank you,

 

From:  
Sent: Thursday, June 23, 2022 11:36 AM
To: 
Cc: 
Subject: RE: CPRC Portal
 
The Universal Block Tray- have not received enough votes to deny or proceed. I wanted to address
the issue again if you would like.  can present it if you all want him too.
 

From:  
Sent: Thursday, June 23, 2022 11:34 AM
To: 

Cc: 

Subject: RE: CPRC Portal
 
Hello 
 
 
What product are you referring to?
 
I have copied  who you have been in communication with regarding a prior request, and

, the Section Chief for Pain Management.
 
 
Thank you,
 

 
 

-
-

-

-
--



 

From:  
Sent: Thursday, June 23, 2022 11:31 AM
To: 

Cc: 
Subject: CPRC Portal
 
 
Good Afternoon,
 
This email is to notify you, that you have a product that will be added to the CPRC monthly
meeting on 6/27/22 via  @ 14:30.
 
To avoid delays or confusion if I don’t receive a reply your item will not be added to the
agenda.
The agenda and a CPRC committee invite  will  be forwarded to on tomorrow.
You or a designated presentive must attend the meeting to present your product to the
committee. No request will be addressed by the committee  without a POC available.
 
During the presentation you will be asked an array of questions such as: (all listed on the
original request)
 
An explanation of what the product is, and how the product will be utilized.
What is the current practice in place.
How will the product impact patient care?
Will the product replace any item currently being utilized?
What is the product usage and cost?
It is important that you provide an image of the product to help the board visualize
its usage. The image can either be the actual product or a printed copy of the
product.
 
 
After your presentation is completed you will be asked to leave the meeting.
You will be notified of the committee vote within five working days. If the request is
approved you will also be informed of the upcoming actions to ensure the product is
procured and stocked in your designated area.
 
The purpose of this email is to ensure that your product is reviewed without any delays.
You may reach out to me as needed.
 
Please disregard if we have already discussed this matter, the information is provided as an
FYI.
 
 
 
 
 

-



1:nt Specialist (LMS) 



From:
To:
Subject: RE: CPRC Request 171905
Date: Tuesday, December 8, 2020 9:01:00 AM

Well.
 
It is hard to coordinate with the other providers to decide whether the new trays can replace the old
ones, if the other providers have never used this other tray…
 

 
 

From:  
Sent: Tuesday, December 8, 2020 9:01 AM
To: 
Subject: RE: CPRC Request 171905
 
No. That is not how this works.
 

From:  
Sent: Tuesday, December 8, 2020 9:00 AM
To: 
Subject: RE: CPRC Request 171905
 
Hello,
 
Re: We are being asked to limit items in inventory.
 
--- Can I communicate with the parties that made this request of you to discuss further?
 

 
 

From:  
Sent: Tuesday, December 8, 2020 8:59 AM
To: 
Subject: RE: CPRC Request 171905
 
We are being asked to limit items in inventory.
 
My approval was given under the assumption that this was a replacement.
 
Unless there is information on improved outcomes or limitations to what can be done with one tray
vs. another, we cannot stock both.



 
Please coordinate with the other providers to decide whether the new trays can replace the old
ones.
 

 

From:  
Sent: Tuesday, December 8, 2020 8:54 AM
To: >
Subject: RE: CPRC Request 171905
 
Because different physicians utilize and rely on different materials to optimally perform procedures
in their own respective hands.
 

 
 
 

From:  
Sent: Tuesday, December 8, 2020 8:53 AM
To: 
Subject: RE: CPRC Request 171905
 
Please explain why we need both
 

 

From:  
Sent: Tuesday, December 8, 2020 8:52 AM
To: 
Subject: RE: CPRC Request 171905
 
Correct.
 

 

From:  
Sent: Tuesday, December 8, 2020 8:52 AM
To: 
Subject: RE: CPRC Request 171905
 
So, you are not requesting to replace the old trays with the new ones?
 

I 



 

From:  
Sent: Tuesday, December 8, 2020 8:44 AM
To: 
Subject: RE: CPRC Request 171905
 
Hello,
 
They are consumable items.
 
We are not planning to retire the old trays.
 

 
 

From:  
Sent: Tuesday, December 8, 2020 8:42 AM
To: 
Subject: FW: CPRC Request 171905
 

 
The trays you are requesting are consumable items, correct?
 

 

From:  
Sent: Tuesday, December 8, 2020 8:30 AM
To: 
Cc: 

Subject: RE: CPRC Request 171905
 
Does the service plan to retire the old tray please
 

From:  
Sent: Tuesday, December 8, 2020 8:26 AM
To: 
Cc: 

Subject: CPRC Request 171905
 

CPRC Request 171905, has been submitted by Whole Health as an emergency request.



 
The POC’s are on the CC Line
 

 
 
Thanks



From:
To:
Subject: Information request
Date: Tuesday, February 16, 2021 7:50:00 PM
Attachments: Letter regarding concerns 02162021.pdf

Correspondence regarding concerns 1 02162021.pdf
Correspondence regarding concerns 2 02162021.pdf

Hello 

Please see attached.

Reference 77

-



From:
To:
Subject: Information request
Date: Monday  October 4, 2021 4:20:00 PM
Attachments: Letter regarding concerns 02162021.pdf

Correspondence regarding concerns 1 02162021.pdf
Correspondence regarding concerns 2 02162021.pdf

Hello 

Disclosure/concern #7 in the attachment Letter of my concerns should read:

Based on my understanding of information from the VISN 17 Pain Stewardship Meeting    (not the
CTVHCS Pain Oversight Committee).

-



From:
To:
Subject: OSC investigation --- OUD and Patient Care under Whole Health
Date: Monday, November 22, 2021 8:12:00 AM
Attachments: Understanding the Epidemic  CDC 03172021.pdf

ExtramedicalUseandDiversionofBuprenorphine JournalofSubstanceAbuseTreatment 10282021 pdf
Opioid Data 2011 2021.pdf
POISON_NPDS2019_excerpt.pdf
POISON NPDS2019 fullreport.pdf
Buprenorphine in the United States  Motives for abuse misuse and diversion.pdf

Hello 

As I have conveyed previously, one of the problems with VISN 17’s (maybe other/all VISNs also) not tracking
Buprenorphine as an opioid included in the measure for New Long Term Opioid Patients, while tracking
Buprenorphine products for the SUD16 parameter, is that it can appear that there are decreasing total opioid
prescriptions, decreasing co-prescribing of opioids and benzodiazepines, and increasing treatment of OUD, even when
OUD is not diagnosed. (If this tracking behavior has changed since I last reported the concern, I would not know, as I
have been formally or functionally removed by  from: - the VISN 17 Pain Stewardship Committee Meetings (my
patient care slots don’t get blocked off), - the CTVHCS Pain Oversight Committee (  directly removed me), - the
CTVHCS Pain Management Team (my patient care slots don’t get blocked off)... I am kept in the dark.)

The decision to track and not track Buprenorphine in this fashion (much like  attempt to coerce us to
prescribe it) is concerning because morbidity and mortality may even go up, instead of down; by the time
dissemination of the drug is entrenched in prescriber habits and clinical approaches with sewn-in clinical/diagnostic
ambiguity, it may be too late to reverse. Notably, if typical dosing regimens that are used in the treatment of OUD are
instead used in the treatment of chronic pain due to confounding of approach (e.g. “CPOD”), this may well result in an
excess of Buprenorphine over what the prescribed-to patient/veteran needs; this increases the risk of diversion and
the downstream effects on the community at large. The harms of this possibility becoming reality may take months to
years before becoming apparent.

Could the characteristics of Buprenorphine that make it a good option for the treatment of OUD make it more
worrisome to the patient/veteran and the community when utilized in the treatment of chronic pain? Does the
duration of action of the drug along with the potential prescribed dosages facilitate intrapersonal and interpersonal
behavior via economies of sorts, with their attendant incidences of fatal synthetic and/or illicit drug consumption?
This question seems far more relevant to the current wave of opioid related deaths than does the focus on trying to
get intra-facility measures cited above looking better and better.

The first 2 attachments are new attachments to you (and excerpts are represented below).

The last 4 attachments are ones I have previously sent you (included ?again for context / your review).

///////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////
/////////

Understanding the Epidemic | CDC's Response to the Opioid Overdose Epidemic | CDC

--
-

- -

.. 
• 



///////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////
/////////

Beyond harm-producing versus harm-reducing: A qualitative meta-synthesis of people who use drugs' perspectives of
and experiences with the extramedical use and diversion of buprenorphine - PubMed (nih.gov)

Excerpts:

3.4.The buprenorphine drug economy Studies described buprenorphine as a priced commodity within an informal
but extensive economy of drugs that included other opioids as well as, to a lesser extent, alcohol, cocaine,
benzodiazepines, and other commodities such as “clean” urine and forged prescriptions. Different kinds of
relationships among PWUD strongly influenced the distribution pathways of buprenorphine within this economy.
Buprenorphine occu-pied a distinct niche partly because of its  unique pharmacological properties. A dynamic
interplay existed between these commodities, and thus the availability and use of extramedical buprenorphine was
greatly influenced by fluctuations in supply, quality, and pricing of these other substances, besides fluctuations of
buprenorphine supply via medical treatment.

3.4.1.Sharing, trading, selling, and buying extramedical buprenorphine PWUD noted that buprenorphine was
distributed extramedically through a variety of ad hoc pathways immersed in a robust and stratified social
network built around drug use. Channels for buprenorphine dis-tribution included sharing, trading, selling, and
buying (Allen & Har-ocopos, 2016). The kind of distribution depended on the closeness of the relationship between
the  individual who used drugs and  the  person providing the buprenorphine (Table 3).

3.4.2.The buprenorphine-demand niche The pharmacological qualities of buprenorphine compared to other opioids
and substances conferred it with a niche status within an economy of drug use and exchange (Daniulaityte et al.,
2012). Its extra- long-acting effects offered PWUD greater flexibility in adjusting quantity or frequency of dosing
depending on the availability of buprenorphine or a preferred opioid such as heroin or an opioid analgesic. These
properties also provided an opportunity for selling excess supply by taking multiple doses on a single day and thus
prolonging use of the drug of choice (Furst, 2013; Johnson & Richert, 2015). As one participant explained: “...my
money wouldn’t last. So I know if I, pay day’s on Friday, it’s   Tuesday. I buy a bup, okay that a get me through Tuesday,
Wednesday, maybe Thursday something new might arrive” (Monico 2015, p.60). One study noted explicitly that the
local discounted pricing of extramedical buprenorphine was a result of its primary use for with-drawal management
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rather than for getting high (Allen & Harocopos, 2016). While other substances could also be used for withdrawal
avoidance, their shorter acting effects resulted in a higher overall cost when used in this way (Monico et al., 2015;
Monte et al., 2009).

3.4.3.Supply and price of buprenorphine and other drugs The supply of buprenorphine and the other substances in its
economy was described as an ebb and flow (Furst, 2014). Patterns and pricing of buprenorphine use may be tied
closely to supply. Six studies noted over-prescribing as being an important contributor to extramedical use (Allen &
Harocopos, 2016; Daniulaityte et al., 2012; Johnson & Richert, 2015; Kavanaugh & McLean, 2020; Monte et al., 2009;
Pedersen et al., 2017). This over-prescribing included prescribing doses that were too high for the needs of individual
patients: “I  have a prescription for 64mg a day, I take 16 or 24mg and sell the rest” (Monte 2009, p.229). Pedersen
et  al.  (2017) and  Monico et  al.  (2015), reporting from Norway and the United States, respectively, noted that the
low costs of publicly funded medical buprenorphine led to over-supply. Excess sup-ply  would then contribute to 
lower street costs thereby increasing extramedical buprenorphine utilization (Kavanaugh & McLean, 2020; Weckroth,
2007). This, in turn, created a market for buprenorphine in areas with low medical supply such as those outside of
major metro-politan centers (Johnson & Richert, 2015; Monte et al.,
2009).

///////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////
/////////

At the time of the Realignment of the Pain Management section: I was a probationary employee; I still am; I moved my entire
family here and my wife and I both put our livelihoods in the hands of CTVHCS;  was nearing completed 20
years of service at the VA; My understanding is that benefits change for the individual/family at the 20 year mark. 
and I have both suffered immensely to raise these concerns. We have put ourselves and our families at risk, proudly, for the
veterans. After all, the veterans had put themselves at risk for us. In the VA, it is rightly described as a responsibility to raise
any such concerns.

I hope the OSC investigation validates the fulfillment of that responsibility and recognizes the validity of these concerns.

And I hope the OSC investigation recognizes that the reason we have been made to suffer for bringing up these very valid
concerns --- the thing that enabled harms and restrictions against our veterans and enabled our suffering and stifled our
voices and our practices and our contributions --- was the Realignment of the traditional section of Pain Management
under the Whole Health Service, the latter of which was supposed to have been aligned with Primary Care and Mental Health
as opposed to what has happened here in the CTVHCS’ Realignment.

Sincerely,



From: 
To: 

54.Jbject: 
Date: 
Attachments: 

Hello OMI team, 

As I have conveyed previously, one of the probl~ms with VISN 17's (maybe other/all VISNs also) not tracking 
Buprenorphine as an opioid included in the measure for New Long Term Opioid Patient-;, while tracking 
Buprenorphine prodw:ts for the Sl 1016 parameter. is that it can appear that there are dec.reasing total opioid 
prescriptions, decreasing co-prescribing of opioids 1md benzodiazepines, and inc-reasing treatment of OIJ[l, even when 
OIUD is not diagnosed. (If thic; tracking behavior has changed since I last reported the mncern, I would not know, as I 
have been formally or functional/ removed by■-a,;rom: - the VISN 17 Pain Stewardship Committee M£etings (my 
patient care s/ot5 don"t get bloc.J...ed off), - the CTVHCS Pain .Oversight Committee lllllllliirectly removed me). - the 
CTVHCS Pain t..·lanagement Team (my patient care slots don' t get b/01:ked off) ... I am kept in the dark.) 

The decision to track and not track Buprenorphine in this fashion (much lil<;e ~ ttempt to coerce us to 
prescribe it) is concerning because morbidity cand mortality may even go up, ~f down: by the time 
di-;semination of the drug is entrenched in prescriber habits and clinical approaches with sewn-in clinical/diagnostic 
ambiguity, it may be too latB to reverse. Notably, if typical dosing regimens that are used in the treatment of OU Dare 
instead used in the treatment of chronic pain due to confounding of approae.h (e.g. "CPOD"), this may well result in an 
excess of Buprenorphine ,over what the prescribed-to patient/veteran ne·eds; this increases the risk of diversicm and 
the downstream effects on the community at large. The harms of this possibility becoming reality may take months to 
years before becoming apparent . 

Could the characteristics of Buprenorphine that make it a good option for the treatment of OU D make it more 
worrisome to the patient/veteran and the community when utilized in the treatment of chron ic pain? Does the 
duration of action of the drug along with the potential prescribed dosages facilitate intrapersonal and interpersonal 
behavi0r via economies of sorts, with their attendant incidences of fatal synthetic and/or i llicit drug consumption? 
This question seems far more relevant to the current wave of opioid related deaths than does the focus on trying to 
get intra-facility measures cited above lool,ing better and better. 

• The first 2 attachments are new attachments to you (and excerpts are represented below). 

• The last 4 attachments are ones I have previously sent you (included again for context/ your review) . 

I/III//I/III/II//I/I//I/I//I/I/I//I//////I/I////I/II/I/I//I/I/I//I/I//I/I/I/I//I/I//I/I//I/I/I//I/I//I/I/I////I/I//I/I//I/I/II/I/I/ 
///////// 

Understanding the Eo idem ic I CDC's Response to the Opioid Overdose Epidemic I CDC 



///////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////
/////////

Beyond harm-producing versus harm-reducing: A qualitative meta-synthesis of people who use drugs' perspectives of
and experiences with the extramedical use and diversion of buprenorphine - PubMed (nih.gov)

Excerpts:

3.4.The buprenorphine drug economy Studies described buprenorphine as a priced commodity within an informal
but extensive economy of drugs that included other opioids as well as, to a lesser extent, alcohol, cocaine,
benzodiazepines, and other commodities such as “clean” urine and forged prescriptions. Different kinds of
relationships among PWUD strongly influenced the distribution pathways of buprenorphine within this economy.
Buprenorphine occu-pied a distinct niche partly because of its  unique pharmacological properties. A dynamic
interplay existed between these commodities, and thus the availability and use of extramedical buprenorphine was
greatly influenced by fluctuations in supply, quality, and pricing of these other substances, besides fluctuations of
buprenorphine supply via medical treatment.

3.4.1.Sharing, trading, selling, and buying extramedical buprenorphine PWUD noted that buprenorphine was
distributed extramedically through a variety of ad hoc pathways immersed in a robust and stratified social
network built around drug use. Channels for buprenorphine dis-tribution included sharing, trading, selling, and
buying (Allen & Har-ocopos, 2016). The kind of distribution depended on the closeness of the relationship between
the  individual who used drugs and  the  person providing the buprenorphine (Table 3).

3.4.2.The buprenorphine-demand niche The pharmacological qualities of buprenorphine compared to other opioids
and substances conferred it with a niche status within an economy of drug use and exchange (Daniulaityte et al.,
2012). Its extra- long-acting effects offered PWUD greater flexibility in adjusting quantity or frequency of dosing
depending on the availability of buprenorphine or a preferred opioid such as heroin or an opioid analgesic. These
properties also provided an opportunity for selling excess supply by taking multiple doses on a single day and thus
prolonging use of the drug of choice (Furst, 2013; Johnson & Richert, 2015). As one participant explained: “...my
money wouldn’t last. So I know if I, pay day’s on Friday, it’s   Tuesday. I buy a bup, okay that a get me through Tuesday,
Wednesday, maybe Thursday something new might arrive” (Monico 2015, p.60). One study noted explicitly that the
local discounted pricing of extramedical buprenorphine was a result of its primary use for with-drawal management
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rather than for getting high (Allen & Harocopos, 2016). While other substances could also be used for withdrawal
avoidance, their shorter acting effects resulted in a higher overall cost when used in this way (Monico et al., 2015;
Monte et al., 2009).

3.4.3.Supply and price of buprenorphine and other drugs The supply of buprenorphine and the other substances in its
economy was described as an ebb and flow (Furst, 2014). Patterns and pricing of buprenorphine use may be tied
closely to supply. Six studies noted over-prescribing as being an important contributor to extramedical use (Allen &
Harocopos, 2016; Daniulaityte et al., 2012; Johnson & Richert, 2015; Kavanaugh & McLean, 2020; Monte et al., 2009;
Pedersen et al., 2017). This over-prescribing included prescribing doses that were too high for the needs of individual
patients: “I  have a prescription for 64mg a day, I take 16 or 24mg and sell the rest” (Monte 2009, p.229). Pedersen
et  al.  (2017) and  Monico et  al.  (2015), reporting from Norway and the United States, respectively, noted that the
low costs of publicly funded medical buprenorphine led to over-supply. Excess sup-ply  would then contribute to 
lower street costs thereby increasing extramedical buprenorphine utilization (Kavanaugh & McLean, 2020; Weckroth,
2007). This, in turn, created a market for buprenorphine in areas with low medical supply such as those outside of
major metro-politan centers (Johnson & Richert, 2015; Monte et al.,
2009).

///////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////
/////////

At the time of the Realignment of the Pain Management section: I was a probationary employee; I still am; I moved my entire
family here and my wife and I both put our livelihoods in the hands of CTVHCS;  was nearing completed 20
years of service at the VA; My understanding is that benefits change for the individual/family at the 20 year mark. 
and I have both suffered immensely to raise these concerns. We have put ourselves and our families at risk, proudly, for the
veterans. After all, the veterans had put themselves at risk for us. In the VA, it is rightly described as a responsibility to raise
any such concerns.

I hope the OMI team validates the fulfillment of that responsibility and recognizes the validity of these concerns.

And I hope the OMI team recognizes that the reason we have been made to suffer for bringing up these very valid concerns ---
the thing that enabled harms and restrictions against our veterans and enabled our suffering and stifled our voices and
our practices and our contributions --- was the Realignment of the traditional section of Pain Management under the
Whole Health Service, the latter of which was supposed to have been aligned with Primary Care and Mental Health as
opposed to what has happened here in the CTVHCS’ Realignment.

Sincerely,



From:
To:
Cc:
Subject: Follow-up (Addendum #2) --- Meeting#2 with the Pain Management section and the Union
Date: Wednesday, February 10, 2021 10:04:00 AM
Attachments: Opioid Data 2011 2021.pdf

POISON NPDS2019 excerpt.pdf
POISON NPDS2019 fullreport.pdf

Hello ,

I was hoping to send this yesterday, but I could not find it…

Please consider these attachments in the context of the information I had sent
yesterday.

Of note, regarding the excerpt of the  2019 Annual Report of the American
Association of Poison Control Centers’ National Poison Data System (NPDS):
37th Annual Report (the full report is also attached):

Please view the numbers for Opioids: including buprenorphine,
hydrocodone, oxycodone, tramadol.

My question: If one was to cover up the left hand margin of the table with
the names of the opioids, would it have been easy to guess that

(1) Buprenorphine would have even been on the list at all?

(2) Which of the numbers/data corresponded to Buprenorphine?

If the answer to either question is no, it should give us something
to think about when considering to broaden the usage of
buprenorphine from OUD/Opioid dependence.

Thank you for your review and consideration in these matters.

Reference 78

♦ 

• 



Sincerely,
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Table 22A. Demographic profi e of S NGLE SUBSTANCE Nonphannaceutica s exposure cases by generic category - Continued. .... 
Age Reason Outcome 'I,: 

Treated In 
Na. of No. of Singe Unknown Unknown Unknown Adv Heath care ® Case_Meotlo ns Expos11res <=5 6-12 13·19 >=20 Chld Adut Age Unlnt nt Other Rim Facl lty None Minor Moderate Major Death 

Aquarium Products, Mlsce aneous 1,224 1,163 834 81 32 180 2 32 2 1,132 19 8 4 77 252 44 12 0 0 9 
Bromine Shock Treatments 48 45 9 4 1 26 0 5 0 43 0 0 1 12 3 14 3 0 0 9 
Ch orlne Shock Treatments 3,138 3,025 580 385 232 1,514 11 272 31 2,881 45 16 74 816 218 1,052 340 8 0 

G) 
C: 

Other Typt>s of Swimming Poo or 2.101 2.008 493 m 118 973 2 172 28 1,913 35 3 51 468 220 665 186 7 0 ~ 

Aquarium Product ~ 
z 

Swimming Poo and Aquarium 
I 

161 147 32 29 43 32 0 10 1 140 5 0 1 18 13 27 4 0 0 m 
Test Kits 

..., 
Category Total: 7,080 6,758 2,075 744 439 2,894 18 523 65 6,472 106 28 135 1,454 771 1,876 566 18 0 ► r 
Tobacco/Nlcotlne/eClgarette Products 

eClgare!:11!s: Nicotine Containing 
eOgarettes: Nicotine Device 

1,:l 
1,417 790 46 204 298 4 59 16 1,040 220 17 131 509 358 266 116 16 5 

Favor Unknown 
eOgarettes: Nicotine Device With 481 325 25 28 84 0 16 3 413 35 1 31 134 178 n 18 3 0 

Added F avors 
eOgarettes: Nicotine Device ~2 445 227 8 79 108 0 21 2 303 67 11 61 180 105 n 59 9 2 

Without Added Favors 
eOgarettes: Nicotine liquid 1,271' 1,151 755 26 111 221 4 28 6 986 100 13 43 431 346 263 37 8 

Favor Unknown 
eOgarettes: Nicotine liquid With 1,000 918 565 31 126 159 0 28 9 738 110 6 54 273 296 189 43 8 

Added F avors 
eOgarettes: Nicotine liquid 121 116 73 2 12 23 0 6 0 103 6 0 6 25 39 21 4 0 0 

WI tho ut Added F avo rs 
Miscellaneous Tobacco Products 

Chewing Tobacco 1)1110 1)142 1,623 37 46 121 0 12 3 1,7~ 46 8 14 339 539 423 39 2 0 
Ogarenes 5,426 5,260 4,800 35 54 285 11 65 10 5,054 87 22 60 562 1,542 753 40 0 0 
Ogars 269 252 155 1 16 55 1 20 4 179 34 1 33 37 59 53 12 0 0 
Dlsso va b e Tobacco 11 11 7 0 1 3 0 0 0 10 1 0 0 1 5 2 0 0 0 
Fi ter Tips On y (I.e. Buns) 109 102 93 2 0 4 0 3 0 99 3 0 0 13 42 6 2 0 0 
Heat Not Burn Tobacco 3 3 2 0 0 1 0 0 0 2 1 0 0 0 2 0 0 0 0 
Other Ty pt>S of Tobacco Prod lict 227 211 138 4 10 41 0 16 2 190 14 0 7 47 58 37 4 0 0 
Snuff 245, 240 219 3 3 14 0 1 0 232 3 0 1 41 80 53 4 0 0 
Unknown Types of 1)155 1,745 1,081 43 136 3n 1 96 11 1,467 173 8 86 447 455 327 74 3 1 

Tobacco Product 
15,41J Category Total: 14,194 10,853 263 826 1,794 21 371 66 12,.585 900 87 527 3,039 4,104 2,547 452 49 10 

Waterproofers/Sealants 
Miscellaneous 

Waterproofers/Sea la nts 
Waterproofers/sea ants: aeroso s 164 163 69 11 13 55 0 14 1 152 2 2 6 41 16 31 8 2 0 
Waterproofers/sea ants: !quids 117 114 36 2 4 47 0 24 1 108 5 0 1 19 18 16 3 0 0 
Waterproofers/sea ants: so Ids 7 7 4 2 0 1 0 0 0 7 0 0 0 0 0 0 0 0 0 
Waterproofers/sea ants: 27 26 10 0 2 11 0 3 0 25 0 0 1 8 1 3 3 0 0 

unknown form 
Category Tota I: I 315 310 119 15 19 114 0 41 2 192 7 2 8 68 3.5 50 14 2 0 
Weapons of Mass Destruction 

Miscellaneous Weapons of Mass 
Destruction 
Anthrax 9 8 0 1 1 6 0 0 0 4 0 4 0 4 2 0 0 0 0 
Ne,ve Gases 2 1 0 0 0 0 0 0 1 0 0 1 0 0 0 0 0 0 0 
Other Bio oglca Weapons 1 1 0 0 0 1 0 0 0 1 0 0 0 0 0 0 0 0 0 
Other Chemka Weapons 12 10 0 0 0 8 0 2 0 7 0 2 0 7 3 1 1 0 0 
OLher Suspicious Powders 226 203 45 12 11 106 1 26 2 136 24 25 2 102 45 52 15 5 0 
Olher Suspicious Substances 2.190 1,992 401 102 133 977 13 195 71 1,065 203 357 75 890 221 282 216 108 9 

(Non-Powder) 
Suspicious Powders In Enve ope 36 34 2 5 2 20 1 4 0 26 2 3 0 19 10 10 1 1 0 

or Package 
Category Total: 2,476 2,249 448 120 147 1,118 15 327 74 1,239 2l9 392 77 1,022 281 345 233 114 9 
Nonpharmaceuticals Total: 1,081,392 969,604 493,406 65,950 45,792 290,124 3,348 61,217 9,767 890,856 40;599 13,683 17,908 167,043 158,034 154,703 33,445 3,116 319 



Pharmaceuticals (Table 22(8)) 

Table 22B. Demographic profi e of S NGLE SUBSTANCE pharmaceutica s exposure cases by generic category. 

Age Reason Outcome 
Treated in 

No.of No. of Health 
c- Single Unknown Unknown Unknown Alf.I (are 

M@nlions Exposures <=5 6-12 13-19 >=20 Child Adult Age Unint nt Other Rxn Facility None Minor Moderate Major Death 

Analgesics 
Acetaminophen Alone 

Acetaminophen A one, Adu t 47,314 30,676 6,574 1,294 7,559 14,257 21 800 171 14,037 15,707 11 477 19,389 8,424 5,238 2,840 9li5 101 
Acetaminophen A one, Pediatric 20,792 18,751 16,lilB 1,394 240 409 26 64 10 18,146 456 4 98 2,509 3,959 370 113 34 0 
Acetaminophen A one, Unknown 6,765 3,868 955 203 888 1,710 5 74 33 1,701 2,011 1 43 2,546 976 732 412 147 26 

if Adu t or Pediatric 
Acetaminophen Combinations 

Acetaminophen in Combination 5,638 3,186 661 139 1,256 1,041 2 64 23 1,141 1,924 2 70 2,170 774 808 502 57 
with Other Drugs, 
Adu t Formu at Ions 

Acetaminophen In Combination 365 308 263 41 3 1 0 0 0 298 5 0 3 23 73 9 1 1 0 
with Other Drugs, 
Pediatric Formu atlons 

Acetaminophen with Codeine 2,869 1,338 167 40 182 877 0 58 14 562 638 3 109 789 344 261 146 32 5 
Acetaminophen with 6,400 3,779 565 94 733 2,278 2 87 20 1,117 2,576 2 36 2,765 811 861 825 1n 9 

Diphenh)'dramine 
Acetaminophen with 11,323 4,81)() 696 122 537 3,309 1 189 36 2,316 2,240 23 215 2,868 1,217 1,008 542 217 14 

H)'drocodone 
Acetaminophen with Other 195 96 8 1 12 69 0 4 2 38 47 1 8 63 26 18 14 9 0 

Narcotics or Narcotic Ana ogs 
Acetaminophen with Oxycodone 6,056 2,673 315 44 260 1,896 1 122 35 1.050 1,411 13 140 1,na 590 456 420 262 7 
Acetaminophen with 48 15 3 1 2 8 0 1 0 6 8 0 0 13 4 2 4 1 0 

Propoxyphene 
Acetylsalicylic Acid Alone 

Acety sa Icy ic Acid A one, 8,224 4,304 1,531 208 823 1,633 1 85 23 2,175 1,959 5 75 2,528 1,080 628 754 106 11 
Adu t Formu atlons 

Acety sa Icy ic Acid A one, 1,0111$ 959 466 71 136 265 2 12 7 606 304 1 17 433 238 81 113 23 0 
Pediatric Formu atlons 

Acety sa Icy ic Acid A one, 6,0al 2,748 716 135 557 1,259 5 47 29 1,148 1,415 3 52 1,792 612 511 521 112 8 
Unknown if Adu t or 
Pediatric Formu atlons r, 

Acetylsalicyllc Acid Combinations r-z Acety sa Icy ic Acid In 803 521 148 23 30 301 0 17 2 276 205 3 24 288 106 75 107 18 0 i"i 
Combination with Other 

I 
~ 

Drugs, Adu t Formu atlons 
r-

Acety sa icy ic Acid In 1 1 1 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 a 
I 

:?! 
Combination with Other r, 
Drugs, Pediatric Formu atlons 0 

Acety sa Icy ic Acid with , 1 0 0 0 1 0 0 0 1 0 0 0 1 0 0 0 0 0 ~ 
Carlsoprodo -< 

Acety sa Icy ic Acid With Codeine 24 19 2 0 2 15 0 0 0 6 11 0 2 13 2 5 7 1 0 ® Acety sa Icy ic Acid with Other 4 3 1 0 0 1 0 1 0 3 0 0 0 0 0 0 0 0 0 
Narcotics or Na rcotlc Ana ogs 

iil; Acety sa Icy ic Acid 5 2 0 0 1 1 0 0 0 1 1 0 0 1 0 0 0 1 0 
with Oxycodone "' 

.continu, 



Table 22B. Demographic profi e of S NGLE SUBSTANCE pharmaceutka s exposure cases by generic category - Continued. 

"' Age Reason Outcome ~ 
Treated in 

Na. of ~ - of Health ® 
Caw Single Unknown Unknown Unknown Act. Care 

Mentions Exposures <=5 6-12 13-19 > =20 Child Adult Age Unint nt Other Rxn Facmty None- Minor Moderate Major Death p 

Miscellaneous Analge.slcs I 
p 
Cl Non-Aspirin Sa Icy ates I 357! 

282 145 10 34 72 1 15 5 238 32 1 10 71 57 38 13 2 0 C: 
(Exe ud ing Toplca s and/or ~ 

Gastrolntestlna Drugs) ~ 

Other Ana geslcs 713 503 194 22 61 203 0 18 5 329 150 0 20 189 90 111 50 6 0 
z 

1,432! 
m 

Phenazopyrldlne 1,233 929 30 40 208 0 22 4 1,121 52 0 55 2~ 413 99 29 5 0 -t 

Sa Icy amide 5! 4 4 0 0 0 0 0 0 4 0 0 0 1 1 0 0 0 0 > 
164! 

r 
Unknown Ana gesics I 74 16 3 29 22 0 3 1 26 42 0 4 54 22 17 7 1 0 

Nonsteroldal Antiinflammatory 
Orugs 
Co chlcine I 3841 255 51 7 5 186 1 5 0 175 48 0 30 141 55 47 40 7 3 
Cyc ooxygenase-2 nhlbito~ 8641 421 129 19 13 230 0 26 4 364 34 0 18 65 107 29 3 0 0 
buprofen 83.oat 62,762 38,959 3,621 8,631 10,182 45 1,036 288 48,745 13,168 33 560 14,1182 14,666 4,385 1,124 97 1 
buprofen with Dlphenhydramlne .2,411J 1,490 321 31 273 797 0 58 10 737 714 0 29 783 288 289 238 22 0 
buprofen with Hydrocodone 371 11 4 0 0 5 0 2 0 6 3 0 1 6 5 1 0 0 0 
ndomethacln 356 190 47 6 17 107 0 11 2 126 44 0 18 63 34 31 10 0 1 

Ketoprofen 35 12 7 0 1 4 0 0 0 8 1 0 3 3 4 2 1 0 0 
Naproxen 11,509 7,103 2,099 267 1,667 2,734 3 2BO 53 4,102 2,762 2 191 2,902 1,964 941 261 14 1 
Other Types of Nonsterolda 7,630 4,167 1,361 159 254 2,085 4 264 40 3,480 497 6 162 847 940 299 64 12 0 

Anliinf amrnatory Drug 
1J Unknown Types of Nonsteroida 5 2 0 0 2 0 0 1 4 0 0 1 1 2 0 1 0 0 

Antiinf amrnatory Drug 
Other Acetaminophen and 

Acetylsalicylic Acid 
Combinations 
Acetaminophen and 6.832: 4,301 1,409 183 1,129 1,460 3 95 22 2,130 2,013 1 116 2,339 996 977 503 28 2 

Acety sa Icy k Ac Id with 
Other ngredients 

Acetaminophen and I 239, 146 49 5 21 67 0 3 1 83 52 0 8 82 34 25 16 5 0 
Acety sa Icy le Ac Id without 
Other ng red ients 

Pharmaceutical and llegal Opioid 
Preparations 

A fentani l 1 0 0 0 1 0 0 0 0 1 0 0 1 0 0 0 1 0 
Buprenorphine 4,641 2,800 1,172 61 61 1,316 9 164 17 1,647 785 113 195 2,072 421 686 635 131 1 
Butorphano 53I 25 2 1 0 19 0 3 0 14 10 0 1 16 3 7 3 1 0 
Codeine 1,2031 802 233 100 64 368 0 31 6 632 126 2 33 218 197 110 23 2 1 
Difenoxln 31 1 0 0 0 1 0 0 0 1 0 0 0 1 0 1 0 0 0 
Dihydrocodelne ~ 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Fent any (P rescri plio n) 1,657 1,354 60 10 79 1,121 0 61 23 287 934 50 42 1,089 198 171 231 390 60 
Heroin 8,317 4,859 l5 5 93 4,561 0 132 43 209 4,441 135 25 4,381 466 447 842 2,193 121 
Hydrocodone A one or In 1,217 501 77 18 41 316 0 38 11 303 152 5 29 212 112 89 41 8 0 

Combination (Exe udlng 
Combination Products with 
Acetaminophen, 
Acety sa Icy k Ac Id 
or buprofen) 

Hydromorphone 

' 
850 390 26 11 18 306 0 23 6 209 135 5 33 225 79 62 48 30 1 

Levorphano 4 1 0 0 0 1 0 0 0 0 1 0 0 1 0 0 0 0 0 
Meperidine 57 23 3 3 1 14 0 1 1 12 5 0 5 18 6 4 8 2 0 
Methadone 2,117 979 123 16 30 746 1 49 14 406 382 64 73 799 116 161 250 191 5 
Morphine 1/114 972 130 15 36 731 0 53 7 543 343 16 46 609 207 154 159 83 4 
Na buphlne 

~ 
7 4 0 0 0 4 0 0 0 1 0 0 3 2 0 1 0 0 0 

No n-Prescrlption Fentany 54 25 1 1 7 16 0 0 0 1 22 2 0 24 1 4 8 11 1 

continue, 



Table 22B. Demographic profi e of S NGLE SUBSTANCE pharmaceutka s exposure cases by generic category - Continued. 

Age Reason Outcome 
Treated in 

Na. of No. of Health 
Caw Single Unknown Unknown Unknown Alt. Care 

Meotions Exposvres < = 5 6-12 13-19 >=20 Child Adult Age Unint nt Other Rxn Facmty No~ Minor Moderate Major Death 

Other or Unknown Narcotics 

I 
7:83"j 1,559 70 6 63 1,339 1 63 17 171 1,066 203 29 1,306 86 107 268 725 70 

Oxycodone A one or In 6,529 2,989 399 117 255 2,015 2 162 39 1,355 1,383 38 135 1,907 584 521 480 366 12 
Combination (Exe uding 
Combination Prodllcts with 
Acetaminophen or 
Acety sa Icy le Ac Id) 

Oxymorphone I 91 44 5 1 2 34 0 1 1 14 26 0 2 36 8 2 12 10 0 
Pentazocine 20 12 1 0 1 9 0 1 0 6 5 0 0 7 4 1 2 0 0 
Propoxyphene 1d 2 0 0 0 2 0 0 0 0 0 0 0 2 0 0 1 1 0 

I 
Synthetk Oplolds, Ana ogs and 117J 611 1 0 6 52 0 7 2 19 45 2 1 63 7 10 21 17 3 

Precur5ors (Exe udlng 
Pharmaceutka Preparations) 

Tapentado 1e.41 94 6 1 3 80 0 4 0 49 36 4 3 55 18 21 16 5 0 
Tramado I 8,287 3,706 579 85 327 2,547 3 121 44 1,590 1,822 29 194 2,511 879 882 590 144 5 

Serotonin S-HT 1B,lD 
Receptor Agonists 
Serotonin 5-HT 1 B, 1 D Receptor I 199 138 51 16 17 48 0 6 0 108 18 0 12 47 49 11 8 1 0 

Agonists: Other or Unknown 
Serotonin 5-HT 18,lD Receptor 9(,(1 454 119 37 51 228 0 15 4 327 70 0 55 184 126 59 34 

Agonists: Sumatrlptan 
Category Total: 284,582: 182,900 78,489 8,677 26,551 63,570 139 4,398 1,076 114,211 62,338 783 3,511 78,553 42,481 21,865 13,361 6,695 475 
Anesthetics 

nhalatlon Anesthetics 
Nitrous Oxide I 1951 149 24 6 14 98 0 6 1 61 73 1 14 87 17 35 32 8 1 
Other Types of 74! 58 1 0 2 48 0 5 2 45 4 3 3 35 9 15 5 2 2 

nha atlon Anest·hetk 
Unknown Types of I 11 1 0 0 0 1 0 0 0 0 0 0 1 1 0 0 1 0 0 

nha atlon Anesthetk 
Local and/or Topical Anesthetics 

Dibucaine 161 15 11 0 0 3 0 1 0 15 0 0 0 1 3 1 0 0 0 
Lldocaine l,1118

1 

1,934 621 88 90 946 4 164 21 1,533 107 2 277 444 377 244 96 24 3 
Other or Unknown loca and/or l,99i 2,774 1,378 140 148 937 7 152 12 2,340 124 23 2~ 472 696 305 113 30 0 

To pica Anesthetk 
Miscellaneous Anesthetics 

Ketamlne and Ana ogs I 310' 137 7 6 16 102 1 3 2 38 65 6 23 109 14 28 41 19 1 
Other Types of Anesthetic 301 24 11 3 0 8 0 2 0 21 0 0 3 1 5 1 1 0 0 
Unknown Types of Anesthetk 81 7 2 0 0 3 0 2 0 6 1 0 0 1 2 0 0 0 0 

Category Total: s.sis! 5,099 2,055 243 270 2,146 12 llS 38 4,059 374 35 590 1,151 1,123 629 289 83 7 
Antlcholinergic Drugs 

Miscellaneous Anticholinergic 
Drugs 

Antkho inergk Drugs (Exe udlng 5,31, 2,886 218 46 120 2,183 3 287 29 2,390 310 7 159 601 435 239 194 30 0 
Cough and Cod Preparations, 
and Pants) (\ ,... 

Category Total: S,316 2,886 218 46 120 2,183 3 281 29 l,390 310 7 159 601 435 239 194 30 0 z 
Anticoagulants i"i 

), 
Miscellaneous Anticoagulants 

,... 
G ycoproteln a/ b nhibltors I 18 12 0 0 0 9 0 3 0 9 1 0 2 4 0 0 1 0 1 0 
Heparins 213 185 31 6 3 123 0 21 1 160 13 0 10 60 43 16 7 0 1 ~ -

(\ 

Other AnUp ateets 3,£196 1,060 196 18 10 745 0 82 9 979 54 1 22 179 260 26 5 3 0 0 
Other Types of Antkoagu ant 5,583 2,847 478 28 22 2Jm 4 204 12 2,564 183 1 88 528 663 71 55 12 2 8 Unknown Types of Antkoagu ant 20 14 8 0 0 4 0 0 2 13 0 1 0 3 8 0 0 0 0 -< 
Warfarin l,227 1,066 156 15 15 B22 0 53 5 895 133 4 24 321 196 65 n 16 0 

® (Exe uding Rodentkldes) 

continued) 
~ 
'-,I 



Table 22B. Demographic profi e of S NGLE SUBSTANCE pharmaceutka s exposure cases by generic category - Continued. 
;,. 

Age Reason 
Treated in 

Outcome ~ 

Na. of ~-of Health ® 
Caw Single Unknown Unknown Unknown Act. Care 

Mentions Exposures < =5 6-12 13-19 > =20 Child Adult Age Unint nt Other Rxn Facmty Nore Minor Moderate Major Death p 

Category Total: 11,157 5,184 869 67 50 3,802 4 363 29 4,620 384 7 146 1,095 1,170 178 145 31 4 p 
Antlconvulsants Cl 

C: 
Anticonvulsants: Carbamazepine ~ 

and Analogs ~ 
z 

Carbamazepine 3,139 1,556 111 29 106 1,261 0 36 13 526 800 0 160 1,199 325 319 425 88 3 m 
Oxcarbazeplne 4,593 2,073 H4 267 507 B47 1 44 13 1,108 895 3 50 1,159 431 486 307 51 0 -t 

Antlconvulsants: Gamma > r 
Aminobutyrlc Acid 
and Analogs 
Gabapentin 22,9741 7,803 1,2B4 152 556 5,465 6 273 67 3,328 4,068 42 ill 4,651 2,017 1,585 922 190 7 
Other Types of Gamma 2,s,u! 1,076 199 18 53 764 0 33 9 536 469 8 42 632 238 225 178 39 0 

Amlnobutyrlc Acid 
Antlconvu sant 

Anticonvulsants: ttydantolns 
Fosphenytoln 12: 10 2 0 2 6 0 0 0 5 0 0 5 10 1 4 2 1 0 
Phenytoln 1,920

1 

1,262 42 4 21 1,168 0 22 5 409 243 2 522 1,088 161 356 407 41 2 
Miscellaneous Antlconvulsants 

Fe bamate 71 27 8 8 3 8 0 0 0 25 2 0 0 9 9 4 4 0 0 
Lamotrlg ine 10,n4 4,223 510 193 795 2,513 3 189 20 2,569 1,41i3 2 141 2,043 744 895 581 121 2 
Levetiracetam 5,584 2,803 942 270 258 1,243 3 72 15 2,191 536 5 47 862 769 343 111 21 0 
Other Types of Antlconvu sant 1,415 546 100 53 51 321 0 18 3 451 82 1 9 207 102 95 54 12 1 

(Exe udlng Barbiturates) 
Primldone 350 120 12 3 6 96 0 2 1 80 30 0 9 59 22 26 22 4 0 
Succlnlmldes 198 133 64 42 15 10 0 1 1 120 12 0 1 23 38 19 6 0 0 
Topiramate 4,553 1,659 413 145 349 689 1 46 16 910 668 3 67 925 467 351 178 12 0 
Unknown Types of 11 4 1 0 0 2 0 0 1 4 0 0 0 0 0 0 0 0 0 

Antlconvu sant (Exe udlng 
Barbiturates) 

Va prolc Acid 7,748 3,033 278 143 375 2,130 2 88 17 1,197 1,221 3 473 2,084 674 602 594 119 2 
Zonisamlde 742 374 83 35 51 189 1 14 1 310 55 0 6 80 105 37 12 0 0 

Category Total: «i,'».7 26,702 4,443 1,362 3,148 16,712 17 818 181 13,769 10,5,64 69 1,754 15,031 6,103 5,347 3.BQl 699 17 
Antidepressa nts 

Lithium Salts 
Lithium 7,0851 3,869 98 51 420 3,146 2 111 41 912 1,342 4 1,384 3,270 574 910 1,348 197 4 

Miscellaneous Antidepressants 
Antidepressants: Type Unknown 

7! 
19 3 1 3 6 0 3 3 5 14 0 0 15 0 3 2 0 0 

to Consumer 
Bupropion 16,.2541 7,920 666 201 1,358 5,281 3 356 55 4,347 3,344 7 153 5,138 1,450 1,254 1,861 509 15 
Other Types of Antidepressant 170 92 11 4 15 56 0 4 2 35 50 3 3 60 28 18 8 5 0 
Trazodone n.n2 8,533 566 261 1,663 5,791 3 1B4 65 1,931 6,402 10 104 6,810 1,739 2,584 2,049 169 2 

Monoamlne Oxidase 
nhlbitors (MAO) 

Other Types of Monoamine 63 22 5 0 0 15 0 2 0 19 0 0 3 7 10 2 2 0 0 
Oxldase nhibitor (MAO) 

4J Phenezlne 16 0 0 0 15 0 1 0 6 6 1 3 11 3 1 5 0 0 
Seegllne 431 15 6 0 0 8 0 1 0 14 0 0 1 5 6 0 1 0 0 
Trany cypromine 51 25 0 0 0 21 0 4 0 11 7 0 5 19 3 2 11 1 0 

Selective Serotonin Reupt:ake 
nhlbitors (SSR) 

Citaopram 7,508 3,082 662 148 782 1,383 1 89 17 1,506 1,494 8 58 1,719 834 558 460 58 0 
Esclla op ram 10,663 4,798 778 304 1,753 1,783 1 143 36 2,039 2,597 7 124 2,865 1,336 990 648 36 1 
F uoxetine 14,933 6,710 848 534 3,069 2,050 3 159 47 2,457 4,060 10 138 4,335 2,168 1,429 630 65 0 
F uvoxamine 513, 169 24 9 40 89 0 7 0 101 60 0 7 72 39 26 20 5 0 

(continued) 



From:
To:
Subject: FW: Stepped Care Model for Pain / Other sources
Date: Friday, April 15, 2022 1:01:00 PM
Attachments: Opioid Taper Decision Tool.pdf

VADoDOTCPG022717.pdf
GAO-18-380 Progress Made Towards Improving Opioid Safety, but Further Efforts to Assess Progress and Reduce
Risk Are Needed.pdf
CCCM for MHBM 102019.pdf
CCCM rct 032019.pdf
STEPPED CARE MODEL FOR PM.pdf
painmgmt.pptx
Final Report Draft 11-15-2017.pdf
PLAW-114publ198.pdf

From: 
Sent: Friday, March 4, 2022 12:03 PM
To: 
Subject: Stepped Care Model for Pain / Other sources

I think many of the “concerns” regarding pain management at the facility (including increased
numbers of patients going to the community) can be rectified by the facility simply following
the Stepped Care Model for Pain and supporting the Primary Care Service’s role in performing
those functions which fall to them.

On the topic of tapering of any/all medications, while it can be done by the same prescriber
who chooses to initiate the medication, best I can tell, otherwise, deprescribing of any
medication would appropriately be a Primary Care duty. If patients needing to have
their lisinopril or aspirin (or other such medication) discontinued were referred to Cardiology
for the Cardiologists to deprescribe it, this would very quickly cause the Cardiology clinic to
grind to a halt. The same would be true for an Interventional Pain Clinic if patients were
referred to a clinic to do the actual deprescribing, reducing availability of a very important
supply-side intervention in the treatment of chronic pain --- one that can both help minimize
new opioid starts and help minimize the reliance on opioids even if they have already been
initiated; furthermore, if the task of deprescribing were assigned to an interventional pain
clinic, it may create a perverse incentive structure where the veteran feels compelled to
undergo interventional pain procedures in order to influence the deprescribing
rate/trajectory/plan of the interventionalist-would-be-also-deprescriber.

Reference 79
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Not only does this facility require DEA licenses for its clinic providers, but aspects of the
required education/training on opioids is mandated by law. This all falls within the purview of
Primary Care providers practicing within their scope.

(1)

From CARA 2016:

b) PAIN MANAGEMENT EDUCATION AND TRAINING.—
(1) IN GENERAL.—In carrying out the Opioid Safety Initiative of the Department, the Secretary shall
require all employees of the Department responsible for prescribing opioids to receive education
and training described in paragraph (2).
(2) EDUCATION AND TRAINING.—Education and training described in this paragraph is education
and training on pain management and safe opioid prescribing practices for purposes of safely and
effectively managing patients with chronic pain, including education and training on the following:
(A) The implementation of and full compliance with the VA/DOD Clinical Practice Guideline for
Management of Opioid Therapy for Chronic Pain, including any update to such guideline.
(B) The use of evidence-based pain management thera[1]pies and complementary and integrative
health services, including cognitive-behavioral therapy, non-opioid alter[1]natives, and non-drug
methods and procedures to managing pain and related health conditions including, to the extent
practicable, medical devices approved or cleared by the Food and Drug Administration for the
treatment of patients with chronic pain and related health conditions.
(C) Screening and identification of patients with sub[1]stance use disorder, including drug-seeking
behavior, before prescribing opioids, assessment of risk potential for patients developing an
addiction, and referral of patients to appro[1]priate addiction treatment professionals if addiction is
identified or strongly suspected.
(D) Communication with patients on the potential harm associated with the use of opioids and other
controlled substances, including the need to safely store and dispose of supplies relating to the use
of opioids and other con[1]trolled substances.
(E) Such other education and training as the Secretary considers appropriate to ensure that veterans
receive safe and high-quality pain management care from the Department.

(2)

From the Opioid taper tool:

“The Opioid Taper Decision Tool is designed to assist Primary Care providers in determining if
an opioid taper is necessary for a specific patient, in performing the taper, and in providing
follow-up and support during the taper.”



(3)

US Government Accountability Office --- May 2018  VA
HEALTH CARE Progress Made Towards Improving Opioid
Safety, but Further Efforts to Assess Progress and Reduce
Risk Are Needed Accessible Version Report to Congressional
Committees

VISNs must develop local tapering protocols and plans to resource the implementation
of those tapering proto
41VHA policy requires each medical facility to maintain a 0.25-0.50 full-time equivalent
pain champion serving in primary care. See VHA Memorandum, System-wide
Implementation of Academic Detailing and Pain Program Champions (Washington, D.C.:
March 27, 201  
The Undersecretary for Health should require VHA medical facilities to take steps to
ensure provider adherence to opioid risk mitigation strategies, including querying
PDMPs, obtaining written informed consent, and conducting urine drug screening. For
example, these steps could include creating alerts in the electronic medical record
system to remind primary care teams when these actions should be completed or
strengthening facility monitoring of providers. (Recommendation 5
VA also stated that it will take actions to ensure that academic detailing programs are
fully implemented and primary care pain champions are in place across the system.

OSI goal(9) Develop new models of
mental health and primary care
collaboration to manage the prescribing
of opioids and benzodiazepines in
patients with chronic pain

VHA-required action Identify strong practices
that can be operationalized across VHA by
quarter 3, fiscal year 2015; a request for proposal
to be released to the field to establish model
interdisciplinary teams and strategies fo

(4)

From the President’s Opioid Commission of 2017

Final report (draft) – November 1, 2017
“The expectation of eliminating a patient’s pain as an indication of successful treatment, and

• 

• 

• 

• 

• 

• 



seeing pain as the fifth vital sign … was cited as a core cause of the culture of overprescribing
in this country that led to the current health crisis. This must end immediately.”
CMS remove pain survey questions entirely on patient satisfaction surveys, so that providers
are never incentivized for offering opioids to raise their survey score; prevent hospital
administrators from using patient ratings from CMS surveys improperly

CMS to review policies that may discourage the use of non-opioid treatments for pain. All
primary care providers employed by federal health systems should screen for SUDs and,
directly or through referral, provide treatment within 24-to-48 hours.
Each physician employee should be able to prescribe buprenorphine (if that is the most
appropriate treatment for the patient) in primary care settings. 

(5)

Stepped Care Model for Pain Management

PACT in Primary Care (Step 1)
Routine Screening for presence and severity of pain; Assessment and Management of Common Pain
Conditions; Support from MH-PC Integration; OEF/OIF; Post-deployment teams, Expanded Care
management; “Pharmacy Pain Care Clinics”; Pain Schools, CAM integration.

• 

• 

• 




