











is OAWP Case No0s.15,931 and 16,455; OMI TRIM 2021-C-29, and was dispatched to
OAWP on January 25, 2022, with copies sent to leadership of the U.S. House and
Senate Veterans' Affairs Committees on April 6, 2022. See attached January 25, 2022,
report.

It is also independent of the investigation and report that VA's Office of the Inspector
General (OIG) tasked VISN 17 officials to conduct in response to a complaint submitted
to its OIG HOTLINE, OIG Control Number: 2021-00936-HL-0322 (2021-02792) Temple,
TX VAMC RP44. The hotline-reported allegations relate, in general, to the recent
reorganization of clinical practice at the VA Central Texas Healthcare System, and the
Director of Whole Health and, more specifically, alleged the Director viclated agency
rules and regulation, improperly conducted oversight and direction on members of the
Pain Management team, coerced Veterans toward an alternative care pathway and
treatment paradigms prior to a diagnosis and without the proper and complete informed
consent of the patient; improper pain management.

These other whistleblower reports came into VA through other avenues, at different
times, and intended for different ultimate VA end-users; thus, they were worked
independently by different teams and not worked in coordination or collaboration with
the VISN 17 staff working this OSC initial referral.

To help illustrate the timeline, OIG was offered first right to investigate this OSC initial
referral (dated November 17, 2020), but OIG declined on November 23, 2020, because
they had received a similar complaint through the OIG hotline, which they tasked to
VISN 17 officials. (See OIG Hotline information in above paragraph). On

November 24, 2020, OMI declined acceptance of this case. On the same date, it was
tasked to VISN 17 for action, which again began on April 13, 2021 (with, presumably,
the delay owing to the pandemic). On May 28, 2021, OAWP referred similar allegations
it had received to OMI; OMI accepted the case for action on June 1, 2021. This became
OAWP Case Nos. 15,931 and 16,455; OMI TRIM 2021-C-29. Teams were unaware of
others' related work until much later, thus explaining the existence of the various reports
and reasonably distinct conclusions on substantially similar allegations involving the
same facility officials/staff and service lines.

OSC No. DI-21-000033, as amended by DI-21-000470 and DI-21-000503:
Specific Allegations of the Whistleblowers

1.l as sought to rescind the facility’s standard operating procedures (SOP) for
prescribing buprenorphine, an opioid used to treat opioid use disorder (OUD), acute pain
and chronic pain.

2. I 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.
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expertise lies in the procedurally based management of specific pain syndromes, they
have no training or experience in Medication-Assisted Treatment (MAT) beyond that
afforded by the minimal training required for obtaining the X waiver. Utilization of these
providers in this fashion may not represent the best manner to provide MAT particularly
given the high rate of community referral for interventional pain services for Temple.

Recommendations For Temple (Whole Health Department)

2. The VA Central Texas Healthcare System in Temple, Texas Whole Health
Department will review the high rate of community referrals, as well as potential
competency and training gaps that may explain the high percentage of referrals to the
community, with the goal of providing the highest quality of care, while mitigating the
percentage of community referral, where possible.

Allegation 3 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. There is some concern about the adequacy of medical documentation by

that would most appropriately be addressed through the Ongoing Professional
Practice Evaluation (OPPE) process.

Recommendations for Temple
No recommendations are made.

Allegation 4 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.

Recommendations For Temple (Whole Health Department)

3. The large number of referrals to the community indicates a need for additional
evaluation to determine the root cause for the high percentage. The concerns brought
forth regarding service agreements, will also be reviewed by the Department. The
use of service agreements is a standard of practice that needs to continue. The
Department will review the revised version to ensure adherence with all governing
authorities, policies, and directives.

Allegation 5 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
safe.
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Recommendations For Temple

4. Although the allegation was not substantiated, the question of consistency regarding
the interpretation of best medical interest (BMI}) criteria will be further investigated of
the facility to ensure alignment with VA Directive and the MISSION Act.

Allegation 6 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.

Recommendations

No recommendations are made.

Allegation 7 was substantiated. Investigation of this concern did reveal evidence of a
violation of rule and waste of funds.

Recommendations For Temple

5. Through consultation with Human Resources and the Office of General Counsel
(OGC), it is recommended that the facility conduct further investigation into the
aliegation of [ abuse of authority and follow up any findings of impropriety
with appropriate action, that may include training, administrative action and discipline.

The results of this investigation were reviewed to determine final conclusions and
actions the Agency intends to initiate, based on the conclusions. The conclusions and
actions are outlined in the body of this report
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7. Since coming to the agency in May 2020, ] has abused his authority by
manipulating his clinical scheduling in the CPRS system.

1. Facility Profile

VA Central Texas Healthcare System in Temple, Texas, is an integrated network of two
VA medical centers and six community based outpatient clinics (CBOC), consisting of
approximately 4300 employees. Temple is aligned under VISN 17. The Temple Pain
Management is aligned under Whole Health and Integrated Health Service (Whole
Health).

Il. Conduct of Investigation

Pursuant to its authority in 5 U.S.C.§ 1213(c), OSC referred to VA a whistleblower's
allegations relating to practices in the Pain Management Clinic at Temple, that
constitute gross mismanagement, an abuse of authority, or a substantial and specific
danger to public health. OSC Letter dated November 17, 2020, referring case OSC File
No. DI-21-000033. The whistleblower is a Temple Pain Management Clinic physician.

By letter dated December 14, 2020, OSC referred additional related allegations to VA
for investigation; these were lodged by the same whistleblower. They concern patient
entry in the Temple Whole Health and Integrated Service or, more specifically, a
reported change in process that will reguire all referrals to the Pain Management Clinic
to be reviewed by Whole Health coaches, not physicians or pain management
specialists. OSC referred to these additional allegations as an amendment to the initial
referral.

By email dated January 14, 2021, OSC referred three additional allegations lodged by
this same whistleblower all of which relate to operations in the Temple Pain
Management Clinic. As a primary matter, OSC recommended that because the facility is
already on notice of the investigation, VA should consider requesting the facility to place
a moratorium on making or implementing significant changes within the Pain
Management Clinic until VA's investigation is concluded, as these changes create the
need to supplement the initial referral. OSC referral DI-21-000503, Addendum to DI-21-
000033. By email dated May 7, 2021, OSC referred three additional allegations for
investigation that were lodged by a second whistleblower, the Chief, Temple Pain
Management Clinic. OSC underscored in this email that, consistent with the charge in
the initial referral letter, any additional matter raised in the course of VA's investigation,
must be included in VA's report. In other words, these, like all of the additional
allegations submitted after the initial referral, are to be included and addressed in the
single VA report required by 5 U.S.C. § 1213(c) based on the initial referral.

As noted previously, VISN 17 was charged with this investigation. On April 13, 2021, a
fact- finding was initiated and conducted by Chief of Anesthesiology
and Pain Management for the North Texas Healthcare System. A second fact-finding
was requested because the first lacked clear conclusions relative to the allegations. The
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second fact-finding was initially assigned to [l North Texas Healthcare
System Ambulatory Care Physician who had some familiarity with the case, but
because the allegations involved an official above his position, the VISN re-assigned
this matter to _ Deputy Chief of Staff for the West Texas
Healthcare System, who began his work on December 17, 2021.

lll. Findings, Conclusions and Recommendations

Allegation 1

I /:as sought to rescind the facility’s standard operating procedures (SOP) for
prescribing buprenorphine, an opioid used to treat opioid use disorder (OUD), acute pain
and chronic pain.

Background

The whistleblower explained that the Temple Pain Management Clinic was recently
reorganized under Whole Health. Upon taking responsibility for the Pain Management
Clinic, [JJJl has sought to rescind the facility's SOP for prescribing buprenorphine,
which was issued by the Temple Pain Oversight Committee to address provider
confusion about the proper use of buprenorphine for OUD and chronic pain. —
asserted that rescission of the SOP is necessary to remove barriers to the use o
buprenorphine products. The whistleblower alleged that this action denies providers
essential information on the risks and acuity associated with OUD, threatens the clinical
course for patients and may increase harm for patients with potential or diagnosed
OUD, or those without OUD, by hindering the delivery of information on the use of
opioids.

Findings

The fact-finding found that in June 2020, the Pain Oversight Committee at Temple was
engaged in revising its existing policy and SOP regarding buprenorphine prescribing.
ﬁ efforts appear to have been directed towards ensuring that the policies were
consistent with VHA Notice 2019-18 which instructed VHA Healthcare Systems to
remove barriers to freating OUD and prescribing buprenorphine/naloxone.

Both whistleblowers, expressed concerns that efforts went beyond those
goals of removing barriers. The expressed concerns where that the changes would
promote the prescribing of buprenorphine with a lower threshold of clinical indication
than was prudent. In addition, concerns were expressed that buprenorphine is not an
innocuous medication and should be used as circumspectly as any other opiate.

Conclusions - Allegation 1

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, ora substantial and specific danger to public health or safety.
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Recommendations For Temple

1. No recommendations are made as the allegation was not substantiated. The fact-
finding did support; however, that ] 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.

Allegation 2

- 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.

Background

The whistieblower alleged that [JJilij direction of the Pain Management Clinic
appears to be predicated on an inaccurate understanding of the evaluation and
treatment of OUD and chronic pain. [JJJJilij has repeatedly informed physicians,
including in emails to staff dated October 15 and October 17, 2020, that their
performance can be tied to their willingness to prescribe buprenorphine.

directed that PMT physicians must obtain X-waivers—Drug Enforcement
Administration (DEA)-issued waivers to prescribe buprenorphine—to treat patients
manifesting criteria of OUD with buprenorphine. also emphasized the financial
incentives available to providers who prescribe buprenorphine, as described in VA's
national buprenorphine guidance, which recommends providing incentive special pay
for providers who obtain an X-waiver and prescribe buprenorphine to treat OUD.

has also repeatedly asserted to staff that a diagnosis of QUD or chronic pain is not
required before prescribing buprenorphine. The whistleblower explained that
h statements do not reflect the standard of care. He noted that buprenorphine is
a potent opioid associated with all known risks of opioids, including hepatic injury;
respiratory depression and death; abuse, misuse, or diversion; and opioid withdrawal.
Thus, the risk of prescribing buprenorphine to patients who do not have OUD likely
outweighs the benefit, according to the whistleblower's argument that placing
professional and financial pressure on providers to prescribe buprenorphine while
lowering the standard of care for prescribing it, creates a dangerous environment for
patients, who may receive unnecessary opioid prescriptions that place their health at
risk.

Findings

During the fact-finding, it was found that [JJjjj did require Pain Management Section
(PMS) providers to complete the DEA X-waiver training and apply for an X-waiver.
Although not supportable by evidence, the fact-finding identified, what was described as
apparent, that the motivation for the requirement of obtaining an X-waiver and
promotion of prescribing of buprenorphine was due to a lack of other providers at the
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facility willing to treat individuals with a dual diagnosis of chronic pain and opioid use
disorder. The Interventional Pain provider's training and expertise lies in the
procedurally based management of specific pain syndromes, with no training or
experience in MAT beyond that afforded by the minimal training required for obtaining
the X-waiver. A review of the whistleblower's Pay for Performance (P4F) plan for fiscal
year (FY) 2021, identified the P4P goals did include a requirement to “manage 5
patients with concurrent chronic pain and complex persistent opiate dependence using
appropriate medications.” Per the whistleblower, the same performance measure was
removed from his Performance Plan following an investigative visit conducted by DEA.
The inclusion of the goal in [JJl] P4P. supports a financial incentive on the
prescribing of a specific medication aleng with incentives to apply specific diagnoses is
problematic and presents a specific and potentially substantial danger to patient safety.

Conclusions - Allegation 2

Allegation was partially substantiated. Investigation of this concem revealed a
theoretical risk of undue influence upon individual clinical decision making that could
potentially adversely impact a Veteran’s health status i.e., establish a potential
substantial and specific danger to public health or safety. The investigation did not
reveal evidence of a violation of law, rule, or regulation, gross mismanagement, a gross
waste of funds, or an abuse of authority. The Interventional Pain provider's training and
expertise lies in the procedurally based management of specific pain syndromes. No
training or experience in MAT beyond that afforded by the minimal training required for -
obtaining the X-waiver has been provided to the Interventional Pain providers. Given the
high rate of community referral for interventional pain services for Temple, the fact-
finding determined the utilization of these providers in this fashion may not represent the
best manner to provide MAT.

Recommendations For Temple (Whole Health Department)

2. The VA Central Texas Healthcare System in Temple, Texas Whole Health
Department will review the high rate of community referrals, as well as potential
competency and training gaps that may explain the high percentage of referrals to the
community, with the goal of providing the highest quality of care, while mitigating the
percentage of community referral, where possible.

Allegation 3

I /25 cngaged in improperly documented “self-consuits” with Pain Management
Team (PMT) patients prior to their initial appointments, leading to potential billing
irregularities and inequitable care.

Background

During the investigation, the whistleblower further alleged that insists on
conducting self-initiated patient contact with PMT patients prior to their initial PMT
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appointments. The whistleblower alleged that during these encounters- is taking
patient histories, making patient assessments, identifying risk levels for patient
presentation and recommending the way to manage patients’ treatment. It was stated
that [l previously coded these contacts as “historical” non-billable encounters, but
recently stopped coding or charting them at all. According to the whistleblower, these
encounters potentially bias to the PMT's patient assessments and the course of care for
patients, while also being improperly billed or not billed at all. The whistleblower
contended the established process under which patients are receiving inconsistent
evaluations, impedes VA’s mission to deliver appropriate, quality care to all Veterans.

Findings

The investigation identified that i} the Director of Whole Health, was not
performing self-consultation. As a member of the facility's Interdisciplinary Pain
Management team, ] would contact patients ahead of their scheduled team
appointment. The patient encounters were reportedly inconsistently documented within
the medical record. Per the whistleblower, at least one Veteran had medication dosage
changes recommended by [} without documentation in the medical record
because of these pre-visits.

This accurred for a short period of time after i joined the team. 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.

Conclusions - Allegation 3

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.

No evidence of inappropriate billing of care by the Director of Whole Health was
identified. There is some concern about the adequacy of medical documentation by.
Il which would most appropriately be addressed through the OPPE process.

Recommendations for Temple
No recommendations are made.
Allegation 4

I initiated changes to the Pain Management referral process that imposed barriers
fo access o interventional pain care services.

Background

The whistleblower disclosed that on November 30, 2020, Whole Health Chief
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Conclusions - Allegation 5

This allegation was not substantiated. [nvestigation 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.

Recommendations For Temple

4. Although the allegation was not substantiated, the question of consistency regarding
the interpretation of best medical interest (BMI) criteria will be further investigated of
the facility to ensure alignment with VA Directive and the MISSION Act.

Allegation 6

B vio/ated 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 || N =" I

Background

The whistleblower and other members of the Interventional Pain Management team
were tasked with receiving interventional pain consults and redirecting to the internal
service those that were referred to the community for continuation of care using a BMI
rationale. When primary care providers persisted in placing these referrals, the
whistleblower began the practice of identifying [l 2~ | by name in the
consult comments as being the source of instructions to redirect these consults to the
in-house interventional pain management team.

Findings

I cquired the Interventional Pain Management team to compile the list of
consults in which [} 2nd himse!f had been so identified with the intent of having
the comments redacted. The whistleblowers were not aware of any consults

having entries redacted as a result of these efforts and in fact, it is not possible to redact
consult entries in CPRS. Although, [JJJiij did seek to have entries redacted in which
he was inappropriately directly named; no entries were in fact redacted.

Conclusions - Allegation 6

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.
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Recommendations

No recommendations are made.

Allegation 7

Since coming to the agency in May 2020, [} has abused his authority by
manipulating his clinical scheduling in the CPRS system.

Background

Rather than establishing the proper consultation process in CPRS, [JJjjjjJjj instructs to
inappropriately control the type and the number of patients that he admits to his clinical
practice, jeopardizing patient care and violating multiple VA directives related to
Complementary and Integrative Health (CIH) services and outpatient scheduling
processes and procedures. ‘

Findings

The whistleblower provides clinic scheduling grids and total patient counts indicating
available clinic slots for 2 half days weekly with a total of 41 patient encounters during
FY 2021 that did not begin until June 2021. Based upon guidance for VA physician staff
and availability for clinical care, ] should be engaged in clinical care on a .7 full-
time employee equivalent (FTEE) basis.

Conclusions - Allegation 7

Allegation was substantiated. Investigation of this concern did reveal evidence of a
violation of rule and waste of funds. The fact-finding supported that since coming to the
agency in May 2020, ] did abuse his authority by manipulating his clinical
scheduling in the CPRS system.

Recommendations For Temple

5. Through consulfation with Human Resources and the Office of General Counsel
(OGC), it is recommended that the facility conduct further investigation into the
allegation of [l abuse of authority and follow up any findings of impropriety
with appropriate action, that may include training, administrative action and discipline.

Note: The facility's recommended follow-up action plan for this report is found in
Attachment 3 - Network Fact-Finding Evaluation.

VI. Summary Statement

The Department developed this report in consultation with other VHA and VA offices to
address the allegations raised above. We reviewed the allegations and determined the
merits of each. We found that the majority of the allegations did not have merit, while
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and [l was not substantiated, with no further investigation required at this time.

The final allegation that was investigated, of whether, since coming to the Department in
May 2020, has abused his authority by manipulating his clinical scheduling in
the CPRS system was substantiated during the fact-finding(s). The facility will

conduct further investigation into the allegation of ] abuse of authority and follow
up any findings of impropriety with appropriate action, that may include training,
administrative action and discipline.

in consideration of the review of the allegations, and subsequent fact-finding results, the
Department intends to institute all corrective actions relating to the delivery of patient
care, in accordance with all governing authorities, polices and directives.

Note: The facility's recommended follow-up action plan for this report is found in
Attachment 3 - Network Fact-Finding Evaluation.
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Attachments

Attachment 1 - Network Fact-Finding Evaluation

Attachment 2 - Fact-Finding Report dated December 17, 2021

Attachment 3- Pain Management Team Operations and Scheduling SOP 2021-002
Attachment 4 - Draft Pain Management Service Agreement

Attachment 5 - Consuit Template

Attachment 6 - OMI Temple TX OAWP 15931_16455 Report
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Investigative Team Members (Fact-Finding December 17, 2021)

IR D<nuty Chief of Staff, West Texas VAHCS

Interviewees
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