DEPARTMENT OF VETERANS AFFAIRS
Washington DC 20420

December 6, 2013

The Honorable Carolyn N. Lerner
Special Counsel

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

RE: OSC File No. DI-13-3174

Dear Ms. Lerner:

| am responding to your letter regarding allegations made by a whistieblower at
the VA Pittsburgh Health Care System (hereafter, the Medical Center) in Pittsburgh,
Pennsylvania. The whistleblower alleged that the Medical Center engaged in conduct
that may constitute a violation of law, rule or regulation, gross mismanagement, a gross
waste of funds, and a substantial and specific danger to public health and safety. The
whistleblower claims that management instructed employees to purge the water system
of Legionella bacteria in an improper manner, failed to supervise [construction activities,
neglected required maintenance, failed to correct defective construction, and failed to
conduct inspections for asbestos. The Secretary has delegated fo me the authority to

sign the enclosed report and take any actions deemed necessar;J under 5 United States
Code § 1213(d)(5). ,

The Secretary asked the Under Secretary for Health to review this matter and to
take any actions deemed necessary under the above law. He, injturn, directed the
Office of the Medical Inspector (OMI) to conduct an investigation,|which included a site
visit to the Medical Center on August 19-22, 2013. In its investigation, OMI did not
substantiate any of the whistleblower’s allegations, but made eight recommendations to
the Medical Center for process improvements in physical plant maintenance,
construction, and remediation. OMI found no violation of law, rule or regulation, gross.
mismanagement, a gross waste of funds, or a substantial and specific danger to public

health and safety. Findings from the investigation are contained in the report, which
| am submitting for your review. '

Thank you for the opportunity to respond.

Sincerely,

Jose D. Rioja'
Chief of Staff
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Executive Summary

The Under Secretary for Health requested that the Office of the Medi tor (OMI)
investigate complaints lodged with the Office of Special Counsel by ElE)
(hereafter, the whistleblower) at the Department of Veterans Affairs (VA) Pittsburgh
Healthcare System, Pittsburgh, Pennsylvania (hereafter, the Medical Center). The
whistleblower, a heating, ventilation, and air conditioning (HVAC) mechanic/inspector at
the Medical Center, consented to the release of his name, and alleged that the Medical
Center engaged in conduct that may constitute a violation of law, rule or regulation,
gross mismanagement, a gross waste of funds, and a substantial and specific danger to
public health and safety. He alleged that Medical Center management has neglected
the maintenance of critical infrastructure, failed to properly address unsafe conditions
that pose health and safety hazards to patients and staff, and failed to adequately
manage construction projects performed by contractors, allowing construction to
interfere with patient care. OMI conducted a site visit to the Medical Center University
Drive (UD) campus on August 19-22, 2013.

Summary of Allegations

The whistleblower's allegations are as follows:

1. Following an outbreak of Legionnaires’ disease at the Medical Center in the fall of
2012, managers instructed employees to conduct thermal eradication and water
chlorination procedures in an improper manner that posed a safety hazard to
employees and patients;

2. Management has failed to properly supervise and coordinate construction activities
to prevent the disruption of surgical procedures and patient care,

3. Management has neglected the maintenance of various systems and failed to
address ongoing problems with equipment, including an open sewage tank that
overflows and causes raw sewage to accumulate on the floor in close proximity to
the cancer radiation therapy clinic;

4. Management has failed to correct the faulty installation of two underground water
storage tanks that are necessary to comply with water capacity standards. While the
tanks remain inoperable, management has awarded additional contracts for other
large projects to the contractor responsible for the faulty installation; and

5. Management failed to conduct required inspections to detect the presence of
asbestos, which resulted in exposing facilities and maintenance service employees,
including the whistleblower, to unsafe levels of asbestos [in the crawl space at UD].



Conclusions

OMI did not substantiate the allegation that Medical Center managers instructed
employees to conduct thermal eradication and water chlorination procedures in an

- improper manner that posed a safety hazard to employees and patients. Although,

for this event, the participation of the Safety Manager would not have altered the
process or outcome, the Safety Manager is a valuable asset and a resource for

evaluating any safety risks to employees, and for making recommendations on the
appropriate use of protective equipment.

OMI did not substantiate that management has failed to properly supervise

construction activities to prevent the disruption of surgical procédures and patient
care.

OMI did not substantiate the occurrence of a leaking asbestos contamination
shower, but did find that a water leak from new plumbing caused dripping in the
kitchen area with wet ceiling tiles. There was no harm or threat to patient or
employee safety.

OMI did not substantiate the allegation that management neglected the maintenance
of various systems and failed to address ongoing problems with equipment,
including an open sewage tank that overflows and causes raw sewage to
accumulate on the floor in close proximity to the cancer radiation therapy clinic.

OMI confirmed that after a heavy rain in 2010, the storm and sanitary drain pit
overflowed, but found no evidence to indicate that raw sewage accumulated in the
cancer radiation therapy clinic, and no report of harm or threat to the safety of either
Veterans or employees. There is, however, an occasional odor.

The project to relocate the storm and sanitary drain lines is still in the design
approval phase. After the overflow in 2010, the Medical Center proceeded to
implement interim solutions, and to plan for long-term corrective action.

The repair to a pipe in the mechanical room of the air conditioning shop was not
made, as of the OMI site visit, although a work order currently exists and parts were
on order.

The whistleblower volunteered for the Quality and Patient Safety office HVAC design
project, and earned overtime while working on the project. There is no evidence to
suggest that work orders or preventive maintenance was delayed by this project.
There is no evidence to suggest that the project should have been contracted out in
order to preserve normal duty hours for maintenance workers, as voluntary overtime
hours were used for the project.

OMI did not substantiate the allegation that management failed to correct faulty
installation of two underground water storage tanks that are necessary to comply
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with water capacity standards. While OMI did substantiate that the tanks are
currently inoperable, negotiations to resolve the problem are ongoing, and
completion of the project is expected by December 2013. Additional contracts for
large projects have been awarded to Addvetco, the contractor responsible for the
water tank installation, and OMI could find no violation of law, rule or regulation in
these actions. The Medical Center did not make entries into the Contractor
Performance Assessment Reporting System (CPARS) on the contractor, Addvetco.

OMI did not substantiate the allegation that management failed to conduct required
inspections to detect the presence of asbestos, which resulted in exposing the
Facilities and Maintenance Service employees, including the whistleblower, to
unsafe levels of asbestos [in the craw! space at UD]. Based on our review of the
rules and guidance applicable from 1984 through 2013, the Medical Center at UD

has complied with the requirements for conducting asbestos-containing building
materials surveys.

In April 2013, when asbestos was discovered in the UD crawl space soil, the Medical
Center complied with all Occupational Safety and Health Administration (OSHA)
regulations necessary on the advisement of employees of the potential exposure,
and placing these employees in a medical surveillance program. Testing in

April 2013, revealed that ashestos air sampling results were below OSHA
permissible exposure levels.

Reqommendations

The Medical Center should:

1. Include the Safety Manager on the Incident Command System team for any event
where employees may have concerns about safety, personal risk, and the need for
personal protective equipment.

. Continue to implement the design, contracting, and engineering plans associated
with the Medical Center's analysis and action plan for the operating room power
outage.

. Re-examine project #646-12-105, UD, for the relocation of the storm and sanitary
drain pit to determine whether it can be prioritized for earlier completion.

. Address and fix the occasional odor emanating from the storm and sanitary drain pit.

. Follow-up and report on the work order (W/O P130809-005) for location 2A131-1-UD
to determine the status of completion.

. Develop a plan to make timely use of the CPARS for contractor performance.



7. Continue to follow Veterans Health Administration Directive 2010-036, Asbestos
Management Program.

8. Continue asbestos medical surveillance on those individuals identified as working in
the UD crawl space.

Summary Statement

OMI’s investigation and review of its findings did not find violations or apparent
violations of statutory laws, mandatory rules, or regulations.



I. Introduction

The Under Secretary for Health requested that the Office of the Medical Inspector (OMI)
investigate complaints lodged with the Office of Special Counsel by
(hereafter, the whistleblower) at the Department of Veterans Affairs (VA) Pittsburgh
Healthcare System, Pittsburgh, Pennsylvania (hereafter, the Medical Center). The
whistleblower, a heating, ventilation, and air conditioning (HVAC) mechanic/inspector at
the Medical Center, consented to the release of his name, and alleged that the Medical
Center engaged in conduct that may constitute a violation of law, rule or regulation,
gross mismanagement, a gross waste of funds, and a substantial and specific danger to
public health and safety. He alleged that Medical Center management has neglected
the maintenance of critical infrastructure, failed to properly address unsafe conditions
that pose health and safety hazards to patients and staff, and failed to adequately
manage construction projects performed by contractors, allowing construction to
interfere with patient care. OMI conducted a site visit to the Medical Center University
Drive (UD) campus on August 18-22, 2013. :

Il. Facility Profile

The Medical Center is a three-campus, integrated health care system that serves
Veterans in the tri-state area of Pennsylvania, Ohio, and West Virginia. The UD
campus serves as the acute care facility and has 146 operating beds distributed among
medicine, surgery, neurology, and critical care, and 78 inpatient behavioral health beds.
The Medical Center supports five community-based outpatient clinics, and has
academic affiliations with the University of Pittsburgh School of Medicine, the School of
Dental Medicine, and various allied health programs. The Medical Center is undergoing
a major construction initiative consolidating the three campuses into two, adding more
than 208,000 square feet of new construction, and a new research building to the UD
campus.

ill. Allegations

The whistleblower’s allegations are as follows:

1. Following an outbreak of Legionnaires’ disease at the Medical Center in the fall of
2012, managers instructed employees to conduct thermal eradication and water
chlorination procedures in an improper manner that posed a safety hazard to
employees and patients;

2. Management has failed to properly supervise and coordinate construction activities
to prevent the disruption of surgical procedures and patient care;

3. Management has neglected the maintenance of various systems and failed to
address angoing problems with equipment, including an open sewage tank that
overflows and causes raw sewage to accumulate on the floor in close proximity to
the cancer radiation therapy clinic;



4. Management has failed to correct the faulty installation of two underground water
storage tanks that are necessary to comply with water capacity standards. While the
tanks remain inoperable, management has awarded additional contracts for other
large projects to the contractor responsible for the faulty installation; and

5. Management failed to conduct required inspections to detect the presence of
asbestos, which resulted in exposing facilities and maintenance service employees,
including the whistleblower, to unsafe levels of asbestos [in the crawl space at UD].

IV. Conduct of Investigation

Deputy Medical Inspector;

Health Manager, conducted the site visit. OMI also
consulted with (& | Program Director for the VA National Infectious
Diseases Service, VA Associate Director for Procurement
Policy. OMI conducted a telephone interview with the whistleblower on Friday,

August 9, 2013, and a face-to-face interview with him on Tuesday, August 20, at the
Medical Center. For both interviews, the whistleblower was accompanied by one of the
local union presidents . OMI reviewed relevant policies, procedures,
reports, memorandums, and additional documents as listed in Attachment A. Entrance
and exit briefings were held with Medical Center leadership. OMI toured the following
areas at the UD site:

¢ Loading dock construction site where a conduit was cut, resulting in a power loss
to the surgical area,

Outside water storage tanks;

Basement mechanical room with storm and sanitary drain access;

Basement radiation therapy suite;

Kitchen;

Basement: east and west water tanks (locations for introduction of chlorine into
the water system for hyperchlorination);

e Nuclear medicine construction area; and

e Building crawl space.

OMl interviewed the following individuals during the site visit; some elected to be
accompanied by either a union representative/president or by the Assistant General
Counsel of the American Federation of Labor-Congress of Industrial Organizations
(AFL-CIO) from Washington, DC:

Air Conditioning Mechanic and Inspector
Housekeeping Aide
Plumber/Maintenance Mechanic
Painter/Mechanic

Maintenance Mechanic



Electrician
Plumber

Maintenance Mechanic
Motor Vehicle Operator

Carpenter/Maintenance Mechanic
Maintenance Mechanic
Electrical Worker
Industrial Hygienist
| Safety and Occupational Health Specialist
ccupational Health Program Leader
| Infection Preventionist
nfection Preventionist
nfection Preventionist
.| Chief Logistics Officer
peratmg Room Nurse Manager
Maintenance and Repair Supetrvisor (prior to July 2013)
Supervisory Engineer of Maintenance and Repair
Engineer
Supervisory Engineer of Operations and Utilities Systems
Vice President of Facilities Management Service, Chief

e ¢ © ® © € e © ®© ® o e e e © & e o » 6 e o e °o o e o o &

Engineer
Associate Director

Contract Specialist

Supervisory General Engineer

Assistant Chief, Facilities Management Service

Supervisor, Environmental Management Service
ousekeeping Aide

, tility Systems Operator Repair Supervisor
Occupatlonal Safety and Health Specialist, Emergency
Preparedness Coordinator

e .5 ¢ ® © o ©

The Office of General Counsel reviewed OMI’s findings to determine whether there was
any violation of law, rule, or regulation.

OMI substantiated allegations when the facts and findings supported that the alleged
events or actions took place. OMI did not substantiate allegations when the facts
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showed the allegations were unfounded. OM! could not substantiate allegations
when there was no conclusive evidence to either sustain or refute the allegation.

V. Background

In 1977, the Centers for Disease Control and Prevention (CDC) identified Legionella
pneumophila as the cause of an outbreak of pneumonia (later called Legionnaires’
disease) in Philadelphia at a convention hosted by the American Legion. Presently,
more than 34 species of Legionella have been identified, and 20 are known to have
links to diseases in humans, with L. pneumophila as the species causing Legionnaires’
disease and Pontiac fever. Legionella is considered to be one of the top three causes
of sporadic, community-acquired pneumonia.! In the United States, the CDC receives
reports of about 1,000 cases each year, but estimates that more than 25,000 cases
occur annually, causing over 4,000 deaths.?

Legionnaires’ disease is considered an opportunistic infection, often attacking
individuals with chronic iliness or those with weakened immune systems.

L. pneumophila bacteria are found in many water systems, including lakes, rivers, and
streams. It can be found in the biofilms of environmental waters, with algae, heat, and
other water organisms providing conditions to promote growth.®> In domestic or
community water systems, Legionella growth is promoted in temperatures ranging from
68-122 degrees Fahrenheit (F) in stagnant waters and sediments that encourage the
growth of microflora. These water sources include those where industrial processes
remove heat (e.g., cooling towers, condensers), hot water systems, spas and
whirlpools, sprinkler systems, and where water remains stagnant and is then
aerosolized. Legionella requires water to exist.*

' United States Department of Labor. Occupational Safety & Health Administration. OSHA Technical
Manual (OTM, Section HI: Chapter 7, Legionnaires' Disease, p. 1.

https://www.osha gov/dts/osta/otm/legionnaires/pdf.htmi.

2 United States Department of Labor. Occupational Safety & Health Administration. OSHA Technical
Manual (OTM, Section lil: Chapter 7, Legionnaires’ Disease, p. 1-2.

hitps:/www osha.gov/dts/osta/otm/legionnaires/pdf.htmi.

3 Biofilm: Biofilm forms when bacteria adhere to surfaces in moist environments by excreting a slimy,
glue-like substance. Sites for biofilm formation include all kinds of surfaces: natural materials above and
below ground, metals, plastics, medical implant materials—even plant and body tissue. Wherever you
find a combination of moisture, nutrients, and a surface, you are likely to find biofilm.

http://www _biofilm.montana.edu/node/2390. o . _

* United States Department of Labor. Occupational Safety & Health Administration. OSHA Technical
Manual (OTM, Section Hi: Chapter 7, Legionnaires’ Disease, p. 2.

https://www.osha. gov/dts/osta/otm/legionnaires/pdf. html.
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VI. Findings
Allegation 1

Following an out.break of Legionnaires’ disease at the Medical Center in the fall of
2012, managers instructed employees to conduct thermal eradication and water

chlorination procedures in an improper manner that posed a safety hazard to
employees and patients.

Findings

At the request of the Medical Center and the Pennsylvania Department of Health, the
CDC conducted an Epi-Aid investigation at the Medical Center on

November 7-16, 2012, to identify cases of Legionnaires’ disease, complete an
environmental risk assessment for Legionella, conduct environmental sampling, and
recommend interventions to prevent ongoing disease transmission.>®

Although the Medical Center's Legionella risk reduction program included disease
surveillance, environmental testing, and the use of a copper-silver ionization system for
the control of Legionella in potable water, the Epi-Aid investigation identified additional
health care associated cases of Legionnaires’ disease and Legionella colonization of
the Medical Center's potable water system.”®

On day 8 of the Epi-Aid, the CDC recommended the Medical Center implement
short-term remediation to its potable water system that included:

* Hyperchlorination to greater than or equal to 2 parts per million (ppm) at all distal

" sites and flushing at all points of use, and/or

e Superheating and flushing of the patable water system to 160-170 degrees
fahrenheit (F) for a minimum of 10 minutes.®

® Epi-Aids are requests for epidemiological assistance from the CDC within the United States and
throughout the world. Requests to assist with emergency responses, investigate infectious and
environmental disease outbreaks, and quantify impact of diseases are examples of Epi-Aid responses.
http://www.cdc.gov/inceh/eis/epi_aid.html. :

® Department of Health & Human Services. Public Health Service. Centers for Disease Control and
Prevention. Epi-Aid Trip Report: Legionnaires’ disease among patients at a Veterans Affairs Healthcare
System in Pennsylvania, 2011-2012 (Epi-Aid 2013-011).

" Copper-silver ionization is a recognized approach to controlling Legionella in hot water systems.
Paositively charged copper and silver ions form electrostatic bonds with negatively charged sites on the
Legionella cell wall, creating stress and leading to weakening of the cell wall and cell death. Liu, Z,
Stout, J. E., Tedesco, L., Boldin, M., Hwang, C., Diven, W. F., and Yu, V. L. (1994). Controlled evaluation
of copper-silver ionization in eradicating Legionella pneumophila from a hospital water distribution
system. The Journal of Infectious Diseases, 169, pp. 919-822.

® Potable: safe to drink, suitable for drinking. Retrieved from www.merriam-
webster.com/dictionary/potable.

® Department of Health & Human Services. Public Health Service. Centers for Disease Control and
Prevention. Epi-Aid Trip Report: Legionnaires’ disease among patients at a Veterans Affairs Healthcare
System in Pennsyivania, 2011-2012 (Epi-Aid 2013-011), p. 22.
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In response to the CDC's recommendations, the Medical Center shut down their potable
wa’ger system on November 14, 2012, and instituted water conservation efforts. The
Inc:dgnt Command System (ICS) was activated to oversee the project.’® A call center
was initiated to provide information to staff and Veterans, followed by notification of the
press, congressional offices, and union officials. Town hall meetings were held to
provide awareness and to respond to employee questions.

The ICS Organizational Chart included the Agency Director, the Incident Commander
(Deputy Director), and representatives from Public Affairs, Communications, the Office
of Information and Technology, the VA Police, and Safety/Emergency Preparedness.
For this incident, OMI learned that the Emergency Management Program Manager was
a member of the ICS team, although the Safety Manager was not.

Facilities Management Service (FMS) plumbing supervisors and staff attempted to
superheat the water system on November 14, 2012, to 160 degrees F, although this
proved unsuccessful as temperatures registered at distal flushing sites were reported to
be 110-125 degrees F, insufficient for thermal eradication. Medical Center leaders and
engineering experts decided to move forward with hyperchliorination efforts. FMS and
Environmental Management Service (EMS) staff members from both the UD and Heinz
campuses were solicited for voluntary overtime in an effort to create a large cadre of
teams for the hyperchlorination effort.

On November 15, 2012, three VA engineering supervisors met with representatives of a
recognized water consulting firm, Tetra Tech, Inc., to request their assistance in
implementing water system hyperchlorination activities. Tetra Tech recommended the
following protocols be used to complete the process:

e The disinfection exercise would follow the Occupational Safety and Health
Administration (OSHA) Technical Manual Protocols for Legionnaires’ Disease
(Section 1ll: Chapter 7), with specific focus on shock (or hyper) chlorination.

e Given the need for real-time analytical results and in consideration of the shock
application to execute the disinfection activities, it was decided to use chlorine
test strips for the field measurement of free chlorine in the water distribution
system."’ '

e The quantity of chlorine needed in the campus’ two 30,000-gallon (each) water
storage tanks to maintain a minimum free chlorine concentration of 10 ppm

% |ncident Command System (ICS): an ad hoc Medical Center group composed of critical staff from the
Director's Office, Safety and Emergency Management, Public Affairs, Communications, Information
Technology, and VA Police, with the goal to oversee and manage critical events.

"' Free chlorine: When chlorine is added to water, some of the chlorine reacts first with organic materials
and metals in the water and is not available for disinfection (this is called the chlorine demand of the
water). The remaining chlorine concentration after the chlorine demand is accounted for is called tota/
chlorine. Total chlorine is further divided into: 1) the amount of chlorine that has reacted with nitrates and
is unavailable for disinfection which is called combined chlorine and, 2) the free chlorine, which is the
chiorine available to inactivate disease-causing organisms, and thus a measure to determine the
potability of water. CDC Fact Sheet. Chlorine Residual Testing.
http://www.cdc.gov/safewater/publications_pages/chlorineresidual.pdf.
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would be calculated and the method to deliver the chlorine to the storage tanks
would be identified.
The qualified Tetra Tech field analysis specialists who would assist the Medical

Center's staff in executing the disinfection activities would be identified and
mobilized."

Tetra Tech recommended that the most safe and appropriate chlorine delivery method
was the addition of household bleach to the water storage tanks. They calculated the
quantity of bleach required for the 60,000 gallons of water held in the Medical Center
water storage tanks to be a minimum of 25.2 gallons of 6.5 percent bleach,
recommending that additional bleach be added to achieve a free chlorine concentration
of 10 ppm, and to account for any uneven distribution or mixing. Tetra Tech
recommended AquaChek™ Pool and Spa Test Strips to measure the free chlorine in
the water at distal outlets (see Appendix B for image). Tetra Tech assigned three field
analysis specialists to be present on site in support of VA staff in the remediation
process and to confirm/record all data from the event.

On November 16, 2012, managers from FMS and engineering gathered team leaders
(plumbers, pipefitters, and supervisors) and about 35 volunteer staff from FMS,
engineering, and EMS, in the FMS conference room at the Medical Center. OMI
confirmed, through interviews with staff, that managers provided an overview of the
hyperchlorination process and described the tasks to be performed by the volunteers.
Staff members reported they were instructed on the use of the AquaChek test strips,
and advised to use the instructions and color comparison charts on the back of the strip
containers. Team members were advised that they might smell the odor of chiorine, as
an indicator to use the test strip to measure the elevated water chlorine levels, although
OMI received no reports that staff were told to get close to a faucet or water outlet to
sniff the chlorine. One or two persons reported correcting a colleague(s) when he/she
was leaning over to sniff the chlorinated water. When the Medical Center ran out of
strips, more were purchased from community sources.

The instructions on the AquaChek test strips indicate that the user shouid: “Dip strip &
remove; Wait 15 seconds; Compare,” (see Attachment B). Through interview, OMI
learned that some individuals dipped the strip in flowing water at the faucet and others
preferred to dip the strip into a cup of water. For this specific test strip, OM! could not
find a manufacturer’s statement that one method was preferable or superior. Tetra
Tech provided no observations or concerns in their report about faulty test strip dipping.

The process implemented by the Medical Center from November 16-18, 2012, follows
the guidance provided by the Tetra Tech on-site experts and is reflected in their report.

1. A total of 34 gallons of household bleach (6.5 percent sodium hypochlorite) was
added to the Medical Center tanks (east water storage tank, AE-152, and west water
storage tank, BW-223) by a staff plumber who wore gloves and a face shield, and
was held in place at the top of each storage tank by a harness. The opening at the

"2 Water Distribution Systems Disinfection Exercise Report: VA Pittsburgh Heaith System, University
Drive and H. J. Heinz Campuses, Pittsburgh, PA. January, 2013. Tetra Tech, Inc.
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top of the tank was about 18 inches in diameter. The water volume in the tanks had
been previously reduced by at least a third, and the bleach was poured from the
opening in the top of the tank. Chlorine vapors are heavier than air, so any fumes
would collect in lower areas of the tank, and chlorine would be immediately diluted

on contact with the tank water."® After adding the bleach, Tetra Tech confirmed tank
concentrations of >10 ppm free chlorine.

2. The hyperchiorinated water was then flushed through the Medical Center hot and
cold water distribution systems by Tetra Tech and VA maintenance staff, and tested
at selected distal outlet sites to confirm elevated chlorine concentrations of >10 ppm.

The water outlets were turned off and signs placed to avoid water use by patients
and staff. :

3. For 24 hours, potable water use by VA staff was discontinued. Showers were not
used and bottled water was supplied for drinking and treatments.

4. After 24 hours, distal water samples were assessed again and results recorded by
both Tetra Tech and VA staff. After obtaining satisfactory sampling results of
2-10 ppm, the hyperchiorinated water was flushed from the Medical Center's water
distribution system. Tetra Tech verified free chlorine levels for a minimum of 110
distal sites.

After successful hyperchlorination from November 16-18, the Medical Center initiated a
chlorine drip into the main water system to maintain levels at 1-2 ppm throughout the
system. The Medical Center reported that the point-of-use, micron antibacterial filters
were purchased and were being installed for inpatient units and inline filtration products
placed in behavioral health unit shower heads.'* Water use restrictions were lifted on
November 30, 2012.

Although all EMS and FMS personnel receive annual fit testing and instructions on the
use of personal protective equipment (PPE), OMI learned there was no Safety Manager
present at the briefing to provide any guidance on employee safety risk during the
remediation process. OMI consulted VA National Infectious Diseases Service (NIDS)
about employee risk for exposure to Legionella during the remediation process. NIDS
found no report of cases of Legionnaires’ disease in employees conducting remediation
procedures to address Legionella in building water systems in their review of the
guidance from CDC and the National Institute for Occupational Safety and Health , and
a review of the literature from Google Scholar and PubMed.

¥ CDC Facts about Chlorine: If chlorine liquid is released into water, people may be exposed by touching
or drinking water that contains chlorine. They also may be exposed by breathing air that contains
chlorine, although chlorine gas is heavier than air, so it would settle in low-lying areas.
http:#www.bt.cdc.gov/agent/chlorine/basics/facts.asp.

'* Point-of-use filter: one that is inserted to a faucet or water outlet at the point of water usage, such as
into the head of a shower.



NIDS gls_o conducted a review on employee use of personal protection when conducting
remeq«atlon procedures for Legionella. CDC guidelines for prevention of healthcare-
agsocsated Legionnaires’ disease, the American Society of Heating, Refrigerating and
Axr-Qonditioning Engineers (ASHRAE) Guideline 12-2000 — Minimizing the Risk of
Legionellosis Associated with Building Water Systems, CDC Guidelines for Preventing
Health-Care Associated Pneumonia (2003), CDC Guidelines for Environmental Infection
Control in Health-Care Facilities (2003), and the OSHA Technical Manual on
Legionnaires’ Disease."® There was no written guidance found specifically relating to
employee protection when conducting remediation procedures of the potable water
system. The OSHA Manual does contain guidance on using PPE for maintenance and
cleaning of suspect cooling towers, and the Medical Center has a policy, FMS-027,
Maintenance and Cleaning of Air-Conditioning Cooling Towers, SOP and Competency
Checklist (06/20/13), to ensure compliance with PPE use in this case. In addition, the
Medical Center Safety Department and supervising engineers conducted an inspection
in February 2013, of UD sites where intermittent local hyperchiorination occurs, using
Liquichlor 12.5% Solution®, confirming the on-site presence of spill kits, eyewash
stations, face shields, aprons, gloves, Material Safety Data Sheets (MSDS), and the
proximity of a shower station.®

OMI conducted more than 30 interviews with employees who participated in the water
superheating and/or hyperchlorination activities in November 2012, and did not find
anyone reporting any untoward signs of contact with hyperchlorinated water, such as
eye or nose irritation. The employee health physician reported that one individual
presented to employee health after hyperchlorination, reporting a water splash to the
eye, with no reported sequelae.

Of persons interviewed, OMI learned that most reported familiarity with Legionella
prevention and remediation activities, and few expressed concern about any risks. All
interviewees reported they received an explanation of the tasks and were offered
opportunities to ask questions at the briefing event prior to the remediation activities.

All individuals confirmed the use of “do not use” signs over water faucets and showers,
and the removal of the signs after 24 hours by EMS staff.

'S CDC MMWR Recommendations and Reports. March 26, 2004/53(RR03); 1-36. Guidelines for
Preventing Health-Care Associated Pneumonia, 2003; American Society for Heating, Refrigerating and
Air-Conditioning Engineers, Inc. (ASHRAE), Guideline 12-2000 — Minimizing the risk of Legionellosis
Associated with Building Water Systems; CDC and Healthcare Infection Controf Practices Advisory
Committee (HICPAC), 2003, Guidelines for Environmental infection Control in Health-Care Facilities;
OSHA Technical Manual. Section ill: Chapter 7, Legionnaires’ Disease. January 20, 1999.
https://www.osha.gov/dts/osta/otm/legionnaires/pdf.html.; CDC, Legionella (Legionnaires’ Disease and
Pontiac Fever), http://lwww.cdc.gov/legionella/index.html.

' Liquichlor 12.5% Solution® contains 12.5 percent sodium hypochlorite. The MSDS comments that
respiratory protection is not normally needed since the volatility and toxicity are low, but if vapors, mists,
or aerosols are generated then a NIOSH-approved respirator should be worn. Goggles and gloves are
recommended. Boots, aprons, or protective suits are not normally needed.

http://www. hillyard.com/images/msds/MSDSOMETO12NSF pdf.



During a subsequent hyperchiorination remediation in February 2013, a different brand
of chiorine test strip was used, causing some confusion among staff about whether to
dip the strip in flowing water or into a cup of water. The problem was resolved by
replacing the new test strip with the brand previously used, AquaChek.

The Medical Center currently has a contract with Phigenics, LLC, that performs 68-80
water quality tests per day. The Medical Center uses inline chlorine @nalyzers, and high
or low alerts are sent to FMS and Medical Center leaders multiple times per day. Ifa
high or low chlorine alert is received, a work order is automatically generated, and a
staff member goes to the location of the alert to test and conduct a local flush of the line,
if necessary, in an attempt to maintain a chlorine level of 1-2 ppm. This information
produces periodic reports for review and to generate system improvements,

OMI reviewed the MSDS for regular household bleach (sodium hypochiorite 5-10

percent), produced by The Clorox Company™. Under Section IV, Special Protection
and Precautions, it states that:

...No special protection or precautions have been identified for using this
product under directed consumer use conditions...recommendations are
given for production facilities and for other conditions and situations where
there is increased potential for accidental, iarge-scale or prolonged
exposure...use general ventilation to minimize exposure to vapor or mist;
wear safety goggles...use rubber or nitrile gloves if in contact [sic] liquid,
especially for prolonged periods."”

Except for the few individuals who poured 6.5 percent household bleach into the
potable water system and wore gloves and face shields, employees engaged in
flushing activities reported no exposures to full strength bleach.

Conclusion

« OMI did not substantiate the allegation that Medical Center managers instructed
employees to conduct thermal eradication and water chlorination procedures in an
improper manner that posed a safety hazard to employees and patients. Although,
for this event, the participation of the Safety Manager would not have altered the
process or outcome, the Safety Manager is a valuable asset and a resource for
evaluating any safety risks to employees and for making recommendations on the
appropriate use of protective equipment.

Recommendation
The Medical Center should:

1. Include the Safety Manager on the ICS team for any event where employees may
have concerns about safety, personal risk, and the need for PPE.

7 Material Safety Data Sheet: Clorox-regular bleach. The Clorox Company®, August; 2009.
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Allegation 2

activities to prevent the disruption of surgical procedures and patient care.

!
_ |
Management has failed to properly supervise and coordinate c$nstruction
Findings 1

| |
On May 2, 2013, a power outage occurred at about 5:15 p.m. in the Operating Room
(OR) area of the hospital, causing a power loss to ORs #6 and #7, where cases were in

progress. One case was a liver transplant and the other was a vascular surgery
procedure. i

The power outage was caused by the accidental cutting of a power conduit by a
contractor’s laborer, working on a construction project to build additional storage and
office space in the loading dock area. The conduit was cut on the load side of
automatic transfer switches (ATS), which prevented emergency pow?r from being
established in the ORs after the power loss.'® A VA mechanic heard the motor of a
nearby air handier powering down and immediately called the Boiler Plant Operator,
and the Chief and Assistant Chief of FMS. The Chiefs went to the construction site and
located the severed conduit about 3 feet behind the exposed edge of ]a ceiling panel.
Two off-duty electricians were contacted by the Boiler Plant Operator, one arriving on
site at 5:45 p.m. and the other at 6:40 p.m. They determined that the}critical circuit
feeding the OR was not damaged, but, because circuit breakers feeding the emergency
critical main (ECM) panel had been interrupted, the electricians needed to determine
the safety of re-engaging the circuit breakers. After the situation was assessed to be
safe, normal power was restored by the electricians at approximately ?:OO p.m.

During the event, emergency power, OR high-intensity lighting, and th!!é heating/air
conditioning to the ORs were interrupted. The OR charge nurse contacted the Patient
Care Coordinator (PCC), who contacted the boiler plant operator. Ventilators
automatically converted to battery power, although patients were hand‘—ventilated (with
bag valve masks) for about 20 seconds by the anesthesiologists."® Eq‘uipment that was
routinely plugged into the emergency outlets was placed into the normal power plugs,
which were still functioning. While normal room lighting remained on, high-intensity OR
lighting was out, and, therefore, battery-operated head lamps, monitors, halogen lights,
and suction units were obtained from nearby rooms. All equipment and lights were
wiped down with disinfectant before moving into the ORs. Staff implemented paper
records for documentation. The liver transplant and vascular surgery cases were
continued with brief interruption. Infection Control followed the patients and no surgical

'® Automatic transfer switches (ATS): when normal power for the emergency power outlets is interrupted,
the transfer switch takes power from the emergency generator and feeds the rest of the emergency
ower hospital circuits.
¥ A bag valve mask, abbreviated to BVM and sometimes known by the proprietary name Ambu bag or
generically as a manual resuscitator or “self-inflating bag,” is a hand-held device commonly used to
provide positive pressure ventilation to patients who are not breathing or not breathing£ adequately.
http://en.wikipedia.org/wiki/Bag_valve_mask. |
| |
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site i.nfections were reported. The vascular patient was discharged on May 4, 2013, and
the liver transplant patient was routinely moved to the intensive Care Unit following ’
surgery. The liver transplant patient had a complicated posttransplant course and
expired almost 2 months later, on June 30, 2013; a Medical Center r@view found no
evidence that the power outage influenced the patient's outcome.

OMI reviewed the Infection Control Construction Permits, the Safety Hazard Analysis,
the Surgical Service Contingency Plan, and the weekly safety reports, and found the
necessary documents in place. OMI interviewed the OR Nurse Man;ger, who reported
that the contingency plans were followed and patient safety ensured., She suggested
that battery backup to the OR high-intensity lighting would reduce the need to bring

portable lighting into the OR in a power failure.

and making changes to their processes for ceiling removal. The vendor implemented

The contracted vendor conducted its own investigation, taking admin&strative actions
training for employees involved with ceiling demolition.

OMI reviewed the Medical Center analysis of the incident, along with Ethe immediate and
planned action items to improve redundancy of power in the OR.

Because of the ceiling materials, the conduit was impossible to precisely locate on a
blueprint, making the proximity of the conduit to the ceiling difficult to determine.

As an interim measure to support the OR, FMS instituted a call back roster for
electricians to support the OR for emergency procedures. When the PCC is made
aware of a pending emergency procedure, he/she is required to call boiler plant staff,
who in turn call in an electrician. The electrician is required to be on site for the duration
of the emergency procedure. In the event there is a power issue withithe OR, the
electrician will be the first responder to address the issue.

FMS submitted project #643-13-115 UD, Upgrade Electrical Distributions for ORs,
which procured a design contract with an engineering firm to provide emergency power
redundancy for the OR. The initial design phase includes an electrica] metering study
that will measure the usage of the electrical system in the OR over anjaverage 2-week
period.

The schematic design submitted by the design engineer was reviewed by FMS, and the
design will relocate the main electrical panel and subpanels servicingjhe OR from the
ground level to the second floor. This location minimizes the risk of future interruptions,
and the new feeds will be run in protective conduit with visible paint/markings.

The normal/emergency feed will be backed up with an Uninterruptable Power Supply
(UPS) installed prior to the main distribution panel. The UPS will provide 90 minutes of
power redundancy for all nine ORs in the event of power loss. The URS is a redundant
system that provides temporary power while the generator is activated. In addition to
the normal/emergency feed, a separate, redundant, normal feed will bﬁa run to the ATS
for the OR sub panels. This system will automatically activate in the eyent of loss of the
normal/emergency feed.

|
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Gfroqnd fault protection will be installed on each of the branch circuits fed from the main
distribution panel. In case of a ground fault similar to the trip that occurred in May 2013,

only the circuit that experiences the fault will trip. The other circuits will remain
unaffected. '

The design contract is anticipated to be completed in 2-3 months. Aiconstruction

contract will be immediately procured with construction expected to be completed by
July 2014, |

Additional Issue under Allegation 2

The whistleblower alleges that a contractor left water running injan asbestos
abatement decontamination shower and it leaked, causing ceilin{g tiles to collapse
into a patient food preparation area. ‘

Findings

OMI toured the kitchen and the nuclear medicine construction site. During interview, we
learned that in the afternoon of June 28, 2013, the Projects Section SLpervisor was
informed there was a leak in the kitchen cafeteria serving area, on a nonporous
countertop near a support pillar, where employees go to order food or coffee. The
Contracting Officer Representative (COR) for the nuclear medicine pr?ject (located on
the first floor above the kitchen) was called to inspect the construction site for leaks.
The project supervisor and the FMS Assistant Chief went to the kitchen to inspect, and
found a slow drip on the counter, and wet ceiling tiles above and behind coffee
dispensers. On the first floor construction site, no running water was ﬁound at the
decontamination site. Upon further inspection at a location on the first floor at the
support pillar continuous with the kitchen (the floor below), a siow leak was noticed at a
hose bib.*® The hose bib was turned off. The hose bib, pipe, and fittings were all new
for the project plumbing. The hose bib was installed for the purpose of supplying water
to the renovation project, and the length of hose ran to the asbestos decontamination
shower (required during abatement), approximately 150 feet away from the leak source.
The contractor cleaned up the area, replaced ceiling tiles, and replaced the washer on
the hose bib. The kitchen countertop was cleaned; no food was affected by the water
leak.

Conclusions
¢ The OMI did not substantiate that management has failed to properly supervise
construction activities to prevent the disruption of surgical procedures and patient

care.

« The OMI did not substantiate the occurrence of a leaking asbestos contamination
shower, but did find that a water leak from new plumbing caused dripping in the

% A hose bib is a faucet constructed exclusively for hooking up to a hose.
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kitchen area and wet ceiling tiles. There was no harm or threat to patient or
employee safety.

Recommendations

The Medical Center should:

2. antinue to implement the design, contracting, and engineering plans associated
with the Medical Center's analysis and action plan for the OR power outage.

Allegation 3

Management has neglected the maintenance of various systems and failed to
address ongoing problems with equipment, including an open séwage tank that

overflows and causes raw sewage to accumulate on the floor in close proximity
to the cancer radiation therapy clinic.

Findings

On August 29, 2013, a site inspection was made by OMI, Medical Center engineers,
and FMS supervisory staff to mechanical room, BW224, in the basement level of the UD
building. The mechanical room houses a combination storm and sanitary line drain pit
(about 4 feet wide and deep), with both lines exiting the pit undergrour'nd, and leading to
an exterior manhole. The final connection is made to the City of Pittsburgh's sanitary
system. On observation, the pit was covered with metal plating in an area quartered off
with yellow caution tape. Little to no odor was present. Staff removed the plating and
visual review was made of the pit and piping system; no blockages or debris was
observed and minimal odor detected.

After exiting BW224, we entered a hospital hallway to the radiation suite containing the
TomoTherapy™ Treatment Room, BW258, where patients are treated,with radiation
therapy.?’ Documents reviewed by OMI indicate flooding of BW224 and BW258 on
December 1, 2010, caused by significant rainfall (3 inches) that exceeded the capacity
of the storm sewer system. No other flooding of this area has been documented since
the 2010 incident, and, during employee interviews, the pipefitters and plumbers could
not recall more than 1 or 2 incidents involving flooding of the pit during the past 4 years.
No individual interviewed provided recollection of raw sewage collecting on the floor of
the cancer radiation therapy clinic.

OMI toured the radiation suite on the basement level and spoke to random staff,
querying any concerns with flooding or odor. Four staff reported they smelled an odor

2! TomoTherapy™ is a newer form of radiation therapy that treats cancer with extreme precision. It .
significantly improves accuracy by imaging the target tissue immediately prior to treatment and making
tiny, split-second adjustments for any patient movement or internal organ movement. -
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every few months, but it was in’termittent and only occasionally was {t a sewer smell. It
did not cause a distraction from work, and they did not report any patient complaints
about smell. Maintenance staff suggested that the odor might coinci‘

. de with quarterly
cleaning. They could not recollect flooding in the radiation suite.

After the December 2010 flooding, the Medical Center addressed the issue by installing
shunt trip circuit breakers to protect TomoTherapy equipment, and c¢ntracted with a
third party to clean the pit and clear any blockages on a quarterly ba%is. The Medical
Center also installed a backflow prevention system in the drains in the basement
radiation suite, including the TomoTherapy room. As a long-term solution, the pit will be
entirely removed, separating the storm and sanitary drain lines. The Medical Center
has submitted project #646-12-105, UD, Separate Sanitary and Storm Drains, Phase 1,
with anticipation of design in FY 2015. '

Additional Issue under Allegation 3

The whistieblower alleged that there was a leaking sewage pipe in the mechanical

room of the air conditioning shop, and that a work order was created in May 2013
but the pipe had not been repaired. '

Findings

OM! raised this concern with FMS leadership. A work order was originally submitted but
there was a problem in obtaining the needed sections of pipe. A new work order (W/O
P130809-005) was created for location 2A131-1-UD on August 21, 2013, with a notation
that they were getting the sections and connections for 4-inch pipe.

Additional Issue under Allegation 3

The whistleblower alleged that he and three other mechanics were tasked with
designing, engineering, and installing the HVAC system for a Quaﬁlity and Patient
Safety office suite. He alleged that the project is not yet complete and that it
should have been performed by contracted professionals, and this task caused
preventive maintenance on other systems to be delayed.

Findings

OMI found that between February and June 2013, FMS mechanics had an average
monthly total of 536 preventive maintenance work orders with an average of 16 work
orders taking greater than 30 days to complete. For the month of May 2013, 19 work
orders exceeded the 30-day threshold for completion (3 work orders greater than the
average).

During interviews, the Vice President of FMS and the Supervisory Engineer of .
Operations and Utilities Systems confirmed that the project design worb% for the Quallty
and Patient Safety office suite was completed in-house by the supervis?ry engineer with

P
1
i
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assistance from the whistleblower. Both the whistleblower and supervisory engineer
concurred that the whistleblower expressed an interest in the project and volunteered to
assist in designing the HVAC system for the suite. The installation af the system was to
be completed by FMS staff, however, the FMS Vice President indicated that work for
the suite was completed by voluntary overtime, avoiding delays in v?#nrk orders and
preventive maintenance occurring during normal duty time. An OM| review of overtime

records indicates that the whistleblower worked 263.25 hours of vo!d,ntary overtime from
February through May 2013, on this design project.

Conclusion

e OMI did not substantiate the allegation that management neglect¢d the maintenance
of various systems and failed to address ongoing problems with equipment,
including an open sewage tank that overflows and causes raw se\‘{vage to
accumulate on the floor in close proximity to the cancer radiation t{herapy clinic.

e OMI confirmed that after a heavy rain in 2010, the storm and sanitary drain pit
overflowed, but found no evidence to indicate that raw sewage accumulated in the
cancer radiation therapy clinic, and no report of harm or a threat to the safety of
either Veterans or employees. There is, however, an occasional dldor.

e The project to relocate the storm and sénitary drain lines is still in ﬁhe design
approval phase. After the overflow in 2010, the Medical Center proceeded to
implement interim solutions and to plan for iong-term corrective action.

|
¢ The repair to a pipe in the mechanical room of the air conditioning shop was not

made, as of the OMI site visit, although a work order currently exisfs and parts were
on order. ’

e The whistleblower volunteered for the Quality and Patient Safety office HVAC design
project, and earned overtime while working on the project. There is no evidence to
suggest that work orders or preventive maintenance was delayed by this project.
There is no evidence to suggest that the project should have been contracted out in
order to preserve normal duty hours for maintenance workers, as voluntary overtime
hours were used for the project. :

Recommendations

The Medical Center should:

3. Re-examine project #646-12-105, UD, for the relocation of the storm and sanitary
drain pit to determine whether it can be prioritized for earlier completion.

4. Address and fix the occasional odor emanating from the storm and s}anitary drain pit.

5. Follow-up and report on the work order (W/O P130809-005) for location 2A131-1-UD
to determine the status of completion. 5
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Allegation 4

Management has failed to correct the faulty installation of two underground water
storage tanks that are necessary to comply with water capacity standards. While
the tanks remain inoperable, management has awarded addltlonal contracts for
other large projects to the contractor responsible for the faulty installation.

Findings

Project #646-10-109 Install Water Storage Tank(s) at the Medical Center is a contract
for a Service-Disabled Veteran Owned Small Business (SDVOSB). The company
selected to execute the design/build contract was Addvetco, Inc., an SDVOSB. A
notice to proceed was signed by Addvetco on February 14, 2011 with an original
projected completion date of October 12, 2011. The Contractmg Offiger (CO) for the
project is Lynne Dickerhoff, and the COR was Corey Linen, originally assigned as
technical support to the CO. Upon review of the contract file, OMI learned that the
project scope changed from building above ground tanks to underground storage tanks,
causing delays in the design phase. There were construction delays and workmanship
issues, which resulted in the contractor’s inability to complete the project in accordance
with contract specifications.

During interviews, OMI learned that there was turnover of both project engineer and
COR positions. The original COR left the project, and in a letter dated June 28, 2013,
the Supervisory Project Engineer was delegated as the COR.

During the OMI site visit, the underground water storage project was unfinished,
although the underground tanks were installed. Final inspection and acceptance of the
project by the Medical Center and CO had not occurred. The problem deterring
acceptance of a final product was the uneven, pocked lining in the water tanks.
Pinholes in this lining represent areas that would be difficult to clean, encouraging the
growth of harmful organisms. The applied lining of the tank requires a smooth surface
for cleaning to retard the growth of biofilm.

Sherwin-Williams Company produced the original coating, and it was applied by
Worldwide Industries. With the acknowledgement of deficiencies in the original coating,
Worldwide Industries requested an expert from Sherwin-Williams to conduct a site visit
and provide recommendations for correction. Sherwin-Williams’ proposal included a
plan to produce a monolithic, pinhole-free lining system in accordance with the contract
documents and specifications. The old lining must first be removed. Work was
scheduled to begin September 9, 2013, with completion due in the middle of December
2013, pending unforeseen delays due to weather.

Additional contracts have been awarded to Addvetco, the contractor responsible for the
water tank installation. Addvetco has not received any VA contracting terminations and
currently maintains good performance reviews by the CO. A discussiop with the
Associate Director of VA Procurement Policy provided OM! with information on
contracting issues. While the CO, in this case, has not made entries into the CPARS for
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Addvetco, she has completed three pre-award surveys (ratings prior to payment), and
none of these reflect any concerns about the performance of Addvetco as a contractor.
In order to prevent or restrict a contractor from obtaining a contract with VA, the
government must use either determinations of nonresponsibility (made by a CO) or
debarment and suspension actions (made by an agency board or official).?? None of
these actions have been taken on Addvetco, and a review of Federal Acquisition
Regulation guidance does not suggest this is warranted.?®

Present authority for awarding contracts lies with the VHA Chief Procurement and
Logistics Officer, through the Service Area Office Directors. In 2005, and again in 2009,
there were contracting realignments that moved contracting from the control of the
Medical Center and Veterans Integrated Service Network (VISN) Directors to the VA
Acquisition and Logistics Program under a Regional Operations model, thereby
removing the ability of the Medical Center or VISN leadership to award contracts. “The
regional model was selected because the model creates an oversight organization that
improves controls, communications channels, and maintains the existing functionality of
procurement organizations with the VHA."%*

Conclusion

« OMI did not substantiate the allegation that management failed to correct faulty
installation of two underground water storage tanks that are necessary to comply
with water capacity standards. While OM! did substantiate that the tanks are
currently inoperable, negotiations to resolve the prcblem are ongoing, and
completion of the project is expected by December 2013. Additional contracts for
large projects have been awarded to Addvetco, the contractor responsible for the
water tank installation, and OMI could find no violation of law, rule or regulation in
these actions. The Medical Center did not make entries into the CPARS system on
the contractor, Addvetco.

Recommendation
The Medical Center should:

6. Develop a plan to make timely use of the CPARS system for contractor performance.

2 rederal Acquisition Regulation (FAR), March 2005, General Services Administration, Title 48: Federal
Acquisitions Regulating System, Chapter 1.

2 FAR 9. 104-3(b). Satisfactory Performance Record; Personal communication, Awarding or Not
Awarding a Contract, Warren L. Ector, CPCM, VHA Associated Director, Procurement (Policy),
September 6, 2013. VA Memorandum, Subject: Procedures for determining whether to terminate
contracts with ineligible firms, May 8, 2013.

24 \JHA Executive Decision Memo, Subject. VHA Acquisition “To Be" Business Model Realignment,
November 17, 2008. VA Memorandum, Subject: Veterans Health Administration Acquisition
Realignment Implementation, January 27, 2009, p.1.
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Allegation 5

Management failed to conduct required inspections to detect the presence of
asbestos, which resulted in exposing facilities and maintenance service

employees, including the whistleblower, to unsafe levels of asbestos [in the crawl
space at UD].

Findings

In 1971, the Environmental Protection Agency (EPA) identified asbestos as a hazardous
air pollutant, and in 1973, listed it among the airborne contaminants for oversight in the
National Emission Standards for Hazardous Air Pollutants (NESHAP) of the Clean Air
Act.?® NESHAP required that asbestos inspections occur prior to building demolition
and renovation activities. The EPA’s Asbestos Hazard Emergency Response Act
(AHERA) is a law under the Toxic Substances Control Act that required asbestos
inspections be conducted in schools by an accredited Asbestos Building Inspector every
3 years.?® In 1990, the Asbestos School Hazard Abatement Reauthorization Act
(ASHERA) expanded the accreditation requirement to cover asbestos abatement
projects in all public and commercial buildings in addition to schools.”” OMI was not
able to review an expired document, VA Circular 00-88-6, Management, Abatement,
and Removal of Asbestos in VA Facilities (February 9, 1988), but did review VA
Directive 7700, Occupational Safety and Health (July 8, 1998), which required VA follow
AHERA and conduct triennial asbestos survey inspections. In 2003, VHA Handbook
7701.01, Occupational Safety and Health, provided for the requirements of triennial
asbestos inspection surveys and updated the VHA program to conform to VA Directive
7700 (1998). In 2009, VA Directive 7700, Occupational Safety and Health Program,
was revised, rescinding the requirement to conduct triennial asbestos survey
inspections. Subsequently, VHA published the Asbestos Management Program
Directive 2010-036 in August 2010, clearly stating that, “VHA policy designates the
AHERA inspection records as the baseline facility survey with no triennial survey
requirement.”?® This VHA policy and the current VHA Handbook 7701.01, Occupational
Safety and Health Program Procedure, August 24, 2010, state that VA facilities are
public buildings and must comply with ASHARA, NESHAP, and with OSHA, 29 CFR
1910.100, Occupational Safety and Health Standards, Toxic and Hazardous Standards,
Asbestos.?®* These standards provide for the safe management of asbestos and the
conduct of surveys for asbestos-containing building materials (ACBM).

% EPA, Clean Air Act, Asbestos National Emission Standards for Hazardous Air Pollutants (NESHAP),
April 6, 1973, 40CFR Part 61, Subpart M. http://www2.epa.gov/asbestos/asbestos-neshap.

% AHERA: Asbestos Hazard Emergency Response Act, (1984), 15 U.S.C. § 2641-2656. -
http:/imvww.gpo.gov/fdsys/pkg/USCODE-2011-title15/pdf/lUSCODE-2011-title15-chap53-subchapll. pdf.
7 ASHARA: Asbestos School Hazard Abatement Reauthorization Act of 1990 from the One Hundred
First Congress of the United States of America. http://www2.epa.gov/asbestos/asbestos-school-hazard-
abatement-reauthorization-act-1990-one-hundred-first-congress-united.

28 \/A Directive 700, Occupational Safety and Health, July 8, 1998: VHA Directive 2010-036, Asbestos
Management Program, August 12, 2010. .

*® OSHA Standards, Occupational Safety & Health Administration, U.S. Department q:f Labor, 29 CFR
1910.1001, Asbestos. https://www.osha.gov/SLTC/asbestos/standards.html.
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The Medical Center has records of ACBM surveys as early as 1984, using certified
asbestos building inspectors. The ACBM survey for August 1984 was conducted by
OqcuSafe, Inc. Updates to the 1984 survey were found for the Heinz and Highland
Drive campuses. OMI reviewed licensed asbestos building inspector reports for UD for

1998, 2001, 2006, 2009, 2011, and 2013. Each report cited reviews of the previous
ACBM survey.

In 1984, the ACBM survey referenced the inspection of the UD crawl spaces,
specifically pipe thermal system insulation (TSH.*" The survey provides only one
comment on the crawl space dirt, “...removal costs for dirt floor basements in which
[ACM] may be mixed have not been estimated.” On May 12, 1988, the VA Regional
Industrial Hygienist recommended that the dirt floor should be either abated and/or
encapsulated. OMI reviewed the abatement and encapsulation proposal, and a

construction project list indicating that the removal efforts were completed by
April 7, 1989,

OMl interviewed the retired industrial hygienist (1 996-2012) and two maintenance
workers who had originally been on the Medical Center Asbestos Abatement Team
(disbanded in about 1999). According to those interviewed, there was some asbestos
abatement and encapsulation of the crawl space dirt in the early 1990's, with clearance
air monitoring. The retired industrial hygienist reported that craw! space soil and air
samples, taken in 2001 and 2003, were negative.

Asbestos surveys performed by contracted asbestos building inspectors subsequent to
2006 do not identify issues in the crawl spaces. In 2008, the survey performed by
Sciteck, Inc.™ reviewed locations from the previous surveys. There were no
observations or review of the crawl space noted in the Sciteck survey. Decisions about
what to survey are made by the certified building inspectors.

On April 29, 2013, the Medical Center performed soil sampling in the craw! spaces at
the request of a new employee. A licensed building inspector was contracted to
perform the sampling, and results of the sampling were positive for asbestos
contamination in the soil. The union president and vice president were notified of the
test results. On June 3, 2013, a private environmental consultant reported the analysis
of the airborne fibers specimens collected in and around the crawl space. Of the 48
bulk samples collected in the UD crawl space, 22 were positive for ACM, and all of the

% Asbestos abatement. Asbestos abatement and demolition projects involve the disturbance of asbestos
containing materials (ACM). In asbestos abatement (which often precedes renovation), ACM is removed
or stabilized in a manner which often involves the release of asbestos fibers. Asbestos demolition
projects involve the controlled removal of all ACM or friable ACM from structures before they are
demolished in order to minimize the generation of asbestos fibers during the demolition phase. OSHA
Regional Notice, Occupational Safety and Health Administration, Department of Labor, Directive Number
11-05 (CPL 04-05), October 12, 2010. Local emphasis program for the asbestos abatement industr‘y‘

¥ Thermal System Insulation (TS!) ACM: Asbestos containing material applied to pipes, fittings, bqllers,
breeching, tanks, ducts, or other structural components to prevent heat loss or gain and that contains
more than 1 per cent asbestos. hitps://www.osha.gov/dte/library/asbestos/rev_asb.html.
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14 air samples collected were negative for asbestos airborne fibers. The air sampling
resu'lts were below .the OSHA Permissive Exposure Limit (0.1 fibers per cubic
centimeter 8-hour time-weighted average) and are less than the clearance air

monitoring requirements of Allegheny County Health Department (0.01 fibers per cubic
centimeter).

After the discovery of asbestos in the crawl space soil, employees with a history of
working in the crawl space were notified, and health exams offered, in accordance with
OSHA Standards 29 CFR 1910.1001, Asbestos, and 29 CFR 1910.1200, Hazard
Communication.*® All employees identified as working in the crawl space were offered
a medical evaluation and placed in ongoing asbestos medical surveillance. OMI
conferred with the occupational health physician, who described the meticulous
notification and follow-up procedures for this surveillance effort.

Conclusion

« OMI did not substantiate the allegation that management failed to conduct required
inspections to detect the presence of asbestos, which resulted in exposing the
Facilities and Maintenance Service employees, including the whistieblower, to
unsafe levels of asbestos [in the crawl space at UD]. Based on our review of the
rules and guidance applicable from 1984 through 2013, the Medical Center at UD
has complied with the requirements for conducting ACBM surveys.

e In April 2013, when asbestos was discovered in the UD crawl space soil, the Medical
Center complied with all OSHA regulations necessary on the advisement of
employees of the potential exposure, and placing these employees in a medical
surveillance program. Testing in April 2013, revealed that asbestos air sampling
results were below OSHA permissible exposure levels.

Recommendation
The Medical Center should:
7. Continue to follow VHA Directive 2010-036, Asbestos Management Program.

8. Continue asbestos medical surveillance on those individuals identified as working in
the UD crawl space. '

%2 29 Code of Federat Regulations (CFR), Part 1910-Occupational Safety and Health Standards, Subpart
Z-Toxic and Hazardous Substances, §1910.1001 Asbestos. http://www.ecfr.gov/cgi-bin/text-
idx?c=ecfr&rgn=divB&view=text&node=29:6.1.1.1.1.1.1.2&idno=29. 29 CFR, Part 1910-Occupational
Safety and Health Standards, §1910.1200 Hazard communication.
https.//www.osha.gov/pls/oshaweb/owadisp.show_document?p_table=STANDARDS&p_id=10099.
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11.

Aftachment A

Documents and Resources Reviewed by the OMI

. American Society of Heating, Refrigerating and Air-Conditioning Engineers
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Attachment B: AquaChek ™ Pool and Spa Test Strips

Hach Company, Elkhart, Indiana

24



25



The Clorox Company

!

g1 B Material Safety
kiand, CA 94812 .
Tel. {516) Z71-7000 Da s heet
{ Product: GLOROX REGULAR-BLEAGH
Description: CLEAR, UGHT YELLOW LICIUIG WITH A EHARACTERISTIC CHLORINE DDOR
Other Designations Disfributor Emergency Tel phone Nos.
[«] Sales Company ]
Clorox Bleach m;’;zl Broadway FurMecéradm“ Mé ok
EPAReg. No. 581360 Oakland, CA 84612 For Transportafion) ces Cherntrec
{800} 42479300

it Health Hazard Data

IIt Hazardous Ingredients |

May cause severe Intaiion or dam;

DANGER: CORROSIVE. 0 eyes and
SR Vapor ormest may Infiate. Hanmha If seltowed. Keep
ciiigren.

tireach of

suggEst
exposLITe & 505U Nypotidortie If i damage {e g, nnm;ms
Uniser normal mmmﬂmmemmmmm
heath effects are ow.
Mextial condifions that aggravated o high-concentralions
aTvapar o mmist: mﬁ:n%ﬁwwmww pmggtns.maﬁ
astiuna, empinysama, dhronic brorchitls o stistudtive lung dsease.

FIRST AKX

Eve Conlart: Hald eye ofien and rise wih water o 15-20 minutes. Remine
contact lenses, afer st S minubes. Contimue Mrsing eye. G a physkian.

S Contact: Wash siin with waterfor 1520 mindes. If inttslion develops, cal
aphysican.

ingeskon: DO rrt indune o Orink 2 gasst of water. If imtation
&va‘opﬁmlam'stﬁam mmnﬁmmwmwmhmmmm

wm Remove @ fresh afr. Ibreatring 15 affecten, cafl a phystcan.

Ingedien Lim
Sodum iy =l
CASE 7681625
Sodium vydrodde 1% | 2mgm!
CASE 1310732 2mgm’

|
|
|
\

'AGIH Threshot Limk Valies (TLV) - Ceiling
OrSA Pemissitie Exposire M[P&g—fmwslg?‘t{edkwag@mvm

Nmammmmmmmdmmhem,%mmow
carcnogen fists.

1V Special Protection and Precautions

V Transportation and Rggutamm Data

00 or precaukons have been ianited Tor using this procuct

conEnmEr use condiions. The RiEowtng recommenkiaiions are
mmmmmmmmmwmmmm
B Increased polenits for acidenta, large-scale O PrOONGEE EXPOSEe.

Aovoki contact wilh eyes, skinand ol Witash tands
m%m mmtmmeg@mmm for projonged

W Use general veevilafion o minimire exposune to vapor of

mbestte Plsa Wear safely goggles. Uise mubber of nite
g)wesnm contact WEWMWW
WEEF OUT OF READH OF CHILDREN

|

(At LTkl

Sechon 313,

THS PIDGUC A0GE CONGAN CHETICAHS (SN MyCTINSse 41:2% 1l 60TRT
rypochinetie <7.35% ) that are reguisted nder Secion LA

m{s&m ARTOMponErds of s product are on e L5 TSCA
and Caradan DSL. l

|

i

Vi Spili Procedures/\Waste Disposal

Vil Reactivity Data |

Confrol s Containertzs lquid and use absoments on

ShablE unter nooal use and slorage condions. sunrgéenamgagm

leumnmw;tdspnuappuprﬁﬂy Wash area and lef dry. For spiEs of Feacts with other housetkid mmmmmkﬂdwqdamm

mistipie Tesponders should evalate Bie MSUS s of ihe procucts for TEMDVES, VINEGAY, 25 OF 2Mmonss peOKuC(s iy prodiuce RAranious
Iy with sodium hypoduoie. Brealiting penbediion shouidne womin | gases. such as. Chiorne @ ofhar BPeLiEs. Pfcsmgadomﬁdm

ensiosed, andor poany ventilafed areas wlll hazard sseessnent Is coumplete. metan may cause pfing or dscotoriion, 1

Yeste DiERGEYF Oéspose of i accandance win 3l applicable federal, state, and |

e TR

VI Fire and Explosion Data X Physical Data ‘

ElastPoik Wone Boﬂngmmt i nprox. 212 FHI0C

% gerizl Fipd 1 ~ 1 @t TF

Nmnmmmeum Prouduct

Urwsuad Fie! H
onasnummnw apen flame.

~11.8

r g
TATA SUPFLEED (9 FOR USE ONLY TN CORNECTION WITH OCCUPATIONAL BAFETY ANDHEALTH  DATE AREFARED (B9

26



