December 31, 2014

The Honorable Carolyn Lerner
Special Counsel

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

RE: OSC File No. DI-13-2754
Dear Ms. Learner:

I have reviewed the unredacted Report to the Office of Special Counsel OSC File Number DI-
14-2754, While most of my allegations were substantiated, I am deeply troubled by the glaring
deficiencies in the report. The report contains contradictory statements, significant errors in
basic facts, and gaps in logic. [ have outlined my concerns in the attached document.

[t remains unclear why OMI team unexpectedly declined to comment on 33 additional cases |
provided. Those cases would have clearly exposed the depth and breadth of the poor nursing
care and the need for extensive remediation to adequately address the problems.

[t appears that the OMI team did not initiate any serious inquiry to establish whether or not there
were significant patient care triage issues in the Ambulatory Care Clinics. Based on its witness
list and its own self-described investigation, the OMI team simply concluded my allegation was
unsubstantiated without ever interviewing key personnel in the Ambulatory Care Clinics who
could have provided information on substandard nursing triage there.

[ am appalled that the OMI investigative team wrote that I had the responsibility for developing
Emergency Department nursing triage protocols. Blaming the physician whistleblower for the
lack of ED nursing triage policy is at best incompetent and, at worst, retaliatory. Such gross
mischaracterization of obvious facts also reflects the lack of due diligence the team displayed
multiple times during the investigation.

The scope of practice for physicians is separate and distinct from nursing’s scope of practice.
The responsibility for developing such nursing protocols has always rested squarely in nursing’s
purview. As dictated by common sense and long-standing Phoenix VA policy & practice, all
nursing protocols were to be developed by the Phoenix VA staff nurses and nursing chain of
command. There is a Phoenix VA nursing committee dedicated to nursing practice and policy
development that also has the responsibility for approving such protocols. As evidenced by
emails in my possession, Phoenix VA nursing service assumed the responsibility for developing



those Emergency Department nursing triage protocols. The OMI team did not try to ascertain
the truth by interviewing me on this particular issue. I certainly would have provided the emails
if I had known that Phoenix VA nursing administrators were trying to make me the scapegoat for
their own ineptitude.

When I settled with the VA, I was promised that there would be an investigation into all aspects
of my complaint. The patient care issues were incompletely addressed and thus left several
issues unresolved. In addition, those who perpetrated the retaliation both at the front line level
and along the various administrative chains were never investigated by the OMI team nor have
they been investigated to any great degree by the VA Crisis Team charged with addressing my
allegations of retaliation.

Overall, the VA investigation into the retaliation I experienced has been poorly managed by the
VA. When a VA Crisis Team came to Phoenix to conduct an investigation into the retaliation
against me, I did not receive notice of its presence until after the team left town. Despite having
ample time to make the necessary travel arrangements, the team never contacted me in advance
to notify me of its plan to visit Phoenix. Although [ was interviewed via teleconference shortly
afterwards, I was shocked when the team members told me the investigation was almost over. |
asked them how it could be over if they had never asked me to identify witnesses who could
corroborate my statements. The team members didn’t answer my question but agreed to take my
witness list.

I subsequently provided a detailed witness list in August 2014 to the VA Crisis Team. The list
outlined exactly what each witness could corroborate. However, after I recently spoke with
several of the key employees I named on my witness list, I learned none of them were ever
interviewed about the retaliation against me. If the VA Crisis Team neglected to interview my
key witnesses, | strongly suspect that none of my witnesses were ever interviewed as part of the
VA’s investigation into retaliation. To the best of my knowledge, it also appears that none of the
ED nurses who deliberately impeded my care for ill Veterans have ever been investigated.

Based on the above, I have no confidence that the VA has either the capability or true desire to
fully investigate the retaliation against me from Phoenix VA ED nurses or facility administrators.
Failure to interview any of my witnesses in the matter of the retaliation is strong evidence for the
VA’s lack of candor in this matter.

[ would request that the OSC not close the file on my claim but rather push for an appropriate
investigation into the retaliation and unexplored patient care issues in this matter. If the VA is
allowed to get away with substandard investigative techniques in such a clear-cut case, there 1s
absolutely no chance that any unscrupulous VA administrator or unprofessional VA employee
will be held appropriately accountable for all of his or her actions. Most importantly, unexplored



patient care issues will likely continue to have a detrimental effect on the health of our Veterans
at the Phoenix VA Medical Center.

Sincerely,

Katherine L. Mitchell, M.D.



OMI Investigation Report to the OSC: Key Omissions & Factual Errors

There are multiple key omissions and factual errors within the OMI report to the OSC regarding
OSC File Number DI-14-2754. The following summary outlines the most egregious of those
deficiencies.

1. The OMI team failed to investigate 22 of 33 additional cases that were provided to
them by the whistleblower and neglected to document its conclusions regarding the
11 cases it did investigate.

Those additional cases were provided by me in order to illustrate the widespread patient
care/triage deficiencies in the Phoenix VA Emergency Department. Those cases represented a
wide variety of poor care situations including delayed nursing care, inappropriate care,
inappropriate triage, and delay in fulfilling physician orders.

On page 7 of its report, the OMI acknowledged receiving the cases by stating “The
whistleblower sent additional documents to VA on September 2, 2014, and an email on
September 14, 2014, in which she cited another 33 records for us to review.”

The OMI’s erroneously implied that I did not identify the patients in all 33 additional records
when it made the statement “We reviewed 11 of the 33 records — those patients whom the
whistleblower could identify — examining the nursing notes, ancillary notes, laboratory values,
radiology reports, and physician notes for each patient.” (OSC Report, p. 7) [ provided all
appropriate patient identifiers on each additional case as well as specified the issue of concern
for all additional patients I identified.

Although the purpose of the investigation was to closely examine patient care issues, the OMI
team neglected to document any conclusions for the 11 additional cases it stated were
investigated. The OMI also failed to provide any explanation as to why it declined to investigate
22 remaining additional cases. The clinical implications of those additional cases are
tremendous. If the OMI team would have examined and commented on all the additional cases,
it would have exposed the depth and breadth of the poor nursing care and the need for extensive
remediation to adequately address the problems.

2. While noting that the training qualifications of many Phoenix VA Emergency
Department [ED] triage nurses are grossly inadequate and not in keeping with the
Emergency Nurses Association guidelines, the OMI fails to make any practical
recommendation to expedite the immediate training of Phoenix VA ED nurses or the



removal from triage of any unqualified ED nurses. Failure to recommend the
expedited training and/or tke removal from triage of inexperience/untrained nurses
means that patient health and safety in the ED will continue to be jeopardized until
such training is complete.

On page 5 of its report, the OMI team noted significant lapses in the education and training of
triage nurses in the Phoenix VA Emergency Department. It observed that it “found no evidence
of an established length of time for nurses to obtain triage education and skills, nor did we find a
time requirement for ‘on-the-job training and classroom work,” before they are assigned triage
duties.” (OSC Report, p. 5) It also noted that “One ED nurse reported that she frequently sees
patients in the waiting room when they should have been attended to.” (OSC Report, p. 5) This
indicates inappropriate triage is still occurring at the Phoenix VA ED.

Although it did recommend that the facility adopt basic triage training, such a recommendation
1s, by its very nature, a slow process. Since the OMI team established that the care lapses in the
Phoenix VA ED triage “constitute a significant risk to public health and safety” (OSC Report, p.
9), the team should have made an urgent recommendation to prevent any nurse inadequately
trained in triage from serving in the triage position. Based on the above, the OMI team should
have recommended an immediate review of triage skills/training for every nurse and the
subsequent removal from triage for any nurse that did not meet the basic training requirements
endorsed by the Emergency Nurses Association. Although they may occupy other ED nurse
positions, those inexperience and/or inadequately trained nurses should not occupy a triage
position until they have completed the required training.

3. The OMI inexplicably blamed the physician whistle-blower for the lack of Phoenix
VA ED nursing triage protocols even though the responsibility for such policy has
always been within the Phoenix VA nursing chain of command.

On page 10 of its report, the OMI team reported “In 2011 the ED Lean Systems Redesign team
made recommendations to improve the ED. It identified the need to develop comprehensive
triage protocols.” While the former statement was accurate, the OMI team then inexplicably
stated “The whistleblower was responsible for this task.” This statement is inaccurate and
inflammatory. I spent years trying to improve the quality of services in the ED. While I could
make suggestions on existing nursing protocols, Phoenix VA nursing service administration and
existing policies and practice preverted me from creating ED nursing triage protocols.

Blaming the physician whistleblower for the lack of Emergency Department (ED) nursing triage
protocols was, at best, incompetent and, at worst, retaliatory. Such gross mischaracterization of



obvious facts also reflected the lack of due diligence the team displayed multiple times during
the investigation.

The scope of practice for physicians is separate and distinct from nursing’s scope of practice.
The responsibility for developing such nursing protocols has always rested squarely in nursing’s
purview. Those of us in medicine service have never been responsible for creating nursing
protocols at the Phoenix VA Medical Center. As dictated by common sense and Phoenix VA
procedure, all nursing protocols were to be developed by the Phoenix VA staff nurses and
nursing chain of command. There is a nursing committee exclusively dedicated to nursing
practice and policy development which also had the responsibility approving & implementing
such protocols.

The Phoenix VA nursing chain of command declined for unknown reasons to develop
appropriate protocols during the time [ was in the Emergency Department. As a physician, |
could only make suggestions for change when I saw nursing protocols that were not in keeping
with community standards and/or actual practice. I tried to encourage the nursing chain of
command to update the protocols when I suggested changes to the existing nursing protocols in
2012. My attempts were ignored by the Phoenix VA senior nursing chain of command. I was
never given the responsibility for developing or implementing any ED nursing protocols.

The OMI team neglected to accurately ascertain the individuals who were designated to write the
ED nursing protocols. With even minimal inquiry, the team would have discovered that ED
nursing management and a group of ED staff nurses took on the responsibility for developing
protocols as well as inquiring into community nursing protocols already in existence which
might be adopted by the Phoenix VA ED. The times I tried to press the nursing command to
produce such protocols, [ was thwarted by the former senior nursing command.

As per the 5/14/12 email about ED Clinical Practice Protocols from Nancy Claflin, former senior
nursing chain of command, ... We [nursing service] are going to be looking at examples [of
triage protocols] from other facilities that we may be able to modify to use...” (Exhibit A) Per
that same exhibit, [ asked Dr. Claflin (Ph.D. in nursing - not a medical doctor) if she had *“...an
estimated timeframe for release of at least the preliminary practice protocols that don’t go
beyond the scope of a nurse’s license...” Nursing service did not produce those protocols
despite an obvious need for such protocols based on the repeated actual and potential near-misses
in the ED related to nursing triage mistakes.

The Phoenix VA has long been aware of the need for standardized nurse triage training in its ED.
Per the ED Lean Team Core Meeting minutes of 3/31/11, ... Discussion held regarding the need
for formal triage training for all ED nursing staff. Marilyn Tabamo [then employed as the ED



nurse manager] to research availability of such training to include basics/core triage problems
found in adult ED patients.” (Exhibit B)

Nursing service has always been in charge of developing and approving nursing protocols at the
Phoenix VA. Even as carly as February 2009, when [ identified a nursing policy that was
jeopardizing Veteran lives, [ did not have the power to change it. [ instead had to go through
nursing service. As evidenced by Exhibit C, I sent an email to the facility’s senior nursing chain
of command including Dr. Cynthia McCormack (Ph.D. in nursing — not a medical doctor). Her
written response stated “...I will ask the nurse folks to take a look at this and address
policy/procedure as appropriate...” As per the email string of that same exhibit, | had to send
another email in April 2009 because the nursing service’s Evidence Based Practice Review
Committee had not addressed the issue in the 2 months since I had first notified nursing service
of the life-threatening, substandard nursing policy.

Of special note, on page 10 of the OSC report, the former ED nursing manager asserted that [
was unavailable for meetings to discuss protocols. Without delving into motivations why
nursing service administration would make such a patently false statement, I would like to
reiterate that [ was always “on duty” when it came to ED administrative work regardless of my
clinical tour of duty. I attended almost all daytime Lean Team meetings and completed almost
100% of my administrative duties on my off-time because physician staffing was so short that I
usually had to spend all of my duty hours performing direct patient care. Over the years | was in
the ED, I participated in numerous projects, teams, and committees on my off-duty hours
whenever [ was asked and would never have refused to participate in something as important as
ED nursing protocols had I been asked to do so. Nursing service did not ask for my assistance.

4. The OMI did not initiate any inquiry to establish whether or not there were
significant patient care issues with triage in the Ambulatory Care Clinics.

The OMI reported “V A substantiates that a nurse failed to conduct appropriate triage in the
Psychiatry Clinic (MH) but not in the Ambulatory Care Clinics (PC).” (OSC Report, p. i1)
According to its witness list, the OMI team did not interview any ambulatory care nurses or
ambulatory care physicians. A lack of due diligence is clearly shown by the team based on its
failure to do a basic interview of at least a sampling of ambulatory care front-line staff to
determine if my allegations could be substantiated.

There never has been standardized training for Phoenix VA ambulatory care nurses who perform
triage in the ambulatory “primary” care clinics. Unfortunately, the issues of poor quality triage
found in the Phoenix VA Emergency Department are also mirrored in the primary care clinics.
This would have been readily evident if the OMI team had bothered to scratch the surface when



evaluating the ambulatory care clinics. Interviews with ambulatory care physicians would have
revealed reports of multiple instances of poor nursing triage in that department.

5. OMI neglected to enumerate the specific violations of VA & VHA policy which were
only generically referenced in the executive summary of the report.

The OMI wrote “VA found violations of VA and VHA policy.” (OSC Report, p. v) Despite
stating the presence of violations in its executive summary, the OMI failed to specify in the body
of its report the nature and extent of the specific violations. With transparency ostensibly the
goal of the investigation, it is inconceivable that the OMI declined to elaborate on such important
matters. It remains unclear if the few policy violations mentioned in the body of the report
encompass all the violations or only illustrate a bare minimum of violations that were discovered
by the team.

6. The OMI failed to exercise due diligence when it stated ED Information System
[EDIS] board data was present without determining if that EDIS board data was
accurate. In truth, the EDIS was grossly inaccurate because it frequently was not
updated by the nursing staff. Because EDIS data was often flawed, verbal patient
reports were vital to the whistleblower to determine the presence and status of
patients.

On page 7 of its report, the OMI referred to ““...patient movement was displayed on the ED
Information System throughout the department, and that all members of the care team had access
to this information”. That sentence Talsely implies there was no need to inform me when patients
were transferred into rooms. The OMI team did not clarify this issue with me nor did they ask
my colleagues in the ED about the state of EDIS accuracy.

Had the OMI asked me, | would have explained that the ED Information System board is
manually changed by nursing staff and 1s only accurate when the nursing staff bother to update
the data. There is no automatic updating of EDIS entries. Frequently nursing staff did not
update EDIS so that patient location and provider assignment were often inaccurate.

When [ was on duty, certain nursing staff would not make any changes in patient location on the

EDIS board so it would appear that the patient was still in the lobby. Often I would also find that
multiple patients who had not been assigned to me were suddenly assigned en masse while [ was

otherwise involved with a time-consuming, critically ill patient. As per Exhibit D the inaccuracy
of EDIS board information was so prevalent that it resulted in massive daily confusion regarding

patient status and location.



7. The OMI team also declined to perform any true investigation to determine if verbal
nursing report and/or EKGs were withheld from the whistleblower.

The OMI also failed to make any serious inquiry into the presence or absence of verbal nursing
report for my patients. The OMI wrote “Because there are no written records in the EHR of
verbal reports, there is no evidence available to either prove or disprove the whistleblower’s
statement that nurses did not provide verbal report.” (OSC Report, p. 7)

My ED colleagues as well as several ED nursing staff could have testified that they witnessed
multiple episodes where other ED nurses neglected to provide verbal report to me, hand me
EKGs, or provide basic care for my patients. However, per my co-workers who were
interviewed by the OMI, those types of questions were not part of the OMI inquiry for reasons
that are unclear to me.

When a patient is placed in a room, the nursing assessment is completed and vital signs are
collected. This information must be communicated to a physician. This is especially important
because it enables the physician to assess whether a patient is more ill than expected and thus
needs to be seen prior to any other patients. In addition, because initial ED triage was so
inaccurate for many years, the exact status of a patient was difficult to determine based on the
presenting complaint listed in a few words on the EDIS board. It was standard, routine practice
in the Phoenix VA ED for the nurse assigned to a patient room to give the physician verbal
nursing report on the patient. Unfortunately, a small group of nursing staff consistently refused
to provide nursing report to me although all other physicians received verbal nursing report.
There were many of my co-workers in the ED who witnessed nurses failing to give me verbal
report or other information.

To avoid having a delay in EKG review and thus a delay in discovering potentially lethal cardiac
complications, the standard practice in the Phoenix VA ED was for the nurse to hand the
physician the EKG immediately so it could be interpreted without delay. EKGs and verbal
reports were routinely withheld from me by a small group of nurses so I could not determine the
true status of a patient easily. When the ED was overwhelmed with patients, this severely
restricted my ability to prioritize the order in which I would assess patients. Without the nursing
information, I could not easily determine who was the sickest in the group of patients in the
rooms. Exhibit E is an email I sent to the ED head nurse in April 2012 wherein I described
examples of extremely unprofessional and unsafe nursing behaviors that jeopardized patient
safety. ’
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8. OMI inappropriately recommended standardized training for the clerical staff to
recognize symptoms requiring immediate nursing attention.

One of the OMI recommendations is to “Provide standardized training for the clerical staff who
work in the ED to familiarize them with symptoms that require immediate nursing attention,
including when to use a dedicated telephone line to contact a triage nurse rapidly.” (OSC report,

p. iii)

The clerical staff are not health care personnel. They do not have the background to reliably
evaluate symptoms to determine the urgency of referral to a triage nurse. Other than in urgent
situations that a lay person would consider an emergency, the staff should not serve as the
“safety net” to expedite referral to triage for an ill person presenting to the emergency
department. For good reason, serving in such a capacity clearly lies outside the parameters of
their expected job duties.

111 Veterans who seck ED care do not come to be screened by a clerical worker with no health
care background. Veterans presenting for care in the emergency department should be screened
initially by a trained triage nurse while the clerical staff enrolls the individual simultancously. It
is against community standards, Joint Commission on Hospital Accreditation guidelines, the
American Nurses Association, the American College of Emergency Physicians, and common
sense to have a clerical worker be the first person with whom an ill person interacts when
presenting to an emergency room for care. On page S of its report, the OMI even wrote “Both
the American College of Emergency Physicians and the Joint Commission recommend that
emergency patients should be seen initially by a triage nurse and/or taken directly to a treatment
room if an examination area is available, as patients may not know whether or not their
symptoms represent an emergency or urgent condition.” It is unclear why the OMI contradicted
its own fact-finding when it recommended non-nursing personnel be the first to “screen” ED
patients presenting for care.

Until 2013 there was a hot spot triage nurse at the Phoenix VA Emergency Department counter
with the clerk or administrative officer of the day “AOD” who could enroll Veterans into the
system. That initial triage nurse would evaluate the patient’s symptoms to determine how
quickly the patient should be seen while the clerk/AOD would simultaneously enroll the patient.

The Phoenix VA Medical Center should follow the mandated and logical standard of care to
have a triage nurse see the patient first or while the patient is simultaneously enrolled by
administrative staff.
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9. OMl incorrectly stated that ED process since 2009 has been to have a patient seen by
a clerical worker first prior to seeing a triage nurse. From approximately 2009
through 2012, a triage nurse was actually available at the ED window to evaluate
patients immediately in “hot spot triage” while a clerical staff enrolled them
simultaneously.

“Upon presenting to the Medical Center’s ED, Veterans are initially seen by a clerical worker
who...registers them and then passes them on to an RN. This process has been in practice since
2009. (OSC Report, p. 4) Unfortunately, this statement is not accurate.

['rom approximately 2009 through 2012 in the Phoenix VA Emergency Department there was a
“hot spot triage” nurse position with a registered nurse who would initially greet patients,
evaluate symptoms, and determine how soon the patient should be seen. The hot spot triage
nurse would also monitor patients in the waiting room and watch for any changes in condition.
Shortly after I was removed from the Emergency Department this “hot spot triage” nurse
position was eliminated.

The OMI team easily could have established the existence of a “hot spot triage” nurse if it had
queried any Phoenix VA Emergency Department physician, any Phoenix VA ED nurse, any ED
Administrative Officer of the Day, or me.

10. OMI investigative team failed to interview key witnesses.

Based on the witness list on page 2 of the report, no ambulatory care physicians, police officers,
or administrative officers of the day (AOD) were interviewed.  Although page 5 of the OSC
report indicated an Emergency Department nurse was interviewed, there were no such nurses
listed on the witness list. Several of the individuals whom the OMI included on the witness list
were the very same employees who were directly responsible for the retaliation against me. It is
incomprehensible that the OMI team would take their statements at face value and not seek any
clarification of facts nor follow-up with me. Those unscrupulous employees would have reason
not to be forthcoming in their answers to the OMI team. Unfortunately, almost all of the
potential witnesses who could corroborate my statements and detail the extent of the patient care
deficiencies were never interviewed by the OMI team for reasons that remain unclear.

11. The OMI failed to address the unsafe policy of sending ill, unenrolled Veterans to
Eligibility Clinic to enroll prior to having triage in the ER.
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For many years there was an Administrative Officer of the Day (AOD) on duty 24 hours a day in
the ED. The AOD had the ability to do a limited registration for all new patients while they were
being triaged. After I was removed from the Emergency Department, this practice changed. |
was told the AOD was removed from day shift purportedly because of an AOD staffing shortage
in 2013. Since that time, Veterans new to the VA have been sent to the Eligibility Clinic to enroll
prior to receiving an ED nurse triage evaluation unless that Veteran appeared to be in dire
distress.

As the OMI team acknowledged in its own report, “patients may not know whether their
symptoms represent an emergent or urgent condition”. (OSC Report, p. 5) In addition, patients
with serious medical conditions may not appear outwardly ill. Therefore, relying on an
administrative worker with no health background to judge whether or not a patient needs to be
seen immediately by triage is a dangerous practice.

[f the Veteran has never been seen before at the Phoenix VA, being sent to Eligibility Clinic to
initially enroll at the Phoenix VA is a waiting process that may take hours. Again, it is against
community standards and JCAHO regulations to send a patient presenting for ED care to another
section of the facility to see clerical workers to enroll prior to receiving nursing triage evaluation.

12. The OMI overlooked making any recommendation for addressing the potentially
life-threatening lack of sufficient cardiac monitoring in the Phoenix VA Emergency
Department.

On page 6 of its report, the OMI wrote “At times, the need for a monitored [cardiac telemetry]
bed exceeds the ED’s capacity to provide it.” This simple statement has potentially life-
threatening implications. A monitored bed is a bed wherein cardiac telemetry “heart monitoring”
is done. Patients who require cardiac telemetry monitoring potentially are quite ill. To deny
cardiac monitoring to a patient because of lack of bed space can allow potentially life-threatening
events to occur unnoticed in an unmonitored patient. The OMI should have recommended
increasing cardiac telemetry monitoring capacity in the ED. Failure to make this
recommendation is to remain oblivious to one of the more serious patient care dangers in the
Emergency Department. It is only a matter of time before a patient who is denied cardiac
monitoring or who is transferred out of a bed with cardiac monitoring has a bad outcome.

The OMI made other safety recommendations in its report. Recommendations for increasing
cardiac monitoring/telemetry capaci‘y unexpectedly were absent.
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13. The OMI incorrectly stated that the nurses prior to 2013 were not allowed to order
lab tests or initiate treatments. In truth, the “Clinical Practice Protocols for
Ambulatory Care Registered Nurses” were in place for years and allowed Phoenix
ED nurses to initiate both lab tests and basic interventions. The OMI even mentions
the presence of such protocols in a different section of its report.

Exhibit F contains the Clinical Practice Protocols for Ambulatory Care Registered Nurses that
was in place from March 2006 through March 2009 and with the next revision updated to last
through March 2012. These protocols were used by nurses throughout the facility including the
ED. The presence of such protocols could have been easily ascertained if the OMI team would
have interviewed key ED nurses or D physician staff.

On page 10 of the OSC report, the OMI inaccurately stated that the nurses had used Mosby’s
Nursing Consult online. This was not used by triage nurses during 2009-2012. On page 10, the
OMI team wrote “The whistleblower also alleged that nurses would not initiate protocol order
entries for serious complaints.” The statement implies that [ was asking nurses to perform duties
outside the scope of their practice or follow protocols that were not in place. This is not
accurate. The Clinical Practice Protocols for Ambulatory Care Registered Nurses were in place,
facility-approved, and actively used by Phoenix VA Emergency Department nurses. Those
protocols allowed nurses to initiate the orders based on certain parameters outlined in the
Phoenix VA-approved protocols. A small group of nurses would decline to initiate even basic
orders allowed by the protocols such as labs, oxygen or telemetry monitoring for my patients but
would do such basic interventions for the patients of other ED physicians. I never asked nurses
to perform intervention outside the scope of the protocols or outside the scope of their practice.

On page 10, the OMI even mentions ““...the whistleblower had made some changes to the
Medical Center’s triage protocols for ED RNs, these new protocols were not implemented until
several months after the whistleblower had left the ED.” While appropriately acknowledging the
existence of such protocols in 2012, the OMI team erred when it said [ “made” changes and that
the final protocols were not active until 2013. As per Exhibit A, I suggested changes but did not
have the power to make them because the protocols could only be altered via nursing service
approval. Those protocols for which I made suggestions were valid through March 2012.
Although [ do not possess a copy of protocols that were updated after March 2012, those
protocols were updated by nursing service in 2012 and were the basis for ED nursing triage
interventions for the entire year of 2012. It is grossly inaccurate to state that the ED nursing
protocols were not in effect until 2013.
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14. The OMI chose not to make any effort to determine the circumstances in the case of
the patient who developed a significant abnormal heart rhythm which the floating
nurse did not detect.

At the time the event occurred, the hospital would cover nursing shortages in the Emergency
Department by sending inexperienced “float” nurses from other wards. The OMI wrote
“...because she [whistleblower] was not able to provide patient identifiers, VA was unable to
investigate this case.” (p 13) The OMI team did not even attempt to verify the event. One of the
ED physicians who witnessed the event could have corroborated my statements.

15. The OMI team declined to initiate even basic inquiry into the allegations of long
hours that the whistleblower worked as a condition of her continued employment as
the Medical Director of the Emergency Department.

The HR administrator interviewed, according to the witness list, is the same individual who
issued the edict that I could be forced to work unlimited hours. Based on the list of those
interviewed, the OMI team did not interview the witness who could corroborate my statements
and who was at the meeting where I was told I had to work unlimited hours.

During the time I worked the long hours I was in charge of the schedule. According to what was
explained to me by both a former physician administrator and a human resource specialist, I had
to fill in all the vacancies without compensation or ask my colleagues to do so without
compensation. Failure to do so meant loss of my VA position.

When the Administrative Officer took over the schedule, I still had to fill in any gaps in the
schedule so I routinely worked more than 40 scheduled hours during short months. 1 provided
the OMI team with the schedules that I had from 2011 & 2012 with the remainder to be
supplemented by the VA. The excessive hours I worked were documented clearly throughout
those 2 years.

16. The OMI failed to exercise common sense when it naively accepted the Chief of
Staff’s & Risk Management’s wildly inaccurate assertions that the cases I presented
to them were “based on expectations of nurses initiating orders which were exceed
the scope of their practice”. In truth, the cases I provided all dealt with dangerous
lapses in nursing triage in various areas of the medical center.
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Phoenix VA administration is blatantly falsifying the nature of the cases I presented for review.
The cases 1 presented for review dealt with dangerously inaccurate nursing triage that had either
with actual or potential life-threatening consequences including death. As a physician and
former nurse, I am well aware of the scope of practice for both professions.

The Risk Management department has spent years overlooking significant cases that were
presented to them. Despite having cases that should have triggered massive red flags/initiated
changes to ensure the Veterans were receiving the standard of health care, the Risk Management
department repeatedly and consistently ignored the serious cases that have been presented to
them, including the ones that I provided.

Although it declined to investigate all 33 additional cases [ gave them, the OMI team reviewing
just a few of the cases I submitted had serious concerns about the quality of ED triage care
provided. The OMI team wrote that it substantiated that ED nurses “...failed to conduct
appropriate triage in the ED... These practices constitute a significant risk to public health and
safety.” (OSC Report, p. 9) There is absolutely no reason to believe that I would submit
frivolous cases to either the Chief of Staff or Risk Management. If the OMI had chosen to
interview my colleagues in the ED who gave me many of the cases to report, it would have had
discovered the gravity of the actual bad outcomes and potential near-misses in triage nursing
care.

17. The OMI glossed over the staffing shortages on the Suicide Prevention Team and
neglected to mention that efforts to address the shortage did not start till after the
Phoenix VA scandal broke.

As per my email to S. Helman and D. Deering dated April 10, 2014, the Phoenix VA
administration did not address the critical staffing shortages on the Suicide Prevention Team that
had been present for 5+ months at the time of the email. (Exhibit G) Changes to staffing for the
Suicide Prevention Team did not occur until after the Phoenix VA scandal came out in the news.
[ am concerned that the facility administration is still is not addressing the other issues involved
in the trend of increasing suicide cases at the Phoenix VA Medical Center. My concerns are
based upon the fact that those administrators staffed the Suicide Prevention Team appropriately
only after media attention focused on the VA scandal and not because such staffing was the right
thing to do for our Veterans to reduce the risk of future suicides.



















































