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investigation, OMI did substantiate the first two of the three allegations made by the 
whistleblower, but could not substantiate the third, and made five recommendations for 
the facility. Findings from OMI's investigation are contained in the enclosed Final 
Report, which I am submitting for your review. 
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Executive Summary 

Summary of Allegations 

The Under Secretary for Health (USH) requested the Office of the Medical Inspector 
(OM I) investigate complaints lodged with the Office of Special Counsel (OSC} by 
Mark Taylor, M.D. (hereafter, the whistleblower) at the Central Alabama Veterans 
Health Care System (CAVHCS), West Campus, in Montgomery, Alabama (hereafter, 
the Medical Center). The whistleblower, who consented to the release of his name, 
served as the Chief of Surgery for 4 years. He alleges the Medical Center engaged in 
conduct that may constitute a violation of law, rule, or regulation, an abuse of authority, 
and a substantial and specific danger to public health due to the copying and pasting of 
medical records. OM! conducted a site visit to the Medical Center on May 6-7, 2013. 

The whistleblower alleged: 

1. A Staff Pulmonologist at the CAVHCS copied prior provider notes from patient 
medical records to reflect current readings, in violation of Department of Veterans 
Affairs (VA) Handbook and CAVHCS policy, likely resulting in inaccurate patient 
health information; 

2. Information that is copied without proper attribution is a misrepresentation of 
health care data and may endanger patient health; and 

3. Management was aware of this malfeasance but never took steps to refer this 
allegation to the appropriate reviewing authority. 

Conclusions 

OMI substantiated the allegation that a staff pulmonologist at the Medical Center copied 
prior provider notes from patient medical records to represent current readings, in 
violation of Veterans Health Administration (VHA) Handbook 1907.01, . Health 
Information Management and Health Records and Medical Center Memorandum 
136-11-26, Copying, Pasting and Template Use in the Electronic Medical Record, likely 
resulting in inaccurate patient health information. 

(b) (6) • Dr. staff pulmonologist, actively engaged in prohibited copy 
and paste activities in at least six different Veterans' medical records, in violation 
of both VA and Medical Center policy. 
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• It is likely that these copying and pasting activities resulted in the documentation 
of inaccurate patient information, as the findings entered into the medical record 
included assessments and objective data that were not current. 

• OMI is concerned that copying and pasting to this degree may rise to the level of 
falsification of a Government document and that if third party payers were billed 
for any of the pulmonologist's medical evaluations based on copied and pasted 
entries into the medical record, this could constitute fraud. These concerns were 
voiced to the Office of General Counsel (OGC) who referred them to the Office of 
Inspector General (OIG). OIG has asked VA to administratively address these 
issues, which VHA is in the process of doing. 

OM! substantiated the allegation that copying without proper attribution is a 
misrepresentation of health care data, although OM! could not substantiate, at this time, 
whether it endangered patient health. 

• OMI found no evidence of attribution of the copied and pasted information to the 
original writer, nor was the copied material assigned an original date. 

OMI did not substantiate that management was aware of the malfeasance and did not 
take steps to refer the allegation ~o the appropriate authority. However: 

• While the Associate Chief of Staff (ACOS) for Acute Care, Specialties, and 
Education did provide follow up and oversight of the ongoing professional 
practice evaluation (OPPE) and the focused professional practice evaluation 
(FPPE) process, there appears to be a lack of communication to leadership 
about the serious nature of the copying and pasting actions. 

• The pulmonologist was removed from FPPE oversight based on his copying and 
pasting activities after 90 days, although there was continued evidence of some 
degree of copying and pasting. 

• There was a lack of evidence in the Credentialing and Privileging Committee 
meeting minutes of the process created to monitor the copying and pasting 
activities of the pulmonologist until the issue was closed in April 2013. 

• There was a lack of evidence in the Quality Leadership Board meeting minutes of 
any discussion of this specific copying and pasting problem. 
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Recommendations 

The Medical Center should: 

1. ying and pasting activities, to 
• in 2011 and 2012, and continue 

active oversight of the provider's clinl~ca~~o!l!c~umentation for an extended period of 
time to ensure that a relapse does not occur; take appropriate administrative 
action based on the findings. 

2. Conduct external peer reviews of the six medical records where serious copying 
and pasting occurred, with a focus on the determination of adverse outcomes or 
patient endangerment. 

3. Provide clinical disclosure to each of the six Veterans where serious copying and 
pasting occurred. 

4. Make an entry in the medical records where serious copying and pasting 
occurred, reflecting the entry of potentially inaccurate and non-current clinical 
information (see VHA Handbook 1907.01, page 25, paragraph 25(g)(2)(b), 
Administrative Correction). 

5. Follow additional administrative review (pursuant to Recommendation 1) consult 
with the Office of Human Resources and OGC's Regional Counsel regarding the 
appropriate administrative action (see VHA Handbook 1907.01, page 23, 
paragraph 25(c)(3)(b)(2). In addition, after the additional administrative review, a 
decision should be made on the need to refer to OIG. 

Summary Statement 

OMI's investigation did not find violations or apparent violations of statutory laws or 
mandatory rules or regulations as set forth in the Code of Federal Regulations. OMI did 
find violation ofVHA policy on copying and pasting (discussed in VHA Handbook 
1907.01, page 22, paragraph 25.c). Additional administrative review regarding the 
appropriate administrative action has been recommended. In addition, further 
investigation has been recommended to determine whether the copying and pasting 
resulted in adverse patient outcomes or patient endangerment. 
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I. Introduction 

The USH requested OMI investigate complaints lodged with OSC by Mark Taylor, M.D. 
(hereafter, the whistleb!ower) at the Central Alabama Veterans Health Care System 
(CAVHCS), West Campus, in Montgomery, Alabama (hereafter, the Medical Center). 
The whistleblower, who consented to the release of his name, served as the Chief of 
Surgery for 4 years. He alleges the Medical Center engaged in conduct that may 
constitute a violation of law, rule, or regulation, an abuse of authority, and a substantial 
and specific danger to public health due to the copying and pasting of medical records. 
OMI conducted a site visit to the Medical Center on May 6-7,2013. 

II. Facility Profile 

The Medical Center is the West Campus of the two-division CAVHCS, which was 
formed in 1997 as a result of the merger of the Tuskegee and Montgomery VA Medical 
Centers. The two divisions serve 134,000 Veterans in 43 counties in Alabama and 
western Georgia. CAVHCS has 143 authorized hospital beds, 160 long-term care beds 
and a 43-bed homeless domiciliary. Health care services provided include primary, 
medical, surgical, mental health, and geriatrics and extended care, and a homeless 
program. In support of health education and residency programs, CAVHCS has 
affiliations with 24 schools, including Morehouse School of Medicine, Alabama State 
University, Auburn University, the University of Alabama, and Tuskegee University. 

m. Allegations 

1. A Staff Pulmono!ogist at the CAVHCS copied prior provider notes from patient 
medical records to reflect current readings, in violation of the VA Handbook and 
CAVHCS policy, likely resulting in inaccurate patient health information. 

2. Information that is copied without proper attribution is a misrepresentation of 
health care data and may endanger patient health. 

3. Management was aware of this malfeasance but never took steps to refer this 
allegation to the appropriate reviewing authority. 

IV. Conduct of Investigation 

An OMI team consisting of M.D., the Medical Inspector; 
M.D., Medica nvest1gator; an !! R.N., F.N.P., Clinical 

Program Manager, conducted the site visit. rev1ewed policies, 
procedures, reports, memorandums, and additional documents as listed in 
Attachment A. Entrance and exit briefings were held with Medical Center leadership. 
The whistleblower was interviewed by OM! via telephone on April 29, 2013 and again in 
person during the slte visit 
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OMI interviewed~ M.D., Ph.D., pulmonologist, by telephone on 
May 15 and May~ was on leave during the OMI site visit. 
(b) (6) M.D., cardiologist, was interviewed by telephone on May 8, 2013. 

In addition, OMI interviewed the following individuals in person during the site visit: 

• Director (b) (6) 

• M.D., Chief of Staff (b) (6) 

• M.D., Associate Chief of Staff (ACOS) for Acute Care, (b) (6) 
Specialties and Education 

(b) (6) • , Administrative Officer for Surgery 

(b) (6) • Program Assistant for Surgery 

(b) (6) • M.D., General Surgeon 

(b) (6) I • .0., Anesthesiologist 

(b) (6) • D.O., Chief of Anesthesiology 

(b) (6) • M.D., Urologist 

OGC 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 the alleged events 
or actions took place. OMI did not substantiate allegations when the facts showed the 
allegations were unfounded. OMI could not substantiate allegations when there was no 
conclusive evidence to either sustain or refute the allegation. 
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V. Findings, Conclusions~ and Recommendations 

Allegation 1 

A Staff Pulmonologist at the CAVHCS copied prior provider notes from patient 
medical records to reflect current readings, in violation of the VA Handbook and 
CAVHCS policy, likely resulting in inaccurate patient health information. 

Findings 

In interviews with Dr. Taylor, the whistleblower, OMI learned that he discovered the 
issue of copying and pasting on the part of Dr. when the Chief 
Anesthesiologist, Dr. encountered a presurgical pulmonary 
assessment entered into the medical reco~~ Dr.~ that was identical to a 
cardiac consultation note completed by Dr. EIW months earlier. This 
duplication included diagnoses, medications, rev1e~s, history, physical 
examination, and portions of the clinical evaluation. The duplication was verbatim, 
including sentence structure and punctuation. 

Due to this discovery, as Chief of Surgery, Dr. Taylor reviewed ten medical records that 
included pulmonary consultations authored by Dr. ~ He presented OMI with a 
list of six medical records where he alleged serious copymg and pasting occurred. The 
OMI team reviewed the six records and found evidence of significant copying and 
pasting by Dr. rmBJIIIthat included the vital signs, physical examination, clinical 
assessment, and plan of care. 

In each record, OMI found evidence of serious copying and pasting, reflecting 
duplication of some or all components of the patient visit including the chief complaint, 
specific physical examination findings, terminology used to describe vital signs, the 
review of systems, diagnoses, and plan of care. The copying and pasting often 
included the duplication of the note content, format, capitalization, sentence structure, 
slang, and spelling or typographical errors. 

In one instance, Dr. asked to complete a pulmonary consultation on a 
Veteran because of a "disordered respiratory pattern" and "haltering breathing." The 
Veteran had discontinued his inhaler and had been prescribed a continuous 
airway pressure (CPAP) machine. 1 When completing the consult, Dr. 
the objective findings from a primary care physician's note that had comp 
days prior. The primary care physician evaluated the Veteran's complaints that his 
"shoulders were jumping out of joint," that he had back pain, and was dropping things. 

1 CPAP is a treatment used by people with sleep apnea that uses mild to moderate air pressure to keep 
the airway open. http://Wt.vw.nhlbi.nih.gov/health/health-topics/topics/cpap/ 
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____ _..... ______ -----------

The primary care physician performed an upper extremity orthopedic exam of the 
Veteran's shoulders to measure his strength, the presen ess, and upper 
extremity range of motion. In his pulmonary consult, Dr. copied the primary 
care physician's entire examination, verbatim, including the shoulder examination, with 
the same formatting, capitalization, and spelling errors. The example provided in 
Attachment B contains yellow highlighted sections representing the plagiarized 
information. The primary care assessment and plan were partially copied, and Dr. 
~added to the plan, "follow up at CPAP." No attribution to the original primary 
care note was provided. 

In a second case, OMI's review confirmed that Dr.[~ copied and pasted the 
evaluation completed a cardiologist 4 months eariiei. k physical examination, as 
documented by Dr. uded an exact replication of the entire cardiac 
assessment comp with an identical description of the heart sounds 
and documentation of the same blood pressure, pulse, and personal discussion with the 
patient. Dr. lly copied the impression, as written by Dr. r.mlmJand 
added a d e Veteran's risk for a-~ure. There was no ~tion of 
the original cardiology note completed by Dr. • • The example provided in 
Attachment C contains highlighted sections representing the plagiarized information .. 
On interview, Dr.-reported he was not aware that his note had been copied. 

OM! reviewed VHA and Medical Center handbooks, policies, and directives applicable 
·to copying and pasting in the electronic medical record. VHA Handbook 1907.01, 
Health Information Management and Health Records, specifically directs that, 
"Plagiarized data, without attribution, in the patient record is prohibited." 

Medical Center Memorandum 136-11-26, Copying, Pasting and Template Use in the 
Electronic Medical Record, states that it is the policy, " ... to refrain from cutting, copying 
and pasting information from other documents into progress notes except in situations 
whereby it is critical that the data be repeated and has a direct impact on patient care." 
The memorandum goes on to say that, "If information is cut, copied and pasted then the 
author must credit any information obtained from another clinician's work. This credit 
must include the author of the information and the date originally written." 

OMI conducted with Dr. on May 15 and again on 
May 17, 2013. Dr. dmitted to copymg pasting historical information, 
vital signs, exami ons, assessments, and plans of other clinicians, but reported he 
wished to include this information within his own assessment and plan of care. He 
acknowledged, in his words, that his "technical incompetence" and "stupidity" resulted in 
the inclusion of other's information in his signed notes. He reported that he conducted 
his own physical examinations, although OMl could not locate separate findings for the 
information he gathered. He was not able to recall how long he has engaged in copying 
and pasting, but states that he has changed his behavior. A review of the documents 
included in the remedial actions taken by the Medical Center to provide oversight of 
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Or.~opying and pasting activities revealed that he engaged in this activity, 
to s~ as recently as March 2013. The ACOS suggested the use of a 
pulmonary note template to assist Dr. tmlm 1n his efforts to improve his clinical 
documentation skills. 

Conclusions 

OMI substantiated the allegation that a staff pulmonologist at the Medical Center copied 
prior provider notes from patient medical records to represent current readings, in 
violation of VHA Handbook 1907.01, Health Information Management and Health 
Records, and Medical Center Memorandum 136-11-26, Copying, Pasting and Template 
Use in the Electronic Medical Record, likely resulting in inaccurate patient health 
information. 

(b) (6) • Dr. staff pulmonologist, actively engaged in prohibited copying 
and pastmg act1v1tles in at least six different Veterans' medical records, in 
violation of both VHA and Medical Center policy. 

• It is likely that these copying and pasting activities resulted in the documentation 
of inaccurate patient information, as the findings entered into the medical record 
included assessments and objective data that were not current. 

• OMI is concerned that copying and pasting to this degree may rise to the level of 
falsification of a Government document, and that if third party payers were billed 
for any of the pulmonologist's medical evaluations (based on copied and pasted 
entries into the medical record), this could constitute fraud. These concerns 
were voiced to OGC who referred them to OIG. OIG has asked VA to 
administratively address these issues, which VHA is in the process of doing. 

Recommendations 

The Medical Center should: 

1. Broaden the scope of review for evid-o ying and pasting activities, to 
include all consults performed by Dr. 1 • in 2011 and 2012, and continue 
active oversight of the provider's clin ntation for an extended period of 
time to ensure that a relapse does not occur; take appropriate action based on 
the findings. 
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Alleg~tion 2 

Information that is copied without proper attribution is a misrepresentation of 
health care data and may endanger patient health. 

Findings 

The OMI's review of six medical records revealed that Dr. copied and pasted 
notes written by other providers that were dated up to 6 months p to the Veteran's 
visit with him. Additionally, Dr. ~opied and pasted, in several cases, many 
components of the medical rec~ief complaint, history, physical examination, 
vital signs, and plan of care, originally composed by physicians and mid-level providers 
in primary care, nephrology, and cardiology. OMI found no evidence of attribution by 
Dr«DJGDDIIto any of the original authors. At this time, it is unclear whether entry of 
non-current and possibly inaccurate physical assessments and vital signs adversely 
affected any patient outcomes or endangered patient health. OMI has no evidence of 
adverse clinical events resulting from these copying and pasting activities. 

VHA policy states that "Clinical; ethical, financial, and legal problems may result when 
text is copied in a manner that implies the author or someone else obtained historical 
information, performed an exam, or documented a plan of care, when the author or 
someone else did not personally collect the information at the time the visit is 
documented. "2 

Conclusions 

OM! substantiates the allegation that copying and pasting without proper attribution is a 
misrepresentation of health care data, although OM! could not substantiate, at this time, 
whether it endangered patient health. 

• OMI found no evidence of attribution of the copied and pasted information to the 
original writer, nor was the copied material assigned an original date. 

Recommendations 

The Medical Center should: 

1. Conduct external peer reviews of the six medical records where serious copying 
and pasting occurred, with a focus on the determination of adverse outcomes or 
patient endangerment. 

2 VHA Handbook 1907.01, f-lealth Information Management and Health Records, September 19, 2012, 
25c. Copy and Paste, "Cloned Notes," Imported Text, Objects, etc. (p. 22). 
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2. Provide clinical disclosure to each of these six Veterans where serious copying 
and pasting occurred. 

3. Make an entry in the medical records where serious copying and pasting 
occurred, reflecting the entry of potentially inaccurate and non-current clinical 
information (see VHA Handbook 1907.01, page 25, paragraph 25(g)(2)(b), 
Administrative Correction). 

Allegation 3 

Management was aware of this malfeasance but never took steps to refer this 
allegation to the appropriate reviewing authority. 

Findings 

Dr~ immediate supervisor to Dr.~Wil reported that he received 
no~onologist's alleged copying anpastmg problem on 
October 12, 2012. Dr. ~stated he spoke to the Chief of Staff about this matter, 
although the Chief of Staff told OM! that he was not aware of the extent of the problem. 
A counseling letter, identifying a s nificant copying and pasting problem, was prepared, 
discussed, and signed both Dr. and Dr.~on October 30, 2012. 
This Jetter warned Dr. ng and pasting was prohibited and would not 
be tolerated; however, was not considered disciplinary, and it was not placed 
in t~s official personnel folder. The counseling letter informed 
Dr. ~hat his medical record documentation practices would be monitored by 
routine review and carried out under the ongoing professional practice evaluation 
(OPPE), a process conducted on all clinical providers. 

In November 2012, a routine OPPE review by a peer provider of ten of Dr. j I 

records contained a recommendation for the "need to follow copy and paste gu nes," 
although there was no annotation of the specific copying and pasting problems with 
each record. On Janua 2013 due to continued evidence of copying and pasting in 
the medica! record, Dr. s placed on a focused professional practice 
evaluation (FPPE) throug , 2013. In the minutes of the meetings during this 
time of both the Credentialing and Privileging Committee and the Medical Staff Quality 
Leadership Board, there was no evidence that these problems had been addressed. 

From January to March 2013, the Medical Center conducted the following reviews to 
ascertain the extent of the problem: 

e A chart review, in January 2013, revealed copying and pasting activity in six of 
ten records. 



• An additional review offive medical records on January 11, 2013, was notable for 
its failure to complete the boxes indicating compliance or non-compliance with 
copying and pasting. 

• Yet another review of five medical records, between January 9 and 
March 28, 2013, indicated compliance with prohibited copying and pasting 
practices in only a single instance. 

On -·0, 2013, an FPPE note written by Dr. ~stated that 
Dr. • • was now using a progress note templ~s no longer copying and 
pastmg. n ongoing competency assessment for Dr. ~signed by 
Dr.~n April 3, 2013, indicated a fully satisf~rmance with no 
concerns, but with one written comment, "Avoid and ." On April 3, 2013, 
Dr.tmiiJIIwas removed from the FPPE by Dr. a satisfactory 
performance. The date of April 12, 2013, is ente redentialing and 

(b) (6) Privileging FPPE tracking report for Dr. removal from the FPPE process. 

Medical Center Memorandum 136-11-09, Medical Record Management and 
Documentation, directs that the Chief of Staff, with the Executive Committee of the 
Medical Staff (now the Medical Staff Quality Leadership Board) and service line chiefs, 
maintain responsibil for clinical documentation and requirements. OMI determined 
that while Dr. nformed the Chief of Staff about the copying and pasting 
problem, there ce that the Chief of Staff was involved in the resolution 
process. The same Medical Center policy also states that when copying and pasting 
violations occur, they should be reported to the ACOS, the Compliance and Business 
Officer, and the Chief of Staff. "Failure to comply with these standards may be deemed 
a violation of The Privacy Act of 1974 and Standards of Ethical Conduct for Employees 
of the Executive Branch (5 CFR Part 2635). Disciplinary action may be taken if deemed 
appropriate."3 Disciplinary action is also discussed in VHA Handbook 1907.01, 
paragraph 25 c (3)(b)(3). 

A review of the Medical Staff meeting minutes indicates that, on a monthly basis, there 
is a reminder about the Medical Center's policy prohibiting copying and pasting. 

Conclusions 

OMI did not substantiate that management was aware of the malfeasance and did not 
take steps to refer the allegation to the appropriate authority. However: 

3 The Privacy Act of 1974, (5 USC§ 552a), retrieved from http://www.justice.gov/opcl/privstat.htm. 
Title 5 Code of Federal Regulations (CFR) Part 2635, Standards of Ethical Conduct for Employees of the 
Executive Branch, retrieved from http://www.oge.gov/Laws-and-Regulations/OGE-Regulations/5-C-F-R­
Part-2635---Standards-of-ethical-conduct-for-employees-of-the-executive-branch/. 
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• While the ACOS did provide follow up and oversight of the OPPE and FPPE 
process, there appears to be a lack of communication with leadership about the 
serious nature of copying and pasting actions and incomplete reporting, as 
required by policy. 

• The pulmonologist was removed from FPPE oversight regarding his copy and 
paste activities after 90 days, although there was continued evidence of some 
degree of copying and pasting. 

• OMI could find no evidence in the minutes of the Quality Leadership Board of the 
Credentialing and Privileging Committee that this problem had been discussed, 
until April12, 2013, when it recommended that Dr.~e removed from 
FPPE. 

• There was a lack of evidence in the Quality Leadership Board meeting minutes of 
any discussion of this specific copying and pasting problem. 

Recommendations 

The Medical Center should: 

1. Following additional administrative review (pursuant to Recommendation 1), 
consult with the Office of Human Resources and OGC's Regional Counsel 
regarding the appropriate administrative action (see VHA Handbook 1907.01, 
page 23, paragraph 25(c)(3)(b)(2). In addition, after the additional administrative 
review, a decision should be made on the need to refer to OIG. 
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Attachment A 

Documents Reviewed by OMI 

1. Veterans Health Administration (VHA} Handbook 1907.01, Health Information 
Management and Health Records, September 19,2012. 

2. CAVHCS Memorandum No. 136~11-26, Copying, Pasting and Template Use in the 
Electronic Medical Record, May 31 I 2011. 

3. CAVHCS, Bylaws of the Medical Staff of the Central Alabama Veterans Health Care 
System, June 15, 2012. 

4. CAVHCS Memorandum No. 136-11-09, Medical Record Management and 
Documentation, May 31 I 2011. 

5. CAVHCSI Rules of the Medical Staff, 2011. 

6. Title 5 Code of Federal Regulations Part 2635, Standards of Ethical Conduct for 
Employees of the Executive Branch. 

7. Selected patient electronic medical records. 

8. Various electronic and paper communications, meeting minutes, and performance 
documents. 
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Attachment 8 

The highlighted sections represent plagiarized information. 

LOCAL TITLE: PULMONARY 
CONSUL':' 
STAND.II.RD TITLE: PlJLMONAl?.Y 
CONSULT 
DATE OF NOTE: ENTRY DATE: 

AUTHOR: EXP 
' COSIGNER: 

INSTITUTION: 
DIVISION: 

URGENCY: STATUS: 
COMPLETED 

WAS REFERRED WITH TEE FOLLOvJING NOTE:--

REASON FOR CONSULT (Briefly state symptoms): 
disordered reapiratory pattern, patient with bilateral tonsilar 
e:1largement, 
descr~bes haltering breathing, discontinued inhaler, low loop noted 
patient has ENT appointment for evaluation of tonsils -has CPAP .. 

vital signs I nursing notes noted 
patient walking with cane 
tonsillar enlargement 
Chest: Clear 
Cv rrr, no gallops,no murmrus 
neck neg 
shoulder no point tendereness, ROM intacts biceps/ticeps intact 
muscle strength good, no decreased grip 
review of ?FT's 
keloid formation postrior right back 

A/P 
Sleep apnea 
tonsillar enlargement - to ENT 
Multiarticular joint pain and arthritis 

plan: follow up at cpap 

Clinical Reminder ( s) I 
C-Medicat:ion Reconciliation: 

BADR - Brief Adv React/All 

Allergy/Reaction: No Known Allergies 

RART - Remote Allergy/ADR 
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No Remote Allergy/AQR Data available fo~ this patient 

PS02 - Recent Rx Profile 

Allergies: NIV'I., 

Adverse Reactions: 

Active and Recently Expired Outpatient Medications 
(including Supplies) : 

Pctiv>e OJ:t[:atient M:dications 

l) ALBUTEROL 90MCG (CFC-F) 2000 ORAL INHL INHALE 2 PUFFS ACTIVE 
·gy MOUTH EVERY 4 HOURS AS NSEDED FOR 
BREATHING (SHAKE WELL BEFORE USING) 

2) ARTIFICIAL TEARS POLYVINYL ALCOHOL INSTIL'L l DROP IN ACTIVE 
BOTH EYES FOuR TIMES A DAY AS NEEDED FOR DRY EYES 

3) BUPROPION :-!CL 75MG TAB TAKE TWO TABLETS BY MOUTH ACTIVE 
EVERY MORNING FOR NERVES 

4) CYCLOBENZP..PRINE HCL lOMG TAB TAKE ONE Tl1BLET BY MOUTH ACTIVE 

5) 

6) 

THREE TIMES A DAY FOR MUSCLE RELAXATION 
DOXEPIN HCL 150MG CJ.l.E' TAKE ONE CAPSULE BY lvJOUTE AT 

BE:DTH1E FOR NERVES 
FLUNISOLIDE 0. 025% 2000 NP.SAL INH SPRAY INHALE 2 

SPRAYS EACH NOSTRIL TWICE A DAY FOR 
SEASONAL ALLERGIES 

ACTIVE (S) 

ACTIVE 

7) HYDHOCHLOROTHIAZIDE 25MG TAB TAKE ONE TABLET BY MOUTH AC'l'IVE 

8) 

9) 

lO) 

EVERY 1J!ORNING FOR BLOOD PRESSURE 
HYDROCODONE 10/ACETAMINOPHEN 50 OMG TAB TAKE 1 TABLET 

BY MOUTE TWO TIMES A DAY AS NEEDED FOR PAIN. 
HYDROXYZINE HCL 25MG TAB TAKE ONE TABLET BY MOUTH 

TWICE A DAY FOR ITCHING 
LISINOPRIL 40MG TAB TAKE ONE TABLET BY MOUTH EVERY 

DAY FOR BLOOD PRESSURE 

ACTIVE: ( S) 

ACTIVE 

ACTIVE 

11) MELOXICAM 15MG TAB TAKE ONE TABLET BY I-lOUTH EVERY DAY ACTIVE 
WITH FOOD FOR PAIN & INFLAMMATION 

12) SILDENAFIL CITRATE lOOMG TAB TAKE ONE TABLET BY MOUTH ACTIVE 

13) 

1) 

AS NEEDED 1 HOUR PRIOR TO SEXUAL ACTIVITY 
FOR ERECTILE DYSFUNCTION (DO NOT EXCEED ONE 
DOSE IN 24 HR PERIOD) 

SIMVF.STATIN 40MG Tli.B TAKE ONE TABLET BY MOUTH EVERY 
EVENING FOR CHOLESTEROL 

Inactive Outpatient Medications 

ALBOTEROL S04 0.083% INHL 3ML INHALE: CONTENTS OE' l 
A..MPOLE IN NEBULIZER BY ~rJOOTH 

12 

ACTIVE 

Status 

EXPIRED 



:::) 

ONCE TO BE ADMINISTERED IN 
CLINIC DORING P~T TEST 

SODIUM CHLORIDE 0.9% INHL 3ML INHALE CONTENT OF 1 
VIAL IN NEBULIZER BY MOUTH ONC8 USE TO 
MIX WITH ALBUTEROL TO GIVE NEBULIZER TX 
1iiiHEN ?FT TEST PERFORMED 

EX?IRSD 

15 Total Medications 

RDIM - Remote Active Meds 

No Ac~ive Remote Medications for this patient 
A:..lergies reviewed with patient/caregiver. (Information updated as 
app:copriate) 

N/A (No new allergies reported) Active, Remote and Non VA 
medications appearing on the Med Chart were reviewed with 
patient/caregiver. (Note: Order checks for new Non VA 
medications must be 

reviewed) Yes 
Were medication discrepancies identified? 

No, there were no discrepancies 
Were medication changes made (added/deleted/modified) 
during the visit? 

No, there were no medication changes made 
Was the patient transferred to an alternate level of care 
(i.e. transferred or ad~itted to hospital)? 

No, patient was not transferred to an alternate level of 
care (no additional actions are required) . 

/es/ MD,PhD 
(H.Adm) PULMONOLOGY/SLEEP 
MEDICINE 
Signed: 
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Attachment C 

The highlighted sections represent plagiarized information. 

LOCAL TITL8: PULMONARY 
CONSULT 
STANDARD TITLE: PULMONARY 
CONSULT 

DATE OF NOTE: 
AUTHOR: (b) (6) 

COSIGNER: 
INSTITUTION: 

DIVISION:-

ENTRY DATE: 
EXP 

(b) (6) 

URGENCY: STATUS: 
COMPLETED 

- WAS REFERRED WITH THE FOLLOWING NOTE;--

REASON FOR CONSULT (Briefly state 
symptoms): pulmonary clerance for 
colonoscopy.pft done " 

The patient is a ·-year-old lady :--
Her history of ischemic disease dates back to 1996 or 1998 
when she had chest pain and may have had an myocardial 
infarction (per her husbandi. In any event, she underwent 

'bypass surgery at Baptist South. She had a followup 
catheterization on~ which showed severe native 
coronary disease, but all of her grafts, including the left 
internal mammary artery to the left anterior descending were 
patent. Left ventricular function at that time was normal 
and no scar was apparent. She has done well since then. She 
has had no cardiac symptoms of any type. She has had no 
angina or failure or dysrhythmia symptoms. She has had no 
chest pain, edema, syncope, palpitations, paroxysmal 
nocturnal dyspnea, orthopnea, et cetera. 

ALLERGIES: NONE. 

EXERCISE: She does not do any regular exercise. 
However, she does housework. She has no chest pain or 
undue shortness of breath with this activity. 

HABITS: She smokes a half pack per day and we talked 
about cessation at length. She does not drink. 

SURGERIES: Coronary artery bypass graft, tonsillectomy. 

ALTERNATIVE/OVER-THE-COUNTER MEDICINES AND SUBSTANCES: None. 



SLEEP HISTORY: Not suggestive. 

FAtHLY HISTORY: Hother had some type of chronic problem, but 
the patient cannot recall wall. 

VACCINATIONS: She is current on influenza on Pneumovax. 

SYSTEM REVIEW: No seizures, strokes, head trauma, 
psychiatric problems, unusual headaches. Progressive memory 
problems as noted. Vision, she states she needs new glasses. 
No problems with nose or throat. No thyroid problems per 
system review, though I note she is on replacement (and her 
TSHs are still high). No glucose intolerance. No breast 
problems or adenopathy. No cough, hemoptysis, pneumonia, 
wheezing, asthma, tuberculosis. No bleeding or clotting 
problems. No hematemesis, melena, ulcers, hepatitis, 
pancreatitis, fever, weight loss, change in bowel habits. 
Positive stool guaiacs. However, her husband says that this 
is from hemorrhoids and that this stopped when she began to 
use Preparation H. No abnorma.l vaginal bleedinq. No problem 
with urination or kidney stones or hematuria. No blood or 
skin or bone problems other than degenerative joint disease, 
osteoporosis. No phlebitis or claudication. 

PHYSICAL EXAMINATION: 
GENERAL: This is a ·-year-old lady looking o1der' than her 
stated age. She is very pleasant and continues to tell me that 
she has problems remembering things. 
VITAL SIGNS: Blood pressure 153/71 and pulse is 46 and regular. 
NECK: No increased jugular venous pressure. The carotids are 
normal. There is no bruit. Thyroid is not enlarged. 
CHEST: Clear. She does have increased AP diameter and very 
significant prolongation on even normal expiration. There is no 
wheezing. 
HEART: No lift. Rhythm is regular. The heart sounds are 
no1:mal. TherE! is a faint systoLic ejection murmur at the base 
and apex. No diastolic murmur or S3. 
ABDOMEN: Soft, but she has mild tenderness on palpation of her 
epigastrium and there is a question of aortic enlargement. 
EXTREMITIES: ·Show no edema, cord or calf pain. Her pulses are 
intact though diminished. No femoral bruit. 
NEUHOLOGICAL/PSYCHIJ\TRIC: She is alert and oriented but, again, 
has obvious problems with her memory. Nonfocal. 

LABORATORY: EKG on May 4 shows sinus bradycardia. Otherwise, 
unremarkable. 

May 7 chest x-ray is negative. 

IMPRESSION: The patient is in need of colonoscopy. She is at 
mU.d .increased r·isk on the basis of ber ischemic disc~ase. 
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we have ordered an ultrasound of her abdominal aorta because 
of the epigastric tenderness and the question of a slight 
enlargement. 

We talked about smoking cessation at length. 
diet and activity and heat avoidance. SHE is 
quitting cigaretts. 

DIAGNOSES: 
1. Ischemic heart disease. 
2. Dementia. 
3. Chronic obstructive pulmonary disease. 
4. Osteoporosis. 
5. Dyslipidernia. 
6. TOBACCO USE DISORDER 

MEDICATIONS: Medications are listed as 
1. Alendronate. 
2. Aspirin. 
3. AtenoJ.ol. 
4. BenazepriJ.. 
5. Hydrochlorothiazide. 
6. Levothyroxine. 
7. Meclizine. 
8. Meloxicam. 
9. Nitroglycerin. 
10. Sirnvastatin. 

PF'TS REVIElriiED 

We talked about 
resistant to idea of 

discussion:-- She has significant risk factors:- 1) AGE. 
2) .St'-10I<ING . 

3) ISCHAEMIC HEART DISEASE. 
4) AOH'l'IC ANEURYiv:l. 

SHE IS OF HIGH RISK FOR ANY PROCEEDURE LEAVE ALONE 
COLONOSCOPY. I AM ONABALE TO CLEAR 10 0%. 

Clinical Reminder(s)/ 
C-Medication Reconciliation: 

BADR - Brief Adv React/All 

Allergy/Reaction: No Known Allergies 

RART - Remote 1\J.lergy/ADE 

No Remote Allergy/ADR Data available for this patient 

PS02 - Recent Rx Profile 

1111 : NI<ll, 

Adverse Reactions: 
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Active and Recently Expired Outpatient Medications 
(including Supplies): 

1) 

Active Outpatient Medications 

ALENDRONATE 7 Ol"iG TP18 TAI<E ONE TA.BLET BY MOUTH ONCE 

PEH \!\lEEK ( EVEH Y 7 DAYS) FOR BONES ON 1ST 
ARISING (AND AT LEAST :3 0 l"iiNOTES BEFORE 
EATING) ltHTH FULL GLASS OF PLAIN WATER. 
RE!ViAIN UPRIGHT (DO NOT LIE DOliJN) FOR AT 
LEAST 3 0 MINUTES 

Status 

ACTIVE 

2) ASPIRIN BIMG EC TAB TAKE ONE TABLET BY MOUTH EVERY ACTIVE 
DAY FOR HEART PROTECTION 

3) ATENOLOL lOOMG TAB TAKE ONE TABLET BY MOUTH EVERY DAY ACTIVE 
ON AN EMPTY STOMACH FOR BLOOD PRESSURE 

4) HEMORRHOIDAL RTL OINT APPLY SMALL AMOUNT IN EECTUM ACTIVE 
Tl'HCE A DAY AS NEEDED FOR HE!J!ORRHOIDS 

5) HYDH.OCHLOROTHIAZIDE 25MG TAB TAKE ONE TABLET BY l'10UTH ACTIVE 

6) 

EVERY MORNING FOR BLOOD PRESSURE 
LEVOTHYROXINE NA (SYNTHROID) 0. 05!'1G TAB TAKE ONE 

Tl\BLET BY MOUTH BEFORE BREAKFi'\ST ON EMPTY 

STOMACH FOR THYROID 

l'.CTIVE 

7) MECLIZINE HCL 25MG TAB TAKE ONE TABLET BY MOUTH THREE ACTIVE 
TIMES A DAY FOR DIZZINESS 

8) t.t!ELOXICA!'-1 7. 5l"iG TAB TAKE ONE 'l'l\BLET BY !'10UTH EVEEY l\.CTIVE 
DAY WITH F'OOD FOR PAIN & INFLA~11\1ATION 

~ NITROGLYCERIN 0.4MG SL TAB DISSOLVE ONE TABLET UNDER ACTIVE 
THE TONGUE EVERY DAY AS NEEDED USE 3 DOSES 
TlU<:EN 5 L"iiNUTES APART l\S NEEDED. CALL 911 
IF CHEST PAIN IS UNCHANGED OR WORSCNS 5 
MINUTES AFTER 1ST DOSE 

10) S IMVASTATIN 4 0!'1G TAB TAl<:E ONE TABLET BY MOUTH EVERY 
EVENING FOR CHOLESTEROL 

Inactive Outpatient Medications 
Status 

1) DONEPEZIL HCL 10MG TAB TAKE ONE TABLET BY MOUTH AT 
BEDTIME FOFZ Mn1QRY 

ACTIVE (S) 

EXPIRED 

2) DONEPE:zn HCL 5MG TAB 'rAKE ONE TABLET BY MOUTH AT 
BEDTIME FOR l'1EMORY 

EXPIRED 

12 Total Medications 

RDIM 

Remote Active Meds 

No Active Remote Medications for this patient 
lllJ ergies revi.ev1ed lvith paUent/caregiver. (Information updated a::; 
appropr:iate) 
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N/A (No new allergies reported) Active, Remote and Non VA 
medications appearing on the Med Chart were reviewed with 
patient/caregiver. (Note: Order checks for new Non VA medications 
must be reviewed) 

Yes 
Were medication discrepancies identified? 

No, there were no di es 
Were medication changes made (added/deleted/modified) during 

the visit? 
No, there were no medication changes made 

Was the patient transferred to an alternate level of care 
(i.. e. transferred or admitted to hospital)? 

No, patient was not transferred to an alternate le~el of 
care (no additional actions are required) . 

MD,PhD (H.Adm) PULMONOLOGY/SLEEP MEDICINE Signed: 
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