






















could not be located. CNA-B was also the same as the one who failed to complete the 
hourly rounding flowsheet appropriately as discussed above. We conducted an 
unannounced visit to units 41 C and 41 B at approximately 2:40 a.m. on May 24, 2018, 
accompanied by the PCC on duty, who met us in the UCC. When we arrived on unit 
41 C, we found two individuals at the nurse's station (in the center of the unit) and asked 
them about the number of staff on duty, as well as their current locations. They told us 
there were two additional staff on duty (a total of four), but they could not account for 
their whereabouts or status. Brockton uses a commercial device (Vocera) for 
intrafacility communication, which allows individual staff members to communicate 
directly with each other through a wearable device, making knowledge of someone's 
location less of an issue.10 However, VA Boston Healthcare System Patient Care 
Memorandum (PCM) 11-041-LM requires hand-off communication to assign temporary 
responsibility for staff leaving the unit for a short time such as breaks or lunch among 
other situations.11 T JC recommendation on handoff provides a basic structure for the 
content of the handoff which includes a brief overview of all patients to ensure 
continuation of care in the primary nurses' absence.12 

We inspected all Veterans' rooms, finding no obvious signs of neglect, or any patients in 
need of nursing care or assistance (i.e., disheveled, inappropriately positioned in bed, or 
wandering). We also reviewed nursing staff daily assignment sheets for the unit, which 
indicate the RNs', LPNs', and CNAs' daily assignments for tasks, rooms, and individual 
Veterans, and found no indication of scheduled breaks for any of the shifts listed. 
During the course of the inspection, we found the two missing staff members asleep in 
unlit rooms in two different locations; one (an RN) in the day room with a room divider 
partially closing off her location, and the second (CNA-B) in the locked dining room 
wrapped in a blanket; both were on rearranged chairs. Neither had been contacted via 
Vocera by their peers in an attempt to locate them or advise them of our presence. In 
both cases, the PCC's first question to them was, "Are you on break?" This question 
appeared to us as an effort to both awaken them and provide a plausible explanation for 
their behavior. Both responded with something similar to, "I'm on break." During 
interviews many nurses in supervisory roles on the units, including the nurse manager 
of both 41 B and 41 C, told us that staff were not restricted on what they could do while 
on break. However, since the staff at the central nurses' station had no knowledge of 
the location or status of the nurses we found sleeping, no handoff had occurred with the 
nurses who would be responsible for providing care for Veterans in their absence. 

Conclusions for Allegation 1 

• We substantiate that CLC nursing staff have repeatedly failed to meet agency 
standards of care which constitutes a violation of VHA Handbook 1142.01 . Although 
we did not find evidence of Veteran harm or neglect (i.e., soiled, full urinals left 
abandoned in wheelchairs, empty oxygen cylinders, etc.), or poor performance on 

10 https://www.vocera.com/. 
11 VA Boston Healthcare System PCM 11-041 ·LM Hand-Off Communication, February 2017. 
12 The Joint Commission Center for Transforming Healthcare. Improving transitions of care: Hand-off 

communications. Oakbrook Terrace, llllnois: The Joint Commission, 2014. 
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SAIL or L TCI reports, we did find two nurses asleep. Despite the lack of Veterans' 
suffering, the two sleeping nurses failed to provide a handoff to other nurses on the 
shift to provide temporary coverage for their assigned Veteran patients in violation of 
VA Boston Healthcare System PCM 11-041-LM, and constituted 50 percent of the 
available nursing staff on 41 C. We find that this places Veterans in danger as 
neither individual was immediately available (one was behind a locked door wrapped 
in a blanket) and both appeared fully asleep upon our discovery. 

• We have significant concern about the blatant disregard for Veteran safety by the 
RN and CNA-B. Short-Stay Skilled Care (provided on unit 41 B and 41 C) as 
described in VHA Handbook 1142.02 requires direct lnterventions by a licensed 
nurse to meet the complexity of individual Veteran needs. Direct intervention 
requires the nurse to be present to provide these interventions. As there was no 
handoff to peers on the unit, this impacted the ability of the covering nurse to provide 
direct intervention if needed.13 

Recommendations to Brockton 

1 . Take disciplinary actions against the two nurses found sleeping who failed to 
conduct an appropriate handoff. 

2. Implement standards of performance and behavior relating to staff break time and 
educate the nurse manager and PCCs on appropriate actions to take in the event of 
violations. 

3. Educate staff regarding the standards of performance and behavior relating to break 
time. 

4. Conduct periodic leadership rounds on the off tours at random times (not simply at 
the beginning or end of the shift) . 

Allegation 2 

- instructed to alter an adverse incident report on a patient fall, 
which may violate VHA Handbook 1050.01.14 

Background 

VHA Handbook 1050.01 , states the goal of the Patient Safety Program is to prevent 
harm to patients by identifying and reporting adverse events and close calls, reviewing 
adverse events and close calls to identify underlying causes and implementing changes 
needed to reduce the likelihood of recurrence, and disseminating patient safety alerts 

13 TJC Sentinel Event Alert: Inadequate hand-off communication; Issue 58, September 12, 2017, 
https://www.jointcommisslon.org/assets/1/18/SEA 58 Hand off Comms 9 6 17 FINAL rn.pdf. 

14 
VHA Handbook 1050.01, National Patient Safety Improvement Handbook, March 4, 201 1, revised March 31, 2016, 
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and lessons learned.15 When an adverse event or close call occurs, VA personnel may 
use any available or locally accepted method to notify the patient safety manager and 
begin the facility's consideration of the event. There is no requirement to get approval 
from management or leadership before reporting an adverse event or close call. 

Findings 

We interviewed nurses from all shifts and physicians responsible for care of Veterans 
on units 41 B, 41 C, 428. and 42C. All indicated that there were no barriers to reporting 
concerns through the ePER process or directly to management. The whistleblower 
indicated that - · a charge nurse, instructed her to modify an ePER, specifically 
the section, "Time Patient was last Rounded prior to his/her fall," which the writer had 
documented as "unknown." The whistleblower stated that she believed the intent was 
to change this specific section to "5 minutes prior'' to imply staff had rounded on the 
Veteran more recently than indicated by the evidence. In her interview , who 
is named in the allegation, denied instructing anyone to change an incident report. We 
also reviewed the ePER and found that the document contained the statement 
"unknown," which was what the writer described. 

Conclusion for Allegation 2 

• We are unable to substantiate that a charge nurse instructed a staff nurse to 
modify an adverse incident report. We reviewed the completed ePER for the event 
in question, and found that the content was identical to what was intended and 
described (i.e., the time of last rounds documented as "unknown"). We found no 
evidence of coercion or modification of the ePER to reflect a more favorable report. 

Recommendation to Brockton 

None. 

VI. Summary Statement 

We have developed this report in consultation with other VHA and VA offices to address 
OSC's concerns that Brockton may have violated law, rule or regulation, engaged in 
gross mismanagement and abuse of authority, which may lead to a substantial and 
specific danger to public health and safety. In particular, VHA Human Resources has 
examined personnel issues to establish accountability, and the National Center for 
Ethics in Health Care has provided a health care ethics review. We found violations of 
VHA policy, and note that a substantial and specific danger to public health and safety 
exists at Brockton. 

15 Ibid. 
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Attachment A 

Documents in addition to the Electronic Medical Records reviewed: 

VHA Handbook 1142.01, Criteria and Standards for VA Community Living Centers, 
August 13, 2008. 

VHA Handbook 1142.02, Admission Criteria, Service Codes, and Discharge Criteria for 
Department of Veterans Affairs Community Living Centers, September 2, 2012. 

VHA Handbook 1050.01, National Patient Safety Improvement Handbook, 
March 4, 2011, revised March 31, 2016. 

T JC Sentinel Event Alert Inadequate hand-off communication, Issue 58, 
September 12, 2017; 
https://www.jointcommission.org/assets/1/18/SEA 58 Hand off Comms 9 6 17 FINA 
L (1 ).pdf. 

T JC Center for Transforming Healthcare, Improving transitions of care: Hand-off 
communications: Oakbrook Terrace, Illinois: The Joint Commission, 
December 22, 2014. 

VA Boston Healthcare System PCM 11-041 OLM Hand-Off Communication, February
May 2017. 

Strategic Analytics for Improvement and Leaming (SAIL) for Brockton CLC. 

Long Term Care Institute (L TCI) Survey results from 2017 for Brockton CLC. 

National Database of Nursing Quality Indicators (NDNQI) 
http://www.pressganey.com/solutions/clinical-guality/nursing-quality 

All Event reports (ePERs) for CLC units FY 2017 through May 17, 2018. 

Nurse Staffing Methodology data for CLC units, FYs 2017 and 2018. 

Nursing Sensitive Indicator reports for CLC units, FYs 2017 and 2018 (most recent). 

All Veteran complaints, January to May 2018. 

Internal Quality Management investigation for CLC concerns. 

Geriatrics and Extended Care meeting minutes FY 2017. 

Nursing Assignment sheet for 41 C February 2018. 
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CLC Hourly rounding flow sheets March and April 2018. 

Various emails provided by nurse manager. 
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