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November 30, 2009
Re: OSC File No DI-08-2379

To: President Obama
Eric Shinseki, Secretary, Dept of Veterans Affairs
Congressional Oversight Committee for Veterans Affairs
Olare Ayeni, Attorney, Disclosure Unit
Siobhan M. Smith, OSC Attorney Case MA-08-2004

Thank you for the extension of time to respond to the report from OMI investigations of the disclosure of
abuses to patients and staff to the Office of Special Counsel.

I am shocked and concerned about the lack of professionalism in the process of this so-called one-sided
investigation. The two investigations I am involved in have led me to believe that this system of
protecting federal whistleblowers is a sham and is not following the letter of the law.

What kind of country do we have where there are laws enacted to protect federal employees to stand up
for what is right, against wrongdoing, and those laws are ignored year after year and federal
management is supported in crushing the federal employee?

I realize this letter is meant to be a response to the Disclosure Report of Findings, but I find it necessary
to speak to both cases, as they are interrelated and cannot be considered in isolation of each other. So
therefore, I will comment on some specifics of both cases to demonstrate the tragedy and failure of the
system, causing harm to our nations’ veterans and the staff that serve them with dignity.

Upon being terminated on falsified charges by VA management, I filed a whistleblower claim with the
OSC for Prohibitive Personnel Practice at the suggestion of a human resources manager acknowledging
the problems at the Prescott VA, but unable to take any action of meaning. I provided documentation to
back up my assertions relative to the charges, and asserted that my employment was terminated as a
result of ongoing reporting/disclosing abuses to patients and staff. The attorney at the OSC for the
whistleblower division must have felt I had the proof/documentation of what I claimed and asked me to
file a case of disclosure because of the overwhelming evidence I had documenting patient abuse. In this
long and tedious process, both investigations occurred without the people that are responsible for making
the final determinations interviewing me or any witness that can substantiate my claims. The PPP
investigation seems to have received testimony from the VA via telephone interview. I don’t know what
happened to the documentation I presented, as both reports reflect a lack thereof. Dates of specific
events have been incorrectly investigated. The investigators would not have found for the VA in both
cases, had anyone taken the time to read the specifics of a patient’s chart correctly and interview all the
witnesses, staff and veterans about the ongoing and increasingly abusive nature of management in their
efforts to cover-up complaints.

I was informed by the attorney making the decision for the PPP claim, that the VA management was
attempting to fire me prior to my letter to the nurse exec on April 6™, and she knew that I was to be
terminated on April 8. Therefore the attorney making the decision for my PPP case, found my letter,
although whistleblower in content, not relevant because the VA were planning on my termination prior to
this letter, or so they say now. This attorney did not take into consideration any other information,
documentation or proof that demonstrates that if they were in fact trying to fire me prior to my letter,
then they were trying to fire me because of reports of abuse, and did so through making up false claims
to support their effort to terminate my employment. If this attorney had followed through with his job
and interviewed all the other witnesses that were also the brunt of a VA management witch hunt to
remove anyone that spoke up against their abusive ways.
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The following is that final whistleblower letter via email that I sent to the Nurse exec, on Sunday night at
the end of my shift, and might I say, at the request of the night supervisor! Monday I was off duty.
Tuesday I was met by my former supervisor and the VA POLICE, terminated and escorted off the VA
property. This letter gives an example of my attempts to disclose to management that abuses of patients
and staff were taking place and ongoing.

Apr 6, 2008

I want you to know why I am writing this letter to you, as there has been so
much happening lately causing poor morale, and feel I need to speak up for
change. One issue that we discuss among the nurses is that management is so
aggressive against staff for some errors that yes, could have had adverse
effects, but didn't. As you probably know, people learn from mistakes if
there is a system in place to identify what the cause, the impacting
variables, and identification of ways to prevent that same mistake from
happening again. But what has happened here, for example, a nurse gets
written up for taking a patient's temperature on the hospice wing. What
happened to the option of going to this new nurse and saying, by the way we
don't take vitals on our hospice wing, please don't do it again, and thank
you for the care you are giving our vets at the end of their life. I think
management forgets the thank you's that are meaningful, and instead have
given out little colored pieces of paper that say, things like "go team". The
staff is not stupid and can tell the difference between something
condescending and something heartfelt.

The recent management style has come down hard on all staff, for even the
smallest infraction, threatening grave consequences for messing up. If you
add this to the recent finger pointing by staff and making claims that are
not necessarily accurate about other staff has added more stress for
everyone. Many staff believe the situation with Penny Dugay 1s a set up.
Isn't that sad? If you talk with the people who have worked with her, you
will find out that she is one of the most loyal, dedicated and skilled nurses
here, she tries so hard to keep on top of everything, and is so fair to all
staff. I have never heard a negative word about her skill. I am proud to
work side by side with her, and consider her an asset to this facility.
Management 1is so guick to believe what they want, that we lose the best
staff, and then many times those staff that are dangerous to staff get to
stay and continue working here even unsafe. Remember the story about 3
witnesses to an auto hit and run, each telling the officer a different color
of the car that got away? Our perceptions can be flawed without all the
information available. People are just too guick to judgement.

But, the most important issue here causing poor moral is the staffing
problems. Management has not taken the staff seriously about the problems
with low staffing. We are not here trying to do as little as possible so we
can sit around and socialize all shift. Most of us are hard working,
extremely caring individuals and professicnals that can correctly identify
the needs of their unit, and we do it for the safety and quality of care of
the patients. Management forgets (or maybe doesn't know) that some staff have
more experience and/or education than they do. We need to engage and respect
our valuable staff into the circle of problem solving, not put them down like
little children. Some managment have even gone so far as to acuse other staff
of causing some to leave, when in fact we all know that most are leaving
because of management and and low staffing and the stress caused by all this.
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Staff who are not functioning up to par in one area might better be served
{as well as the VA being better served) to be placed into another position
where they can excell rather than wasting everyone's time having to keep
track of their mistakes and finding ways to get rid of them.

Nothing makes us feels more dedicated, more confident, more loyal than
having a job that we feel we have done well with good outcomes. We can go
home and enjoy our private lives, sleep well at night, and feel invigorated
at the idea of coming back to work. This is just not happening at this time
for most staff. Most are tired, worn out, stressed, call off a lot, increased
illnesses, more headaches, worry themselves sick to death that they forgot to
dot all i's and cross all t's because managment 1s so afraid of JACHO, we
might be written up because we forgot a treatment etc.

If you are afraid of JCAHO, maybe you should be. There are so many things
that are not done, not charted (which we know in a court of law means not
done!), things we intended to do but never got to it because we got
sidetracted too many times during the shift because we could not focus.
Licensed staff are not here just to pass out pills, otherwise we could manage
well with what we have. Here are a couple of examples: (and please
remember that I share these not to get the staff in trouble, but to make a
point

1. MR On Apr 5th which was 2nd day post op, no nursing note written
during the day, no ice applied as ordered, no removal of dressing as ordered
for assessment of site day shift.

2. Mr crells me he was supposed to get granulex to coccyx and MOM for
his bowels, but neither happened on day shift. Found that the nurse Sara
Taylor signed the treatment book that the granulex was applied. Patient does
not have dementia. Sarah probably got side-tracked.

3. On MR K8832 I wrote a note and left report message for day shift on apr
5th that patient had what looked like very large herpes lesion on chest which
was very painful to him, needed doc to look at it next day. Noc shift also
wrote note, and did give verbal report to nurse about the lesion. This
evening I asked the day shift nurse Christina Jeffers RN if she saw it, she
salid no, but she heard about it. I asked if she called the doc about it she
said no, she didn't have time. She said the staff probably put the bacitracin
on it. I said that doesn't work for viral infections. Then she said, what
does it matter, he's dying anyway. I walked away, Donna Fox heard her say,
It wasn't my priority today. I called NOD Sue R. who took him to ER where he
was diagnosed with herpes with some possible overriding bacterial infection.
Christina Jeffers called me later that evening to apologize as she felt so
bad that she was rude to me, and that she really is a caring nurse, and had
such a stressful day and admitted that she just forgot to address this
problem and felt bad for the patient..

There are just so many more of these documentation issues, and more of the
times when we are pulled from one wing to another, leaving no staff on that
one wing until we return, Jjust because there are not enough of us to properly
care for the patients AND do all the necessary legal documentation. We are in
constant fear of being written up by management or other team members. The
teams have been torn apart by all this stress, some picking on each other,
blame placing, when we should be guided into supporting each other during
this time of staffing crisis. We inform management sometimes weeks in
advance that we are short staff on a day coming up, and when that day comes
up nothing has been arranged. I am not looking forward to my shift next
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weekend when I'm the only licensed staff scheduled. I am looking forward to
upcoming changes that will help me enjoy working here again. And hopefully my
fear for the consequences of writing a note likes this to yvou is unfounded.

This letter 1is respectfully submitted. Thank you for listening. Looking
forward to a response.
jerri

Jerri Bedell MN RN, BC CHPN

ECRC 2

My PPP report documents 2 years of increasing retaliation for my whistleblowing efforts in order to stand
up for our veterans unable to take a stand for themselves. There is documentation I have provided to
show that the two reasons they gave for my termination were contrived: one where I was written up 6
months prior to my firing for not following a policy, when in fact I did follow the policy and provided the
actual policy as proof of my claim; the second issue was for the removal of a foley catheter without a
doctors order that occurred almost 3 months prior to my termination. When in fact, if the OMI
investigators had looked at the correct date for that patient’s clinical record, they would have seen that
there was no order against removing a foley catheter, that I did use good judgment for its removal and
follow up care of the patient, and I did notify the provider of my actions, and that the patient/veteran in
this case was discharged home and did provide a letter to me confirming the actions I claimed, which I
provided to the investigators, and even the OMI investigators learned from management that it is the
nurse’s responsibility to care for a foley catheter, removing it if necessary as long as the provider is
notified. Management continues to assert that I removed a catheter from a patient with an order not to,
which is clearly not true and can be verified by looking at the clinical record, which no one has done as of
this date. I responded to the PPP report, again stating the specifics and providing documentation to
support my claims of retaliation and have heard nothing back in return.

The OMI investigators failed to even look at the correct documentation, see page 21 Findings regarding
complaint C.3, where they consulted the clinical record for this patient of May 8, 2008 finding just the
opposite of my claim and ruling my claim was unsubstantiated. This is one example of the poor
investigative action, since I wasn't even an employee on May 8™, having been terminated in April of that
year. When in fact, the date of the clinical record that should have been looked at was January 28" of
that year! I have provided documentation for all these claims. The issue I was attempting to claim was
the overuse of foley catheters, which the investigators did not substantiate from their findings. If they
knew more of the information at hand, the unspoken rule of the unit, was that the physician wanted foley
catheters in all hospice patients I believe for the convenience of the staff rather than for the comfort of
the patients, which is the standard of care in hospice.

The actual reasons the VA used for my termination were contrived. Even though I was a part-time
employee and can have my employment terminated for no reason at all, this VA purposely used contrived
reasons of a clinical nature which has in essence lead to further unspoken retaliation...the inability to
obtain further nursing employment. This VA also filed charges against me with the Inspector General’s
office for contacting my Senator to report some cases of patient/veteran abuses, which led to a very
uncomfortable interrogation in my own home accusing me of viclating privacy laws.



I continue to assert that for these reasons, the Disclosure Report is flawed immensely.

) The process of interviewing ONLY the witnesses for the VA, not one witness I provided to
support the claims were interviewed even though they were fully open to giving testimony. One
patient that was interviewed knows the system and knows to, as he says “keep your mouth shut”
if you don’t want retaliation. Another old time veteran that lives in the unit suffers recurrent
abuses states “you have to pick your battles”. Many veterans that seek care at the Prescott VA
were just waiting for investigators to contact them to share their stories of abuse and retaliation.
But not one was contacted.

. The lack of holding accountable staff, physician, and management for allowing ongoing abuses
with narcotics, bowel medications, etc, abuses that were acknowledged in the findings and yet
the OMI allowed the VA to just address the issues as ‘13 recommendations’. There was no
accounting for the abuses that occurred...the physical and emotional torture to veterans who
were dying and are no longer here to speak for themselves. If a proper investigation was
conducted, they would have found that a threatening environment of verbal and unwritten orders
were imposed on staff who followed those orders for fear of retaliation of losing their job. Some
examples were 1) do not let anyone die with a full bowel, resulting in inappropriate ordering and
administering of excessive amounts of bowel medication leading to veterans laying in pools of
excessive explosive diarrhea 2) hide narcotic medication in patients food or liquid, patients that
were refusing pain medication, 3) give the pain medication throughout the night even though the
patients doesn’t need it 4) do not take temperature of a hospice patient, “give Tylenol! for
warmth” an actual order, 5) place actively dying veterans into the hot whirlpool, often causing
accelerated death, so they are clean when they die. This did often result in many dying in the
whirlpool. Even though policy was put into place to prevent these issues from reoccurring, I
wouldn't believe it because those examples were unwritten, and should not have been followed
in the first place by any competent nurse.

. Even though the background for OMI's report states that they spoke with me and met with me
while here in Prescott for their investigation was only to tell me what they were going to do. I
was asked only one question which was about the definition of ‘actively dying’. They would not
ask me anything else, did not seem interested in anything else I stated, and in fact asked me not
to report or provide any more information, as the case was already too large. I was never
contacted again by them to clarify any information, even though on page 46 it states "The OMI
team interviewed the complainant on multiple occasions”. They did not contact the two nurses
that were willing to testify about the unwritten rules and inappropriate orders from the provider
along with the retaliatory environment. And in fact, if they had contacted these nurses and did a
real investigation demonstrating protection for other staff, they would have found that just
maybe more would have come out with the truth!

. There are many examples of fear based answers. The staff and nurses deny allegations that
many will tell is true, if protected. The VA management interviewed staff and prepped them on
their answers to the investigators, of course they probably didn't record that information. VA
management claims they responded to all my concerns, which is flatly not true. Many things I
informed the investigators about, such as the inappropriate storage and administration of
medication inhalers especially to veterans with infectious MRSA was never addressed while I was
there, and in fact the same poor process was in place long after I left. The issues with overuse of
bowel meds and narcotics continued long after I left, and was not addressed until the OMI
investigation cited them for this inappropriate action stating on page ii “However, in some cases
the parameters of their use of narcotics were outside the bounds of usual practice”.
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If I provided enough proof for the finding of 13 citations, what would make the investigators
believe that the rest of my disclosures were unfounded just because they could not substantiate
the claims I made because it seems none of them bothered to look inside the patient charts.
Bizarre in light of my providing documentation of reports via email over the 3 year period to
supervisors that went unanswered by management. An example of one instance had to do with
the reporting of medication treatments that were found at the bedside untouched and yet the
C.N.A. charted on the paper treatment record that they had administered the medication
treatment. There was no way any investigator would ever find these instances in the treatment
book as they were all signed for as given! The proof was in the many email reports to supervisor
of the specific incident, patient, medication, date and time, so that the supervisor could do their
job, look at the chart and determine who did not give the treatment and yet illegally signed that
they did. This happened so many times. One RN use to collect all the medications, that were
marked by the way with the patient’s names on them, and give them to the supervisor. That RN
became the manager of the unit by the time the investigators arrived and of course denied any
of it, because of a fear for her job. I, as charge nurse at the time, use to also collect the cups
and place them on the desk of the manager so she would have them when she read my email
disclosing this problem. Many staff members were well aware of this problem. Many of the
C.N.A.s interviewed by the investigators were the ones that were leaving the cups filled with
medication in the room untouched and then signing the chart that the medication had been
administered! I wouldn’t be surprised that they denied all these charges. This practice never
changed while T worked there, not being addressed by any management. Interviewing other
witnesses and paying attention to the email documentation of my reporting these instances just
might have provided additional verification for my claims. My emails could be verified by the
investigators through backups performed by the IT department. I submitted nothing that backup
documentation wasn't available if the investigators had only iooked!

I understand that management at the Prescott VA is working very hard to deny any disclosures
of abuse or mismanagement 1 have made because of their retaliatory actions taken by them to
terminate my employment. They have manipulated the evidence, such as leading the
investigators to believe that under staffing was never an issue, that they took actions to hire
agency nurses. If the investigators truly looked into the issue of staffing and interviewed some
of those agency nurses that had left the VA, some even walking out without finishing their
contract, they might have learned firsthand information as to how these nurses were left to cover
the unit with the most minimal of staff. If the investigators wouid have interviewed me and
other nurses about the details of this issue they would have found the proof of the short-staffing
to the point of creating unsafe conditions for the veterans and the staff.

In any other venue, the inappropriate use of narcotics, “even with clear intent to relive
suffering” as stated by the OMI investigators might have generated prosecutorial actions. It
appears in many of the cases cited by the OMI investigators as “unsubstantiated”, and in light of
biased one-sided investigation, that the OMI investigators may have been instructed to find in
favor of the VA.

I assert that the Prescott VA maintained a hostile work environment, manipulating employees to follow
even illegal commands, such as hiding medications in a patient’s juice that the OMI could not even find,
even with witnesses, but oh yes, they didn’t approach the witnesses. I also assert that many of the
veterans did suffer abuses at the hands of staff following inappropriate physicians orders, or just not
educated or caring enough to provide the excellent care our veterans deserve. I disagree with the OMI
findings that state they believe that any suffering was not purposeful. And that makes it ok? Insane to
say that! The issues I reported causing abuses to veteran patients were not of ignorance, rather were a
result of an environment of fear, mismanagement, ego, short-staffing, etc. I believe this because there
were so many of us that were aware of what was happening, doing our best to prevent the abuses, stand
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up to management and suffered the consequences of losing our jobs, retirement, reputation, and
careers.

I would like to suggest another investigation needs to be undertaken by an outside and unbiased
authority; otherwise you will be ignoring again the needs of our nations’ veterans, many of which are
now seeking VA care because of the war in Iraq and Afghanistan. I am a federal whistleblower being
ignored and defamed by the government, as is other federal whistleblowers. I cannot be quieted! I am
concerned! Someone needs to get at the real story, the real truth!

Respectfully submitted,

Jerri Bedell, (electronic signature)

Jerri Bedell MN RN



U.S. OFFICE OF SPECIAL COUNSEL
1301 Clay Street, Suite 220N
Qakland, California 94612-5217
Tel: (510) 637-3464
Fax: (510) 637-3474

San Francisco Bay Area Field Office

September 3. 2009

Ms. Jerri Bedell
P.O. Box 4464
Chino Valley, AZ 86323

Re: OSC File No. MA-08-2004

Dear Ms. Bedell:

The Office of Special Counsel has completed an investigation of your complaint of
prohibited personnel practices against the Veterans Administration. You alleged that
agency officials, including Robin Larson, the Geriatric Extended Care Service Line
Manager, and Marianne Locke, the Nurse Executive, terminated your part-time
appointment at the Northern Arizona Veterans Affairs Healthcare System (the

“Healthcare System™) because of your protected whistleblowing activities. S U.S.C. §
2302(b)(8).

Based on our investigation, we have made a preliminary determination that there is
insufficient evidence to establish a prohibited personnel practice. [ am reporting our
findings below.

You began working as a nurse at the Healthcare System in April, 2005, under a
part-time appointment. Part-time employees are temporary employees whose
appointments federal agencies may terminate at any time, even without providing
rcasons. Nonetheless, when the Healthcare System terminated your appointment, it chose
to provide reasons in a letter dated April 8, 2008. The letter cited your removal of foley
catheters from patients without orders to do so and your receipt of a prior written
counseling for actions which “compromised patient care.”

You deny that these were the reasons for the termination of your appointment,
maintaining that the “last straw” in that termination action was whistleblowing
disclosures contained in an e-mail you sent to Locke on April 6, 2008. The disclosures
consisted of information that you believed reflected, among other things, understaffing,
mistakes on patient charts, missed drug disbursements and improper treatments.

Although these disclosures may constitute protected conduct, we cannot establish a
causal connection between them and the termination of your appointment. The evidence
showed that the decision to terminate your appointment was made well before you sent
your e-mail. Almost one month earlier, your supervisor contacted an employment



U.S. Office of Special Counsel
Ms. Jerri Bedell
Page 2

relations specialist by e-mail inquiring about the proper procedure for terminating your
appointment. Other e-mails written before April 6 also address this topic. Not only do
these e-mails demonstrate that the decision to terminate your appointment was made
before your April 6 disclosures, they support Locke’s testimony that when she read your

e-mail of April 6, she did not respond because she already knew that your appointment
would be terminated on April 8.

We have also examined the possibility that other whistleblowing disclosures, which
you made even before your “last straw” disclosures of April 6, may have caused your
appointment to be terminated. Your supervisors testified, however, that your
appointment was terminated for the reasons they set forth in the letter notifying you of
the termination of your appointment. Most importantly, the lctter charged you with
removing foley catheters from patients without permission on several occasions. You
acknowledged that you engaged in this conduct, but asserted that you were justified in
doing so because you wanted to make patients more comfortable or because the catheters
were leaking. You furnished no support for the position that you could overrule the
medical decisions of the doctors and nurse practitioners who ordered the insertion of the
catheters. Moreover, the nurse practitioner responsible for the patients involved, as well
as your supervisor, testified that a nurse may not make medical decisions regarding the
need for a catheter without obtaining the approval of a doctor or nurse practitioner. This
testimony was consistent with the standard Lippincott Procedures for the removal of
catheters, which indicate that catheters may be removed only based on a doctor’s order.
In light of this evidence, combined with the wide discretion possessed by agencies in
making decisions to terminate temporary appointments, we could not successfully
challenge the grounds for terminating your appointment.

For these reasons, we have determined that the evidence was insufficient to prove
that the termination of your appointment was a prohibited personnel practice under 5
U.S.C. § 2302(b)(8). Nevertheless, before we make a final decision in this matter, we
would like to provide you with 13 days to submit any written comments that you would
like us to consider. You may send them to me at the above-listed address or to my ¢-mail
address, jsiegelman@osc.gov.

Sincerely,

< b

Joseph E. Siegelman
Senior Trial Attorney



Response to Investigation
RE: OSC File No. MA-08-2004
Date: November 13, 2009
Dear Mr Siegelman,

in your letter you claim that the disclosures | made “may” constitute protected conduct, but that you
cannot establish a causal connection between them and my termination from employment.

I am asserting that because of my reports to management over a 3 year period of time, of inappropriate
treatments and care that resulted in nothing less than what can be considered emotional and physical
abuse to veterans by some staff and some providers, that management decided to find a way to remove
me from employment, rather than address the issues | was reporting. The last couple months of my
employment, the issue of short-staffing was rearing its ugly head just about every day, myseif and other
nurses , whom you failed to contact for substantiation, reporting this issue each time as our concern for
the safety of the veteran patients and for the staff providing the care. And in fact, on one occasion i was
verbally reprimanded for telling a physician that we were understaffed for the number of patients and
the care needed to be provided to them that evening. The physician was upset and said she would
correct the problem. Of course the manager she notified was Robin Larson, who was the one that did
the reprimanding. The "word” on the unit after that time was that Robin Larson was going to get rid of
the evening shift nurses because we were “trouble-makers”. This time period is what you refer to as the
emailing inquiries about the proper procedure to terminate my employment. How do you think | know
this? Because Robin Larson blabbed this to other staff she feit were friendly to her side. These staff
members are scared to death of losing their jobs if they spoke up!

Attachment 1 is a copy of a letter that was given to Robin Larson by Caroline Dugay RN on April 26, 2008
as part of a required response to Robin’s continued threat of firing Caroline, after | was fired. Robin
gave Caroline such a difficult time, she transferred to another VA out of state before Robin would have
her terminated. Caroline Dugay is and has been always willing to speak to investigators about this, but
has never been contacted. The third nurse of the evening shift, Kim Wheeler RN, also was given a very
hard time by Robin Larson, and Kim resigned due to the fear of being fired. Kim Wheeler RN is and has
been always willing to speak to investigators about the witchhunt, the retaiiatory actions by Robin
Larson for reporting abuses and safety issues, but has never been contacted.

A proper investigation is impeded for the following reasons:

e There are many employees that can corroborate my side of the story because we all lived
through it. Unfortunately, the environment of fear permeates this facility, fear of telling the
truth and you'll be fired...just like Jerri Bedell and the others! No matter how many times they
tell the staff that there is no retaliation for whistle-blowing, no one believes this!



e The nurses that are no longer there, many having left of their own accord prior to being fired,
can validate all these issues, but only if you contact them, and you have not. You cannot believe
that they are all disgruntled ex-employees. The sad and disheartening part of this is that we
were all excellent nurses and staff, providing excellent care, and because we stood up and took
a stand to protect the veterans, we were the ones who lost our jobs doing a good job and
standing up for what was right. Unfortunately, management spent their time trying to find a
way to terminate me, and others, instead of just addressing the issues, and for some reason
management is supported in whatever they say, and the abuses continue.

e You have to realize that management is going to do whatever they can, and say whatever they
can to protect themselves. They truly are only one side of the story. The other side has not been
interviewed, so how can you call this an impartial investigation. Maybe you didn’t, maybe it was
what | expected and hoped for... for the sake of the veterans.

As for the supervisors testifying that my employment was terminated for the reasons stated in my letter
of termination, | can tell you this is their poor attempt to cover-up the actions mentioned above. You
don’t really believe they would admit to firing me for whistleblowing? 1 will address each issue
separately.

1) “..on several occasions you have removed foley catheters from patients without orders to do
so. This has the potential for compromising patient care.”

| removed one foley on Dec 30, 2007 on one patient, and one foley on Jan 28, 2008 on another
patient. There were NO orders on these patients to NOT remove the foley catheters. |
submitted to the OSC specifics such that these patients clinical records could be reviewed. |
never stated | did this just for comfort as you suggest. | removed them for serious issues
compromising physical and emotional health of these patients. Both patients had Foleys with
blocked urine flow and blood clots, pain and discomfort, and most of all serious risk of further
physical injury to these patients if catheters were left intact. These patients were on the hospice
unit. Catheters used on the hospice unit are for the comfort of the patient. Both times my
charting reflected my actions, my reasons, my competent care for these patients, the continued
monitoring of urination after removing the Foleys, AND most of all the that these electronic
notes were in fact sent to the provider {the nurse practitioner Betty Sue Zager) to notify her of
my action, the reasons for the actions, and the positive outcome of these actions.

1 did in fact follow standard nursing procedures for the removal of foley catheters as stated in
Lippincott Procedures Manual (see copies of pages attached 2 through 5, nowhere on these
pages does it claim that a nurse needs a doctors order to remove a foley catheter. It does state
on page 718 “An indwelling urinary catheter should be removed when bladder decompression is
no longer necessary, when the patient can resume voiding, or when the catheter is obstructed.”
On page720 it states “Change the indwelling catheter, as ordered, or when malfunction,
obstruction, or contamination occurs.”



And the fact that both patients did better without the foley, especially since they were not
functioning correctly. | provided the patients names to the OSC lawyer, and you have the dates,
and all this information can be viewed by looking into the electronic record.

According to the OMI’s investigation into this matter, “The hospice physician admission orders
from CPRS do include, among other routine orders, the option to select “Foley/Straight cath
PRN” and "Change Foley PRN”. These two patients that | removed the foley catheters had the
orders for the first option. The OMI investigation also reports that “Ordinarily, the nursing staff
is allowed to exercise their independent judgement about whether to insert or remove a
catheter.” Unless the provider writes a specific order not to remove a foley, which was not the
case with these two patients!

In fact, the nurse practitioner is claiming that | removed a foley catheter from a patient AFTER
she had written an order stating the foley catheter was not to be removed without her
permission. This is not true! This patient was in fact a different person than the two | removed
catheters from, was written on Jan 30", and | did not even provide care for this patient. If you
were to review this patient’s record, you would see this fact, and that | did not remove his
catheter! The nurse practitioner wrote this order because she didn’t want anyone overriding
her orders, an ego issue, even though the actions may be taking better care of her patients. See
attachment 6, which is email | sent to the other nurse practitioner at her request on FEB 2, 2008
the numbers are blacked out, the OSC lawyers have the original with the identities. There was
never any response back from Lori McCoy, or any supervisor, or anyone else about this issue
after FEB 2, 2008. | was never written up for anything after Feb 2, 2008, why did it take them so
long to terminate me for this issue, and according to you the emails with human resources
started "almost one month earlier” than my termination date. What do you think made them
wait so long?

’

From the Prescott Daily Courier, an interview by reporter T.M. Shultz in article dated August
30, 2008 states when asking if nurses can remove foley catheters, the response was ” Locke -
an RN herself a nurse - and Dr. Walavalker emphatically stated in a July 3 interview with The
Daily Courier that a nurse should immediately remove a bloody, overflowing catheter from a
patient and does not need "orders" to do so.” "We have told the nurses to use their

judgment," Walavalker said. The tape recorded interview is available from this reporter, if you
would only contact her.

So in fact, | did not remove any foley catheters without permission! And ! did notify the
provider (the nurse practitioner) of my actions, documented by the clinical record for the two |
did remove. My actions did improve patient status, preventing further and possibly traumatic
complications. The only reason management is maintaining their claim is to have a reason to
terminate my employment.

| know and the other staff knew that the nurse practitioner Betty Sue Zager and Dr Walavalker
did not like anyone questioning their orders. Another example | gave for your investigation was
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about a patient that was brought to the floor from the ER by the nurse practitioner and she
ordered his IV fluid to be run at a full out rate which was about 400 cc per hour, and then she
went home. First of all, that rate is not allowed on that extended care unit by policy, which |
provided a copy, allows only a rate of 250 cc per hour. Any higher the patient would have to be
cared for in the ER or the main hospital. | was the charge nurse that evening, called the on-call
doctor, explained the situation, and he changed the order to reduce the rate to the appropriate
amount. The second issue, and more important than the policy was that the patient was an
older person in his 80’s who was found in his house collapsed, and now was severely
dehydrated. Running iV fluids too fast into a compromised older adult can lead to fluid overload
and heart failure. The next day the nurse practitioner was angry that | overruled her order. The
witness to this situation was the other nurse management tried to fire, Kim Wheeler RN, who is
and always was available to give testimony to this example. This example happened within the
time frame of the issue with the catheter removals. Dr Walavalker was known to go to the
supervisor, Yvette Hankerson at that time, and demand she write-up/punish nurses that
questioned her orders or treatments. Kim Wheeler RN was written-up for taking a temperature
on a patient in the hospice unit. There were no orders preventing this action. This was one of Dr
Walavalker’s spoken only orders... there will be no oral temperatures taken on patients in the
hospice unit. This is ridiculous and inappropriate care for a hospice patient. Itis up to the nurse
to make that kind of decision. Dr Walavalker placed an open order stating “Tylenol for Warmth”.
Sometimes people are warm because of the dying process, because of the heat in the room, or
too many blankets, not always fever. Medicating patients with Tylenol for warmth when there
are just too many blankets is inappropriate. Caroline Dugay RN, also almost fired, questioned
Dr Walavalker’s order for giving a patient the medication Levsin too often, every 10 minutes. Dr
Walavalker was upset that the wife was in the room and complaining about the noise from the
death rattle, and yelled at the nurse for not following her order and giving multiple doses as
often as she wanted. More of that medication does not work the way she wanted, and in fact
too much of the medication actually causes severe agitation, and most likely hastened his death.
Dr Walavalker told the supervisor of that issue and the she no longer wanted Caroline Dugay RN
to work the hospice unit. One of the dayshift nurses, Catherine LeBlanc RN, befriended Dr
Walavaker and they had been seen out partying together at bars by staff. it was Catherine
LeBlanc that lied to the supervisors about me, saying | had refused to admit a patient on my
shift. There is no reason | would ever, ever say that or do that. It is just plain ridiculous. We all
knew that Catherine LeBlanc was friends with the supervisor Yvette Hankerson and Dr
Walavalker and was constantly reporting people to get them in trouble. After{left
employment, the new supervisor finally had all the info and the complaints about Catherine
LeBlanc and she was terminated. That did me no good.



2)

This leads into the 2™ reason they gave for my termination titled Letter of Verbal Counseling
(Failure to follow policy and procedures), in which it states “On 10/11/07, a patient was
admitted to ECRC 2, late in the afternoon and the RN TM was to be compieted by you, but it was
not completed. You failed to follow the proper procedure for caring for the patient. The
patient’s assessment was delayed until the oncoming shift.” See Attachment 7

As stated above, how Catherine LeBlanc lied to supervisors stated | said | would not do the
admission. In fact, the policy states the admission shall be completed within 24 hours, not 8 as
Yvette Hankerson was telling me. See Attachment 8. | tried to tell her about the policy and she
was forceful in saying 1 didn’t know what | was talking about, that it was 8 hours. And, if | didn’t
sign it, | would be fired. 1 had never been written up before, also knew they were on witchhunt
writing up the other staff for silly things, and so 1 didn’t do anything about it. 1 should have
taken it to a committee and had it removed from my file.

As for this patient that was admitted, this actually happened on the shift prior to mine when
Catherine LeBlanc was the charge nurse and she did not admit him on her shift, passing it on to
me to do. That shift did nothing to help this man, who was a quadriplegic just transferred back
to Prescott from the VA in San Diego rehab unit where he had reached full potential with them
as he was not trying to help himself anymore. They transferred him in stable in condition.
When | came on shift and found him lying in his bed with no ability to call for help except to yell.
They had left him there in pain, giving him no water and he couldn’t pick up a glass on his own. |
tried twice to do the admission paperwork with him which does take a couple hours, but does
need his participation. Once he became sick from the pills and began vomiting, and the 2™ time
he tried but told me he couldn’t do anything as he was too exhausted from his 8 hour ride that
day. | charted this information in the clinical record. When | was receiving the letter of
counseling, Yvette Hankerson told me that | didn’t even chart on him. 1 reassured her that | did
noting that | attempted twice to complete the admission process and then she backed down.
She hadn’t even read the chart, only believed what she was told! In fact, on that evening, that
paralyzed patient was so scared and in pain and needy for help that | assigned George Vetner
C.N.A. to actually stay with him one-on-one to relieve his anxiety and help him be comfortable
by repositioning frequently for pain relief. This patients’ injury resulted in paralysis but he could
still feel everything! Therefore, this patient, received more than excellent care that shift, having
staff with him all the time. And, in fact, the Lippincott Procedure Manual, that the VA so closely
follows, on page 3 states in reference to the admission assessment that “During this assessment,
the nurse must prioritize the patient’s needs, and she should always be conscious of the
patient’s levels of fatigue and comfort. The admission process can be exhausting.... When the
patient is experiencing physical or psychological problems, the nurse should decide whether any
portion of the admission assessment can be postponed.” (see attachment 9)

| take all of this matter seriously. | am an honest, ethical, and dedicated nurse. | have a Masters

Degree in Nursing and have taught nursing at the associate and baccalaureate levels. | pride

myself in excellent care. During my employment at this VA, there were many more issues that |
5



didn’t report, because | am aware of the realities of health care...it is not perfect! But, in the
issues | have reported, | don't believe there was any good reason for those actions that | and
others deemed abusive to patients. | always tried to do it nicely and many times said | would
help solve the problems, teach better ways, etc. | even started a committee for just this process
and also developed an educational program for one issue. | joined the committee for Evidence
Based Practice and even developed a protocol for one issue, having the committee compliment
me for being the first person to actually get something accomplished in this committee. But that
protocol when sent on to Marianne Locke, the nurse exec, who put it aside, stating that the
nutrition committee was looking into the issue. The rest of my tenure at the VA, | never did see
any changes to that issue.

| know, and showed the lawyers at the OSC through documentation, that Robin Larson followed
a path of retaliation after | went above her head to the past nurse exec back in 2006 to report a
problem that Robin was ignoring. If you even looked at my evaluation from Robin when she was
my supervisor, you will see that it is glowing and excellent. The next evaluation from Karen
Martin, occurring after Robin’s anger with me for going over her head, was actually rewritten by
Robin. My supervisor Karen Martin wrote it first and delayed it almost 5 months saying Robin
had it, and then told me Robin rewrote it. You can see some of the same verbiage on both. This
one was very derogatory. | know and other staff know, that Robin was on a mission to have me
terminated. | never did anything wrong, just reported abuses, which she never did anything
about. There are many things | just can’t prove and of course Robin probably denies this.

When | filed this complaint of PPP, | submitted approximately 50 pages of documentation, showing the
multiple things that | reported as abuse through the time | was there as an employee. One of the
providers at this VA who | was friendly with told me that management fired me because “they were
intimidated by you”. |can’t prove everything. You just have to put the pieces together like a puzzle
and see the whole picture. And this means actually interviewing the people that are witnesses for my
claims. You haven’t even interviewed me!

Hopefully | have substantiated my claims about the reasons for my termination as being false on their
part, which | believe is abusive and retaliatory to me on the part of management for bringing issues to
light they didn’t want to acknowledge. | also challenge the part of “part-time employees are temporary
employees”. My designation on my paperwork stated PERMANENT PART TIME. | do realize any
employee can be terminated without reason, but | do believe it is illegal to terminate my employment
for the wrong reason and thus hindering my career. | am fighting the way they did it, making false
allegations via truth twisting, terminating my employment, which | assert is the retaliation for my
ongoing process of reporting/disclosing abuses to Veteran patients.

Sincerely,

Jerrs Bede¥

Included are 9 Attachements



November 2. 2007

On October 12" at approximately 2045 Mr. S‘ was brought back to the floor by a
VA policeman. 1 was in the last room on B Hall admitting a new patient, Mr. R.. when
the CNA advised me that Mr. Sefiiliiip was missing. [ immediately dropped what I was
doing to search for the vet. When I got to the nurses station, I could see Mr. Syl

coming down the hall with the Policeman. I did have the CNA place a wanderguard on
the vet and we continued to monitor his whercabouts.

Earlier at beginning of shift I requested another CNA from the NOD, Sharon Dublin, and
was told that there were no other CNAs available in the Facility therefore [ would have to
work with only 3 CNAs. | advised here that this was a safety issue because I would not

be able to watch the floor and do a new admission because it takes approximately 2 hours
to complete one. I asked her if she could help me with the admission due to the high level

of acuity of the floor and high census on Hospice. My request was denied and I never saw
the NOD the rest of the evening.

Very truly yours,

Caroline Dugay RN
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Home care

[ the patient will be discharged withva long-tecan indwelling
catheter, teach hin and his funiiv all .l:«pc(i\ of daily catherer
Jndintenanee, il:dudlng care of the skin and uein. 1TV s
tus. signs and symproms of arinaey traed abecdion or ob-
strucrion, how (o trrigare the catheter (if appropriate). and
the tmportance &‘){;ldmpl wee Huid inrskas m nnsiieain poren-
o L\ lnn hat 4 home care nurse should visit every 4 1o 6

ceks. or more often if needed. o c/inge the catherer

Complications

Urinary fract infection cau result trom the tnoroduction of
bacterta into the bladder. Improper inserzion can catse trau-
matic injury 1o the urerhral and bladder mucosa. Bladder
AtonY o spitsins can result rom rapid decompressiun of &
severelv diswended bladder.

Documoentation
Record the dite, time, and size and tvne of ndwelling cathe

el
used. Ala deseribe the amount. color, ind viher character-
isics of nrine empricd from the bladder Your faciliny mau
regutize only the intake and output sheet for Huid-balance
dara. 1 hrge volimes of unine have been emptied, deseribe
the paticut’s wietance tor the procedure. Note whethera
irine specimen was sent for hiboratory aualysis.
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keeping the catheter mseruon sie dean. ronune catherer
care t}cpi«:.‘dly is pertormed datly afec the patients norming

bath and inunediarely after perineal care. (Beduime catheter

care pay have to be pertormed betore perineal care.)
Seudies suggest thar catherer care shoubd inclade daily

ug.mmv of the mearal-catdeter area. The nse of topical an-

totics 1s discuuraged because it hasn't been proven ro be

clfective in decreasing infecrion. The cquipmcnr and the pa-

rient s genitalia regaire §
{atheter s

aces and >1Hunns that are expased w urine
s whose cacherers de-
velopa Jf(\&l\.\i,k. ave urine chats alkaline and high i con-
centraiions of i, prorein, and calcium sales. Far this

will develop encrustations. and pariens

reasoil, ity recommeinded chat cutheretized paticats drink
fars of Huids 1o ensure increased unne outpat so that mi-
vs are Hushed vut of the bladder.

Be stire 1o assess the catheter every dav for ervseals or en
crstations by palpating it berween vour fingers and assess-
ing for sandy or granular materials. Be careful not i break
ot Ay L’\\l‘(h H CHUTLMATIONS e preseit o the catheter.
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Tioner may order bladder ret raliing before catheter re-
roval.

Equipment
lar catheter care: Soap and warer  srerde gloves  sterile
Eab 4t gauze p: Wy basin \‘.n\)h{i()(i} teg Lw or adhesive
tape coliection bag  waste recepracle upumw satewy pm
suibber band. gooseneek famp or Hashlighe. adbesive remove
SpECHIen Golitainet.

For catheter removal: Gloves  1h-ml svringe with & fuer-
fock bedpin fluen-saver pad wpdonal: clamp for blad-

dur ret

e,
L

Impiementation

Coubinm the patiens’s identiry using two patenr identi-
liers uccanding to vour facilieyy policy.

Explain the procedure and s purpose o the patient.

Provide the padent wich the ecessare equipment for sclt-
cleaning. i possible,

Provide privacy.

Catheter care
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e e e a o e See e e St

e Gz cosetans iy materd, 1F vou netice any of these

conditions {or it vow facml\‘\ policy requires 10, obiain 4
arine specimernt from the specimen collection port. Collecr
at least 3 i of urine. Notifv the practitiniier about your
findings. ’

Inspect the ouside of the catherer where ir enters the uri-
nary mearus for encrusted material and suppurative drainage.
Also saspect the tssue around the mearus Far irvitation or
>\\‘¢‘I|ug

Remove the leg band. or if adhesive tape was wsed to se-
care the catheter remye the adhesive tape. Tnspeet rhe arca
for signs of adiresive burns—- edness, tenderness, or bisrers.,

Puton the stertle gloves. Clean the outside of the catheter
and the tssac mound the mearas using soap and water, 7

irwid coidiiniinaty 1‘.’«"'( LY

!, nll\"'.‘.\'\ (iL‘il’!l i!" \&'ig?*

ing aw.v from—never taward—te urinary meanis using
soap and water. Use a dry gauze pad 10 remove encrusted
material.

Remove vanr gloves, reapply the leg bund. and reartach
the catheter to the feg band. ifa feg band isu'tavailable, tear

i picce of adhesive rape frant the rall

lo preeveine skin bepevsensitivay o iritaiion, rerape the

Most drinage bags have a plastic clamp on the tubing o
attach them o the heer, 1 this isnt available, wrap a rubber
hand around the drainage mibing. insert the satery pin through
adaop of the rubber band. and pin the tubing ro the sheet
below bladder level. Then ‘\(mm the coliection bag. beiow
bladder fevel, o the bed frame,

I NCCCSSATY, L fean residue from the previous tape site with
adhesive remover, Fhen dispose of ail used supplics i wasie
receptacle.

Carheter remaoval

Wash vour hands.

Assernble the equipment at the paticin’s hedside. F\p].\in
the procedure and teli him that ilc may feel slight discom-

fort. Tell him that vour'll check him perviodicatly during the
t ; :

first 6 e 24 hours atter catheter semoval ro ambe e fe ie-

aines catdiing
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Puton gloves, Place a lnen-saver pad under the patient’s

})'\Hlﬂ‘\'i(‘i »"\Nllch th i}‘
the carherer.

Pull back on the plunger of the svringe. 7his deflures the
ballooy by apiaeiseg dhe igeceed find. The amount of Auid
injected is usually indicared on the 1ip of the catherer’s bal-
loon lamen and in the patient’s chart.

ringe to the luer-lock mechanism on

Grrasp the catherer and pinch ic iemlv wirl vour dounb
and index finger 19 pivreirt aiine from flawing back o the
wierhia. Betore doing so. olter the patient a bedpan. Gendy
padl the catherer from the uretlira, 1f vaw meet resistance.
don’t apply furce; instead, notiv th p,.u 1HoneT

Measure and record the amount ot arine in the colicerion
bag betore discarding it. Remnve and discard gloves. and

wash vour hands. For the frse 24 bones afver catherer re-

moval, note the time and amount ot cach vaiding.

Special considerations

Some facilities require the use of specific dleaning agenis
for catheter care, so check vour facility's policy manual be-
fore beginning chis procedire.

Use x closed drainage sestem, whenever passible, fo e
crease the /).'rm'm"v chance af getitig a wiinary tract nfection.

Avoid raising the drainage bag abave bladder fevel. 74
prevents voflux (1/ winte, which may contain /)ru teria. 1o avwied
disnaging the wrethial hiien b Sladder waif. always discon-
neer e drainage bag and wbing fron the bed linen and
bed frame betore helping the patient out of bed.

When posstble. attach aleg baw i ailme the pearent greaner
mobifity. 1f the patient will be discharged with an indwelling
catheter, teach hinthow to use a leg bag. (See Tewcheny about
leg bags, page 7201

EIIC(‘UI:[},& patiets with winesu |ucd Huid itake to in-
crease intake to ac least 3,000 mi per day. This belps flushi the
11/‘f;lp?/"' ayetem and vednces sediment foimiarion.

Afrer catheter removal, assess the paticnd for inconumnence
tor dribbling), wigency, persistent dysuria or bladder spasiis,
fever, cliills. or palpable bludder dustention. The pavent
shoutd vaid witliin 6 10 § hawrs after catheter removal.

When changing catheters afier fong-er ase (uvaliv 30
¢ size catherer becarse the imea-

days, vou niay need a larg

rits endarees, causting wriie 10 leak wrornd the catheres:

Home care

Inseruct paticins discharged with indweliing carherers o
wash rhe urinary meatus and perineal area with soap and
water ewice daity and the anal area atter cach bowel mave-
ment.
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Teaching about leg bags

Aurine dranage |

attached to the leg provides the cathetenzod patiesn vl wreg

aomobitiny Recaese e Hay

Iucldden andec clothing, it may \‘m h( Ap him teel more comiortable abnut cathelerization. Leg hoads are osualiy

worny duang the day and ae replaced at wighi with a standard collection deviee

1 vour pavient wili he discionged with an idwedling
catheter, each b how to altach and remove a leg
hag. To demonstrate, vou'lh need a bag wiihe o shot
dranage wWhe, to strdps, Wi dicGhad pad, achesive

tape, and a screw clamp or hemosiaz

Attaching the leg bag

)‘rnvlrfe pnv.u.\' ancl explam the procedure. Describe
the advantages of a leg hag, but cautian the patient that
a feg bag is smaller than a standard collection device
and may have to be enmiptied more fraguently,

Remove the protective covenng irom the tip ol the
drainage wihe. Thea show the patient how 1o clean the
tpwith an «llL()‘I‘H}l SPOREE, Wiping away g e
Shivky ham

!n 3

QPBUTING O v

how to attach the tobe to the « ..r!)exw

Place the dranmage bag on the paidents calt or thigh,
Hlave him tasten the sliaps secnredy -as shovon aid
shose i how o tape the catheter o s ded. Bmpra-
size that he must teave slack in the catheter (o minomize
pressure b the bladder, urethra, and related structures.
fxCessive pressure an fonsion Ca fead] By lssue roghs
clenvi

Also tell him nal to sten the stiaps too tHighih (o
avord itertening with his coculauon.

Avoiding complications
Aithough most leg bags have a valve in the dramage
wwibe that prevents urine rettux into the bladda, uige the

patent o heep the dramage hag Towes than nis bladde
ot all ties because e the haa oo pedect grontd
micdim tor Hactena Caotion um aog Lo dao o bed b
lake long naps while weanng the draiare bag.

T prevent a will feg bag nom damaging the hiadcy
wall and ueethea, encourage the natient fey ennpahy o
hag when it's only one-haif ull, He shonlil also i ingpent
the catheter and drainage tube pediodicails oo cons
pression or kinkiag, whichi coule obstroct g thon
anh reselt v bladider distention,

Tels the patient 1o wash tie feg bag with soap and
Water ar a2 badleriostatic soluion betore cae b ase to
FUELent e ion.
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prevent this, kccp the patient well hydirated ii‘hc isnton Hi- are failure of the batloon o deflare and 1uptive of the )
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swrige nan |

np the catherer. Signs and symproms may inchide cloudyany sediment buildup, and whethara specinien was sene

faboratory analvsis. Alo record Juid inwake and vumpac




Jse of foley caths

Subject: use of foley caths
From: BEDELL.JERRI@PRESCOTT.MED.VA.GCV
Date: 2 Feb 2008 23:41:48 -0700 (MST)

To: BEDELL.JERRI@PRESCOTT.MED.VA.GOV, MCCOY.LAURIE_K@PRESCOTT.MED.VA.GQV,
Jbedell@CABLEONE.NET

Hi Laurze,

Cn Mr S SR (0 hospice, Dec 30 | removed foley due to excess leaking,
and so much blood, he kept yanking at it. After that urine was yellow,
and he was voding fine. Jan 1 Kelley CNA put cath back in, no order or
note by nurse or provider to put it back in and of course the bieeding
startes again. The order is usually straight cath prin for comfart, but
seaims ke they put foleys i all hospice patents,

On 1/28 1 removed foley from Mr 5 9l » hospice, for same reason,

ieaking too much, and he was getting ready for discharge from hospice,

doing so well, not dying now anyway, and no one knew any reasen for him

having & foley, and of course he did get UTL Removed it, and monitored

fum for residuals and he did weil, TR o i/
3 a-tetaily D r#mg“ KT FsrrenT T ‘Q é#‘ﬂ,@m IniTpoare”

On 1/30 for Mr H Sue Zager wrote order "Do not discontinue foley

without this providers order”. I'm sure not chalienging her, just

providing good nursing care with proper nursing Juagement. This patient

they could have just straight cathed him.

anyway, let me know If you have any suggestions for me how to deal with
this. Thanks, jern

No virus found in this ncoming message.
Checkea by AVG.
version: 7.5.515 / virus Database: 269.22.11/1371 - Ralease Date: 4/10/2008 12:23 PM

1of 1 4/23/2008 3:48 PM



Northern Arizona
VA HES Memorandum

Date: October 26, 007
From: Yvette Hankerson, BSN, Nurse Manager ZCRC 2

Subj: Letter of Verbal Counseling (Failure to follow policy and procedures)

To: Jerri Bedell, ECRC 2

The undersigned have met to discuss Jerri Badell failure to As a consequence of your
actions, patient care was compromised. This meeting constitutes a formal, verbal,
counseling. The following specific items were discussed in this meeting:

1. On 10/11/07, a patient was admitted to ECRC 2, late in the afternoon and the
RN TM was to be completed by you, but it was not completed. You failed to

follow the proper pracedure for caring for this patient. The patient’'s assessment
was delayed until the oncoming shift.

2 . Additional failure to follow hospital policy and procedures may lead to
progressive discipliv.ary action.

3. A copy of this counseling will be retained by me for no longer than six months,
unless it becomes racessary to place you on sick leave certification.

4. If there are persunal matters adversely affecting your job performance, | can
help you in contactir g the Employee Assistance Program.

BN
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Northern Arizona VA HCS GERIATRICS & EXTENDED CARE POLICY #42
Prescott, Arizona

February 2005

INTRODUCTION: An Tnterdisciplinary Treatment Team (ITT) is responsible for the
managemem and the outcome of care for Extended Care and Rzhabilitation Center
(ECRC) patients. The ITT includes representatives from the disciplines of nursing,
dental, nutrition, recreation, chaplain, social work, rehabilitation therapies, and medicine.
Some components of care may have to be provided outside the ECRC by consultants but
will be coordinated by the ITT.

POLICY: The ITT shall develop and maintain a systematiz, sequential,
mdmduahzed written plan of care for each patient in ECRC. All disciplines comprising
the treatment team are expected to fully contribute expertise to the provision of quality
care. The plan of care shall be based on a comprehensive assessment using the
computerized Resident Assessment Instrument (RAI) of the Minimum Data Set (MDS).

3. DEFINITIONS: Minimum Date Set (MDS): A standardized assessment/care plan
system designed for Long Term Care that uses the Resident Assessment Instrurnent to
generate a plan of care for patients.

4, PROCEDURES:

a. ADMISSION ASSESSMENT AND INTERIM PLAN OF CARE: Within 24
hours of admission to ECRC, an initial assessment shall be completed by a registered
nurse using the ECRC Interd:scxplmaxy Team not in CPRS. An interim plan of care will
be established from the assessment data and physician orders for the first two weeks after

admission.

A medical assessment will be completed within 48 hours of admission and contribute
further information o the interim plan of care.

b. COMPREHENSIVE ASSESSMENT USING RAI: The ITT shall complete
comprehensive assessments within 14 days of admission using the MDS.

¢. PLAN OF CARE: A plan of care shall be formulated which incorporates
the RAI collaborative assessment of patient problems, needs, abnormalities in the aging
process with patient/family input. The plan of care will include:

1) Resident problems and appropriate interventions:

{
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ADMINSION

Admission o the narsing unit prepares the parient for his
stay in the health care faciliy, Whether the admission is
swheduled or follows emergency tearment. effective admis-
sion procedures should accomplish the tollowing goals: con-
firm the patients identity using nwo patient identifiers ac-
u)lqu to vour taciliey's policy. and assess his clinical sea-
s, miake him s comfortable as pussihie, introduce i o
Iris roommares and the staffl arient hint 1o the environment
and roanne. aud provide supplies and special equipment
reeded for datly care.

Niussey should be divecdy mvelved i the adimission
PIOCess——ass1gning a patent to a1 roon. making sure that

the necessary diagrostic tests are comnictcd, and providing

for conmmunty ot care when tie p angerte v adimined, Admit-
tng pc'wmnd should canter wirh the nursing seaff 1o mahe
sure that the pwcm S TOARLANEIMENT I hased vn thie Da-
acs conditin:
Constderation of dhese fu
reduces the partents anxierv and promntes cooperation. con-
mhmmg 10 ,hL PAtient’s fecoveny.

Feontact with the padent sets the foundaion

eabth care neade and personal prefereies

rs during the adrutssion process

init

VoL rci;nim:xhip. Be prepared 1o give the panent and
H

{
iy ramde st present, vour tdivided .

trenfion diiring the
admission process. Niking ge nme o Haev i and s
vaur patient Blflls his pivsiologie and safere needs and o
tablishes a rhc:ulpcnm relavonship, When onenting the pa-

slent and hic ramily o the RGeS rondne remember o

mention that (e or NT0re NEEGS e wdle fal e patient
fdepending on shitt requirements) during his hospitaliza-
ton.,

H

e . ~ S § . . B
ihe HEINE Commission IC(;HITCS 0L e

an admission assessment performed by a registered mirse,

During chiv assessment. the nurse must priorstize the pa-

weds. and she shouid

-
flents Vs pe consciots of the pa-

s ; - ,
‘1&11 veds ol laiicue ahd com f()"g The AU TN IO PToCess
an ‘\c eshausting, upeu ally when the patient iy delaved in

¢ tor g roon: assienment. W hen the pu-

o . 1 :
wyihuiogical problems the

dhe adptimge ofb

vooottion of pieadansion

ADAsstON 3

I also ivtportant 1o matnrain the pavent’s privacy whife
obraining his nmni* history, ;\\uudm:_; to the Partent Care
Partitership, the parient has the vight o expece dns, Bxam-
inatiot, consultaon. and weamment should be conducred
i way protects the patieats privacy,

\dmmmn FOLLES (‘mt are © f.mg.n and show appro-
Z()l the LN CAl €ase 118 &g Y al)(i e

P'fldic CONert
MOLE COOperation .ls\d ruwpm'uy T e ment, s o
wibuiing to bis recovery: Conversehv adinissian routines rhat
che pationt perceives as CAITIEs OF CXCens ey npersond b
heighten ansieny, reduce cooperntian, impair his response
ta treatment. and perhaps aggravare symproms,

Equipment
Gown  personal property form  viduabies envelope ad-
nussion form nirsing assessment form - chermomerer
vmesis basin - bedpan ar urinal - bath basin warer pirch-
erocup, and tray  urine specimen contauer. i needed.

An admission pack usually contains 0ap. comb. tonily-
hrush. toothpaste. monthwash, warer pircher, cup. ta

tion, facial dssues. and thermomerer. Becoise the prtivais
pack 15 ineluded i s baff. e can take ithome with b, An
adnizisaan pack helps preveits cross=contaminatin and Gicieas-

I
. Crirer o f R e
C3 MR ORI

Preparation of equipment
Obain a gown and an adimission pack

Position the bed as the pagents ondition requires. It ehe
mm ne s mhulazor, p face the bed i she low position:f
he's su:mng on a seretcher, place the bed in the high post-
tion. Fold down the top finens.

Prepare anv emergency ar special equipiment, stich as

axveen or sucrion, as necded.

implementation
Adjusr rhe reom lights,
Make sare ali equipment s in working oider before the

Lo,

EIPL“.H‘HC A venn

nes admission.

Admitting the adult parient
srees the panent by his proper

speak dowlhe aad clearls
name. and intraduce vourself and any st p,ump

.(ii“'"l

Confirm the patients iy wsing two patient wdean-
fiers according 1o vour fuc

th rhe pativnt. Noufv the sinsission sihe

s p (3iiL}v Vertty the name and

1S \‘Wulm" Wit
ANY COFTeCtions.
Quickly review the admission form and the pmumo ners

ardere \mc the teason for admission, any restncnons o

aceviy or diet and any orders for GIiginstc WA [eunng,

,;p;'ﬂ;‘;k‘?‘x RIHES AN



