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TOMAH VAMC: EXAMINING QUALITY, ACCESS,
AND A CULTURE OF OVERRELIANCE ON
HIGH-RISK MEDICATIONS

MONDAY, MARCH 30, 2015

U.S. SENATE,
COMMITTEE ON HOMELAND SECURITY
AND GOVERNMENTAL AFFAIRS,
Washington, DC.

The Committee met, pursuant to notice at 1 p.m., in Cranberry
Country Lodge, 319 Wittig Road, Tomah, Wisconsin, 54660, Hon.
Ron Johnson, Chairman of the Committee, presiding.

Present: Senator Johnson, Senator Baldwin, Hon. Jeff Miller,
Hon. Ralph Abraham, Hon. Tim Walz, Hon. Ron Kind, Hon. Sean
Duffy, and Hon. Mark Pocan.

OPENING STATEMENT OF SENATOR JOHNSON

Chairman JOHNSON. This Joint Field Hearing of the Senate Com-
mittee on Homeland Security and Governmental Affairs and the
House Committee on Veterans’ Affairs is called to order.

Good afternoon. I would like to begin by thanking Chairman Mil-
ler of the House Veterans’ Affairs Committee for his collaboration
and leadership in holding today’s hearing. I would also like to
thank all of our colleagues for their participation.

Today’s hearing has been called to examine the disturbing allega-
tions surrounding the Veterans Affairs Medical Center (VAMC)
here in Tomah.

The primary goal of this hearing—and of all of our future ac-
tions—is to help prevent tragedies like the ones we will hear about
today from happening to other veterans and their families.

I first became aware of the problems at the Tomah Department
of Veterans Affairs (VA) following news reports in January of this
year. I immediately assigned committee staff to launch an inves-
tigation into what had occurred—and was occurring—at Tomabh,
and the VA’s reaction to it. Here is what we have found so far.

In April 2003, Dr. David Houlihan was disciplined by the Iowa
Board of Medicine for having an inappropriate relationship with a
psychiatric patient. According to the Executive Director of the
Board of Medicine, the sanction should have been serious concern
for any future employers.

In 2004, Dr. Houlihan was hired as a psychiatrist at the Tomah
VA Medical Center.

In August 2005, Dr. Houlihan became Chief of Staff at the
Tomah Medical Center.
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In November 2007, Kraig Ferrington, a veteran who sought
treatment at the Tomah facility for medication management died
from a lethal mixture of drugs. Autopsy reports showed Mr.
Ferrington had seven drugs in his system.

In April 2009, it was known and documented by employees of the
Tomah VA that many of Dr. Houlihan’s patients called him “the
Candy Man.” And they were concerned that veterans were “pre-
scribed large quantities of narcotics.” Again, that was April 2009.
Almost 6 years ago.

In June 2009, Dr. Noelle Johnson was fired from Tomah for re-
fusing to fill prescriptions that she believed to be unsafe. Dr. John-
son had raised concerns to her superiors and sought guidance from
the Iowa Medical Licensing Board and later spoke with the Drug
Enforcement Administration (DEA) about Dr. Houlihan.

In July 2009, Dr. Chris Kirkpatrick was fired from Tomah. Dr.
Kirkpatrick had raised concerns to his union about over-medication
at Tomah. Tragically, later in the day of his termination, Dr. Kirk-
patrick committed suicide.

In August 2011, the VA Office of Inspector General (OIG) re-
ceived an anonymous complaint about overprescription and retalia-
tion by Dr. Houlihan at Tomah.

In March 2012, a second anonymous complaint was filed with the
Inspector General (IG) against Dr. Houlihan. The Office of Inspec-
tor General examined 32 separate allegations during its 22 year
long inspection.

In March 2014, the Office of Inspector General finished its in-
spection of Tomah and administratively closed the case without
making it public.

On August 30, 2014, Jason Simcakoski died in the Tomah mental
health wing as a result of “mixed drug toxicity.” Simcakoski was
a patient of Dr. Houlihan’s. His autopsy revealed he had over a
dozen different medications in his system.

In September 2014, Ryan Honl began lodging whistleblower com-
plaints about patient safety and quality of care at Tomah.

On January 8, 2015, this year, the Center for Investigative Re-
porting published an article detailing over prescription and retalia-
tion at Tomah. The article revealed that veterans and employees
referred to the Tomah VA Medical Center as “Candy Land.”

On January 12, 2015, Candice Delis brought her father, Thomas
Baer, to the Tomah VA Urgent Care Center with stroke-like symp-
toms. Mr. Baer waited for over 2 hours for attention. That day, the
facility’s only computerized tomography (CT) scanner was down for
routine preventive maintenance. Mr. Baer passed away 2 days
later.

On February 6, 2015, the Office of Inspector General finally post-
ed its Tomah health care inspection report on its website.

We continued to gather the facts about what occurred at Tomah.
Our investigation is far from over. Revelations of the problems at
Tomah have prompted additional whistleblowers to contact our
committee with information that indicates systemic problems with-
in the VA health care system.

It is important to acknowledge and thank the members of the
media that have uncovered, reported and highlighted the problems



3

within the VA health care system. Without a free press, few if any
of these problems would have ever seen the light of day.

Legislatively, this hearing is just the first step. In order to solve
a problem, we must fully understand it and be willing to admit we
have one. To that end, today we will hear from surviving family
members, former employees, and representatives from the VA and
the VA Office of Inspector General.

Tragically, we will hear the stories of two families, the
Simcakoski and the Baer families, who lost loved ones during their
treatment at the Tomah facility. They have many questions and
they have a right to have those questions answered.

I want to the convey this Joint Committee’s sincere condolences
to the family members and friends of Jason Simcakoski, Thomas
Baer, Kraig Ferrington, and Dr. Kirkpatrick. We thank them for
being here today so that Wisconsin and the American people can
hear their stories firsthand.

The lack of public knowledge and scrutiny of the problems—not
only at Tomah, but at other VA healthcare facilities—indicates that
transparency and accountability both within the VA and the VA
Office of Inspector General must be improved.

As the last 2 months have shown, the crucial first step in im-
proving service and the quality of care in the VA health care sys-
tem is a process for transparent disclosure.

In spite of the revelations regarding the Tomah facility, I still be-
lieve that the vast majority of men and women working in Wiscon-
sin’s VA facilities are dedicated to providing quality care to the fin-
est among us.

Nevertheless, the VA and the VA Office of Inspector General
must take necessary steps to ensure that substandard clinical prac-
tices and the retaliatory tactics used at Tomah never occur or go
unreported again.

We owe our veterans the best possible treatment and care. Hope-
fully, with proper oversight, increased transparency and swift ac-
countability within the VA, that goal will be achieved. Chairman
Miller.

OPENING STATEMENT OF CONGRESSMAN MILLER

Chairman MILLER. Thank you very much, Mr. Chairman. I am
Jeff Miller, Chairman of the House Committee on Veterans’ Affairs.
I am from the First District of Florida.

And, while I am here under circumstances that are disturbing,
to say the least, I am grateful to be in Tomah with each and every
one of you this afternoon.

Ladies and gentlemen, those of us up here on the dais right now
are from different political parties, different houses of Congress,
different parts of this State and different parts of the country. But
let me say this, we are all united here in Tomah today, because
partisanship, stovepipes, and gridlock have no place where our Na-
tion’s veterans are concerned.

Let me begin my statement by expressing my condolences to the
Simcakoski family and the Baer family and to all of you here today
who have lost loved ones or have been left to carry the scars of poor
treatment by the Tomah Department of Veterans Medical Center.
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However, let me assure you that your pain serves a purpose and
your calls for help and change have been heard.

Concerned employees and worried veterans have tried to blow
the whistle here for years, only to be met with seemingly silence
by the Inspector General and the Department of Veterans Affairs.

When the problems finally got the attention that they deserved,
the IG and the VA learned what so many here had known and
been saying for a long time. Some providers were recklessly pro-
viding opioids and other high—risk medications that, in some
cases, were actually harming veteran patients and that facility and
the Veterans Integrated Service Network (VISN) leaders allowed a
culture of fear, reprisal and retribution to fester until it infected
staff morale and impacted patient care.

Unfortunately, many of the issues surrounding medication man-
agement and a lack of accountability that we are going to discuss
today are not outliers, but they are symptoms of system-wide
issues that our veterans and their families face in communities like
this one every single day.

I recognize that pain—particularly the chronic pain and accom-
panying comorbid conditions that many of our veterans experi-
ence—is complex and difficult to treat.

I also recognize that VA is joined by the medical community at
large in grappling with how best to treat chronic pain and ensure
safe, effective use of opioids and other high-risk medications.

However, I have heard VA officials use these two facts as de
facto excuses for irresponsible medication management practices
and systemic lack of accountability for far too long, while our vet-
erans and their families continue to suffer the devastating con-
sequences of VA’s inaction.

It is time for a new message.

We cannot rewind the clock and bring to light before yet another
year of inaction passed—the results of the IG’s initial 3-year inves-
tigation that found serious concerns.

We can never bring back Jason Simcakoski or Thomas Baer.

But we can use the lessons we learned here in Tomah to improve
the care our veterans receive and ensure that no other veterans,
their families or VA employees suffer like some have here.

I appreciate each and every one of you being here today. I look
forward to your testimony.

And I yield back to the Chairman.

Chairman JOHNSON. Thank you, Chairman Miller. Before I turn
it over to Senator Baldwin, I do ask unanimous consent to enter
all of our opening statements into the record! and our ranking
member, Senator Tom Carper, has also offered an opening state-
ment that I also ask be entered in the record.2

Without objection, so ordered.

Chairman JOHNSON. Senator Baldwin.

1The prepared statement of Senator Johnson appears in the Appendix on page 63.
2The prepared statement of Senator Carper appears in the Appendix on page 66.



5

OPENING STATEMENT OF SENATOR BALDWIN

Senator BALDWIN. Thank you, Chairman Johnson, Chairman
Miller, for holding this hearing here today. And to my Congres-
sional colleagues in the Wisconsin delegation, thank you for joining
us. And a special welcome to Congressman Walz and Congressman
Abraham for visiting Wisconsin today.

I want to echo the opening statement of Chairman Miller, by not-
ing that, the fact that there are members here from both
parties—from both the Senate and the House sends an important
message to this community that we share a bipartisan commitment
to get to the bottom of the problems at the Tomah VA, and to work
together across party lines to make sure that they never happen
again.

I hope and I trust that I speak for all of us when I say there is
no reason for, and no room for politics when it comes to ensuring
that our Nation’s veterans receive the timely, safe, and highest-
quality care that they have earned.

I would also like to take an opportunity to say thank you to our
panelists for joining us here today. In particular, I have tremen-
dous respect for the courage of Candace, Heather, Marv, Ryan and
Noelle.

Stories that you are going to share today are extremely powerful.
They are stories of a sacred trust that we must have with our vet-
erans and their families and stories of how that trust has been bro-
ken. Tragic stories of loss.

Today we are here to fix what has been broken. And to work to-
gether to restore that trust. And I want you to know that the sto-
ries you give voice to today will help us do that for our veterans.

The problems at the Tomah VA are both sobering and have had
tragic consequences. Going back to 2006, veterans who were pa-
tients at the Tomah VA have tragically lost their lives.

Veterans who served our country, Angela Colby, Michael Bobak,
Jacob Ward, Derik McGovern, Kraig Ferrington, and Jason
Simcakoski, were all under the care of the former Tomah Chief of
Staff and treated with prescription drugs and all of them subse-
quently died of a drug overdose.

In fact, according to his sister Kari, who is with us here today,
Mr. Ferrington, an Army veteran from De Pere, Wisconsin, died
from a lethal mixture of prescription drugs in 2007, while under
the care of the former Chief of Staff. The same cause of death that
would tragically take the life of Jason Simcakoski some 7 years
later.

These are six examples of a larger problem that is in desperate
need of solutions today. As we all know, after two decade-long
wars, a large number of our service members are coming home
with the damage of combat.

Our veterans and their families are facing the difficult challenge
of facing physical injuries and post traumatic stress disorder
(PTSD) and other mental illnesses. We must confront these prob-
lems more aggressively and more effectively and help them meet
that challenge.

I believe the VA’s overreliance on opioids has resulted in getting
our veterans hooked instead of getting them help.
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Over prescription of opioids at the VA is clearly a root problem,
but we must not lose sight of the fact that it is growing into a
weed. A weed of addiction whose impact is being felt beyond the
VA walls. The devastation of addiction on families and our commu-
nities that is being grown at the VA is stunning.

Reports indicate that 6 years ago, a Marine Corps veteran was
stoned on painkillers and tranquilizers from the Tomah VA while
driving and killed a 6-week-old child, Ada Mae Miller.

As the Center for Investigative Reporting wrote about the Tomah
VA Medical Center, Ada Mae’s death is one of dozens of tragedies
that begin to hint at how the flood of narcotics from the VA scarred
this region.

The fact is, the problem of overprescribing at the VA and the col-
laiteral damage of addiction is not unique to Wisconsin. We are not
alone.

The ripples are indeed being felt across America in communities
we work for every day in Washington D.C.

The families we have a responsibility to represent are struggling
with the loss of a husband or wife, son or daughter, father or moth-
er, sister or brother, to addiction whose root is planted within the
VA system. It is our job to make sure that they do not feel alone
and I believe we have a shared responsibility to do everything we
can to pull this root out.

I thank you for providing me with the opportunity to join you
today. And I look forward to continuing my work with this commu-
nity and my colleagues in Congress to address these problems and
put the solutions in place to prevent these problems and tragedies
from ever happening again.

Clhairman JOHNSON. Thanks, Senator Baldwin. Congressman
Walz.

OPENING STATEMENT OF CONGRESSMAN WALZ

Mr. WALz, Thank you, Chairman Johnson and Senator Baldwin,
to my colleagues and a special thank you. It has been an honor of
mine to serve with Chairman Miller for the past 8 years on the
Veterans’ Affairs Committee, and I can tell you no one brings more
passion and integrity to the issues to care for our warriors than the
Chairman does.

I am Tim Walz. I am a 24-year veteran in the military and I
serve in the First Congressional District of Minnesota, and my Dis-
trict goes up to the Mississippi and many of my veterans in south-
east Minnesota use the Tomah Facility.

This hearing, and for our witnesses who are here, fulfills our
Constitutional responsibility to provide oversight, and to provide
oversight of the VA, and very few committees have the immense
responsibility of that oversight, means the care of those who are
willing to put their lives on the line and their families to serve this
Nation, so getting it right, as I mentioned to some before this hear-
ing, this is a zero-sum proposition. We understand many get qual-
ity care. We understand many are getting what they need. But if
one family does not receive it, then we have failed. And that is an
understanding that, that, amongst this family, runs deep.

I know each of you, if there was anything we could do, and I say
this to you as a father, a husband, a son and a veteran, if we can
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turn back and make this right, everyone here would, would wish
that more than anything.

But what we can do is—two things. We can make sure account-
ability and justice is provided to you, and we can make sure that
no other family goes through this, so I echo what my colleagues
said to each of you.

I cannot even imagine your pain and I will not give you lip serv-
ice. I spoke with one of Mr. Baer’s family members, who is a 23
year E8. She is pretty much not interested in lip service and she’s
pretty much not interested in a show. She’s pretty much interested
in results. And I think everyone up here clearly understands that.

And so today, the purpose of it is to start to provide you justice,
to try to understand exactly what happened, and then to start com-
ing up with solutions.

And, the issue here runs deep and it is something, it is not new.
It’s not confined to the VA. It is in the private sector also—pain
management with injuries, especially injuries associated with cata-
strophic war injuries or service-related injuries. And this is some-
thing we’ve tried to do, we’ve put in place, reaching back decades.

And I have worked with Chairman Miller on things we put in to
try and address this issue. In 2008 we had a bill dealing with
chronic pain management and overreliance on opioids. It has been
there, but for each of your families, what’s it is telling me, it is not
working.

My colleague, Mr. Kind, and our colleague from up north, Mr.
Ribble, introduced recently a piece of legislation to build on that,
to make it even stronger. And so what needs to come out of this
today, and what I thank each of you is, we need to understand
what happened. We need to understand what went wrong. We need
to make sure that there is accountability, and if it includes punish-
ment to those and justice for you, that needs to happen, and then
we need to find those solutions. We need to implement things that
are working and I hope to hear from the VA today the things
they’ve initiated. And there are bright spots of things that are hap-
pening. And that is going to be amongst you, frustrating at times
to hear, but please understand, for us, what you are going to tell
us and help us understand is going to ensure that not another fam-
ily sits there.

And I would close with our two folks here sitting at the end,
along with the media—as Senator Johnson pointed out—for bring-
ing this to the attention. It is a pretty high calling and a pretty
difficult thing to do to stand up in the face of retribution to bring
things to light that are harming our veterans, and I think, and I
have witnessed it in the House Veterans’ Affairs Committee that
tolerance for retribution on whistleblowers is less than zero, be-
cause it is a cancer that prevents us from providing the care that
our veterans need if anyone in that organization is stymied from
being able to speak about what is right and what is wrong.

And so our commitment to you, as it has always been, is to make
sure that justice is served to you, those who were bringing it up.
You were not doing it for yourself. You were doing it for their loved
ones, and, perhaps, had we listened earlier, they would not be sit-
ting at the table, because I know they would rather be somewhere
else.
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So I want to thank you for that.

I hope we find answers here today. Our Republic requires us to
have these difficult conversations. Our warriors and their families
are absolutely counting on us. And what we cannot do is under-
mine the faith of the care we are going to give our warriors
amongst those who are serving, so I want to thank everyone for
being here and thank the Chairmans for initiating this hearing.

I yield back.

Chairman JOHNSON. Thank you, Congressman Walz.

Like you as someone who has served your country in the mili-
tary, we have a lot of vets and their families here, so I think I
speak for everybody here on this Joint Committee when we thank
you sincerely for your service as a Nation.

It is the tradition of our Senate Committee to swear in all the
witnesses, so if all witnesses, would you please stand and raise
your right hand?

Do you swear the testimony you will give before this Committee
is the truth, the whole truth and nothing but the truth, so help
you, God?

Ms. DELis. I do.

Ms. SiMCAKOSKI. I do.

Mr. SIMCAKOSKI. I do.

Mr. HonL. I do.

Ms. JoHNSON. I do.

Chairman JOHNSON. Thank you. Please be seated.

Our first witness is Ms. Noelle Johnson. I believe it is Dr. John-
son, is it not?

Dr. JOHNSON. Yes.

Chairman JOHNSON. I will say Dr. Johnson, is a former phar-
macist at the Tomah VA Medical Center from 2008 to 2009. She
is currently an employee of the VA facility in Iowa.

Dr. Johnson, go ahead.

TESTIMONY OF NOELLE JOHNSON,! PHARM.D., BCACP, CGP,
URBANDALE, IOWA

Dr. JOHNSON. I would like to take the opportunity to thank the
Committee for having this hearing today and allowing me to have
a voice and speak out for our veterans.

I worked at the Tomah VA as a Clinical Pharmacy Specialist
from July of 2008 to June 2009. I was fired after refusing to fill
several narcotic prescriptions prescribed by Dr. Houlihan that I be-
lieved to be unsafe. I filed a whistleblower complaint with the Of-
fice of Special Counsel (OSC), which was denied, and later the
Merit System Protection Board (MSPB). The VA requested Federal
mediation. And I settled out of court in 2010. I was then fully rein-
stated.

I do believe that I was terminated for blowing the whistle and
I was contacted by the DEA and agreed to interview with them. I
met with the DEA in June 2009. And I was fired a few weeks later.
In my Office of Special Counsel complaint, Dr. Houlihan and sev-
eral others referenced that I had turned him in to the Inspector
General. I believe this played into my termination. I truly believe

1The prepared statement of Dr. Johnson appears in the Appendix on page 73.
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that Dr. Houlihan is a dangerous man and what makes him so
dangerous is a lack of respect for the medication in which he pre-
scribes. Whatever his motives for prescribing the current doses of
the medication is almost irrelevant. To this day I still question his
motives, whether it be power, monetary gain, negligence, or igno-
rance. Maybe all of the above. The truth of the matter, the quan-
tities of narcotic medications coming out of the Tomah VA facility
is irrefutably unsafe. This has been demonstrated by several cases
of overdose and death. Over 2,000 911 calls were made from the
Tomah VA Medical Center with 24 unexpected deaths over 5 years.
This is unacceptable. Three of those deaths occurred in a 4-month
span timeframe in the year that I worked at the Tomah VA.

The three questions that need to be asked are simple. First, what
makes the Tomah VA patient population so complex, as the Tomah
Director put it in his television debut, that they require the num-
ber of narcotics that are being dispensed? I am currently working
as a double board certified Clinical Pharmacy Specialist in a pain
management clinic at the Des Moines VA. I am currently the facil-
ity lead for the National Opioid Safety Initiative. And I can assure
you the patients at the Tomah VA are no more complex than any
other patient that I see on a daily basis. At that point we are not
even prescribing one fourth of the current narcotic medications that
the Tomah VA is. Specifically as the Veterans Health Administra-
tion (VHA) Directive is to limit the morphine equivalents to less
than 200 milligrams per day and limit the combination of opioids
and benzodiazepines due to the increased risk of mortality. I do not
believe that Tomah would be in compliance with this National Di-
rective. The thing I am struggling most with is to understand the
variance between what the Undersecretary’s team found and the
report that was administratively closed by the Inspector General.
Unfortunately, for all the veterans receiving care at the Tomah VA,
the considerable variance that was not enough to warrant a serious
consideration by the Inspector General, as the investigation was
administratively closed, led to continued harm of our Nation’s vet-
erans.

The second thing. What exact type of pain is the Tomah VA try-
ing to treat that they are prescribing the dangerous quantity and
dosages of this medication? Studies show that no proven long-term
benefit of opioid medications, let alone the significant doses that
were being prescribed. As a pain specialist, I can assure you that
if someone was actually taking those medications in the amounts
that were prescribed, they would have serious side effects or con-
sequences, which leads me to believe, in part, that the veterans are
not taking all of the prescribed medications and are at high risk
for diversion. This was a substantiated finding by the Inspector
General. They substantiated the allegation that negative urine
drug screens (UDS) were not acted on and that controlled sub-
stances were prescribed in the face of a negative urine drug screen.

The third issue is why is a psychiatrist prescribing opioid pain
medications at the Tomah VA facility, period? This is beyond their
scope of practice.

I am tremendously disappointed in our Federal system and our
current authoritative figures that are to be governing our agencies
set in place to protect our veterans and employees. I have inter-
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viewed with the DEA three times and had a thorough interview
with the IG. Of the 32 allegations that were investigated, many
were unsubstantiated. What the disturbing thing is, is that I lived
the torture and saw the unsafe practice daily. I can attest to sev-
eral of those 32 allegations and believe the majority should have
been substantiated. The Inspector General’s investigation did sub-
stantiate several allegations. However, they still did not find any
conclusive evidence affirming criminal activity, gross clinical in-
competence or negligence, or administrative practices that were il-
legal or violated personnel policies. This is unfathomable for the
following reasons.

I advise that I alerted Dr. Houlihan on a few different narcotic
medications and scripts. All were very concerning for safety rea-
sons. However, the one that stands out the most to me is an
OxyContin prescription that a local medical doctor was prescribing.
He was also tapering this medication because the patient tested in-
appropriately positive for methadone, a drug that neither provider
was prescribing. At that point in time the patient was double-dip-
ping. He was getting OxyContin from the VA and from a local med-
ical doctor with refill dates only a week or two apart.

In addition to the inappropriate urine drug screen, which the VA
did not obtain, the abuse of opioids, the patient left his cell phone
in the pharmacy. The person on the other end was trying to buy
medication from this veteran. All of this was documented and Dr.
Houlihan rewrote the prescription for OxyContin three times a day.
This was an increase in the frequency prescribed. This supports the
substantiated findings that Dr. Clancy’s team expressed. As ex-
pressed above, the veterans were still prescribed narcotics in the
face of aberrant drug-related behavior. From a clinical standpoint,
I am unclear why Dr. Houlihan prescribes these medications in the
manner in which he does. What matters is the standard of care.
There is a standard of care that is set in place for providing safe
and effective care to our veterans. For example, there was 1,080
immediate release morphine tablets that were dispensed. When I
confronted Dr. Houlihan, he refused to change the patient to a
long-acting medication, which would have been the standard of
care or adding a nonnarcotic medication to treat his neuropathic
pain. He continued to prescribe 36 tablets a day to known sub-
stanlce abuser who was overusing his morphine while in the hos-
pital.

Another example is a prescription of 1,447 milligrams of mor-
phine equivalent per day. Dr. Houlihan and Dr. Hyde worked on
this prescription together. The patient had dangerously increased
his own medication and they gave the patient a 30-day supply
when he was supposed to be admitted for inpatient facility moni-
toring for pain management. He was not admitted. That is how you
have accidental or nonaccidental overdoses in your parking lot. I
retrospectively reviewed the patient’s profile the following week.
And, as I said, he was not admitted according to the plan of care.
I was later kicked off the new pain committee and opioid work
group that I had been assigned to or appointed by the Quality and
Safety Director by Dr. Houlihan, who promptly replaced me with
Dr. Hyde, which I do not believe to be a coincidence. Dr. Hyde is
now being investigated by the Wisconsin Department of Profes-
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sional Services. I had very little interaction with Deb Frasher. The
only thing I can say is that I heard her say that everyone needed
a cocktail, which consisted of an opioid, a benzo, a stimulant, and
a sleeping medication.

My question about her is, again, if she’s treating mental health,
then why is she prescribing 5.3 million milligrams of morphine
equivalent in one year’s timeframe? What is she treating? When it
did become acceptable or the standard of care to treat psychological
pain with opioids? This finding was unsubstantiated by the Inspec-
tor General. However, I can tell you that I saw this indication for
opioids in the chart several times.

The veterans in the Tomah VA appeared extremely overmedi-
cated. Several veterans appeared to be suffering with
extrapyramidal side effects due to the unsafe combination of medi-
cations being prescribed. The list of medications the Tomah VA
prescribed Jason Simcakoski did not follow evidence-based guide-
lines or the standard of care. For example, he was prescribed a
weak opioid that was prescribed with Suboxone which should never
be done. Diazepam was prescribed at above the maximum rec-
ommended dosage. He was also being prescribed duplicate
benzodiazepine therapy with diazepam and temazepam, it was dan-
gerous and not the standard of care. He was also on several other
interacting medications that effect serotonin which put him at high
risk for serotonin syndrome, which can be lethal, and, unfortu-
nately, it was. One of my main concerns about the care provided
at the Tomah VA to Jason was that Jason’s care and the mixed
drug toxicology that eventually led to his death did not likely occur
overnight. I would have suspected that the veteran would have dis-
played signs and symptoms of the central nervous system (CNS)
depression, and he likely did. If that was the case, was there evi-
dence of gross clinical incompetence and negligence? That veteran’s
death was a preventable tragedy. Had the Inspector General done
their due diligence and reported their findings, despite the admin-
istrative closing of the investigation, the outcome for Jason could
have been a very different one.

The majority of my colleagues, with the exception of Dr. Hyde,
had agreed with my clinical concerns. I alerted my Chief of Phar-
macy, Dr. Erin Narus, who ordered me to illegally partial a
methylphenidate script prescribed by Dr. Houlihan because neither
of us concurred with the current dosing regimen and it was pre-
scribed above the maximum recommended dosage. I told my Serv-
ice Line Chief, Jeff Evanson, and his response to me being asked
to do something illegal was, why are you trying to cause trouble?
Why are you trying to throw Erin under the bus? If Houlihan
wants you to fill that prescription, you have no right to say no. I
reported my concerns to the President of the Union, the VISN
pharmacy leaders, the DEA, and later the Inspector General, as
well as the Wisconsin Board of Pharmacy. I alerted my licensing
agency, the Iowa Board of Pharmacy, who advised me not to fill the
prescriptions and bring the matter to local authorities. The unfor-
tunate part of all of this is that despite all who knew, nothing has
been done. The true tragedy is that more veterans had to die be-
cause the Office of Special Counsel determined that my clinical
opinion was different than Dr. Houlihan’s.



12

The depth of this tragedy is far reaching. I recently received a
pain management consult at the VA in Des Moines for a veteran
that was treated by Dr. Houlihan and Deb Frasher. He had a long-
standing history of substance abuse. He was previously taken off
opioids for a previous overdose. He was later put back on large
doses of benzodiazepines and opioids by Dr. Houlihan and he has
subsequently overdosed two times in the last 2 months. He is now
an inpatient in our facility being taken off all of his medications.
I am unclear how the Inspector General could not substantiate the
findings that no conclusive evidence of gross clinical incompetent or
negligence was found. Veterans lost their lives because of this
prime example of gross clinical incompetence and negligence.

I have personally dealt with the repercussions of the administra-
tive practices that were illegal and violated all sorts of personnel
policies. I was asked to do something illegal. I refused. I blew the
whistle and was fired for standing up for doing what was safe and
right for the veterans. The Inspector General did find that phar-
macy staff uniformly indicated that they were reluctant to question
any prescription ordered by Dr. Houlihan or the aberrant behavior
by his patients because they feared reprisal. If all of these findings
were unsubstantiated, why have so many clinicians left the Tomah
VA? The one pharmacist who was brave enough to stand up and
question those prescriptions was fired. The precedence of what not
to do if you value your job was set.

My second Chief of Pharmacy, Tom Jaeger, reported that he was
actually coerced into writing his personal statement that helped
lead to my termination. He agreed to take it back and he resigned
2 days after my termination. My clinical colleagues, Heather
Asthmus and Rebecca Bell, were pulled into Houlihan’s office
where he essentially told them, if they valued their job, they would
not question him like I did. A former provider resigned in lieu of
termination after refusing to write for an opioid that a veteran did
not test positive for in his urine drug scene. I was told in the pain
committee meeting that we were not to be drug testing our pa-
tients, as when they did not test positive for the substance pre-
scribed, and we continued to prescribe the medication, then we
were liable. I do believe that is the point of the urine drug screen
is to substantiate use and misuse of high-risk medications for the
safety of our veterans and the public. Dr. Houlihan proceeded to
tell the Union Steward that there would never be a pain clinic at
the VA and if pharmacy took over management, pain management,
the patients would start dying, after which they would bring their
guns to pharmacy and start shooting.

I continue to have grave concerns about the clinical abilities of
several other providers at the Tomah VA, including concerns that
were ignored or unsubstantiated by the Inspector General. What
will it take for those in a position of authority to do some signifi-
cant actions? How many veterans’ lives need to be lost? We are
supposed to be taking care of these veterans returning from war,
not creating a war that they will not survive. It is all of our respon-
sibility to stand up for these veterans’ safety and not contribute to
the tragedy that has cost so many lives. The leadership at all lev-
els—Tomah, VISN, the Veterans Affairs Central Office (VACO),
and the Inspector General need to be held accountable or true
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change will never prosper and veterans will continue to suffer the
ultimate sacrifice.

Chairman JOHNSON. Thank you, Dr. Johnson. We will, by the
way, enter full written statements into the record, if we could just
ask the witnesses to keep pretty close to the 5 minutes so we can
keep the hearing moving.

Our next witness is Ryan Honl. He’s a former employee of the
Tomah VA Medical Center, who worked as a secretary in the Hos-
pital’s Mental Health Clinic. Mr. Honl.

TESTIMONY OF RYAN HONL,! FORMER EMPLOYEE OF TOMAH
VA MEDICAL CENTER, TOMAH, WISCONSIN

Mr. HoNL. Chairman Johnson, Chairman Miller and distin-
guished Members of the committee, as well as the press.

I am the one who blew the whistle on the alarming irregularities
concerning unethical practices at the Tomah Veterans Affairs Med-
ical Center. I am also a disabled combat veteran and received care
at the VA for 15 years, up until last year. I enlisted as a combat
engineer after high school, served in Desert Storm, earned an ap-
pointment to West Point, and then became a commissioned infan-
try officer before being medically discharged with, among other
things, PTSD. It is important to note that I was only the spark to
set off years of employees raising concerns about the dangerous
prescription and distribution of narcotics, as well as the resulting
retaliation. The results were to the detriment of the health of vet-
erans, and, in some cases, the deaths of veterans. The system was
slow to respond, but quick to silence those who raised concerns. I
just wish the whistle I blew would resurrect those who have died
due to mistreatment.

Initially my complaints to the VA Office of Inspector General
mainly centered on a hostile work environment that tolerated fraud
and abuse. I only briefly mention that, although I was not a wit-
ness, since I was a secretary, to the overprescription of narcotics,
there was a widespread concern among my coworkers. I simply
stated in my complaint that it should be looked into. There is a cul-
ture in the VA where cronyism runs rampant leaving incompetence
in charge at all levels that tolerates unethical practices. Once I
came out publicly blowing the whistle, I had current and former
employees contact me with information about other unethical ac-
tivities up to and including patient harm and patient death.

There 1s a lack of accountability in VA leadership. There were
years of complaints concerning a retaliatory environment and pa-
tient harm, yet both VA leadership and the VA Office of Inspector
General ignored or handed off complaints back to the Tomah facil-
ity so it could investigate itself. There is a culture in the VA of ad-
mitting no wrongdoing. Pain management and wait times are sim-
ply a symptom of a far larger lack of accountability. Tomah is not
an island onto itself. Dr. Houlihan should have been held to ac-
count years ago, by not just Facility Directors, but those outside of
the Tomah Facility and VISN 12 leadership. Yet the system pro-
tected him and not our Nation’s veterans.

1The prepared statement of Mr. Honl appears in the Appendix on page 147.
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The VA Inspector General’s office is broken. If it were not for a
Freedom on Information Act (FOIA) request done by Senator Bald-
win’s office last summer, no one would have known about the
issues in Tomah. It took an investigative journalist, Aaron Glantz,
at the Nonprofit Center For Investigative Reporting to do the job
that the VA Inspector General was incompetent to do. The report
verified everything people had been talking to me about since I
blew the whistle—excessive prescribing of narcotics, drug diversion,
patients not using their narcotics. A physician in 2009, Dr. Chris
Kirkpatrick who raised concerns about Dr. Houlihan’s prescribing
practices, was terminated and went home and committed suicide.

Tomah municipal police reports of veterans selling their medica-
tion. Retaliation against those who spoke up concerned about their
licenses, such as the five pharmacists who spoke with investigators
about the dangerous levels and early filling of narcotics and re-
signed or were terminated.

Most incredible to me was a statement about the perception of
retaliation, implying that it did not really exist. Yet numerous peo-
ple in the report had been forced out of the facility for simply rais-
ing concerns on behalf of veterans.

Inspector General Richard Griffin said that he would not have
done anything different and no one else would have either. Ms.
Gromek stated that the report could not be released because of per-
sonally identifiable information (PII). The report received through
the FOIA request was already redacted.

I will give you two personal examples of retaliation, even after
resigning from the VA. After requesting a patient access report of
my electronic medical records, I discovered that a half dozen
Tomah employees had accessed my electronic medical records after
I left the facility over a supposed mix-up in Secretary Robert
McDonald’s office, according to Mario DeSanctis, concerning a com-
plaint about my prescriptions. Although I had never received care
or received prescriptions from the Tomah VA, there were a half
dozen Tomah nonpharmacy employees over a pharmacy complaint
in my records. I had originally informed my supervisor, Lisa Noe,
that I had a PTSD diagnosis since I was in vocational rehabilita-
tion with the VA, and my counselor in Indiana needed to know in-
formation about my employment at the VA. I asked that this re-
main in confidence. However, as soon as I blew the whistle, I start-
ed hearing from coworkers about my instability. Ultimately, the
most troubling occurred since everything came out in the media.
Dr. Houlihan’s attorney sent a letter to me threatening a lawsuit,
a man that I reported. In an interview with the Milwaukee Journal
Sentinel, his attorney, Frank Doherty, alluded to my mental health
status, which had nothing to do with my credibility. And it just so
happens that Frank Doherty’s wife, Lisa Doherty, who is a nar-
cotics compliance officer, reported directly into Dr. Houlihan.

While investigators were in the Tomah VA, Police Chief Huffman
directed that a police report be done on me by my former super-
visor, Lisa Noe, and two coworkers, Leesha Dukes and Rachel
Fleming, 4 months after I resigned over a supposed threatening in-
cident that took place while I was an employee before I resigned.

You can see the police report that someone leaked to me in my
submitted documents. Among the terms used in that report was I
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was threatening. I was red in the face. I was unstable. And then
the word that was the most damaging for mental health profes-
sionals in Tomah—that I was crazy. It is in the police report—that
word. As long as you speak out, raising concerns, whether an em-
ployee or a former employee, the VA will do everything in it’s
power to discredit you, and the OIG will just call it a perception.

In conclusion, the greatest problem requiring immediate change
is for President Obama to nominate a permanent Inspector General
and for the Senate to confirm without bipartisan horse trading. The
VA Office of Inspector General has the blood of veterans on its
hands. Senator Baldwin and Senator Johnson have each asked the
White House to nominate a new Inspector General. Elected officials
need to make sure that when they hear of serious problems in a
VA Facility, they direct those concerns far higher than the Facility
level. When, as in Tomah, unethical practices go all the way up to
the Facility Director, sending those concerns back to that Facility
Director only leaves the fox to guard the hen house. As Congress-
man Kind stated, when he came to the Tomah facility last summer,
there was not a peep from Mario DeSanctis that there were any
problems. Certainly no narcotics problems. Nothing. The VA In-
spector General should, at minimum, provide a summary of prob-
lems in a Facility.

In the case of Tomah, when someone from Congress comes call-
ing, they should already have a top line of any concerning inves-
tigations. This Inspector General’s office did not even keep senior
VA leadership informed. Again, the main problem underlying scan-
dal after scandal is a culture that lacks accountability. Rogue doc-
tors and those who supervise them will never care what the rules
are, or they will never follow a pain management system, if they
are not held accountable as has been the case in Tomah. There is
a cancer within VA leadership that requires excision, not pro-
motions, not transfers and not bonuses.

Thank you.

Chairman JOHNSON. Thank you, Mr. Honl.

Our next witness is Mr. Marvin Simcakoski. Marv is the father
of Jason Simcakoski, a 35-year-old marine who passed away from
a reported drug overdose at the Tomah VA Medical Center. Mr.
Simcakoski.

TESTIMONY OF MARVIN SIMCAKOSKI,' FATHER OF JASON
SIMCAKOSKI, STEVENS POINT, WISCONSIN

Mr. SIMCAKOSKI. Thank you for having me here today.

My name is Marv Simcakoski. I am Jason Simcakoski’s dad. I
want to start off by saying that August 30, 2014, was the hardest
and most painful day of my life. There is not a day that goes by
when I do not relive that morning. I regret leaving my son in his
room alone that morning, only to get a call hours later that he
stopped breathing. I cannot get that thought out of my head. I wish
I would have been there for him. I loved Jason and still do with
all my heart and miss him every day. Jason was proud to be a ma-
rine and to serve his country. He loved his fellow Marines.

1The prepared statement of Mr. Simcakoski appears in the Appendix on page 249.
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This is a summary of some of the important issues to the com-
mittee as I understand them. I really got to know and understand
how Jason struggled with his addiction problem, only to have it
overfueled time and time again by the Tomah VA doctors. I have
argued with Jason’s doctors for the last 4 years about them over
medicating him. I was always told that I was not their patient,
even thought I was his dad who truly cared about him.

What I would like to know is, if Jason was their son, would they
have had him on all these medications? When Jason came home
from one of his inpatient stays, the doctor had him on so many
meds, Jason and I were confused by all the different medications
he had to take. His doctor sent him a 3-month supply of lorazepam
and he took them all in 4 days and almost died. I was mad and
confused. Why would a doctor that works with patients with addic-
tion problems send a patient 3 months worth of benzodiazepines?

After his doctor stopped the benzodiazepines and eliminated
some of the other meds, Jason started doing a lot better and I
started giving him his meds daily, 7 days a week.

Then one day about a year ago, Jason’s dog, which he loved, was
run over by a car in front of him. Jason started to unravel. I took
him back to the Tomah VA and he was assigned to a new inpatient
doctor, Dr. Davis. My wife, Jason, and I met with her and dis-
cussed his treatment plan. This new doctor told us that Jason did
not need all these meds and she was going to take him off most
of them. My son stayed at the Tomah VA for 3 months.

Toward the end of his 3-month stay in 2014, he was doing real
well until his doctor put him on a new drug, Geodon. Then every-
thing started to spiral downhill. Jason’s anxiety level went way up.
He could not sleep. He started having bad thoughts.

He told his doctor about all of these issues and that he did not
want to take the medicine any more. She told him, if you do not
take it, you will be discharged the next morning. Jason kept taking
it until he could not stand it any more. He pulled the fire alarms
and went crazy. His doctor was going to put him in lockdown for
2 months because of it.

My son made a good point to me. He said, why am I getting pun-
ished for something she made me take? Dr. Davis then gave Jason
the option of going to the Madison Facility or into the lockdown at
the Tomah VA. He did not want to go into the lockdown, so he
transferred to the Madison VA the same day. He was told there
that he was overmedicated on Valium and Geodon and that the
Geodon can make people crazy. They released him the next day. He
was sent home to try to wean himself off these medications, which
I know was next to impossible.

After being home for about 2 weeks. Jason still could not do
much more than get out of bed and eat, so I took him back to the
Tomah VA the day after my father’s funeral. Jason was not able
:cio attelnd his grandfather’s funeral because of the effects of with-

rawal.

Jason told me on the way down to Tomah that if he could be like
anybody, he would be like his brother Chad, because Chad was nor-
mal, and he did not have all these daily struggles. The last 2 weeks
that Jason was in Tomah he was doing OK until his doctor put him
back on Geodon. He sent me a text 4 days before he died and told
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me he could not take it any more. He was going crazy and he
reached out to me to help him. I made various calls to various of-
fices above his doctor’s head. Jason called me within 2 hours. He
said somebody was helping him. I met with his doctor the next day,
Thursday, with my son and a Patient Advocate.

When we sat down in the room, his doctor turned and pointed
at me and she said that I caused her a lot of trouble. She said she
spent 2V2 hours at meetings because I went over her head and she
could have been taking care of my son. She also said I may know
how to build houses and pound nails, but I do not know anything
about taking care of my son.

This really hit me hard. To have Jason’s doctor tell me I do not
know about my son and that I caused her a lot of trouble for trying
to help him was difficult to hear. Jason called me that night before
he died and wanted me to bring his truck the next morning. He
was all excited about coming home that following Monday for his
daughter’s birthday that week. His wife, his daughter and I arrived
as promised.

Usually when we would come to see him he is waiting. This time
there was no Jason. I went to the nurses’ station and asked where
he was. And they said he was in his room with a migraine, which
was strange, because he never had a migraine before.

I went into his room and he was lying on his side with his hand
on his head. I asked him what was the matter and he started to
talk, but I could not understand him, because he was on so much
medication. I went to the nurse’s station and asked them what was
wrong with Jason and the nurse told me that he would be fine in
a couple hours. They had given him another med for a migraine.
This medication did not show up on the autopsy report. It was
Fioricet. I went back to his room and we stayed a little longer. He
waved us off to go and he went back to sleep. We left not knowing
that we would never see him alive again.

About 5 hours later we get a call from the Tomah VA stating
that Jason had stopped breathing. They were working on him, try-
ing to resuscitate him, but it was too late. He never got to drive
his truck or come home for his daughter’s birthday.

I then find out he was still on all the medication, when the doc-
tor told us she was going to take him off most of them. I think that
was insane. Later I find out they also had Jason on pain meds,
Tramadol, and sent him a bottle of 56 to his house. Why do you
put someone with an addiction to pain meds on pain meds? I can-
not begin to tell you how angry that makes me. I would like one
of these doctors to tell me how mixing all of these drugs they had
Jason on, was taking, was going to do him any good.

Why does not the Director of the VA Facility take blame for all
of this? Is not he in charge? I am an independent contractor in the
Stevens Point area, and when anybody that works under me on a
job site does something wrong, I am responsible because I am in
charge.

If this Facility will not take responsibility for its wrongdoing,
then I think the system is totally screwed up. I think all who had
part in my son’s death should be held accountable. If they are not,
then what kind of message are we sending? Is it not OK to have
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a patient die in the mental health ward because of overmedicated
by the doctors and no one is a fault?

If after today’s hearing nothing major gets changed, then I think
people will lose faith in our government. Let’s make some historic
changes that we can all be proud to be part of. Give these veteran
men and women a fighting chance for a bright future instead of a
cloudy one from being overmedicated so they know what it feels
like to be normal. I think this is going to be a great chance to have
all government parties work together to show veterans you really
do care. After all, these people should be the most important pri-
ority to all of us because they are our real life heroes of this coun-
try.

I am proud my son was a veteran and he will always be my hero.

[Applause.]

Chairman JOHNSON. Thank you, Marv, for that powerful testi-
mony.

Our next witness is Heather Simcakoski, the widow of Jason.
Heather.

TESTIMONY OF HEATHER SIMCAKOSKI,! WIFE OF JASON
SIMCAKOSKI, STEVENS POINT, WISCONSIN

Ms. SiMcAKOSKI. Thank you for having me here today.

My name is Heather Simcakoski. I am the wife of Jason
Simcakoski and mother of our 12-year-old daughter.

Jason and I met 13 years ago while both serving in the Marine
Corps together in Hawaii. After the Marine Corps I moved from my
home town in Ohio to Wisconsin. Stevens Point is Jason’s home-
town and where he had many dreams of one day taking over his
family business, along with so many other dreams for our future.

Even when life seemed impossible and we questioned ourselves,
we always found the strength and love to work through it. Neither
of us could ever give up on each other or our marriage. Our daugh-
ter and I have been cheated out of every Father’s Day, having a
father at her soccer games, having her dad to walk her down the
aisle one day, and, most importantly, she was cheated out of his
unconditional love, support and guidance in life.

Jason was not only my best friend and husband, he was my fam-
ily. When my mother passed way 3 years ago, the same day I was
diagnosed with cancer, leaving me with no parents, he was the one
that was there for me during the most difficult times of my life. He
was my rock. I could always count on his love. He drove 9 hours
in the middle of the night to be my side during emergency surgery.
He’s the person I called when I had something to talk about,
whether it was good or bad. He was always the person I talked to.
He has been taken from me. During treatment I never had to ques-
tion if Jason would leave. He loved Anaya and me unconditionally.
He was a good person with such a good heart and was taken far
too early from us. This is not how he deserved to lose his life.

Because of the treatment Jason received at the VA, the only fam-
ily I had here, aside from my daughter, was him. I still do not
know how we ever find peace, because in my heart I know he
should be still here with us today. Anaya and I lost more than a

1The prepared statement of Ms. Simcakoski appears in the Appendix on page 253.
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husband and a father. We lost part of ourselves. A part that I do
not know you ever get back.

With this, it is so heart breaking to know that someone with
such love and passion for helping others has been taken from
Anaya and I, and I truly believe in my heart that he would be here
today with the proper treatment.

I have so many questions which I hope to find answers for.

I would like to understand how and why Jason’s police reports
disappeared. There are reports that he made to Dr. Houlihan, the
Tomah VA, the Tomah Police Department, as well as the Federal
Bureau of Investigations (FBI), regarding patients selling their pre-
scriptions. These reports were made back in 2013.

Some of the patients were making so much money that they had
saved enough money from selling their prescriptions to put a down
payment on a house. Thankfully I have the voice mails and text
messages between Jason and the officers, otherwise I am not con-
vinced anyone would be listening to this point today. I would like
to understand who is responsible for these reports, where they are
and why no one did anything with the reports.

Additionally, when you are managing someone with addiction to
prescriptions, or anyone, for that matter, once they are admitted
into inpatient care, why do they still continue to receive the same
medications by mail at their house? The same ones that they are
receiving while at the inpatient facility.

I also have concerns about the way Jason was treated by the doc-
tors as a patient. When he complained that his medication was
making him uncomfortable one evening, he knocked on his physi-
cian’s door. She opened it and slammed it shut in his face. He was
not a prisoner, nor was he in boot camp any longer. He was a vet-
eran who was willing to sacrifice his life every single day for each
and every single one of us, including those treating him. And to
know this is how they treat their patients is devastating and com-
pletely unacceptable.

Also living with Jason I was able to see the long-term impact of
all the medication. I would see him falling asleep while he was eat-
ing. He would drive up on the median. He would slur his words
when he was speaking. He would not be able to work sometimes
for weeks, even months at a time. There were times he would sleep
18 plus hours a day. There were times he would not come out of
his room for days and he would sleep all day. Jason did not even
realize his behavior was so erratic at times, but there were in-
stances where I would video record it and show him later so he
would see what I saw.

I would like to understand how a doctor can prescribe 14 dif-
ferent medications and know which ones are working and which
ones are not. When you have that many medications in your sys-
tem, your mind is altered. At that point I question how a patient
can even articulate to a doctor what normal feels like any more, es-
pecially after mixing and matching, in my opinion, experimenting
with medication on our veterans, my husband.

I would also like to understand why alternative treatments were
not tried for Jason. After years and years of prescription treatment,
he was not rehabilitated. Does the VA only believe in treating ad-
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diction by replacing one addictive medication with several others?
I personally do not consider this success.

They did not just take away a person. They took away a hero,
a friend, a husband, a father, a brother, and a son. Everywhere we
go and everything we do, there are constant reminders of Jason’s
life and it is so unfair to him and every single veteran out there
to think that is the type of treatment that is acceptable.

Veterans whom are willing to sacrifice their life for you, every
single person in this room and in this country, they deserve so
much more than second class healthcare. They should be proud to
walk into a VA Medical Center to receive care. It should be world
class treatment, not a last resort for those with no alternative
healthcare insurance. This should be the last place costs are ever
made.

I believe our family and every single veteran deserves answers
and there should be significant strides made to rebuild the trust
of all veterans. That they can trust that they will receive the high-
est quality of healthcare from the VA, regardless of the cost. I also
feel we all deserve to know how to push for change effectively.

I say this with no sarcasm intended, but it currently seems that
the only way to get anyone to do the right thing is to involve the
media. I ask myself today, if it had not been for the reports on this
story, if there would ever be any changes made at the Tomah VA.
I would like to understand how processes can be put in place to en-
sure there is accountability without such extreme measures.

Chairman JOHNSON. Thank you, Heather. And I think I speak
for all of us here, Heather, Anaya, and Marv and Linda, we are so
sorry for your loss.

Ms. SiMcAKOSKI. Thank you.

Chairman JOHNSON. The next tragic story will be told by Ms.
Candace Delis. She’s the daughter of Thomas Baer, a 74-year-old
veteran who passed away after waiting for treatment for over 2
hours in the Tomah VA Medical Center. Ms. Delis.

TESTIMONY OF CANDACE DELIS,! DAUGHTER OF THOMAS
BAER, AUBURNDALE, WISCONSIN

Ms. DELIS. Thank you for the opportunity to be here today.

I realize that my father’s death was not was related to medica-
tions, but I believe it speaks to a broader issue of care at the VA.

Fifty years is a long time to keep a secret. My father, Thomas
Baer, was drafted and proudly served in the U.S. Army until he
was medically discharged with a service-connected mental health
issue. Between the time he left the Army in 1965, until his death
in January, 2015, he was treated off and on and hospitalized at
several VA hospitals. One was Fitzsimons Army Hospital at Au-
rora, Colorado, which is now closed. Another was the St. Cloud,
Minnesota, VA Hospital. The most recent and the last was the
Tomah VA.

He was hospitalized and treated twice in the inpatient mental
health unit at the Tomah VA. Once in 1970, shortly after he met
my mother and again in 1982.

1The prepared statement of Ms. Delis appears in the Appendix on page 256.
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He and my mother remained silent about his illness, even keep-
ing it from me until I was in my late teens in an attempt to protect
me from the realities that they both faced daily. Until today, aside
from me, my mother, and a few close friends, no one other than his
doctors knew of his struggle, because there was, and still is, maybe
to a lesser degree, a stigma that goes along with mental health
issues. A stigma that causes feelings of shame, fear, and hopeless-
ness. A stigma that leads to blame, discrimination, and misrepre-
sentation in the media. That is why I have not spoken about this
in detail until now.

My father was treated at the Marshfield Clinic Medical Center
on Friday, January 9, 2015, for a bronchial infection. He was pre-
scribed steroids as well as an antibiotic. Over the course of the
weekend, his behavior had changed. He was restless, confused and
dizzy. Symptoms that were related to his mental health issues and
symptoms that could be triggered by the steroids. So on January
12, 2015, we tried to make an appointment for him to see his reg-
ular provider at the Marshfield Clinic. We were unable to do so be-
cause of scheduling. My mother and I discussed it with my father
and he felt as though he needed to be hospitalized, so we called the
Tomah VA. We explained the symptoms that we thought were
mental health related as well as the symptoms of the bronchial in-
fection, which included trouble breathing and the fact that he had
chronic obstructive pulmonary disease (COPD). We were told that
we could bring him down and he would be evaluated.

There is an important point that I would like to make. We have
been questioned by cowardly, anonymous VA employees in Tomah
on news websites and on forums—one of which hid behind the
screen name TomahRN. These employees disingenuously ask, why
did not you take him to a local hospital? Here are our reasons why.
First, trust. Second, fear. And third, duty.

First, we trusted the VA nurse who told us to bring him after
we told her his symptoms. We trusted her medical knowledge and
training and believed she would tell us to go elsewhere if it sound-
ed like his symptoms were life-threatening and the VA could not
treat him there. We trusted that she was confident that the VA
could treat my dad in a compassionate and competent manner after
we drove 60 miles to get there.

Second, we feared the VA would stick my parents with the med-
ical bill. When the nurse told us to come in, we were required to
come in under implicit threat that my parents would bear the bur-
den of enormous medical fees. You see, in the 1990s, my dad had
a similar emergency. My parents made the mistake of seeing a
community doctor with no prior approval for the emergency with
the VA and my parents were stuck with the bill for thousands of
dollars.

Third, and most importantly, Veterans Affairs has a duty to com-
petently treat our nation’s veterans in exchange for our veterans
fulfilling their to duty to protect our country. My dad was entitled
to competent care and the VA had a duty to provide that. I would
not be here today if the VA had fulfilled its duty to my dad.

I have thought long and hard about those anonymous public jabs
at our grieving family from Tomah VA employees. Shame on you,
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whoever you are, because our trust in Veterans Affairs and in you
to fulfill your duty is what killed my dad.

We arrived at the Tomah VA Urgent Care at approximately 11
a.m. We checked in. I explained my father’s symptoms and the ur-
gency that he needed to be seen. It was not until nearly 2 hours
later when he slumped over in the wheelchair he had been sitting
in that we were seen. He was unresponsive for several minutes.
While they were trying to speak to him, I kept telling them, I
thought he had had a stroke, since his left side was limp and he
was leaning in that direction and unable to speak. They told me
he was fine because his vitals were normal. I asked them again to
please do whatever tests they could do to see if he had suffered a
stroke. I was told they were too busy, and since, at the time he was
able to speak and respond, although barely, and not understand-
ably, that they were going to put him in a room until someone was
able to evaluate him.

They did an electrocardiogram (EKG). I had to help the techni-
cian fix the machine, because the paper had jammed and she did
not know how to fix it, and a chest x-ray, but no tests relating to
a stroke, even though I had asked repeatedly. Approximately 45
minutes had passed and my father stated he needed to use the
restroom. The nurse got him up on the side of the bed. My mom
and I went outside for a few minutes to give them privacy. When
we came back in, no more than 5 minutes later, we walked into the
urgent care to hear the nurse screaming for someone to help her.
We could hear her at the end of the hall just past the nurses’ sta-
tion where there were other staff, but no one moved to help. As my
mother and I ran down the hall, we came into the room to see my
father half in the chair, half on the floor, completely unresponsive.
His left side hanging limp, but worse than the first time. The nurse
was trying to get under him to get him back into the chair. My
mother was screaming and I went to get someone to help. Finally
two other nurses came in and got him back into the bed.

According to their website, out of the 94 doctors and nurses, the
Tomah VA has one doctor that is board certified in emergency med-
icine. This doctor is Dr. James Patterson, the doctor who was work-
ing in the Urgent Care that day and the doctor who treated my fa-
ther. Dr. Patterson said my dad had suffered a massive stroke and
told the nurse that a CT was needed. The nurse replied with, we
cannot. The CT is down. Dr. Patterson said he would need to be
transferred to another hospital because they were not able to prop-
erly treat him there. I asked about the clot busting drug for
strokes, but he told me they could not administer the drug without
first doing a CT scan.

They told us they were going to fly him to Gundersen Lutheran
in La Crosse. A few minutes later they came back saying there
were no helicopters flying that day, but they would not tell us why.
It seemed completely strange, since it was a clear day with no
wind. Then we were told he would be taken to La Crosse via ambu-
lance. An ambulance that they were intercepting, that was origi-
nally on its way for another patient who was having a possible
heart attack.

When we arrived at the emergency room in La Crosse, the doc-
tors indicated that he should have been given the clot busting drug
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in Tomah and that they could not understand why he was not, nor
why he was not flown to the hospital. A CT scan was done imme-
diately and surgery performed to remove the clot from his artery,
but my father never regained consciousness.

Tuesday morning, January 13, my mother was told by a social
worker at the hospital that the VA would be paying for all of my
father’s medical care at Gundersen Lutheran, as well as any rehab
that would be needed, but my father never left the hospital alive.
They did another CT scan on Tuesday evening. They indicated he
had likely suffered another stroke, and had a brain bleed and that
his brain was swelling. After long discussions with the doctors at
Gundersen Lutheran about his prognosis, my mother and I decided
to remove any life-sustaining equipment, and at 4:20 p.m. on
Wednesday, January 14, my father died at the age of 74.

In 1982, when I was seven, I traveled to the Tomah VA Hospital
with my mom to visit my dad at the inpatient mental health unit.
We did this on several occasions, I am told, but I only have one
memory. I remember being on an elevator inside the hospital with
my mom and the doors opening between floors to a brick wall. Who
knew that 32 years later I would be facing another brick wall of
sorts, again at the Tomah VA.

We are left with so many unanswered questions, and the VA has
been anything but transparent.

The fact that my father, a man who proudly served his country,
sat for almost 3 hours in the waiting room of Tomah VA’s Urgent
Care department is completely unacceptable.

Had they done something as simple as a CT scan at Tomah, the
outcome may have been different. My mother lost her husband of
43 years, her partner, and her best friend. My 10 year-old stepson
lost his grandfather and I lost my father. The man who taught me
love, compassion and honesty. The man who, no matter what, al-
ways had time for me, and the man whose words made me feel as
though I could accomplish anything.

I am ashamed to live in a country where men and women are
sent to fight wars where they suffer horrible injuries and mental
trauma, and, when they return, instead of being rewarded for their
service and treated with respect, they are ignored, neglected and
left to die.

Like the other families here today, I am tired and I am grieving,
but I will continue to fight for justice for my father and for other
veterans. I want to do whatever I can to ensure that no other fam-
ily has to go through what we have gone through. I want to be
proud to be an American again. But without drastic and immediate
change at the Tomah VA, I do not know if that is possible.

My family and friends have asked what we will do now. We will
fight back—both in the courtroom and in the court of public opin-
ion. This morning we filed an SF-95 claim with the VA and intend
to sue, while getting the word out across the Nation. We are rep-
resented by a leading independent journalist and attorney fighting
for veterans across the country. His name is Benjamin Krause. My
dad’s death will not go unnoticed and the VA’s treatment of him
will not be forgotten.

[Applause.]
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Chairman JOHNSON. Thank you, Candace. Candace, again, we
are so sorry for your loss. These stories are heartbreaking. I think
everybody in this room feels that.

I just want to thank all the witnesses for your courage, for step-
ping forward, for coming here and telling your stories in such a
public forum. It is not easy. I understand this. It is not easy to tell
the story. It is not easy to listen to them. But I hope that America
does hear this. I hope Wisconsin hears this. I hope the VA hears
them.

Again, thank you for sharing all that. We will proceed to a round
of questioning here. It will be 5 minutes. I do ask my colleagues
to please respect the 5-minutes. I certainly will, so we can keep the
hearing moving.

Candace, I would like to start with you. At what point in time
did you see a doctor when you first came into the Urgent Care Cen-
ter? How long did it take before a doctor was even present?

Ms. DELIS. A doctor was present after we had waited nearly 2%
hours, and then, even after dad had had the first stroke it was sev-
eral minutes before a doctor came into the triage room. We were
just in there with the nurse. So it was over 2% hours.

Chairman JOHNSON. It is a very small facility, is it not?

Ms. DELIS. Yes.

Chairman JOHNSON. Did you ever see a doctor treating anybody
else? Were there other emergencies going on?

Ms. DELIS. There were people that had come and gone since we
had been sitting there waiting.

Chairman JOHNSON. Who is evaluating your father for stroke
symptoms? Was it a nurse?

Ms. DELIS. It was a nurse. It was the same nurse that had taken
his vitals an hour earlier and put us back in the waiting room.

Chairman JOHNSON. When you finally did see Dr. Peterson, did
he express any shock that this had been going on for so long, or?

Ms. DELIs. It is Dr. Patterson.

Chairman JOHNSON. Oh, I'm sorry.

Ms. DELIs. That is fine. No. He had a nonchalance about him.
He acted inconvenienced that he was taken away from whatever he
had been doing previously.

Chairman JOHNSON. You were told he was going to be
helicoptered after this 2% hour, maybe 3-hour wait, helicoptered to
Gundersen Lutheran, and then that did not happen?

Ms. DELIS. Correct.

Chairman JOHNSON. Can you just explain what happened there?

Ms. DELIS. Well, he had asked the nurse to get a CT and the
nurse told him the CT was down. My mom had overheard someone
in the hallway. He said, well, what about Tomah Memorial? And
a nurse told him, we cannot send him there. And then they came
back in and told us that they were going to Med Flight him to La
Crosse. So we waited longer and then they came back in and said
we cannot fly him. We are getting an ambulance. We are inter-
cepting an ambulance from another patient and we will get you
there via ambulance.

Chairman JOHNSON. Do you know why they cannot take him at
the other Tomah facility?

Ms. DELIS. No. No one will answer our questions.
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Chairman JOHNSON. We will try to get an answer to that.

Marv again.

Yg)u said Jason had a 3-month stay. Was that for his drug addic-
tion?

Mr. SiMCAKOSKI. Right, he was in there 3 months. Basically the
doctor was going to try to change up his medications and, and she
thought it would be best if he stayed right there while she was
changing all the meds, just because of, what kind of reactions he
would have and, and she wanted to see him, supposedly daily, as
he was getting switched from different kinds of medications to oth-
ers, which we thought were going to be less, obviously. Then after
he died—we, we had no idea that he was on—I gave him his meds
daily, but not when he went back into that 3-month period, and
then when he came home for a couple weeks, I did not even realize
that until after he died that he was on that high amount of meds.

Cl‘;airman JOHNSON. But he was being treated for drug addic-
tion?

Mr. SIMCAKOSKI. Right.

Chairman JOHNSON. How many times did you talk to different
doctors about your son’s care?

Mr. SiMcAKOSKI. Well, my son had the first doctor who was there
quite a while. And, I would meet with her and with my son, and,
I mean, there was times that my son was set to go home where
I would pick him up and he was all slurry yet. And, I would say,
I do not think he’s ready to be going back home. I think something
is wrong here. And she said, well, he’s fine. He’s fine to go. And,
one time I told her, I said, I see him and I see a lot of these other
patients that are walking around like zombis here. Everybody looks
half dead.

And T said, if he’s so fine, why do not you let him drive your car
in the parking lot. And she said, well, he’s not driving my vehicle.
But she said he was able to drive a vehicle. Well, he ended up get-
ting a speeding ticket afterwards. And I think he went in the ditch
one time where he fell asleep. And, I mean, he was not in no condi-
tion to drive, as Heather stated.

So, it seemed like the nurses and that, it seemed like they tried
to help, but the doctors would not take advice from the nurses or
the counselors. I mean, he would go into the group meetings, and
the 28-day program, and, he did not get anything out of it because
he was so medded up. He did not even know what was going on
half the time. All he was worried about was getting his medications
from the VA.

Chairman JOHNSON. So you are just saying the doctors were
dismissive?

Heather, did you have discussions with doctors? Did you ever get
any explanation?

Ms. SIMCAKOSKI. I did not have discussions with the doctors, but
I would ask Jason, all the time why his behavior was so erratic and
we would talk to Marv. He would include Marv on everything and
Marv would talk to doctors, but we never got anywhere.

He was safer, in my opinion, in our home than he was in their
care, because they consistently did the opposite of what we
would—and what Marv would ask them to do.

Chairman JOHNSON. Thank you.
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Chairman MILLER. Dr. Johnson, in your testimony, you men-
tioned that your refusal to fill several narcotic prescriptions written
by Dr. Houlihan were the basis for your firing, is that correct?

Dr. JOHNSON. Yes.

Chairman MILLER. In your career as a pharmacist, how many
times have you refused to fill a prescription?

Dr. JOHNSON. Those that were from the Tomah VA and one other
prescription at my current facility. It was for a methadone pre-
scription that was trying to be illegally prescribed for opiate with-
drawal, which is illegal if you do not have a special license.

Chairman MILLER. And how many times were you retaliated
against for not filling these prescriptions?

Dr. JOHNSON. Every time at the Tomah VA and essentially even
the time at the current facility I'm at.

Chairman MILLER. You were retaliated at your current facility as
well?

Dr. JOHNSON. Yes.

Chairman MILLER. Your testimony, you mentioned you were only
at Tomah for a year?

Dr. JOHNSON. Yes.

Chairman MILLER. From July 2008 to June of 2009. Talk about
your career before and after.

Dr. JOHNSON. I came to the Tomah VA Facility—I was actually
a new pharmacist. I did my residency in Columbus, Ohio, at the
VA there. I worked under a board certified pain specialist at that
time. And I also worked in some chronic disease state management
clinics and then I came to the Tomah VA as my first job outside
of residency. After the Tomah VA, I did a short stint with a retail
pharmacy of Walgreens for a few months. And then I sought to get
back into the VA system in the Des Moines VA and I have worked
there since 2010, working in their pain management clinic as well
as doing Patient Aligned Care Team (PACT) med management as
far as chronic disease state management.

Chairman MILLER. Mr. Honl, in your testimony you stated the
system was slow to respond but quick to silence those who raised
concerns. Can you elaborate further for us?

Mr. HoNL. Just from the very moment that I blew the whistle
and I came out publicly—I filed one morning and a few hours later
I heard from somebody at the OIG, and they basically put an op-
tion before me. Put me on the spot and said, you can do this anony-
mously and then it will go directly down to the Facility and they
will have to investigate it, but we will be able to more thoroughly
investigate if you give us your name so you can give it to the chain
of command.

And, of course, it is one of those crossing the Rubicon-type
things. Once you make the decision to release your name publicly,
then, especially in the VA culture, get ready for a wild ride. I
mean, the circus is just beginning.

And it happened all the way from within my service line, and it
just built from there. I mean, my initial complaints were just fraud
and abuse and, trying to get somebody to look at it within my serv-
ice line. And before I know it, everybody is telling me, do not go
to Dr. Houlihan, who is the one I would have to jump over my serv-
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ice line manager to talk to, because he retaliates and nothing gets
done and he’s been investigated over and over again.

And then Mario DeSanctis, well known that he was a rubber
stamp. Do not go to him, because David Houlihan is the one who
wears the pants in the Facility. So I was left with, OK, go to the
OIG, but once I go to the OIG it goes down to VISN 12 in Chicago
and then comes back down into the Facility for, basically for Dr.
Houlihan to investigate himself. And just imagine where that goes.
No where.

But that’s what’s been going for years in the Facility. It is not
just me. I mean, Noelle talked about it and it has been going on
for years and years where complaints are sent down instead of up
to the people who can independently and objectively investigate.

Chairman MILLER. Heather, in your written statement, you ques-
tioned why alternative treatments were not provided to Jason. Did
Jason ask for any alternative treatment?

Ms. SIMCAKOSKI. Jason did not ask for any alternative treat-
ments, but I do not know anyone with an addiction to pain medi-
ation that is going to ask for a different treatment.

Most of them cannot say no. They are going to take whatever
they get and numb the pain, whether it is with that same prescrip-
tion or something different.

Chairman MILLER. Did the doctors ever offer something alter-
native to prescriptions?

Ms. SIMCAKOSKI. Absolutely not in my knowledge. They have
never offered anything except substitution of medication.

Chairman MILLER. Candace, real quickly, because I only have
just a few seconds left. But, if your family had not had to worry
about being charged for going to a hospital other than Tomah, do
you think you would have gone to another hospital or would you
have gone to Tomah anyway?

Ms. DELIS. Absolutely. We live in Marshfield and we have the
Marshfield Clinic there, and it is one of the better facilities in the
State.

Chairman MILLER. Thank you.

Chairman JOHNSON. Senator Baldwin.

Senator BALDWIN. Thank you.

Heather, you and I have talked about the tragic loss that both
you and your daughter Anaya must deal with because of Jason’s
death and you deal with that every day. But this treatment at the
VA, started to effect your family a long time before Jason’s death.
And in your testimony you talk about the long-term impact of all
the medications that Jason had prescribed to him. Can you talk to
us about how Jason’s personality and behavior changed from when
you first met him and when he began the treatment at the Tomah
VA.

Ms. SIMCAKOSKI. Absolutely. When first met Jason, his person-
ality was magnetic. I do not know a girl in the world that would
not have wanted to date Jason. We went down that road in the be-
ginning. I mean, Jason was driven, motivated. When I met Jason,
I truly believed our future was going to be limitless. I believed we
would have the American dream. Everything would be amazing
and wonderful and perfect.
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And once he started receiving the treatment, the prescription
pain medications, it slowly starting with him missing a day or two
of work. Then he became irritable. It became to the point where he
would not remember what he was saying, what he was promising.
He started missing holiday events, special occasions because he
could not get out of bed. He would—to the point where he would
lay in bed sometimes for days, weeks at a time.

He did not want to do that, but he, he could not. He could not
get up. He could not do anything. And there were events for our
daughter Anaya that he would miss. Very special events. There
were times he found it hard to get of bed sometimes to do very
basic tasks for her.

He became somebody that, like, I did not even know. It was, like,
Jason’s body and face was there, but his personality changed so
much, to a point where it created so much difficulty to where I
would have to move out at times and move back in once medication
would appear to make him normal, and then he would go back to
the doctor. They would change his medication again. He would
come back. It was constantly a roller coaster ride.

We always had hoped that he would be the same, but it just
never was. He would nod off, fall asleep. He would fall asleep driv-
ing. He would fall asleep eating.

There were times he would get up in the middle of the night,
turn on the oven and if I would not wake up, I would be afraid he
was going to burn the house down. There was all kinds of erratic
behavior. His appearance. Everything.

The side effects were just jarring. And I cannot imagine a doctor
sitting across from Jason, looking at him when he first came and
got treatment on that first day to the end, would not see those side
effects, because they were clear to everyone around, not even just
me, friends, and people in the community noticed it as well.

Senator BALDWIN. Marv, you raised Jason from a young boy to
a proud Marine, and can you also speak with us about the changes
that you saw occurring with Jason after he first began receiving
treatment at the Tomah VA?

Mr. Simcakoski. Well, first of all, he went from about 180
pounds to 250 before the day he died. He had lost all his self-es-
teem. He did not want to be seen in public anywhere. He did not
want to go in any place to eat. He would go to a drive-up window,
because he did not want to go inside anywhere.

He worked with us in the family construction business. And, I
mean, I would have to go check on him a lot of days because he
would not come to work and I would have to get him out of bed
and get him going and make sure he took his medication.

And when he first got back from the Marine Corps he was an en-
ergetic, motivated person. I mean, he wanted to go far. He wanted
to make our business boom, bigger. He had a lot of great ideas. He
was really smart. and he had a real nice personality. I mean, he
could think of anything. I should say, not think of anything. He
could actually do anything he wanted. He was real talented, but he
lost all that. He lost his drive for anything.

And, like I said, his, his weight, I mean, he could not bend down
good to tie his shoes or anything at the end. I had a hard time just
getting him to function every day, but he was good for awhile. And,
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like I said, then all of a sudden with all these different medication
changes, he just went downhill real fast.

Senator BALDWIN. Heather, I wanted to ask you about the state-
ment you made in your testimony regarding missing police reports.
Can you recall any instances where Jason reached out to the
Tomah VA Police Department regarding other Tomah VA patients
attempting to sell opioid prescription drugs like OxyContin?

Ms. SIMCAKOSKI. Yes. I have text messages on one of Jason’s old
phones from 2013. He had gotten a different phone later on, but
we still have that phone at my house. And when I go through it,
there is several, I think there is over 160 text messages between
the Tomah VA police chief and Jason where Jason did not want to
be on drugs.

He actually said the temptation of the veteran trying to sell him
the drugs was enough to make him want to turn that veteran in,
because he could not resist the temptation. So he, actually was
working with them. He was willing to actually do a controlled buy
or wear a wire, or anything he could to get this veteran off the
streets, per se. And at the end of the day, nothing ever became of
it. Jason sent screen shots of the veteran to the Tomah VA Police
Department, screen shots of the veteran offering to sell them drugs
and nothing ever became of it.

Senator BALDWIN. Page three of the——

Chairman JOHNSON. Please stick to time limits here.

Senator BALDWIN. OK, we will follow up on the next round.

Chairman JOHNSON. OK. Thanks.

Mr. Walz, if you would also please also just reintroduce yourself.
I arﬁ going to ask Congressman Abraham to do the same thing, ac-
tually.

Mr. WALZ. I am Tim Walz. I have served on the VA committee
for the past four Congresses and I represent Minnesota’s First Con-
gressional District, which is the southern tier of Minnesota.

Once again, thank you all for your testimony. And, Mr.
Simcakoski, it was painful to hear you to speak, and I hope it was
painful for everybody in this room to hear it. Because, if that is
what it takes to shake us out of this, because I am going to tell
you something here that is this is all senseless and avoidable, we
are hearing this, but I am going to tell you something that is prob-
ably really going to make you angry.

What you are telling, other people have been down this road, and
folks have tried to implement that and that is what gets so frus-
trating.

Heather, could I ask, why was Jason being prescribed this? What
did they say was wrong with him? Why were they prescribing him
these drugs?

Ms. SiMCAKOSKI. His diagnosis would consistently change. One
doctor would say one thing, another doctor would say another. It
was consistently changing. One doctor would say he had one men-
tal illness and the next doctor would say he does not have that.
And they would say he had something different. It was always a
changing story.

Mr. WALZ. And before he went in there, and as you noticed this,
and I think most of us in this, there is a lot of folks sitting behind
you and folks that understand this, that PTSD and other things
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were starting to get to him. Why did he go in the first time? What
did he hope to get from it? I mean, what did he want them to fix,
if you will?

Ms. SIMCAKOSKI. His addiction to the pain medication.

Mr. WaLz. All right. And it is the pain medication. This is what
I want to get back to again. And I want to read this for you, Marv.
This is going to not make you happy.

My colleague and I, Jim Ramsey, had introduced and subse-
quently passed through Congress in 2008, VA Pain Directive
2009-053, calling for implementation of a system wide tiered pain
management model that stepped up before we got to where you got.
We went all the way through this and the Institute of Medicine,
which is the gold standard for looking at this, this is what they
said about the VA. They said the VA has done an excellent job in
developing this comprehensive blueprint.

Did any of you speak to a pain care management person?

Mr. SIMCAKOSKI. Absolutely not.

Mr. WALZ. Do you know how many people do? Seven percent
were on pain management?

Mr. SIMCAKOSKI. I did not even know there was one.

Mr. WALZ. Yes. You did not know there was one.

Mr. SIMCAKOSKI. No.

Mr. WALZ. And do you know what that person’s job was supposed
to be? To counsel you as the family and you with your right to sit
there advocating for your son as an advocate to explain to the en-
tire family and to the patient exactly what these things were.

And what the Chairman was asking about is, were there other
alternatives? Like chiropractic care? Because if you can relieve the
pain—the issue here is to get rid of the pain.

The issue is not—and be very clear. These drugs are powerful
and important and helpful tools in the right dosages in the right
situations. But the problem is, it is an easy way to get away from
looking at the root cause of the problem, and you were never asked.
You were never asked to get there.

I am going to ask you, Dr. Johnson, was that available? The pain
care management? Was that available at Tomah?

Dr. JOHNSON. Absolutely not.

Mr. WALZ. So it was never implemented? Because here’s what it
says, unfortunate stepped-care model for the critical but unfulfilled
co?mponent of their national pain strategy. So no one told you about
it?

Dr. JOHNSON. No.

Mr. WaLz. And, Mr. Honl, you are convinced, even if it was
there, that these guys would have gone around it anyway.

Mr. HoNL. That is absolutely correct.

Mr. WALZ. Do you think, though, if it would have there been
there, it would have been part of the culture, that everybody who
came in, like Jason, and they had to go through this with their
family and to get all this, because I think each of these people hit
on something very important. This sense of trust. We expect them
to do the right thing. And do not get me wrong. The vast majority
of employees at the VA want to do that, but the fact of the matter
is, I am not a pharmacologist and I do not know pharmacological
interactions and everything else. That is somebody else’s jobs. And
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their job is also why we put this in, to explain it to the most impor-
tant person, that is the end user and the veteran. Nothing like that
happened?

Dr. JOHNSON. No.

Mr. WALz, At your new facility, is it being done?

Dr. JOHNSON. At our new facility, we do have a pain manage-
ment, I guess, actual program, and we do offer alternatives, not
just opioids. And we do try to get those patients under the 200 mil-
ligram morphine equivalent that they are on, but our interdiscipli-
nary team offers chiropractic care, acupuncture. We have a phys-
ical therapist (PT) and occupational therapist (OT), psychologist.
We have that whole team in place.

Mr. WALZ. Basically what the law asked to do?

Dr. JOHNSON. Yes.

Mr. WALZ. They have that in Minneapolis, but they have one chi-
ropractor for 10,000 people. And they offer a yoga class at 2 p.m.
on Wednesdays. Work that into your schedule.

Dr. JOHNSON. Yes.

Mr. WALZ. My issue here is

[Applause.]

The issue is changing the culture on this. I would ask you, in
your professional opinion, before my time runs up, and maybe ask
the Simcakoski’s on this. We cannot guarantee that would have
prevented this senseless loss, but do you think it might have done
something?

Dr. JOHNSON. I believe that the tragedies that happened to them
were absolutely preventable.

Mr. SIMCAKOSKI. I do not know. I guess it may have helped. It
just all depends on what the doctors did after that point. I mean,
if they were not willing to work with the pain management team,
then I guess it would not help.

Congressman WALZ. Just as a side note. It expired on October
31, 2014, in the VA. We have not been able to reauthorize it.

Dr. JOHNSON. Can I reiterate something here? Even if the doc-
tors would not have agreed to work with the pain management
team or done that, it is the pharmacist’s job and their responsi-
bility. The drug stops there. It comes out of their hands. They are
the end gate. They should have stood up and said no. I would not
have processed those medications that were prescribed to Jason.
Obviously I did not dispense some that I did not feel were appro-
priate. Had somebody said no, even if the doctor decided whatever
they want to do.

Doctors are not God. They have a license. They need to stand up
and say no. And everybody at that Tomah VA should be held ac-
countable for that. Not only the people that knew, but every single
pharmacist that has dispensed one of those medications.

Those medications on the street, every single one came through
the hands of those pharmacists. There needs to be accountability.

Congressman WALZ. Thank you. Thank you, Mr. Chairman.

[Applause.]

Chairman JOHNSON. Congressman Abraham, if you could intro-
duce yourself real quick before you start questions?
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OPENING STATEMENT OF CONGRESSMAN ABRAHAM

Mr. ABRAHAM. I am Ralph Abraham from Louisiana. You can
probably pick it up from the accent. I am a practicing physician
also, so I want to first say thank you for your moral courage. I see
many of our veterans out in the audience. And acts of courage that
are unbounded, I know you have performed, but moral courage, you
have time to think what could happen when you testify like this,
io thank you so much for showing up and speaking up and being

ere.

And, as a physician, you are right, Doctor, there still exists some-
times a God complex that we tend to endow, and shame on us for
doing that, and kudos to you for saying no when you should have.
H]‘o {nore of that would go on, then we would be more held account-
able.

Like Senator Baldwin said, there is a sacred trust. And what
more sacred trust between a doctor and a patient? To me it is even
more sacred than a marriage, because a patient will tell me things
that they will not even tell their spouse. So we are entrusted with
so much of that and when we reach that, then, again, what a trag-
edy for, for you guys, because you all have lived it and there are
no words to describe that.

My question to you, Dr. Johnson, and I think you mentioned in
your opening statement, there were no routine urine drug screens,
used to monitor drug use or abuse, is that correct statement?

Dr. JOHNSON. That is correct. And we were actually advised
against urine drug screen testing because, in the face of a negative
drug screen, doctors were being coerced or forced into still pre-
scribing the medication, and then we were told we would be held
liable for those medications that were being dispensed when some-
thing unfortunate happened, which is the case.

Mr. ABRAHAM. Yes. How crazy is that? I mean, we know if it is
not in the urine, it is not being used.

Dr. JOHNSON. Correct.

Mr. ABRAHAM. It is being diverted somewhere. On the Opioid
Safety Initiative, were any of the National Opioid Safety Initiatives
thz})t I am familiar with, were they implemented at the Tomah facil-
ity?

Dr. JOHNSON. When I was there, no. A lot of those Opioid Safety
Initiatives did not come out until 2013.

Mr. ABRAHAM. Right.

Dr. JOHNSON. But even just one of the initiatives right now is to
keep it under 200 milligram morphine equivalents per patient,
which is still actually a fair amount of opioid.

Mr. ABRAHAM. That is a lot.

Dr. JOHNSON. The unfortunate part with Dr. Houlihan, that I be-
lieve even with some of the other providers, was that they were un-
willing to implement the standard of care or try to bring those pa-
tients down. He absolutely refused to change some of those pre-
scriptions, which does not make sense to me.

As, if you are going to give immediate release acting medication,
why would you do that? Why would you not change him to some-
thing that could have been long acting that would have given bet-
ter pain control or just try something different that would have
given overall a better outcome for the patient. And that is why I
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think the motives of him need to be questioned, because it does not
make any sense, as a clinician, why he, he prescribed the way he
prescribed.

Mr. ABRAHAM. And I think, Heather, it was you that said, we
cannot measure—once we put more than one drug in a person’s
system, much less 14 or 15, no, we do not really know the inter-
actions. Everybody metabolizes drugs differently. Everybody han-
dles drugs differently. And there is no way to know that.

One thing the VA, as a system, Mr. Honl wants is continuity of
care. That is what they tout is they want that veteran to come back
over and over. But in Jason’s case, especially, and a little bit in
your case to, Ms. Delis, that when they saw the physical changes
in Jason, the weight gain, the unability to perform work, the pur-
pose of continuity of care is to—somebody say, hey, what is dif-
ferent here? And, unfortunately, and tragically, it did not work in
this case, but that is the purpose.

So, again, like you say, Mr. Honl, it goes back to the culture of
the system. And, the panels, everybody up here, we have talked
and we understand that it has to be changed and it has to be
changed quickly. We are behind the curve by light years and we
need to catch up, so, again, thanks for your testimony.

I am most honored to be here.

I yield back to the Chair.

Chairman JOHNSON. Thank you, Congressman. Congressman
Kind.

OPENING STATEMENT OF CONGRESSMAN KIND

Mr. KiND. Thank you, Mr. Chairman.

I am Congressman Ron Kind. I have the responsibility, the
honor, really, of representing this district, as well as the Tomah VA
Medical Center.

And Chairman Miller, Chairman Johnson, thank you for agree-
ing to hold this field hearing. This is not easy. These stories are
not easy to be told or to be heard. And hopefully by having it here
in the Tomah community it made it a little bit easier for all of you
to share that.

I want to thank Senator Baldwin and my colleagues for joining
us at this field hearing.

And, I was born and raised on the belief that we owe our vet-
erans a debt of gratitude, as well as the benefits that have been
promised to them that can never fully be repaid, but we have to
try. And we can study all the reports, and look at all data, and all
the trend lines, look at all statistics that we want, but there is
nothing more powerful to us policymakers than these personal sto-
ries and how difficult it is for you to share them with us.

We share in your grief. We offer our condolences. But as I have
had the chance to speak to all of you about what you have just
gone through, I think there is an agreement at this witness table,
and you have all done a great job testifying, that you want to do
your best to help us ensure that no other veteran and no other
family has to go through the type of pain and live through the type
of tragedy that you just shared with us today. And that is the high-
er calling, I think, that we here as Members of Congress are re-
sponsible to ensure that our veterans are getting the care and the
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treatment that they earned and that they deserve. And I think that
is our promise to you that we are going to not rest until we can
achieve that goal.

So thank you for testifying and for being here today.

Dr. Johnson, let me ask you, because I have limited time. I do
have a few questions for you. Are we getting better? Is the VA sys-
tem getting better at recognizing protocols of care or best practices
or best evidence of medicine when it comes to the proper pain
treatment that our veterans need right now?

Dr. JOHNSON. Overall I would like to say yes. After the 2013
VHA Directive came into play limiting those morphine equivalents,
that has become a big thing. The pendulum on pain management
is swinging from constant opioid medications to finding alter-
natives for patients. We are trying to implement those cognitive be-
havioral therapy programs for several of those veterans.

It is a slow change. And we have built a culture so far that we
have been giving these patients this medication for so long, they
are addicted—it is hard to bring those patients off of that medica-
tion. So it is going to take time for the whole entire culture and
the facility VA wide to change, but I do believe, for the most part,
and most of those VAs, this is occurring.

Mr. KiND. But you feel more confident that there are complimen-
tary forms of treatment, alternative forms of treatment, that can
supplant the cocktail type of default button that seems to be
pushed all too often with our veterans?

Dr. JOHNSON. Yes. And I would actually like to note that the
American Academy of Neurology actually just posted that article
recently and said that there is no long-term evidence to support
chronic opioids in back pain, fibromyalgia, or headache pain. That
is probably three fourths of the patient population that I see.

I am not doubting the patient’s pain. What I am trying to say
is that as the brain chemistry changes because of the drugs we are
giving, we need to find ways to find other medications or other non-
p}?armacological ways to deal with that, because the brain can do
that.

Mr. KIND. Here’s what I have been having problems with the
knowledge. I do not have a medical degree. I did not go to med
school or anything, but my suspicion is every individual’s pain
threshold is going to be different. Therefore it’s going to require a
more individualistic type of treatment regimen for that veteran.
How good are we getting at being able to provide that individual
recognition to the veterans?

Dr. JOHNSON. I do think we are starting to get a little bit better.
There are some sites that, would potentially even offer some ge-
netic testing or those things to try to make sure that there are
those who would absorb or break down the medication differently.
Each patient’s pain is definitely different. It’s my job as the phar-
macist on the team to make sure that we are prescribing the medi-
cations that are directly related or best to treat their pain. More
often than not, it’s not an opioid, unfortunately, for chronic pain
patients. I mean, acute pain is a different situation, but I do be-
lieve that we are trying to individualize.

I will be honest, what I see a lot in my pain management team
right now, unfortunately, is trying to deal with the mess that we
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have made, and that we are dealing with a lot of addictions. We
are not necessarily dealing with pain management.

Mr. KiND. Mr. Honl, let me switch to you. And thank you for
your courageous effort in all of this, with the pushback that you en-
counter now, even threatening letters for defamation that you have
had to endure, but you talk about the problem of not having the
entities investigate themselves, but clearly we cannot send every
complaint at a VA Medical Center outside for independent inves-
tigation. Are there lines that we can draw here that can help us
where that’s needed in certain circumstances and what needs to be
dealt with internally?

Mr. HONL. Yes. I would just say, out of my experience, better
staff work. I mean, if you are going to have a veteran staffer, they
should probably be a veteran. They should probably be somebody,
when they look at a report that they can identify that quickly.

In this case, really, the bigger problem is with the OIG, because
that’s their job, right? I mean, they are the ones who field com-
plaints, along with you guys. And in a perfect world it would be
tlllle OIG that would be trusted, so they would not have to go to you
all.

And so the problem is things just kind of snowball. You guys get
hammered with more complaints, because nobody trusts the OIG,
so you are overworked and you get these reports coming back and
forth. I mean, balls are going to be dropped, right? It’s just human
nature.

So, again, I bring it back to two things.

No. 1, the big thing is accountability—whether it’s the OIG or VA
leadership. The VA is a big bureaucratic organization. And you
have a lot of sacred cows and you have a lot of moving parts there.
And when you have that type of a system, you have to have a sys-
tem of accountability that’s tightly controlled.

Out of my experience, when I was in the Army and I had to rate
non-commissioned officers (NCOs), there was the best NCO, there
was the worst one. And that’s how you rated them. There’s a bot-
tom one. There’s a top one.

When I was a sales manager in the corporate world, there was
the best sales representative, the worst sales representative.

You know what it is in the VA? It has not gotten much press.
470 senior executives in the VA. Nobody below the line. Nobody. I
mean, that’s something to me that just defies logic.

And on top of that, they all get paid bonuses.

So until, there’s accountability, until there’s a ranking structure
where you can go, here’s the people that are below the line. Here
are the people that need work or they need to go somewhere else.

The VA is hijacking itself and I do not think the proper response
from the VA is to say, well, it’s Federal workers. It’s harder to get
rid of somebody, blah-blah-blah. They are hijacking themselves.
They cannot even rate who a poor performer is, so of course they
are going to have a hard time getting rid of the poor performers,
because they are all great.

Mr. KIND. Again, I thank all of you for your testimony today. We
appreciate it. Thank you.

[Applause.]

Chairman JOHNSON. Congressman Duffy.
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OPENING STATEMENT OF CONGRESSMAN DUFFY

Mr. DuFrFY. First I want to thank Chairman Miller and Chair-
man Johnson for holding this hearing in Tomah. So often these
hearings take place in Washington D.C., but the impact that the
Tomah VA has had on this community and on our community, I
think it’s important that this hearing be held here in Tomah. And
I am grateful for both of you for agreeing to have it here where so
many people can attend and be part of the process.

I do see a lot of veterans here as well. I want to thank you all
for your service and I know you are coming out not just to make
sure we are holding the Tomah VA accountable, but you are here
supporting your fellow families, who are very courageously telling
their stories to this committee, and sometimes to the public for the
first time, so thank you all for coming and participating.

I do want to make one note. We are hearing some of the horrific
stores of some of the bad actors in the Tomah VA. I know a lot of
veterans who do get good care here in Tomah and we have a lot
of people who care for our veterans here in Tomah and they work
their heart out every day to make sure they offer good care. And
we cannot forget about that either.

But the stories that we have heard today are absolutely unac-
ceptable. We should not have any of the stories of spouses, of
daughters, of fathers of people who have passed away because of
inadequate care.

But I do want to make that one note that it’s not all bad. And
I think it’s important to note that.

This is, I will say, not the last step. This has to be our first step.
I think our community, our delegation, the Veterans’ Affairs Com-
mittee cannot let up. We cannot go home after today and say, this
is the end. This is the first step in a long process to make sure we
reform the VA so it works for our veterans, the men and women
who have raised their hand to serve their country and are lucky
enough to come home, to think that their lives would be risked in
the healthcare system that was set up to benefit them, I mean, is
absolutely unacceptable and untenable. And I think it’s all of our
jobs to make sure that this is the beginning of the end of poor care
in the VA system.

Candace, I want to be clear. When your, when your dad was
showing the first signs of a stroke, from the first signs—I know
there was—you could argue, well, he had some other issues medi-
cally that could have been misdiagnosed on the phone, but when
you made it here to Tomah and he became limp on the one side,
how long was it from that point until you actually left to go to La
Crosse?

Ms. DELIS. There was an hour, about an hour in between the
first stroke and the second stroke and then there was about 30 to
40 minutes after the second stroke that we actually left to go to
La Crosse, and then it was another over an hour to get to La
Crosse.

Mr. DUFFY. So it’s fair to say there was an hour and a half where
he was showing the signs of having a stroke and care was not pro-
vided to him?

Ms. DELIS. That’s correct.
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Mr. DuUFFY. He sat in the waiting room and then back in the
emergency room?

Ms. DELIS. I would like to add that, in the waiting room, when
he had the first stroke and he was slumped over, visibly slumped
over in the wheelchair, my mom was screaming. The woman at the
desk sat there and did nothing.

Mr. DUFFY. Did nothing?

Ms. DELIS. I got up. I ran to the desk. I said, you need to get
a doctor. And then she finally got up, took her time, went down the
hall.

Mr. DurFy. Slow walk.

Ms. DELIS. And got someone. All the while we are trying to talk
to my dad and get him to respond.

Mr. DUFFY. An hour and a half and then another hour to La
Crosse?

Ms. DELIS. Yes.

Mr. DUFFY. Ms. Johnson, you had indicated there were—and we
have not talked about this a lot. If you could try to answer this
somewhat quickly. I have limited time. You said there were three
people who really have not been talked about who died in—is it the
parking lot here in the Tomah VA that are not part of the official
reports, is that correct?

Dr. JOHNSON. Yes. There were three unexpected or unexplained
deaths in the parking lot that spanned a 4-month time frame. I be-
lieve it spanned over the 2008 and 2009 period, so it would have
been the winter months. Those are actually documented, you can
see, in the concerns of the President of the American Federation of
Government Employees (AFGE) that she had submitted to the IG
and Capitol Hill, I believe, in 2009.

Mr. DUFFY. Do you know what those deaths were attributed to?

Dr. JOHNSON. No. At the time, I said this to VA Accountability
Review Committee, that I was not there. I never saw the person
in the parking lot. I am just saying that the Tomah VA is a small
facility. I was told that they were Dr. Houlihan’s patients. I do not
know whatever happened to those patients. I do not know whether
they were ever accounted for or whether there was an autopsy
done.

Mr. DUFrFY. Did you tell the IG about these deaths?

Dr. JOHNSON. Yes.

Mr. DUFFY. And just quickly, did you see the cocktail of drugs
that Jason took before he passed away?

Dr. JOHNSON. On the MSNBC list, yes, I got to see it.

Mr. DUFrry. Was that a dangerous cocktail, in your opinion?

Dr. JOHNSON. Absolutely. I would have never ever dispensed
them. The diazepam alone was 60 milligrams. The maximum is 40.
Plus he was on temazepam. That’s two benzodiazepines. Plus
Suboxone and tramadol. You would never do that. Never.

Mr. DuFry. My time is about to end, but I have five daughters
myself, Heather, and I cannot imagine your daughter at 12 years
old not having a father to walk her down the aisle. I think that
was the most touching point. Little girls should have a dad and lit-
tle girls should have a dad walk their daughters down the aisle
when they get married and I am sorry for your loss and I promise
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this panel will do everything we can to make sure that we remedy
what has taken place here.

Thank you for your testimony.

Chairman JOHNSON. Congressman Pocan.

OPENING STATEMENT OF CONGRESSMAN POCAN

Mr. PocaN. Thank you Mr. Chairman.

My name is Mark Pocan. I represent south central Wisconsin,
parts of six counties in the lower part of the State.

First of all to the family members, I do not know if I have the
words adequately enough to express the condolences. I just want
you to know that what you are doing today and what you are con-
tinuing to do, to talk out will definitely leave a legacy for your fam-
ily members, because it’s so powerful. We will get something done.
And it’s because of your courage and your speaking out that that’s
going to happen.

If I can just ask a quick question of Heather, it’s all right.

Your husband, was he receiving the opiates because of a physical
i?ljury while he was serving? I am not sure if I quite understood
that.

Ms. SiMcAKOSKI. No. Jason did not have any kind of chronic
pain, so his receiving all of those medications was completely bi-
zarre from day one.

Mr. PocaN. Did you think he was receiving the opiates because
of post-traumatic stress?

Ms. SIMCAKOSKI. Yes. And other, maybe anxiety, things like that,
but I am not a physician.

Mr. POCAN. Sure.

Ms. SIMCAKOSKI. But just applying common sense, when you are
treating with an addict, even if there are other addictive medica-
tions that can be prescribed, even if they are not his pain killer of
choice, there’s popular street alternatives that were given to him
that anybody with common sense would not give somebody with an
addiction problem.

Mr. POCAN. Sure.

Ms. SiMmcAKOSKI. Those medications for treatment.

Mr. PocaN. Thank you. And then a couple questions for Dr.
Johnson and Mr. Honl.

So I cannot wait for the OIG and the VA, quite honestly, I have
lots and lots of questions for them and, looking at that report, one
of the problems that we have talked about is how do you get rid
of the problem performers? But if you look at that report that we
only got because a member of Congress had to make a formal re-
quest that they did not get otherwise, which I find outrageous, that
if it had not been for that formal request we would not even have
this to move forward, but the fact that—it’s not just the employees
that we need to get rid of, that, may have been around for a little
while, but in both of your cases, you were around short enough
that you had no protections. And I believe, if I remember right, Dr.
Johnson, you were a couple weeks before your year was up where
you might start getting those is when this happened to you. And,
Mr. Honl, I think, same thing. Before you left you had a couple—
within a week of you making an accusation, that’s when you start-
ed getting the formal complaints.
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Can you both just, one, just say if that is correct? Two, what rec-
ommendations do you have for people like yourselves that are
watching this and able to blow the whistle, but, if you do, you risk
your jobs? What could be improved to make sure you are getting
the protections?

Mr. HoNL. I have said this over and over. I think ultimately
there are not any real whistleblower protections. Just by definition,
when you blow the whistle, you are doing it on wrongdoing, and
when there’s wrongdoing, there’s wrongdoers, and they are not
going to like that you blow the whistle, so, real protections, yes. I
mean, you mentioned a probationary period. I mean, that’s been
used here in this case. I was only there for 8 weeks, but, you are
faced with what all whistleblowers are faced with. Do you hang in
the system until the bitter end, until the OIG gives Dr. Houlihan,
the investigation, and all of a sudden you do not have whistle-
blower protection and, I was a secretary, so maybe I did not cross
all the t’s or dot all the i’s, and see you later, right, and have a
termination on your record, or, do you do what I did and I resigned.
I mean, I just got out of there.

And initially I was going to be like any other person that had
been run out of there. I just wanted to forget about it.

Mr. POCAN. Sure.

Mr. HONL. And, since I was public, then I just had everybody out
of woodwork coming to me with stuff as serious as patient deaths.
So, yes, I mean, I do not really have an answer for it, other than,
yes, the system needs to be examined, because one thing that—I
think that there’s a misperception in the public about Federal em-
ployees. And that’s that they cannot be fired. Let me say, defini-
tively, that is not true. OK? The 470 senior executives cannot be
fired, because they are incompetent and do not know how to do
proper ratings, but the people on the front lines like Dr. Johnson,
on the front line, they get run out all the time. And a lot of the
times it is in that probationary period, so.

Mr. PocaN. If we could just give couple seconds to Dr. Johnson
to respond. Thank you, Mr. Honl.

Dr. JoHNSON. I was just going to say, I was taught, right is al-
ways right and wrong is never right, so, as a whistleblower, I guess
no matter what kind of repercussions are going to happen, I was
not going to be responsible for more deaths in the parking lot.

That being said, I believe that any legislation that was trying to
be enacted and to protect those whistleblowers, and I believe her
name is Ms. Flanz, I think, or something I read in the article that
she said that the current system is fine and it works just fine. It
does not work just fine. We are both examples of that and it only
protects the management. So if anything can come of that and that
portion of it, I would really like there to be legislation that actually
passes and goes through that holds those people accountable. Even
at the current facility I am at now, I have experienced it over
again, and nothing happens to those people. They are allowed to
continue to do that because they are in a position of leadership.

Mr. PocaN. Thank you.

[Applause.]

Chairman JOHNSON. I know I have lots of questions. I know my
colleagues do too, but I want to be very respectful of everybody’s
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time, so we always hold the record open for 15 days. I would ask
all the witnesses here to be willing to take questions from Members
of this panel. It would be very helpful to us.

I certainly want to thank you for your thoughtful testimony, your
thoughtful answers to our questions, your courage to tell these sto-
ries.

I think I speak for everybody on this panel. We are committed
to doing everything we can to make sure these tragedies do not
happen to others. And I just ask you to, please, continue to share
your story. It’s probably the best possible solution for the steps we
can take to solve these problems.

So, again, thank you very much and with that I will call the next
panel.

Thank you.

We have seated another panel. Again, it is the tradition of this
Committee to swear witnesses in. I guess we have two main wit-
nesses and other people who may assist, so everybody who may tes-
tify or assist in testimony, please stand and raise your right hand.

Do you swear that the testimony you are about to give before
this Committee will be the truth, the whole truth, and nothing but
the truth, so help you, God?

Dr. DAIGH. I do.

Mr. MALLINGER. I do.

Ms. Crancy. I do.

Ms. OsHINKSL. I do.

Mr. DESANCTIS. I do.

Chairman JOHNSON. Please be seated.

Our first witness is Dr. John Daigh. He’s Assistant Inspector
General for the Healthcare Inspections of the Department of Vet-
erans Affairs Office of the Inspector General.

Dr. Daigh is assisted by Dr. Alan Mallinger, Senior Physician
within the Office of Healthcare Inspections of the Department of
Veterans Affairs Office of the Inspector General. Dr. Daigh.

TESTIMONY OF JOHN D. DAIGH, JR., M.D.,! ASSISTANT INSPEC-
TOR GENERAL FOR HEALTHCARE INSPECTIONS, OFFICE OF
THE INSPECTOR GENERAL, U.S. DEPARTMENT OF VETERANS
AFFAIRS; ACCOMPANIED BY ALAN MALLINGER, M.D., SEN-
IOR PHYSICIAN, OFFICE OF HEALTHCARE INSPECTIONS

Dr. DAIGH. Good afternoon, Chairman Johnson, Chairman Miller
and other Members of Congress.

Thank you for the opportunity to appear before you today in
Tomah to discuss quality of care issues at the Tomah VA.

I am accompanied today by Dr. Mallinger. Dr. Mallinger has
published over a hundred articles in peer review journals, held
prestigious positions in psychiatry and pharmacology at several
prominent medical schools and led research programs in psychiatry
at the National Institutes of Health (NIH). He has worked in the
office of Healthcare Inspections for the last 4 years.

Additionally he is currently on the Ethics Committee of the
American College of Psychiatrists.

1The prepared statement of Dr. Daigh appears in the Appendix on page 278.
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In 2010, the VA and the Department of Defense (DOD) published
the Clinical Practice Guideline: Management of Opioid Therapy For
Chronic Pain. Our national review, VA Patterns of Dispensing
Take-Home Opioids and Monitoring Patients on Opioid Therapy,
which was requested by the Senate Veterans’ Affairs Committee
and published in May of 2014, includes the following statement:
“Opioids are powerful medications that can help manage pain when
prescribed for the right condition and when used properly. How-
ever, if prescribed inappropriately or used improperly, they can
cause serious harm, including overdose and death.”

This national review, which mirrored the timeframe of our work
in Tomah, demonstrates that in 2012, VA providers were in general
noncompliance with this guideline. Whether it be in the use of
urine drug screens and followup visits, where we found they had
37 percent compliance with the guideline, or whether it be in the
practice of refilling prescriptions early, 23 percent of the refills
were filled early, the concomitant use of benzodiazepines and nar-
cotic medications, which was used 92 percent of the time in the
chronic opioid population, or ensuring that veterans with substance
use disorder and chronic pain receive concurrent treatment for
their substance use disorder and random urinary drug screening,
with which there was 10 percent compliance.

The data in this report makes clear that VA as a system of care
was managing this patient population very poorly.

The report states, the concurrent use of benzodiazepines and
opioids can be dangerous because opioids and benzodiazepines can
depress the central nervous system and thereby affect cardiac
rhythm, slow respiration, and even lead to death.

The report also highlights the risk of liver toxicity as several
combination medications include a narcotic and acetaminophen.
And that a dose, among the chronic opioid user population, 45 per-
cent of the veterans were prescribed at least one daily dose of four
grams or more of acetaminophen, placing them at significant of
risk for liver failure.

Who are these patients?

One in 16 served in Operation Enduring Freedom or Operation
Iraqi Freedom; one in three was diagnosed with a mood disorder;
one in five with PTSD; one in seven with substance abuse.

My written statement reviews the timeline of events related to
the Tomah administrative closure.

In summary, it was alleged that narcotic medication was being
used as the primary treatment for PTSD, that specific patients
were receiving poor quality of medical care, and that numerous pa-
tients were dying of narcotic overdose, that Tomah providers were
contemplating the amputation of a veteran’s leg as treatment for
his pain syndrome and that there was inappropriate interference
with the administration of the Pharmacy Service by Tomah man-
agement.

The administrative closure’s first four pages deal with the steps
OIG staff took to determine if these allegations had factual sup-
port. We reviewed numerous medical charts and peer reviews. We
interviewed many current and former employees. We contacted the
local Tomah police, the Milwaukee police, the DEA.
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We pulled the e-mail of 17 employees. The OIG Office of Inves-
tigations examined aspects of these allegations. We found that the
allegations that led us to Tomah could not be substantiated.

We did find examples of the failure to comply with DOD/VA
Chronic Pain Guideline consistent with the national data discussed
today.

Given that the data we collected did not support the allegations
that led us to Tomah, and knowing that our national report would
highlight the many deficiencies in VA provider’s compliance with
these guidelines, I chose to administratively close this report.

To ensure that the deficiencies we identified were corrected by
VHA, Office of Healthcare Inspections staff met with the Director
of Tomah, met with the VISN Director, and I was in frequent con-
tact during this period of time with managers at Central Office,
discussing the issues related to Tomah.

Both the Director of the facility and the VISN Director were fa-
miliar with both the individuals and the issues that we brought
forward to them at Tomah. These leaders discussed the changes
that had been instituted and future planned actions to address the
deficiencies we identified.

The Office of Healthcare Inspections reviews aspects of hospital
performance on a 3-year cycle and reports the results of each re-
view in a Combined Assessment Review report. A review of medical
center compliance with current VA stroke guidance is part of our
current ongoing review.

Upon the completion of data collection and analysis, a summary
report with recommendations will be presented to the Undersecre-
tary for Health and then published.

I will be pleased to answer your questions.

Chairman JOHNSON. Thank you, Dr. Daigh.

Our next witness is Dr. Carolyn Clancy. She’s the Interim Under
Secretary For Health in the Department of Veterans Affairs. Dr.
Clancy is assisted by Ms. Renee Oshinski, the Acting Network Di-
rector of Veterans Integrated Service Network 12, and Mr. Mario
DeSanctis, the Medical Director, Center Director of Tomah VA
Medical Center. Dr. Clancy.

TESTIMONY OF CAROLYN CLANCY, M.D.;! INTERIM UNDER
SECRETARY FOR HEALTH, VETERANS HEALTH ADMINISTRA-
TION, U.S. DEPARTMENT OF VETERANS AFFAIRS; ACCOM-
PANIED BY RENEE OSHINSKI, ACTING NETWORK DIRECTOR,
VISN 12, VETERANS HEALTH ADMINISTRATION, AND MARIO
V. DESANCTIS, FACHE, MEDICAL CENTER DIRECTOR, TOMAH
VAMC MEDICAL CENTER

Dr. CrLancy. Good afternoon, Chairman Johnson, Chairman Mil-
ler, and Members of the Committees.

Thank you for the opportunity to participate in this hearing and
to discuss the quality of care at the Department of VA, Tomah
Medical Center. To be efficient, I will not repeat your introductions
of Senator Johnson of my colleagues.

I want begin by expressing my profound sympathy to the families
of the veterans we have lost here. The stories you have told today

1The prepared statement of Dr. Clancy appears in the Appendix on page 286.
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have been noted by others are profound and an invaluable gift to
us about and we will use that to improve. And it’s an invaluable
gift to current and future veterans, so both those who are served
by this facility and across our system and, I have a personal stake
in this. My brother, my husband’s brother has devoted his career
to military service and is now served by VA and I am sure that’s
true for all of us in the room. If it’s not us personally, we have fam-
ily members.

So our commitment to you is that we will use this information
to improve, now and in the future.

In addition, I also want to thank the whistleblowers who stepped
forward. We heard their courage. It’s at some personal risk. We
heard that earlier. They refused to be silent when they observed
problems.

Secretary McDonald, Deputy Secretary Sloan Gibson, and I have
met with whistleblowers and have consistently emphasized that re-
taliation will not be tolerated.

Last I want to express our appreciation to multiple members of
the Wisconsin congressional delegation for their input and inquir-
ies.

VA is committed to providing timely, high quality care. We can
and have to do better. We have significant challenges to overcome
here in Tomah and we own them.

Unfortunately, unsafe practices in pain management and psy-
chiatric care and reports of fear and intimidation have cast a dim
light on care provided at this facility. And the bottom line is that
there have been a number of failures. Failures to veterans, and,
frankly, failures to the frontline staff at Tomah who work very
hard every day. I want to assure you that as investigations are con-
cluded, we will act quickly, decisively, and productively, with vet-
eran outcomes in the forefront of all of our decisions.

I also want to assure you that we are not waiting for the comple-
tion of all investigations to make required improvements here and
across the system right now. We are also supporting research, as
I speak, to evaluate alternatives to opioids in the management of
chronic pain. That’s nonnarcotic medications, acupuncture, bio-
feedback, other kinds of treatments, and, frankly, we are optimistic
that this work will also help all Americans suffering with chronic
pain.

We are working internally to address these issues, and, as you
know, are receiving assistance from outside of Tomah. VA Central
Office sent in its clinical team review and that preliminary findings
were released. That initial review identified gaps in care and fail-
ures to adhere to recommended practices, and we acted by dissemi-
nating a tool system wide that makes it far easier for clinicians to
do well by veterans and to identify veterans who may be seeking
narcotics from other facilities within the system.

The OIG, the Joint Commission, and the Drug Enforcement
Agency have reviewed the Tomah facility and Wisconsin’s Depart-
ment of Safety and Professional Services are also investigating, and
we welcome that.

We realize that we need to regain trust. It will take transparency
as well as candid, honest, clear, consistent communications across
the organization.



44

First is the veterans’ trust. And the only way to regain that is
to put the veterans first in every decision. The individual veteran’s
outcomes from their perspective is our true north.

We also need to regain the public’s trust, as well as the trust and
confidence of veterans’ representatives, both in Congress as well as
Veterans Service Organizations and other entities.

That will take time. And, frankly, it will take demonstration of
results.

Last, central to any success is to regain the trust of the Tomah
frontline employees and staff, the vast majority of whom are doing
their best to serve their veteran patients every day.

During my visit to the Tomah facility 2 months ago, I met with
many dedicated staff members who are bearing the brunt of these
issues. I heard directly from employees here about their concerns
and fears. And while investigations continue, it’s imperative that
we also focus on care provided to veterans we have the privilege
of serving here at Tomah.

And, those employees have a lot to be proud of. In benchmarking
with the private sector, the Tomah facility actually does very well
in a number of areas.

So, in conclusion, you can expect that the Secretary, Deputy Sec-
retary, and I will always put veteran outcomes first. And we will
act swiftly. And when we have actionable information, we will act
on it promptly.

These investigations are an opportunity to get to the bottom of
any issues so that moving forward we can make sure that these
preventable deaths are not repeated here or elsewhere.

But, mostly importantly, the reason I can be optimistic, is that
the devotion, resilience and passion of the frontline staff here at
this facility will help us overcome these challenges.

Thank you and I look forward to your questions.

Chairman JOHNSON. Thank you, Dr. Clancy.

Let me start with the last point being about regaining trust of
the employees and also the point you made that we really need
greater transparency and accountability. In terms of
retaliation—first of all, how long have been at the VA?

Dr. CLANCY. A year and a half.

Chairman JOHNSON. A year and a half. What did you do prior
to that?

Dr. CraNcY. I worked at the Department of Health and Human
Service (HHS). I directed a research agency that focused on safety
and quality of care.

Chairman JOHNSON. I will say in our communication and work
with you, I have been very pleased with your cooperation, so I truly
appreciate that.

Dr. CrLaNcY. Thank you.

Chairman JOHNSON. In your year and a half in your position,
how widespread do you find this type of retaliation that you are
witnessing and hearing about here in Tomah?

Throughout the VA? Is this really a very unusual situation or do
you think that type of retaliatory behavior against other whistle-
blowers, because it sounds like it might be more widespread?

Dr. Crancy. I do not think that we have celebrated negative
feedback, uncomfortable feedback as a gift that it is.
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It is a gift. If someone tells us very specifically, whether that’s
an employee, a patient, a family member, you could have done bet-
ter or my family member would have done better if you had done
this, that’s the only way we get better. And I do not think that we
have celebrated that enough.

Some of our facilities do. Some actually have awards for employ-
ees that identify near miss mistakes and so forth, but we are not
good enough about that.

Chairman JOHNSON. Are you, actively working on cases similar
to this in terms of the severity of retaliation that’s being reported.

Dr. CLANCY. Yes, we are.

Chairman JOHNSON. How many?

Dozens? A couple?

Dr. CrANCY. I do not know the numbers. More than a couple, for
sure. And I am not sure that we have identified all of the cases
that need to be investigated. I am sure, as a result of this, having
spoken with Dr. Johnson earlier today, that we will identify more
that we did not know about, so I want to be very cautious in terms
of using numbers.

I think you know that the Secretary instituted a single new
team, the Office of Accountability and Review, specifically focused
on investigating retaliation by senior leaders to employees.

Chairman JOHNSON. I appreciate that’s. It’s a very positive devel-
opment here and we truly appreciate that.

Dr. Daigh was in charge, I think, of the report that was signed
on March 12, 2014. The final report says, signed by Dr. Daigh, that
I concur with the recommendation for administrative closure of this
inspection. Was that closure, administrative closure, was that rec-
ommended by somebody? Was it a panel? I mean, how exactly did
that work? Or did you decide that on your own?

Dr. DAIGH. My office routinely has a number of hot lines that we
review. And if at the end of that hotline review we determine that
the allegations are essentially not substantiated, then we may
make the decision not to publish.

Chairman JOHNSON. So that’s basically a team decision then? So
you are concurring with the team of inspectors on doing the admin-
istrative closure?

Dr. DAIGH. Yes.

Chairman JOHNSON. OK. So, again, you base the recommenda-
tion on a team within the Inspector General’s office?

Dr. DAIGH. So the folks that work with me, we sat down and de-
cided that was the right answer.

Chairman JOHNSON. I want to ask some standard for substan-
tiation of some of these charges. I am going to read from your re-
port. “While we did not substantiate the allegation of abuse of au-
thority, intimidation, retaliation when staff questioned controlled
substance prescription practices”—OK, so you did substantiate
that—“we did find that these are widely held beliefs and concerns
among most pharmacy staff and among some other staff.”

What does it take to substantiate claims of retaliation and in-
timidation? What would be the standard for substantiation, if
that’s not it? If everybody in the pharmacy is basically saying
there’s retaliation and there’s a climate of fear?
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Dr. DAIGH. So what we were looking for was clear evidence of
somebody threatening a person or somebody saying in an e-mail or
somebody making the statement, if you do not do this, then I will
do that, so we were looking at evidence beyond a story. Something
we could use to support the story.

Chairman JOHNSON. When you were before the Senate Veterans’
Affairs Committee on Thursday, I asked you, when did you first
find out about problems in Tomah. And you stated about 2011, al-
though some of those anonymous letters that were brought to the
fore, did you go back in time? I do not know if you were here when
I was going through the timeline of when Dr. Houlihan has hired,
how we have people, employees of the facility documented they
were, back then, in 2009, already referring to him as the Candy
Man? And this is Candy Land? And that they were already con-
cerned about large quantities of painkillers being prescribed? I
mean, were you aware of that? Was that part of your inspection?

Dr. DAIGH. So the short answer is no. I did not look prior to
2011. We got an allegation in 2011 that indicated along the same
lines that we eventually turned into an administrative closure, but
that review, I sent it to the VISN Director and said, these are seri-
ous allegations. Please look at these.

We get in the order of 40,000 complaints a year to the IG. My
office gets in the order of magnitude 2,400 hotline complaints re-
garding quality of healthcare. So we have to have a way to address
those complaints. So we have a group of us and we sit down.

And 10 years ago we had three to five complaints a week. Now
we get more than 10 a working day.

I have a capacity to produce 50, 60 reports a year. So we, if we
think the complaint is one we can take or should take, we do that.
If we think it’s serious, we send it to a level of leadership above
the level of the complaint and ask them to respond back to us. We
then read those responses back, and if they seem reasonable, then
we end up closing that case.

Chairman JOHNSON. Thank you.

Dr. DAIGH. This is a similar process.

Chairman JOHNSON. By the way, that’s a very helpful and inter-
esting metric you just measured there or that you just mentioned.
The number of complaints per day and the fact that is has risen
dramatically, I guess that tells us something that Dr. Clancy has
got a real challenge on her hands. Chairman Miller.

Chairman MILLER. Dr. Daigh, in your written testimony you
state that given the totality of the facts at the time, the adminis-
trative closure was appropriate. So given the totality of the facts
that are known today, would you make the same decision?

Dr. DaAIGH. I think the issue is whether or not my discussions
with VA leadership would have resulted in change. And I think,
looking back, those discussions with leadership at all levels, Facil-
ity Director, VISN Director, VA Central Office, did not result in
change. Change obviously needed to occur.

So if I were able to understand that change would not have oc-
curred, I would have made a different decision. At that time I had
faith that, that they would make the change.

Chairman MILLER. How has the experience changed the way the
IG is going to handle similar investigations moving forward?
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Dr. DaIGH. I think that certainly I have decided, and Mr. Griffin
has decided that we will not administratively close hotline com-
plaints. Further, they will all be published to the web.

I think the broader issue of the volume of work is an issue that
we need to discuss with the committees in terms of how we commu-
nicate the issues that are in front of us, the locations of those
issues, so that you understand what we are doing and similarly the
VA understands what the issues are.

Chairman MILLER. I was troubled by Mr. Honl’s allegations that
an official from the Medical Center instructed him to not give files
to anyone, especially the OIG. Were you aware of an effort by the
leadership at Tomah to keep information from your investigators?

Dr. DAIGH. No.

Chairman MILLER. So how can you be sure that during your ini-
tial investigation your investigators had access to all of the infor-
mation that was needed to conduct a thorough investigation?

Dr. DAIGH. When complaints are anonymous we sometimes have
a hard time figuring out exactly who the complaint pertains to, so
what we often have to do then is take a look at patients, for exam-
ple, those who are in a group of patients receiving high doses of
narcotic or a panel of patients that were under a certain set of cir-
cumstances that are described and we have to go through and
check a sample of those patients. So we relied on reading e-mails
that they did not have the ability to withhold from us. We relied
on sampling charts that they did not have the ability to control. So
I think we did everything we could to try to get the right answer
and the right data.

Chairman MILLER. Dr. Clancy, we heard about the gentleman
who had the stroke, that clot busting drugs were not administered
because they could not get a CT scan. I mean, is that typical pro-
tocol t?at you do not administer that prior to them going through
a scan?

Dr. CLaNCY. Yes. The reason for that is that there is essentially
two ways you can have a stroke. One is a clot, in which case the
clot buster would be a really good idea. And the other is that you
are actually having a hemorrhage, in which case that would be the
end. So you actually need to know from a CT scan what’s hap-
pening.

The CT scan was down at Tomah that day for preventive mainte-
nance, and it’s my understanding that the patient should have
been sent to Tomah Memorial.

Chairman MILLER. And why was the patient not sent to Tomah
Memorial?

Dr. CrancyY. I do not know, and we need to find that out.

Chairman MILLER. And what are you doing to find that out?

Dr. CraNcY. I know that there is an IG investigation ongoing
now and I am also trying to work across the system to figure out—
we have the bottom line is it’s hard to get clot-busting treatment
in Tomah, Wisconsin, regardless of where you get care. If we had
gotten the CT scan, we could have gotten that, but we have the ca-
pacity to actually make this available virtually across our system
and that we can make happen.

Chairman MILLER. Is it they cannot get the clot-busting treat-
ment at the VA in Tomah, or they cannot get it in Tomah?
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Dr. Crancy. It’'s my understanding that there is not a stroke
team at the local community hospital. I have not verified that, but
that’s what I have been told.

Chairman MILLER. What is the normal maximum—normal. What
is the maximum dosage of opioids for pain that is effective for
chronic pain? I had a doctor tell me that there is a level at which
more does nothing to help stop the pain?

Dr. CrLancy. I would actually need to consult Dr. Johnson here
for a more technically correct answer. I know that right now we are
gvorking to keep it below the 200 morphine equivalence dose per

ay.

Chairman MILLER. And what I understand, that is if it is being
used for mental health purposes?

Dr. CLaNcY. No, that is not used to treat mental health dis-
orders. That is used to treat pain.

Chairman MILLER. OK, well I——

Dr. CLANCY. And it gets confusing, because many of our veterans
have both chronic pain for a variety of reasons, as well as other
mental health disorders, but morphine is not being used to treat
mental health problems.

Chairman MILLER. But that is what Jason was being treated for.
He had no chronic pain.

Dr. CrANCY. Well, what I heard his wife and dad say, and I have
not looked at his records, although I know there has been a thor-
ough investigation, was that the diagnosis kept changing.

In general, narcotics are not used to treat mental health dis-
orders.

Chairman MILLER. I believe, and I will go back and check the
record, but I believe she said he did not have chronic pain issues.

And, and my question is, I was told that basically anything above
50 milligrams, there is a question as to whether or not it is effec-
tive. And my question is, if you are using it for psychotic purposes,
for some type of mental health, you are talking about 200 milli-
grams, so you are giving somebody something that is highly addict-
ive.

Dr. CLaNcy. Well, I think Dr. Johnson said it well when she said
that in some ways we are actually treating the problem that has
been created by overuse of these medications, so we have people
whose tolerance levels are very high and we need to——

Chairman MILLER. Well, how about we do not take Dr. Johnson,
because she is not on the panel.

Dr. CLANCY. Yes.

Chairman MILLER. How about Dr. Clancy?

Dr. CLANCY. Sure.

Chairman MILLER. On the record.

Dr. Clancy. Yes.

Chairman MILLER. And talk about it.

Dr. CrLancy. I was just being respectful of another discipline.
Forgive me.

So I do not know the specific number at which you can say, be-
yond that, it does not work. I know that many of our veterans are
on doses that are too high. I am pleased to say they are coming
down, but they need to come down faster. And, very importantly,
what I am almost more worried about is the fact that they are on
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narcotics in combination with other medications, like Valium, the
benzodiazepine group, which can put them at very high risk of ad-
verse effects.

Chairman MILLER. And real quick. We heard today where people
have lost sons.

Dr. CLANCY. Yes.

Chairman MILLER. They have lost husbands. They have lost fa-
thers. We even heard a lady say she’s lost her country. She is
ashamed of her country because they have let her down. I hope
that sinks in at the VA.

Dr. CrANCY. It certainly sunk in for me and I will make sure
that we honor their experience by committing to do a lot better.

Chairman JOHNSON. Thank you, Mr. Chairman. That point that
was well worth the few extra seconds.

Chairman MILLER. Thank you.

Chairman JOHNSON. Senator Baldwin.

Senator Baldwin. Thank you.

I wanted to start—I meant to do this at the end of the last panel,
but to offer to both committees, testimony that was prepared by
Lin Ellinghuysen, the President of the American Federation of Gov-
ernment Employees! here, and also Jason’s mom, Linda
Simcakoski, prepared written testimony? for our committee.

Chairman JOHNSON. Without objection, so ordered.

Senator BALDWIN. So the VA’s current investigation into the
Tomah VA began this January, and it is looking at a number of
issues—prescribing, retaliatory environment, the deaths associated
with the Facility.

A recent media report revealed that employees at the Tomah VA
had called local law enforcement more than 2,000 times seeking
help with cases of battery, burglary, an attempted kidnapping, and
24 unexpected deaths. And you heard that in the testimony also in
the first panel.

Dr. Johnson stated that there were three unexplained deaths in
the Tomah parking lot and that all three were patients of Dr.
Houlihan’s.

So, prior to the current investigation, did the VA ever investigate
these allegations, including reports of 24 unexpected deaths and
the deaths that Dr. Noelle Johnson says took place in the Tomah
VA parking lot?

Dr. CLaNcY. I am going to ask Ms. Oshinski if she has more in-
formation on that.

Ms. OsHINSKI. I believe there have been a variety of investiga-
tions over the years, although, Senator Baldwin, I would have to
say they were probably case specific. I would also say that I was
stunned by the numbers and was not aware that there had been
as many as you had mentioned.

Senator BALDWIN. Well, I ask that you include all of those in
your investigation moving forward.

Accountability is an essential piece of the VA’s investigation into
Tomah. This investigation will rightfully be judged in part by
whether those who are found responsible for wrongdoing are held

1The prepared statement of Lin Ellinghuysen appears in the Appendix on page 295.
2The prepared statement of Linda Simcakoski appears in the Appendix on page 307.
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accountable. The veterans who have lost their lives and their fami-
lies deserve no less.

And so far, Dr. Clancy, your review has resulted in some reme-
dial administrative action against responsible VA employees, in-
cluding Dr. Houlihan, but let me be clear. It is my expectation that
these are merely first steps. And so I would ask you to please pro-
vide the committees with an update on all administrative actions
taken to date and can we expect additional discipline and when?

Dr. Crancy. I do not want to prejudge the process, so I want to
be very careful about what I am going to say. What I released be-
fore was the first phase of a clinical review. The administrative re-
views, which is looking specifically at retaliation is ongoing.

There is also a second phase of the clinical review, and I think
that there will be additional actions, but that’s all I am going to
say about it right in this moment.

But I commit to you and other committee members and members
here that we will let you know about that promptly when that
takes place. We are not intending to make this many months or
even many weeks. But we want to make sure that the entire proc-
ess is fair and rigorous and will withstand appeal.

Senator BALDWIN. My office, and it sounds like other members
of this panel, recently learned that Dr. Houlihan was the subject
of a wrongful death claim resulting from the tragic death of Kraig
Ferrington, a U.S. Army veteran, back in November 2007. And
most disturbingly, the claim reports that the veteran who is under
Dr. Houlihan’s care died from drug toxicity. This is the same cause
of death of Jason Simcakoski.

In other words, more than 7 years ago Dr. Houlihan and his in-
appropriate treatment practices were implicated in the death of a
Wisconsin veteran, and last August Jason passed away from the
same cause. How did the VA investigate this death and Dr.
Houlihan’s treatment at the time or since? And I am referring to
Kraig Ferrington.

Dr. Crancy. Hold on.

Ms. OSHINSKI. Yes.

Dr. CLANCY. At that time there was a malpractice claim made
against the VA, and it was initially denied. And then appealed and
a settlement was made. When that happens, all practitioners in-
volved in the care of that veteran are reviewed by a centralized of-
fice of medical and legal affairs to determine whether they have
met the standard of care.

And, as it happens, about 40 percent of the time the practitioners
are deemed not to have met the standard of care. In this case, Dr.
Houlihan and a physician’s assistant were both considered to have
not met the standard of care. And at that point, the next step is
to report the two to the National Practitioners Data Bank.

Dr. Houlihan appealed that decision and it was upheld. So he
was not reported. So there was an investigation. I know that some
of you have actually had the opportunity to review the specific de-
tails on camera. That is what I know right now.

Chairman JOHNSON. Congressman Walz.

Mr. WALZ. Thank you, Chairman and thank you all for being
here and your service to our veterans. Certainly no one questions
our commitment to our veterans.
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And, Dr. Daigh, you and I go back quite a ways too and you
know that my issues with your staffing issue goes back to 2007.
The need to have an impartial, fair, and accurate IG is absolutely
imperative to the system. So I understand that. And I also under-
stand you have to triage cases, but I am grateful for the change
of policy on the administrative closures, just to let us know. It’s an-
other eye. And, again, it has been said by the Senator, having the
press, they are another eye. They are partners in this. And I know
you view it that way.

Dr. Clancy, also I thank you for your service. And you have
heard me say very often, I am the VA’s staunchest supporter and
harshest critic when they need to be.

Just a couple things for me. Do you need us to reauthorize the
Pain Management Directive? The one I was speaking of—
2009-053, that expired in October, or can you do that?

Dr. CLANCY. We can do that and we are also working with new
directors from the DEA in terms of how often prescriptions can be
written and, how long they can be written for, and using that to
tighten up even further our diversion policies and the ability to
take back drugs that people are not using, because that is an im-
portant source for the community. I do not think that we need leg-
islation, but I certainly would welcome your demanding regular re-
ports, because I will be.

Mr. WaLz. Is the step care model, has it been implemented?

Dr. CLANCY. It has been implemented, but probably not as con-
sistently as it could have been. I have just mandated last week
that across the system we implement a system called Academic De-
tailing, which actually works with each frontline clinician and their
specific panel of patients to help them customize care and solve
problems.

As I think you have heard from Jason Simcakoski’s family, a lot
of times veterans do not necessarily want to go down this road, and
may even get angry, so it takes some skill to help them get to a
better place. And we have people who are quite skilled at teaching
people how to do that. We need to make sure that happens every-
where.

Mr. WALz. I think that is an important point you bring up, and
it is certainly in the private sector also. There is about 25 percent
of Americans going through this. And the Opioid Safety Initiative
(OSI) that is being implemented, and this is very controversy, pain
contracts.

And I think members up here will tell you this. We receive a
large number of calls to our office of veterans who were pulled
away from these and either for pain management or for the pain
of addiction withdrawal that comes afterwards——

Dr. CLANCY. Yes.

Mr. WALz, Is equally dangerous. And so, to get this right, this
is a national dialogue and things that have to be put into place.
The question I would ask is, how are you handling the folks who
are initiating this?

And I ask you this because many of my veterans, because your
pilot program is in Minneapolis on the OSI, and I am getting those
calls from veterans. How are you handling the soft landing for
these folks that are coming down from the addictions?
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Dr. CraNcy. Well, first of all, we actually actively discourage, it
is inappropriate for people to simply say to a veteran you are done,
if they have been taking these medications for awhile. That would
be instant withdrawal for some. The one thing that we are check-
ing on and using our new tool as a way to do this is to make sure
that people are not making the reports look better by actually forc-
ing new patients to make that very hard landing. But it is a tough
journey.

Now, on the other side of it, there are people who could not be
more appreciative that they do not need these drugs any more, and
so forth. And I think that we need to give a louder voice to them,
but I try to watch both sides of that.

Mr. WALZ. I look forward this. I think you bring up a good point.
It is the outcomes that we care about. I am very interested in
working with you on maybe some reportings that come out of this,
because from us to micromanage, and I think you saw what hap-
pened is, is that we got together. We passed a pretty good bill
working with folks, but if it does not have the outcome—if I have
a fal‘;her here, it did not work. And so I have to figure out how it
works.

I am also going to say, in preparation for this hearing, I went
to, like, the wholesalers, McKesson, and some of those, and worked
through them on how this those whole thing works in the private
sector, how the wholesalers get it to the pharmacies, how they re-
tail it out and the State prescription drug monitoring system. If I
get a prescription written here and I get it filled, what happens
when I drive back to Mankato? Can I fill it again or will that red-
hot when I try and do it?

Dr. CrLAaNcY. We are working with the State prescription drug
monitoring programs in 20 of the 49 States that have them. And
we will be getting to the 50th. We had an internal issue about dif-
ferences of opinion about whether it meant, whether we could
share the information in a way that did not violate our security
policies. We are working through that right now.

Mr. WaLZ. Good. And that is the one I wanted to work with you
on. I think this just makes good sense. It is the right way to do
it. It is an extra check and it makes sure that these families said
that we are not filling multiple prescriptions and they end up on
the street.

And, Dr. Clancy, you and I have always had a very candid and
good working relationship. This is just for me, a suggestion on this
and I am thinking of this as a father. Review Jason’s file. Just let
his dad know you looked at it. I do not speak for him, but I would
want to know as a father.

I yield back.

Dr. CrLaNcY. Thank you.

Chairman JOHNSON. Congressman Abraham.

Mr. ABRAHAM. Yes. I went to the Tomah facility this morning
and did a tour, and you are right, Dr. Clancy. Everybody, or, most
everybody that I came in contact with was motivated, generally
seemed to care, but we certainly have a problem embedded within
not only Tomah, but the VA system. And my question to you, in
the VA system in toto, is there a protocol or a requirement for
urine drug testing, prescription monitoring, training, having the
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patient come back every month to receive a narcotics prescription?
Is there anything like that out there?

Dr. CLANCY. There is a guideline that we jointly developed at the
department.

Mr. ABRAHAM. It’s not required?

Dr. CrANCY. Well.

Mr. ABRAHAM. I am saying——

Dr. CLANCY. I am just struggling with the word.

Mr. ABRAHAM. As a physician, if I know that my prescriptions,
narcotic prescription that I am writing will be monitored, if I know
that I am required to get a UDS on that patient, if I know that
that patient is supposed to see me every 30 days in order to get
60 or 90 narcos, then I need to check those boxes, and that’s my
question.

In the VA system, is there a required protocol in place for those
physicians?

Dr. CLANCY. We have a required protocol in place. We also recog-
nize that an unexpected result on a urine drug screen can mean
a couple of things. It could mean our worst fear, that they are not
taking the medications and selling them on the street. It could
mean that they are only taking them intermittently.

So the first step is to actually have a conversation with that vet-
eran and then up the frequency of those drugs.

Mr. ABRaAHAM. Exactly, and you and I can get into the we as

Dr. CLANCY. Yes.

Mr. ABRAHAM. As to what one UDS over another one means, but,
overall, I think it’s a good monitoring system

Dr. CLANCY. Yes.

Mr. ABRAHAM. For narcotic abuse or use or diversion. So I guess
the answer is right now there is not a required protocol out there,
is that a fair statement?

Dr. CLANCY. There is a clearly specified protocol. I think it is fair
to say it has been encouraged. It is now being mandated.

Mr. ABRAHAM. Thank you very much.

Dr. Daigh on your report, you gave some objective data. Thirty-
seven percent of the physicians did not adhere to the guidelines.
Twenty-three percent got early refills.

If objective data is not being used in your determination that
some of these claims are unsubstantiated, what did you use to have
a conclusion on your report? I mean, I am looking at objective data
here that is pretty damaging.

Dr. DAIGH. That’s correct. So what I am saying is that the peo-
ple, the providers at Tomah were no better than the general popu-
lation in terms of following the guidelines. They did not follow the
guidelines. That was the point we made to the Director and the
VISN Director in our report.

The specific allegations that led us to Tomah, we could not sup-
port. I realize there may appear to be a distinction or a contradic-
tion there, but we were forced to write allegations fairly narrowly,
so that we can actually try to understand what is going on. And
so we did not find, for example, that they were trying to cutoff a
gentleman’s leg because he had a pain syndrome.

And when you get to some of these allegations that are made, for
example, the allegation that a certain provider threatened that
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there will be retaliation if a drug sale was not stopped or there was
not some action taken to break up a drug sale, when we actually
get right down and we push it, we find someone who previously
would say that they supported that allegation, we find that they
melt away and they would not provide that allegation. So I pushed
very hard to get facts to support the allegations that I listed in my
oral statement, and I just could not get what I needed.

Mr. ABRAHAM. Dr. Mallinger, you and Dr. Johnson are the ex-
perts, certainly, in this field in this room. Do you, having written
many articles and studied this,

I am sure, most of your life, do you have a recommended protocol
for opioid or benzodiazepine use for chronic pain?

Dr. MALLINGER. Well, again, I am a psychiatrist and I would not
portray myself as an expert on the use of opioids for pain manage-
ment, but as a physician I certainly have some training along those
lines.

Psychiatrists who are treating pain in their patients, along with
psychiatric disorders, have a pretty difficult job. And the truth is
that every patient is a little bit different. And it becomes very dif-
ficult to write any sort of universal guidelines.

I think the question was asked before, is there a maximum effec-
tive dose for opioids?

The truth is that as people use opioids over a period of time, I
am sure you are aware of this, they develop a pattern of tolerance
and the drugs become less effective. And in order to get the drug
to work, physicians find themselves increasing the dose. And that
may work for awhile. It may also be lead to what we call
hyperesthesia, where they can actually make the pain worse or
produce other kinds of pain, so it need to be worked out on the
level of the individual patient.

Pain can be an exacerbating factor for psychiatric illness. Some-
one who has bipolar disorder, for example, if you introduce enough
pain into the equation, it may trigger mood episodes. It is very
hard to come up with a universal recommendation is what I am
saying.

Mr. ABRAHAM. I yield back.

Chairman JOHNSON. Congressman Kind.

Mr. KIND. Thank you, Mr. Chairman.

Thank you all for your testimony here today.

Dr. Daigh, you were the lead person on the OIG 2-year investiga-
tion with the Tomah VA Medical Center, is that right?

Dr. DAIGH. That’s correct.

Mr. KinD. That was 2012, 2013, roughly?

Dr. DAIGH. That’s correct.

Mr. KiND. That led to a report that was concluded and closed out
in March 2014, is that right?

Dr. DAIGH. That’s correct.

Mr. KIND. Mr. Chairman, I would like to submit for the record
a copy of that report,! if it has not been already.

Chairman JOHNSON. So ordered.

1The report referenced by Congressman Kind is available at
www.va.gov/org/pubs/admin-reports/VAOIG-11-04212—-127.pdf.
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Mr. KIND. After you had concluded and closed out that report,
did you send a team to Tomah VA to brief them on your findings,
as well as recommendations to be implemented?

Dr. DAIGH. We met on the telephone with the Facility Director
and went over the report and recommendations.

Mr. KIND. Are you reasonably confident that they had moved for-
ward on implementing the recommendations that were contained
in your report?

Dr. DAIGH. Yes, by what they told us and what sounded reason-
able. We met on a separate occasion in Washington when the
schedules worked to meet with the VISN Director and that gen-
tleman told us similar things about what they had done to make
changes at Tomah.

Mr. KIND. Director DeSanctis, you were the Acting Director at
Tomah VA at the time, is that right?

Mr. DESANCTIS. Yes, I was.

Mr. KIND. And based on a previous meeting that I had with you
and your management team, you assured me that you took the rec-
ommendations in this report and started implementing them imme-
diately during the summer of 2014, is that right?

Mr. DESANCTIS. Yes. In fact, we had already worked on correc-
tive action plans in instituting the recommendations, even before
we got the report. We actually got the report at the end of June,
2014.

Mr. KiND. Was there anything in any of the recommendations
that you disagreed with? That you decided not to move forward on?

Dr. DESANCTIS. No. It’s just that it made it very difficult for me,
though, as a Director, because there was nothing in the report that
indicated that there were any patients at risk, based on what was
going on, or whether or not the standard of care had been met.

Mr. KiND. Well, when I showed up in your office in the summer
of 2014, this is shortly after the Phoenix story broke and I came
and was asking for information, just to assure ourselves that Wis-
consin was not in the same type of situation, and also asking of
any potential problems, and at the time you did not talk about this
report to me at all. You did not reveal that it had been done, that
you had been briefed or you were going forward with the imple-
mentations, but you also indicated that you were instructed not to,
is that right?

Dr. DESANCTIS. Yes. I was instructed by the lead investigator
that was in contact with me to not distribute copies of this internal
document to others.

Mr. KIND. Did they give you a reason or explanation why?

Dr. DESANCcTIS. No, they did not.

Mr. KIND. Dr. Daigh, you cannot imagine how frustrating this
would be from our perspective. I mean, in part, your 2-year inves-
tigation was precipitated based on an anonymous letter that my of-
fice received. And when I read through the allegations, I felt they
were serious enough from Mr. Honl’s point, to not just to report it
to the Tomah management team so they investigate themselves,
but it went directly to the OIG, which led to the 2-years. You guys
did it. You concluded the report. You closed it out and you did not
publish it.
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And I am glad to hear today that you have taken action now to
publish on your website all future reports of this nature, but does
that also include notification of the appropriate congressional of-
fices too when you finish reports?

Dr. DAIGH. Yes, sir, it does. So if we are aware, and we try to
keep accurate track of when you, for example, send us a letter, we
would call that a congressional hotline, and we traditionally come
back and go to a Member of Congress, whether it is an admin clo-
sure or not, and report the results of the report, so that is our past
practice and that would be our future practice.

Mr. KIND. Because we have a communication problem that needs
to be worked out.

Dr. DAIGH. I agree.

Mr. KIND. It is a serious one, whether you are going to be facing
more panels like this in the future with unpleasant questions.

Now move onto a different topic. OIG also finished a report dated
May 14, 2014, on healthcare inspection, VA Patterns of Dispensing
Take-Home Opiates and Monitoring Patients on Opioid Therapy.
Are you familiar with that?

Dr. DAIGH. Yes, sir.

Mr. KinD. Dr. Clancy, you are shaking your head too. You are
familiar with it?

Dr. CLANCY. Yes.

Mr. KiND. You have been moving forward on recommendations
systemwide?

Dr. CLANCY. Yes.

Mr. KiND. Based on this? Earlier this week, I, along with Rep-
resentative Reid Ribble of Wisconsin had introduced legislation, the
Veterans Pain Management Improvement Act, in part based on
recommendations for the establishment of a Pain Management
Board at the VISN centers. Have you had a chance to look at that
legislation? Do you have any opinion?

Dr. Crancy. I have and I actually think it is terrific. I would
have one request, which I think would be very much in the spirit
of this bill. I would hope that at least two members of that Board
would be veterans or family members.

Mr. KIND. Yes.

Dr. CrLANCY. Because I think that voice would be incredibly im-
portant.

Mr. KiND. It is part of the recommendations in the legislation
that veterans and also family members, so that we get their direct
input on pain management practices. I think that is terribly impor-
tant as we do move forward.

Dr. Clancy, I do want to commend you and Secretary McDonald
for the responsiveness of the situation. And when this all came to
light we immediately went to Secretary McDonald asking for the
formal investigation to take place. He did not hesitate. He put you
in charge. We had Deputy Secretary Sloan Gibson here a couple
weeks ago. We had a chance to brief with him as well. And I com-
mend you for taking these allegations coming out of Tomah seri-
ously and for the attention and the focus that they deserve.

We look forward to working with you and the VA system to fix
any problems that might exist.

Thank you, Mr. Chairman.
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Dr. CraNcY. Thank you.

Chairman JOHNSON. Congressman Duffy.

Mr. DUFFY. Good afternoon.

Mr. DeSanctis, you were the Director here at Tomah, right?

Dr. DESANCTIS. I am currently at the——

Mr. DurFry. No. You were?

Dr. DESANCTIS. Yes.

Mr. DUFrrY. And for how long in that capacity?

Dr. DESANCTIS. Since February 2012.

Mr. DUFFY. And so the buck stops with you, right?

Dr. DESANCTIS. Yes.

Mr. DUFFY. You got these reports, did you not? You knew what
was being said about the Tomah VA. You knew what the employ-
ees inside were saying. They told you, right?

Dr. DESANCTIS. The retaliatory accusations did not come to me.

Mr. DUFFY. So you were clueless? You were the Director and you
had no idea what was going on inside the Tomah VA by, by the
hundreds of employees?

Dr. DESANCTIS. No, that is not correct. Actions that were brought
to my attention, I took action to ensure that they were resolved.

Mr. DUFFY. Does it sound like you took action? Because I think
Jason’s parents would say you did not take action. Or Mr. Baer’s
family would say you did not take action.

Ms. Clancy, you and I want to touch on this briefly. You and I
spoke last week, and, I agree, you cannot diagnose Mr. Baer over
the phone. You made a good point. But the fact that he sat in the
Tomah VA for an hour and a half showing signs of a stroke where
doctors are on staff and nothing happened? They sent him on an
hour drive to La Crosse? I mean, this is outrageous stuff.

I mean, the original point you made is fine, but what are we
going to do to change the culture inside the VA system, where if
we have a veteran who is 74 years old who is showing signs of a
stroke, we have to act. It is like out of a movie that you have slow-
moving bureaucrats lumping around when a guy is dying. I mean,
the Baer family should be absolutely outraged, and they obviously
are.

What are we going to do to change culture inside the Tomah VA?

Dr. CLancy. I think that this was less a culture change issue.
First of all, the care was completely and totally unacceptable. I
think that needs to be said. And the only thing, we cannot bring
him back. I wish we could. But I am moved and inspired by his
daughter’s being here today and speaking out against this and I
hope she does not stop.

Mr. DUrFry. Dr. Clancy, I think what

Dr. CLAaNCY. No. What [ was——

Mr. DUFFy. If her father did not die in vain.

Dr. CraNcy. No.

Mr. DUFFY. And she knows that changes are going to be made
inside.

Dr. Crancy. Exactly.

Mr. DuUFFrY. There’s not another slow-moving bureaucrat when
someone else is in serious critical medical scenarios would actually
move and help them?
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Dr. Crancy. We have staffing shortages in that Urgent Care
unit, and we are working to rectify those, and we have also worked
with nursing staff to identify some very clear deficiencies that were
revealed as a result of that care.

Mr. DUFFY. I appreciate that. Did you read the IG report?

Dr. CrANcY. This one?

Mr. DUFFY. Yes.

Dr. CLANCY. Yes.

Mr. Durry. Would have you substantiated the claims? I am flip-
ping the role here. Usually the IG is looking at what the VA is
doing, but in your role, Dr. Clancy, in the VA, if you had seen that
report, would have you substantiated the claims? Would have you
made that report public?

Dr. Crancy. I do not think the results found in that report were
definitive. I think this is a problem with our process.

Dr. Houlihan’s practices have been reviewed by many external
parties. And that is what actually prompted me to remove him
from seeing patients and make sure that he could not prescribe fur-
ther. His privileges were revoked, along with the nurse practitioner
in January, was a Review Commission by the network.

Mr. Durry. OK. And just by the way, is Dr. Houlihan still em-
ployed at the VA?

Dr. CLaNCY. He is, yes.

Mr. Durry. Is Mr. DeSanctis still employed?

Dr. CLANCY. Yes.

Mr. Durry. Ms. Davis, who prescribed the lethal cocktail that
killed Jason, is she still employed?

Dr. CLANCY. She is on administrative detail and is under inves-
tigation.

Mr. DUFFY. Is she getting a pay check from the American tax-
payer?

Dr. CLANCY. Yes.

Mr. DUFFY. She is?

Dr. CLANCY. Yes.

Mr. DurFy. I think that’s what makes people angry here. People
are not held accountable and not fired.

Dr. CraNcY. No.

[Applause.]

If T could just say one thing, Congressman. The only thing that
would be worse is if we had doubts about a practitioner, rushed
through it, and a good attorney made sure that they had to keep
a job, and, you know what I'm saying, is that the taxpayers had
to pay them for long periods of time.

Mr. DurFy. I will move on to Mr. Daigh. I thank you for that.

I do not know if we need more evidence, we need e-mails, voice
mails, text messages for our burden of proof? As a prosecutor, you
could bring in—I was a former prosecutor. You can bring in wit-
nesses that give compelling testimony, and juries can listen to that
and they can convict. And it sounds like you had pretty compelling
evidence that was presented.

Even Dr. Clancy found that—was it 2.5 percent higher rates of
prescription drugs of 400 milligrams? Did I say that a little bit
wrong?

Dr. DAIGH. Right.
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Mr. DUFFY. And that you have people who are notoriously fright-
ened throughout the Tomah VA and we kind of throw our hands
up in the air and go, well, I guess there is nothing going on here.

What I found, when my staff came back and said, listen, you did
not want to put, make that report public because you were more
concerned about the employees of the Tomah VA than caring for
the veterans in the VA system. That is what concerned them and
you actually told them that.

In regard to what you are doing now, making all the complaints
public, I applaud you for that, but I have to tell you, the perception
that we have of the IG is it is arrogant. You are annoyed that you
are here. You are annoyed that you have these veterans looking to
you to protect them from the VA system and that you are being
held to account publically. That is frustrating them. They are frus-
trated with you.

[Applause.]

I hope you take this back and you listen to the families that tes-
tified here and know that you may be the last line of defense for
them as they tell their story to you privately, that you go and you
work your hearts out for the men and women that raised their
hand and served their country and fought for the freedom and the
liberty that we enjoy.

You owe that to them and I hope that you leave this hearing and
have a new refreshed attitude and devotion and conviction to pro-
tect them from inadequate care in the VA system. I yield back.

[Applause.]

Chairman JOHNSON. Congressman Pocan.

Congressman POCAN. Thank you, Mr. Chairman.

I am going to pick up right from there.

Sorry to the IG’s office, but you said you have 50 to 60 reports
a year. How many of those are administratively closed a year?

Dr. DAIGH. I publish about 50 reports a year. I admin closed over
the last 3 years about 20 to 25 reports a year.

Mr. PocaN. Over the last 3 years? So the last 3 years

Dr. DAIGH. So the average output would be something like 50 re-
ports published to the web, and something like 20 to 25 reports
admin closed.

Mr. PocaN. Every year?

Dr. DAIGH. For the last 3 years.

Mr. PoCAN. So 50 a year? So 150 versus 25 get administratively
closed. How many Freedom of Information Requests do you get
from Members of Congress in order to get a report, in that same
3-year period? How many of those did you get?

Dr. DAIGH. I think this is the first time I can recall that.

Mr. PocaN. Do you realize how extraordinary that is? The fact
that this report was administratively closed, many of us have a lot
of disagreements with the report, and that a Member of Congress
had to do a Freedom of Information Request to get the report so
Ke could get even this far? That’s part of our frustration that we

ave.

I served on the Oversight and Government Reform Committee.
I dealt with Inspector General’s Offices on a lot of different issues
and, even now you are going to publish all of them. I would say
go one step farther. A little electric file. You could send every re-
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port to every Member of Congress and we can decide whether or
not it is a report that relates to our district, our committees, or our
constituents.

[Applause.]

So a Member of Congress should never ever again have to go to
that extraordinary length to get a report from your office. I want
to say that.

Let me ask specifically, because I do not want to use up my time.

Jason’s case, specifically his family said it, his opiates were not
because of an injury. Specifically your report says you did not find
any documentation that opiates were used to treat PTSD.

Can you tell me, was Jason’s case one of them that you looked
at when you did this report?

Dr. DAIGH. No.

Mr. PocaN. It was not, OK. Dr. Clancy, I am going to reiterate
what Dr. Walz said and Chairman Miller, please take a closer look
at this on behalf of Jason’s family, because, clearly, to get 14 or 15
different drugs, it was not even looked at in the report that was
not released to us until we had to make a special request to get
it. And at least we owe it to the family to figure out, so that for
many other veterans, that if they are going to be prescribed some-
thing that’s not something sufficient, or for the wrong cause, which
this seems to be, we need to at least do that.

Dr. Crancy. I absolutely will and I agree with you.

Mr. PocaN. And let me follow-up too. When I talked to Mr. Honl
and Dr. Johnson, before the last panel, specifically when they
talked about, for those employees are fairly new that have no pro-
tections who want to be whistleblowers, but we do not really pro-
tect them, what are you doing specifically, not just here at Tomabh,
but across the system to figure that out? So that those kind of em-
ployees do not feel afraid or have to risk their jobs 2 weeks out
from her year, or someone else have to resign because they are not
being heard?

Dr. CraANcyY. I will be looking into that. I had not recognized that
previously as a serious weakness in our system. I will say I am ut-
terly delighted, and I told Noelle Johnson that this morning, that
she had found her way back to work in the VHA, so I consider that
a real success. I am hoping that we have more of that, that more
whistleblowers have a path back, because they are incredibly vital
to what we do.

Mr. PocaN. And let me just ask this as, perhaps, a final ques-
tion. So with what we are seeing here at Tomah and it took to this
point the extraordinary lengths to have family members sharing
their stories, and how we are finding out potentially about addi-
tional deaths that were not at all looked at through an Inspector
General report, what are we doing system-wide to make sure that
what happened here, not just here, that—we have to fix what is
happening in Tomah—this does not happen in other places, be-
cause clearly, I wish every pharmacist was like the pharmacist that
got fired, because she had the guts to stand up and do the right
thing based on that, but what are we doing to make sure that we
do not to worry about someone who is willing to take that risk, to
put their job on the line, to do the right thing?
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Dr. CLANCY. So we are doing several things. First is that we had
made it very clear and we will continue to make this clear again
and again, because you have to make it clear again and again, that
retaliation will not be tolerated, No. 1.

No. 2, whistleblowers and people who step forward and say there
is something wrong here, who stop the line, right to solve a prob-
lem, should be celebrated. We should be giving them awards. The
Secretary and I have even discussed a Paul Revere award. I do not
know if that is the right name for it. But the bottom line is, we
need to celebrate that kind of feedback, because that is how we get
better. That is a terrific thing.

In terms of the opiates specifically, we have disseminated a new
tool system wide, which makes it much easier for frontline clini-
cians to have right in front of them how all their patients are doing
on all aspects of care, including whether there’s been an informed
content, the urine drug testing, what other medications they are
on, and are they getting those medications from other parts of our
system. So that is a good thing.

And we are mandating that a much more focused effort take
place system wide and we will be following that quarterly.

Mr. PocaN. Thank you.

Chairman JOHNSON. Thank you, Congressman Pocan.

I want to thank all of my colleagues here for participating.

I want to thank all the members of the community for coming
out and showing your concern and showing your support, being in-
terested.

I certainly want to thank our witnesses for your thoughtful testi-
mony, both in the VA and the Office of Inspector General. I appre-
ciate your comments, Dr. Clancy, now that you have heard the sto-
ries and they have affected you. I think they affected all of us.

I want to thank the whistleblowers for your courage for coming
forward.

I want to thank future whistleblowers. We need this kind of in-
formation if we are going to solve these problems.

I really want to express my sincere gratitude and again condo-
lences to the surviving families.

I remember, I believe when I was talking to you Marv and
Heather, and I asked you if you would be willing to come public?

Would you make a public case? Will you tell the story? And I
said, if you do that, certainly my commitment would be to hopefully
use those stories. If there is any good to come out of this tragedy,
it is that your story will be used as a catalyst to enact real reform
so again, these tragedies never have to effect another veteran’s
family.

So, again, I just want to thank everybody for your involvement.
Keep telling your stories. Let’s keep showing the American people
what we need to do.

And you have a commitment from people on this committee to do
everything we can to solve these problems.

The hearing record will remain open for 15 days, until April 14
at 5 p.m. for the submission of statements and questions for the
record.

This hearing is adjourned.
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Opening Statement of Chairman Ron Johnson
“Tomah VAMC: Examining Quality, Access, and a Culture of
Overreliance on High-Risk Medications”

March 30, 2015

As prepared for delivery:

Good afternoon. I would like to begin by thanking Chairman Miller of the House Veterans Affairs
Committee for his collaboration and leadership in holding today’s hearing. I would also like to
thank all of our colleagues for their participation.

Today's hearing has been called to examine the disturbing allegations surrounding the Veterans
Affairs Medical Center here in Tomah.

The primary goal of this hearing -- and of all our future actions -- is to help prevent tragedies like
the ones we will hear about today from happening to other veterans and their families.

| first became aware of problems at the Tomah VA following news reports in January of this year. I
immediately assigned committee staff to launch an investigation into what had occurred -- and was
occurring -- at Tomah, and the VA’s reaction to it. Here is what we have found so far

In Aprit 2003, Dr. David Houlihan was disciplined by the lowa Board of Medicine for
having an inappropriate relationship with a psychiatric patient. According to the
executive director of the Board of Medicine, the sanction should have been a serious
concern for future employers.

In 2004, Dr. Houlihan was hired as a psychiatrist at the Tomah VA Medical Center.
In August 2005, Dr. Houlihan became chief of staff at the Tomah medical center.

In November 2007, Kraig Ferrington, a veteran who sought treatment at the Tomah
facility for medication management died from a lethal mixture of drugs. Autopsy
results showed Mr. Ferrington had seven drugs in his system.

In April 2009, it was known and documented by employees at the Tomah VA that many
of Dr. Houlihan’s patients called him “the Candy Man” and they were concerned that
veterans were “prescribed large quantities of narcotics.”

In June 2009, Dr. Noelle Johnson was fired from Tomabh for refusing to fill prescriptions
that she believed to be unsafe. Dr. Johnson had raised concerns to her superiors, had
sought guidance from the lowa medical licensing board, and later spoke with the Drug
Enforcement Administration about Dr. Houlihan.

(63)
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In July 2009, Dr. Chris Kirkpatrick was fired from Tomah. Dr. Kirkpatrick had raised
concerns to his union about over-medication at Tomah. Tragically, later in the day of
his termination, Dr, Kirkpatrick committed suicide.

In August 2011, the VA Office of Inspector General (OIG) received an anonymous
complaint about overprescription and retaliation by Dr. Houlihan at Tomah.

In March 2012, a second anonymous complaint was filed with the IG against Dr.
Houlihan, The 0IG examined 32 separate allegations during its two and a half year
long inspection.

In March 2014, the OIG finished its inspection of Tomah and administratively closed
the case without making it public.

On Aug. 30, 2014, Jason Simcakoski died in the Tomah mental health wing as a result of
“mixed drug toxicity.” Simcakoski was a patient of Dr. Houlithan. His autopsy revealed
he had over a dozen different medications in his system.

In September 2014, Ryan Honl began lodging whistieblower complaints about patient
safety and quality of care at Tomah.

OnJan. 8, 2015, the Center for Investigative Reporting published an article detailing
over prescription and retaliation at Tomah, The article revealed that veterans and
employees referred to the Tomah VA Medical Center as “Candy Land.”

On Jan. 12, 2015, Candace Delis brought her father, Thomas Baer, to the Tomah VA
Urgent Care Center with stroke-like symptoms. Mr. Baer waited over two hours for
attention. That day, the facility’s only CT scanner was down for “routine preventative
maintenance.” Mr. Baer passed away two days later.

On Feb. 6, 2015, the OIG finally posted its Tomah health care inspection report on its
website.

We continue to gather the facts about what occurred at Tomah. Our investigation is far from
over. Revelations of the problems at Tomah have prompted additional whistleblowers to contact
our committee with information that indicates systemic problems within the VA health care system.

Itis important to acknowledge and thank the members of the media who have uncovered, reported
and highlighted the problems within the VA health care system. Without a free press, few if any of
these problems would have ever seen the light of day.

Legislatively, this hearing is just the first step. In order to solve a problem, we must fully
understand it and be willing to admit we have one. To that end, today we will hear from surviving
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family members, farmer emplayees, and representatives from the VA, and the VA Office of Inspectar
General.

Tragically, we will hear the stories of two families, the Simcakoski and the Baer families, who lost
loved anes during their treatment at the Tomabh facility. They have many questions, and they have a
right to have those questions answered.

[ want to convey our sincere condolences to the family members and friends of Jason Simcakoski
and Thomas Baer. We thank them for being here today so that Wisconsin and the American people
can hear their stories first-hand.

The lack of public knowledge and scrutiny of the problems -- not only at Tomabh, but at other VA
health care facilities -- indicates that transparency and accountability both within the VA and the VA
Office of Inspector General must be improved.

As the last two months have shown, the crucial first step in improving service and the quality of
care in the VA health care system is a process for transparent disclosure.

In spite of the revelations regarding the Tomabh facility, ! still believe that the vast majority of men
and women working in Wisconsin's VA facilities are dedicated to providing quality care to the finest
among us.

Nevertheless, the VA and the VA 0IG must take necessary steps to ensure that substandard clinical
practices and the retaliatory tactics used at Tomah never occur or go unreported again.

We owe our veterans the best possible treatment and care. I hope that, with proper oversight,
increased transparency and swift accountability within the V4, that goal will be achieved.
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Statement of Ranking Member Tom Carper
“Tomah VAMC: Examining Quality, Access, and a Culture of Overreliance on High-Risk
Medications”
March 30, 2015

Ranking Member Tom Carper (D-Del) submitted the following statement for the Record:

“First, I want to thank my colleagues Chairman Ron Johnson and Senator Tammy Baldwin for working
together to address this scrious issue and for holding this important hearing today.

“As a veteran, [ understand the sacrifices that the men and women of the Armed Forces and their
families have made to defend our country and the freedoms we cherish, We have a responsibility to
ensure that our returning herocs have the support and the resources they necd when they come home,
and to make sure they arc taken care of long after. That includes ensuring that veterans have access to
top quality health care.

“I was deeply troubled to learn about allegations of maltreatment of veterans and a management ‘culture
of fear” at the U.S. Department of Veterans Affairs Medical Center (VAMC) in Tomah, Wisconsin, A
January 2015 report from the Center for Investigative Reporting described a disturbing and
heartbreaking situation that put veterans in harm'’s way at a place that should be helping them. The
report highlighted growth in the number of opiate prescriptions at the Tomah VA, which more than
quintupled from 2004 to 2012 even as the number of veterans seeking care at the hospital declined. The
report also noted that some veterans started calling the center “Candy Land,” and a high ranking official
at the facility the “Candy Man” as a result of the number of controlled substance prescriptions dispensed
under his watch. Patients would “show up to appointments stoned on painkillers and muscle rclaxants,
doze off and drool during therapy sessions, and burn themselves with cigarettes,” according to the
report. Tragically, Jason Simcakoski, a 35-ycar-old Marine Corps veteran, died in August as a result of
an overdose in the facility’s psychiatric ward.

“Our veterans deserve better than this. Practices such as those found at Tomah and reports of other
misconduct at VAMCs across the country are simply unaeceptable. Congress, the Administration, and
the VA leadership need to work together to fully investigate this and any instance of misconduct and do
whatever it takes to prevent similar incidents from happening again.

“Today in Tomah, we have an important opportunity to learn the facts from the families and individuals
affected direetly by cvents at the Tomah VAMC. I thank the witnesses for being with us today and 1
appreciatc their courage to stand up and shine a light on this deeply troubling situation. Their stories
should remind us all of the solemn responsibility we share to ‘to care for him who shall have bome the
battle.” We will also hear from the VA and its Assistant Inspector General for Healthcare Inspections on
what went wrong and what corrective steps they re taking to address this problem immediately.

“On March 10 of this year, the VA releascd its summary of phase one of its clinical review of
prescribing practices at the Tomah VAMC. The VA found that unsafe clinieal praetices in areas such as
pain management and psychiatric carc revealed that patient harm could be at least partially attributable
to prescribing practices at the facility. Further, the VA also found that an apparent ‘culture of fear’ at the
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facility compromised patient care and hurt staff satisfaction and morale. Additional reviews at the
facility are ongoing.

“Finally, while the work of the VA Inspector General’s office has been helpful in uncovering a number
of issues with thc Tomah facility, I am concerned about the lack of access to timely information from
that office on conditions at the Tomah VAMC. Earlier this month Chairman Johnson, Senator Baldwin,
and [ joined with our collcagues on the Homeland Security and Governmental Affairs Committee to
approve legislation that makes key reforms to enhance oversight and greater transparency in the work
that is conducted by our Inspectors General. Under this legislation, the work of the Inspectors General
would have to be sent to the agencies’ leadership and appropriate Congressional committees so that
action can be taken when necessary to fix problems that are uncovered. Inspectors General would also
be required to post reports online no more than three days after agency leadership receive them.

“As I’ve said before, fixing the problems at the VA isn’t a partisan issue. It’s a shared responsibility
among Congress, the Administration, and the VA’s leadership. We must continue to work together to
improve veterans’ access to health care and to restore both veterans’ and taxpayers’ trust in the VA.”
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Opening Statement of Senator Tammy Baldwin
“Tomah VAMC: Examining Quality, Access, and a Culture of
Overreliance on High-Risk Medications”

March 30, 2015

As prepared for delivery:

Chairman Johnson, Chairman Miller, thank you for organizing this joint hearing today. To my
Congressional colleagues from the Wisconsin House delegation, thank you for joining us
today. I also want to welcome you, Congressman Walz and Congressman Abraham to
Wisconsin.

I think the fact that there are members from both parties, from both the Senate and the House,
sends an important message to this community that we share a bipartisan commitment to get to
the bottom of the problems at the Tomah VA, and to work together across party lines to make
sure they never happen again.

[ hope | speak for all of us when 1 say that there is no room for politics when it comes to ensuring
that our nation’s veterans receive the timely, safe, and highest-quality care that they have earned.

I would also like to take this opportunity to say thank you to the panelists for joining us here
today. In particular [ would like to say that [ have a tremendous amount of respect for the
courage of Candace, Ryan, Noelle, Marv and Heather, to tell your stories today.

Stories of a sacred trust we must have with our veterans and their families. Stories of how that
trust has been broken. Tragic stories of loss.

Today, we are here to fix what has been broken and work together to restore that trust. [ want
you to know that the stories you give voice to today will help us do that for others veterans.

The problems at the Tomah VA are both sobering and have had tragic consequences. Going back
to 2006, veterans who were patients at the Tomah VA have tragically lost their lives.

Veterans who served our country -Angela Colby, Michael Bobak, Jacob Ward, Derik McGovern,
Kraig Ferrington, and Jason Simcakoski were under the care of the former Tomah Chief of Staff
and treated with prescription drugs, and all of them subsequently died of a drug overdose.

In fact, according to his sister Kari, who is here with us today, Mr. Ferrington, an Army veteran
from De Pere, Wisconsin, dicd from a lethal mixture of prescription drugs in 2007 while under
the care of the former Chief of Staff. The same cause of death that would tragically take the life
of Jason Simcakoski some seven years later.

These are six examples of a larger problem that is in desperate need of solutions today. As we
all know, after two, decade long wars, a large number of our service members are coming home
with the damage of combat.
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Our veterans and their families are facing a difficult challenge of physical injuries and PTSD and
other mental ilinesses. We must confront these problems more aggressively and more effectively
and help them meet that challenge.

I believe the VA’s overreliance on opioids has resulted in getting our veterans hooked instead of
getting them help.

Over-prescription of opioids at the VA is clearly a root problem, but we must not lose sight of
the fact that it is growing into a weed of addiction whose impact is being felt beyond the VA
walls. The devastation of addiction, on families and our communities, that is being grown at the
VA is stunning,.

Reports indicate that, six years ago, a Marine Corps veteran was stoned on painkillers and
tranquilizers from the Tomah VA while driving and killed a 6-week-old child, Ada Mae Miller.

As the Center for Investigative Reporting wrote about the Tomah VA medical center,

*“Ada Mae’s death is one of dozens of tragedies that begin to hint at how the flood of narcotics
from the VA scarred this region.”

The fact is the problem of overprescribing at the VA and the collateral damage of addiction is
not unique to Wisconsin. We are not alonc.

The ripples are indeed being felt across America, in communities we work for everyday in
Washington.

The families we have a responsibility to represent are struggling with the loss of a son or
daughter, a father or mother, a sister or brother to addiction whose root is planted within the VA
system. It is our job to make sure they do not feel alone and [ believe we have a shared
responsibility to do everything we can to pull this root out.

I thank you for providing me an opportunity to join you today. I look forward to continuing my
work with this community and my colleagues in Congress to address these problems and put
solutions in place to prevent these problems and tragedies from ever happening again.



70

Opening Statement of the Honorable Jeff Miller
Chairman, Committee on Veterans’ Affairs
U.S. House of Representatives

“Tomah VAMC: Examining Quality, Access, and a Culture of Over-Reliance on High-Risk
Medieations”

March 30, 2015

Thank you, Chairman Johnson.

I am Jeff Miller, the Chairman of the Committee on Veterans® Affairs for the United States House

of Representatives and Congressman for the First District of Florida.

While I am here under circumstances that are disturbing to say the least, [ am grateful to be in

Tomah with you this afternoon.

Ladies and gentlemen, those of us up on this dais today are from different political parties, different

houses of Congress, and different parts of this state and this country.

Yet, we are all united here in Tomah today because partisanship, stovepipes, and gridlock have no

place where our nation’s veterans are concerned.

Let me begin my statement by expressing my condolences to the Simcakoski family and the Baer
family and to all of you here today who have lost loved ones or been left to carry the scars of poor

treatment by the Tomah Department of Veterans Atffairs Medical Center (VAMC).

However, let me assure you that your pain serves a purpose and your calls for help and for change

have been heard.

Concerned employees and worried veterans have tried to blow the whistle here for years, only to be

met with seeming silence by the Inspector General (IG) and VA.
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When the problems finally got the attention they deserved, the IG and VA learned what so many
here had known all along — that some providers were recklessly prescribing opioids and other high-
risk medications that, in some cases, were actively harming veteran patients and that facility and
VISN leaders allowed a culture of fear, reprisal, and retribution to fester until it infected staff

morale and impacted patient care.
Unfortunately, many of the issues surrounding medication management and a lack of accountability
that we will discuss today are not outliers but symptoms of system-wide issues that our veterans and

their families face in communities like this one every day.

I recognize that pain — particularly the chronic pain and accompanying comorbid conditions that

many of our veterans experience — is complex and difficult to treat.

[ also recognize that VA is joined by the medical community at-large in grappling with how to best

treat chronic pain and ensure safe, effective use of opioids and other high-risk medications.
However, 1 have heard VA officials use those two facts as de facto excuses for irresponsible
medication management practices and systemic lack of accountability for far too long, while our
veterans and their families continue to suffer the devastating consequences of VA’s inaction.

It’s time for a new message.

We cannot rewind the clock and bring to light - before yet another year of inaction passed - the

results of the IG’s initial three year investigation that found serious concerns.

We can never bring back Jason Simeakoski or Thomas Baer.

But we can use the lessons we learned here in Tomah to improve the care our veterans receive and

ensure that no other veterans, families, or VA employees suffer like some here have.

I thank you al! once again for being here this morning and I look forward to hearing your testimony.

2



72

With that, I now yield back to Chairman Johnson to recognize our Acting Ranking Members and

introduce our witnesses.
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Statement of Noelle Johnson PharmD, BCACP, CGP
“Tomah VAMC: Examining Quality, Access, and a Cuiture of Overreliance on High-Risk Medications”
March 30, 2015

{ worked at the Tomah VA as a Clinical Pharmacy Specialist from July 2008 to June 2009. | was
fired after refusing to fill several narcotic prescriptions prescribed by Dr. Houlihan that | believed to be
unsafe. | filed a whistle blower complaint with the Office of Special Counsel, which was denied, and fater
the Merit System Protection Board. The VA requested federal mediation. | settied out of court in 2010. |
was fully reinstated, my service computation date was moved back six months, and ! received a
monetary settiement.

The whole basis for my whistie blower complaint was that | refused to fitf several of Dr.
Houlihan’s narcotic prescriptions that | did not believe to be safe. | do befieve | was terminated for
blowing the whistle as { was contacted by DEA and agreed to interview with them. | met with DEA agent
Thomas Hili June 2009. | was fired a few weeks later, In my OSC complaint Dr. Houlihan and several
others referenced that | turned him into the Inspector General, in which | did not. 1 believe that played
into my termination, however Dr. Houlihan’s retaliatory behavior is not the basis of your investigation. 1
truly believe that Dr. Houlihan is a very dangerous man. What makes him so dangerous is his lack of
respect for the medication. Whatever his motives are for prescribing the current doses of medication is
almost irrelevant. To this day i still question his motives, whether it be power, monetary gain,
negligence, ignorance, or maybe all of the above. The truth of the matter, the quantities of narcotic
medications coming out of the Tomah VA facility is irrefutably unsafe. This has been demonstrated by
several cases of overdose and deaths. Over 2,000 911 calls from the Tomah VA Medical Center with 24
unexpected deaths over the last five years. There were three unexplained deaths in the Tomah VA
parking lot in 2 matter of four months all Veterans receiving care from Dr. Houlihan just in the year time
frame | spent at the Tomah VAMC.

The three guestions that need to be asked are simple. First, what makes the Tomah VA patient
population so ‘complex’ as the Tomah Director Mario DeSanctis put in his television debut, that they
require the number of narcotics that are being dispensed? } am currently working as a double board
certified Clinical Pharmacy Specialist in the Pain Management Clinic at the Des Moines VA. { am the
facility lead for the National Opioid Safety Initiative. 1 can assure you the patients at the Tomah VA are
no more complex than the patients we see daily at the Des Moines VA, We have an acute psych ward, a
domiciliary with a substance abuse program, post traumatic stress recovery program, as well as several
cognitive behavioral therapy recovery programs. We have a long term care facility where Veterans were
rejected or denied care elsewhere just as those at the Tomah VA, and we are not prescribing even one
fourth of the current narcotics they are. Specifically as the VHA directive is to limit morphine
equivalents (MEQ} to less than 200mg/day and limit the combination of opioids and benzodiazepines
due to increased rate of mortality. | do not believe Tomah would be in compliance with this Nationat
Directive as pointed out in Under Secretary Clancy’s investigative teams’ clinical review. Out of 18
patient reviews the team found “unsafe clinical practices at the Tomah VAMC in areas of pain
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management and psychiatric care. Six out of 18 cases revealed patient harm attributable to prescribing
practices. Nine of 18 lacked evidence of changing the treatment in the face of aberrant behaviors and
twelve of 18 demonstrated extensive use of opioids and benzodiazepines, Tomah Veterans were 2.5
times more likely than the national average to be prescribed opioids greater than 400mg of MEQ. The
Tomah VA was found to prescribe benzodiazepines in combination with opioids at almost double the
national average.” Dr. Houlihan used to reference his own case studies as documentation and
justification to why he used benzodiazepines to treat Post Traumatic Stress Disorder which is not
currently recommended or standard of care. Use of benzodiazepines in PTSD treatment has been shown
to worsen the condition and cause harm. Not only were these Veterans treated inappropriately with
benzodiazepines often in doses well above the maximum recommended daily doses, but in combination
with opioids which is also not recommended due to the increased mortality rate in combination. | am
struggling to understand the variance between what the Under Secretary’s Team found and the report
that was administratively closed by the inspector General. it was noted in the inspector General's report
that they “did not substantiate the allegation that opioids were prescribed inappropriately to specific
individuals or in inappropriate doses.” They did however find that “opioids prescribed by Dr. Houlihan
and Deb Frasher in aggregate and to individual patients were at considerable variance compared with
most opioid prescribers in VISN 12.” Unfortunately for all Veterans receiving care at the Tomah VA, the
“considerable variance” wasn’t enough to warrant serious consideration by the Inspector General as the
investigation was administratively closed leading to continued harm to our nations Veterans.

Secondly, exactly what type of ‘pain’ is the Tomah VA treating that they are prescribing these
dangerous quantities and dosages of opioids published in the most recent investigations. Studies show
there is no proven long term benefit of opioid medications let alone at the significant doses being
prescribed. As a pain specialist | can assure you if someone is actually taking that amount of opioids they
would have serious side effects including respiratory depression and constipation. Many would be
experiencing hyperanalgesia due to overioading the Mu receptor which feads me to believe that
Veterans are not taking all of the prescribed medications and are at high risk for diversion. This was a
“substantiated” finding by the Inspector General. They substantiated the allegation that negative urine
drug screens (UDS) were not acted on and that controlled substances were still prescribed in the face of
negative urine drug screen. They found that for some patients, when a UDS was performed and showed
absence of prescribed medication, documentation in progress notes did not always acknowledge this or
indicate what, if any, clinical intervention or change in treatment was initiated with the patient. For
example they found in a selected case a Veteran had multiple negative UDS that did not show the
presence of prescribed medications that was not acted on. 52 out of 56 patients had a UDS performed
at least one time in three years. it is standard of care and part of the Opioid Safety Initiative to obtain a
UDS at least annually if not more frequently in the face of aberrant drug related behavior. The remaining
four Veterans had no UDS performed during the time frame spanning more than three years, although
all were treated chronically with opioids during that time period. Of the 52 Veterans, there were five
patients who were being prescribed opioids at the time of the negative urine drug screen. This is
indicative of aberrant drug related behavior, misuse, abuse, or diversion. These were the findings for a
urine drug screen obtained once over a three year time period. What would the numbers have been if
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the providers actually foliowed the standard of care and obtained them at least annually? Yet again the
investigation was administratively closed.

The 3 issue that needs to be considered is why is a psychiatrist prescribing opioid pain
medications at the Tomah VA facility? The psychiatrist at the Des Moines VA would not dream of
prescribing these medications as it is beyond their scope of practice. Even if Dr. Houlihan was
prescribing these medications because he was the Chief of Staff, he has no specialty training or
credentialing in pain management. That would be equivalent to Dr. Houlihan prescribing Oncology
medications to a cancer patient. Either way it is beyond the scope of standard practice.

i am tremendously disappointed in our federat system and the current authoritative figures that
are to be our governing agencies set in place to protect our Veterans and empioyees. | have interviewed
with the DEA three times and had a thorough interview with the inspector General. { am extremely
disappointed with Dr. Daigh, Dr. Mallinger, Mr. Griffen and the whole inspector General investigative
team. Of the 32 allegations that were investigated, many were “unsubstantiated.” What is disturbing is
that | fived that torture and saw the unsafe practice daily. | can attest to several of the 32 allegations and
believe the majority should have been “substantiated.” The Inspector General's investigation did
“substantiate” several allegations, however they stilt “did not find any conclusive evidence affirming
criminat activity, gross clinical incompetence, or negligence, or administrative practices that were illegal
or violated personne! policies.” This is unfathomable for the reasons outlined above and foliowing:

| can advise that | alerted and/or questioned Dr. Houlihan on a few different narcotic scripts
which is outlined in the Office of Special Counsel complaint. All are very concerning for safety reasons,
however the one that concerns me the most is the Oyxcontin that the local medical doctor was tapering
and discontinuing due to testing inappropriately positive for methadone which he was not prescribed by
either the local provider or Dr. Houlihan. This Veteran was double dipping Oxycontin from local medical
doctor and the VA with refill dates only a week or two apart for 30 day supplies. in addition to the
inappropriate urine drug screen obtained by the iocal medical doctor and abuse of opioids, the patient
teft his cell phone in pharmacy. When the pharmacist, Dave Dettle picked up the phone the person on
the other end was asking to buy medication from this Veteran. Ali this was documented in the chart and
despite the information provided Dr. Houlihan decided to re-write the prescription for Oxycontin three
times daily. This was an increase in the frequency prescribed. { do not understand why a provider would
do that. This supports the “substantiated” findings of Dr. Clancy’s team. As expressed above Veterans
were still prescribed narcotics in the face of aberrant drug related behavior. From a clinical stand point
am unclear why Dr. Houlihan prescribes the medications in the manner of which he does. My clinical
opinion is irrelevant. What matters is the standard of care set in place for providing safe and effective
care to our Veterans. For example the 1,080 immediate release morphine tablets that were dispensed.
When confronted, Dr. Houlihan refused to change this patient to long acting medication which would
have been standard of care or add something non-narcotic to treat his neuropathic pain. in addition he
continued to prescribe 36 tablets a day to a known substance abuser who was overusing his morphine
while in the hospital. | understand that you would need to taper if you were going to do that, however
that was never the plan, nor was addressing the patients ‘pain’ with the standard of care. Another
example is of a prescription for 1,447mg of MEQ per day that Dr, Houlihan and Dr. Hyde worked on



76

together. That patient dangerously increased his own medication which in my pain clinic would be
grounds for discontinuation due to the inability to safely take opioid medications. They gave this patient
a 30 day supply of medication when he was supposed to be admitted to the inpatient facility the
following week. Based on the calculation of his current supply even with the increased dose he would
have had enough medication to get through untii admission so why was he dispensed 30 day supply of a
high risk medication that he was currently abusing. The Veteran just got done dangerously increasing
his own dose, and Dr. Houlihan gave him more to take on his own despite the dose being at
considerable variance compared to the recommended VHA Opioid Safety Initiative dose limit of 200mg
of MEQ per day. That is how you have accidental or non- accidental overdoses in your parking lot. {
retrospectively reviewed the Veterans profile the following week and he was not admitted according to
the plan of care. When | went to the MSPB mediation and the documents were brought to discovery
there was a progress note from Dr. Hyde’s husband (Rod Hyde - PA in Tomah — not invoived with this
particular patients care) discussing an admission for this particular Veteran. it is my belief the records
were altered. This concern has been brought forth by several others, some that continue to work at the
Tomah VA. My experience with Dr. Hyde was somewhat limited, as | was only at the Tomah VA for one
year, however she had no prior pain management experience yet she seemed to do exactly what Dr.
Houlihan asked despite evidence of patient harm. | was kicked off the new pain committee and opioid
work group that{ had been appointed to by the Quality and Safety director by Dr. Houlihan who
promptly replaced me with Dr. Hyde, which | do not believe to be a coincidence. Dr. Hyde is now being
investigated by the Wisconsin Department of Safety and Professional Services. | had very little
interaction with Deb Frasher. The only thing | heard her say is that she believed that every patient
needed a ‘cocktail’ which consisted of an opioid, benzodiazepine, stimulant, and sleeping medication.
The one question | would address about Deb Frasher is that if she is seeing patients for mental heaith
then why is she prescribing S.3 million mg of MEQ? What is she treating? When did it become
acceptable or the standard of care to treat ‘psychological pain’ with opioids. This finding was
“unsubstantiated” by the Inspector General, however I saw this indication for opioids in several charts.

I shared my concerns of Dr. Houlihan’s over prescribing of narcotic medications, and | say
narcotics, not just opioids as he over prescribes benzodiazepines as well as stimuiants and other
antipsychotic medications inappropriately. | saw several benzodiazepine scripts prescribed above the
max doses. I also saw several stimulant prescriptions such as Methylphenidate and Dextroamphetamine
prescribed at doubte the maximum recommended dosage set forth by the manufacture and Federal
Drug Administration. The Veterans in the Tomah VA appeared significantly overmedicated. Several
Veterans appeared to be suffering with extreme extrapyramidal side effects due to the unsafe
combination of medications being prescribed. After reviewing the interview with MSNBC and Fox News
the list of medications the Tomah VA prescribed Jason Simcakoski did not follow evidence based
guidelines or the standard of care. For example a weak opioid was prescribed with suboxone which
should never be done. Diazepam was prescribed at 60mg per day with the maximum dose allowed being
40mg per day. Jason was being prescribed duplicate therapy with the benzodiazepine diazepam and
temazepam which is dangerous and not the standard of care. He was also on several other interacting
medications including several medications that affect serotonin which put him at high risk for serotonin
syndrome which can be lethat and unfortunately was. As a pharmacist | would not have dispensed these
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medications in combination or the dosages and frequencies in which they were prescribed. One of my
cancerns regarding the care provided by the staff at the Tomah VA in regards to Jason’s care is that the
mixed drug toxicology that eventually ied to his death likely did not occur overnight. t would have
suspected the Veteran would have dispiayed signs and symptoms of over sedation, respiratory
depression, CNS depression, and cognitive impairment. if this was the case, was there evidence of gross
clinical incompetence and negligence? This shouid have been identified by the medical team and acted
on. This Veterans death was a preventable tragedy. Had the Inspector General done their due diligence
and reported their findings despite the administrative closing of the investigation, the outcome couid
have been a very different one.

Majority of my clinical colleagues with the exception of Dr. Hyde agreed with my safety
concerns. | alerted my Chief of Pharmacy Dr. Erin Narus who ordered me to illegally partial a
Methylphenidate script prescribed by Dr. Houlihan as neither of us concurred with the current dosing
regimen as it was prescribed above the maximum recommended dosage and frequency. Dr. Narus
asked me to illegally change the script and the directions without the provider’s approval and only
provide a seven day supply untif further clarification from Dr. Houlihan. | told my Service Line Chief Jeff
Evanson and his response to me being asked to do something illegal was “why are you trying to cause
trouble? Why are you throwing Erin under the bus, if Dr. Houlihan wants you to fill that medication than
you have no right to say no.” i reported my concerns to the President of the Union, the VISN pharmacy
leaders, the DEA, and later the Inspector General, as well as the Wi board of pharmacy. The Wi Board of
Pharmacy could not be bothered to return my phone call after several attempts. | alerted my licensing
agency, the lowa Board of Pharmacy, who advised me not to fill the prescriptions and bring the matter
to local authorities as | was 50% liable for those medications being dispensed. | was not going to be
responsible for another death in the parking lot or contribute to suspected medication diversion. The
unfortunate part of all of this, is that despite all who knew, nothing has been done. The true tragedy is
that more Veterans had to die because the O5C determined “my clinical opinion” was different than Dr.
Houlihan.

The depths of this tragedy are far reaching. I recently received a pain management consuit for a
Veteran at the Des Moines VA. This Veteran was a prior Tomah patient who was treated by Dr. Houlihan
and Deb Frasher. This particular Veteran had a jong standing history of substance abuse with alcohol
and narcotics. The patient was previously taken off of opioids due to aberrant drug behavior and
overdose. The Veteran was placed on suboxone by Dr. Houlihan, which the patient reports he never
took to only be placed back on large doses of opioids and benzodiazepines by Dr. Houlihan. The patient
has since had two mare admissions for overdoses within the past 2 months. He is currently being taken
off all his opioids and benzodiazepines. if this Veteran’s family had not sought care elsewhere and the
patient continued to receive care by Dr. Houlihan and Deb Frasher would his second and third overdoses
been enough for them to finally take this veteran off of such a dangerous medications? | am unclear
how the Inspector General could not “substantiate” these findings or “find no conclusive evidence of
gross clinical incompetence or negligence.” Veterans have lost their lives because of this prime example
of gross clinical incompetence and negligence.
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I have personally dealt with the repercussions of administrative practices that were illegal and
that violated all sorts of personnel policies. | was asked to do something illegal, refused, blew the whistle
on this gross clinical incompetence and negligence outlined above, and was fired for standing up and
doing what was safe and right for the Veteran. The inspector Genera! did find that, “pharmacy staff
uniformly indicated that they were reluctant to question any prescription ordered by Dr. Houlihan or
any aberrant behavior by his patients because they feared reprisal.” This was eventually
“unsubstantiated” by the inspector General despite findings of consistent, documented early refills,
inappropriate urine drug screens, unsafe narcotic dosages, quantities, and dosage frequencies, as well
as other drug related aberrant behavior. if all these findings were “unsubstantiated” why have so many
clinicians left the Tomah VA? The one pharmacist who was brave enough to stand up and question those
prescriptions for our Veterans safety was fired. The precedence of “what not to do if you value your
job” was set.

My second Chief of Pharmacy Tom Jaeger reported he was coerced into writing his falsified
personal statement that helped lead to my termination . He agreed to take it back, he then resigned
two days after | was terminated. He then wrote another report of contact which stated he would not
recant his statement. My clinical colleague Heather Asthmus and Rebecca Bell were pulled into Dr.
Houtihan's office where he essentially told them if they value their job they would not question him like
1 did. Shortly before my termination Dr. Zakia Siddigi resigned in lieu of termination after refusing to
write for an opioid that a veteran did not test positive for in his urine drug screen, indicating aberrant
drug behavior. in addition { was told in a pain committee meeting that we were not to be drug testing
our patients as when they did not test positive for the substance prescribed and we continued to
prescribe the medication we were liable. | do believe that is the point of urine drug testing to
substantiate use and misuse of high risk medications for the safety of the Veterans and public. This was
a “substantiated” finding by the Inspector General. Dr. Houliahn proceeded to tell Union Steward
Dianne Streeter that there would never be a pain clinic at the Tomah VA and if pharmacy took over pain
management then patients would start dying, after which they would bring their guns to pharmacy and
start shooting. The “Candy Man” statement the CIR references is legitimate. | heard more than one
Veteran reference Dr. Houlihan as this. | heard a particular patient in the hall way say “my primary care
doctor took me off of my narcotics, you need to see Dr. Houlihan because he will put you back on them
just like he did me.”

1 continue to have grave concerns about the clinical abilities of several providers at the Tomah
VA, including concerns ignored or “unsubstantiated” by the Inspector General, What will it take for
those in a position of authority to take significant action? 911 was called more than 2,000 times over the
last five years reporting 24 unexpected deaths. How many Veterans lives need to be lost? We are to be
taking care of these Soldiers’ returning from war, not creating a war they will not survive. What
happened to the doctors oath of “First Do No Harm?” it is all of our responsibility to stand up for those
Veterans safety and not contribute to the tragedy that has cost so many lives. The leadership at all
levels; Tomah, VISN, VACO, and Inspector General need to be held accountable or true change will never
prosper and Veterans will continue to suffer the ultimate sacrifice, Those Veterans deserve the highest
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quality of care afforded. | urge and encourage you to deeply consider and investigate all allegations
against the Tomah VA and their providers.
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UNITED STATES OF AMERICA
MERIT SYSTEMS PROTECTION BOARD
CENTRAL REGIONAL OFFICE

DOCKET NUMBER
CH-1221-10-0336-W-1

NOELLE A. JOHNSON,
Appellant,
v,
DEPARTMENT OF VETERANS AFFAIRS, DATE: September 16, 2010

Agency.

SETTLEMENT AND COMPROMISE AGREEMENT

It is hereby agreed by and between the U.S. Department of Veterans
Affairs ("Agency”) and Noelle Johnson {"Appellant”) as follows:

1. After negotiation, the parties do hereby agree to settle and
compromise MSPB Appeal No. CH-1221-10-0336-W-1, under the terms and
conditions set forth herein.

2. In exchange for Appellant’s agreement to have the above-referenced
MSPB Appeal dismissed, and waive any and all actions, claims, complaints,
grievances, appeals and proceedings of whatever nature against the Agency,
its officers and employees, in their personal as well as official capacities, which
are now or hereafter may be asserted by her or on her behalf regarding her
termination in June of 2009, and as well as regarding any other facts in
existence as of the date of Appellant’s execution of this settlement agreement
{“Effective Date™), with the exception of any claims that may arise by reason of

breach of any term of this settlement agreement, the Agency agrees to:
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a. Accept Appellant’s resignation, effective December 31, 2009.
This resignation will be evidenced by a Government Standard
Form 50 in Appellant's Official Personnel File. Appellant will
be coded as in Leave Without Pay (LWOP) status from July 1,
2009 to December 31, 2009 and will not be paid for the
period July 1, 2009 to December 31, 2009;

b. Remove and destroy any and all documentation from
Appellant’s Official Personnel File concerning her removal,

c. Pay Appellant $61,000 ("Payment”} via electronic deposit to
the client trust fund of Stix Law Offices, 700 Rayovac Drive,
Suite 117, Madison, WI 53711, Tax [.D. No. 36-3489826;

d. The $61,000 is allocated as follows: $15,000 for attorney fees
and $46,000 for promised educational expenses; and

e. To allow Appellant thirty days from the Effective Date of this
Settlement Agreement to appeal the Agency debt collection
action concerning her Tomah VAMC sign-on bonus and
relocation bonus and freeze/ hold in abeyance collection
activity involving these bonuses until her appeals are
complete.

f. That David Houlihan, M.D., will not make any written or oral
communication that would disparage Appellant concerning
her performance as a clinician at the Tomah VA Medical
Center. The parties agree that this clause does not apply to
responses by Dr. Houlihan to inquiries from State or federal
regulatory agencies.

3. In consideration for the performance of the Agency as required
by paragraph 2 of this Settlement Agreement, Appellant agrees as follows:

a. Appellant hereby forever waives and releases all claims that
she has alleged or could have alleged against Secretary Eric K. Shinseki and his
successors, and any of his employees, including but not limited to past and
present officials or employees of the U.S. Department of Veterans Affairs, in
their official or individual capacities, as set forth in MSPB Appeal No. CH-1221-
10-0336-W-1, and agrees to the dismissal of that MSPB Appeal with prejudice.
Appellant further waives her right to file or pursue any complaint, claim,

lawsuit, grievance, or appeal at any time in the future against the Agency, or

any officials, employees, or former officials or employees of the U.S. Department
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of Veterans Affalrs, or its successors or assigns, its officials, employees, or
former officials or employees, in their official or individual capacities, in any
state or Federal court, or before any administrative body, tribunal, board, or
commission, based upon any issues or claims arising out of her employment
with the Tomah VA Medical Center occurring prior to and including the
Effective Date of this Settlement Agreement. This waiver includes but is not
limited to any matter described in, referred to, or arising out of the matters that
were the subject of the Appellant's MSFB Appeal, or the negotiation or
execution of this Settlement Agreement,

b. Appellant hereby waives any and all claims for attorneys’ fees
or costs, whenever incurred, as well as any and all attorneys’ fees or costs
incurred in relation to this Settlement Agreement, other than those specifically
enumerated in paragraph 2. Appellant explicitly understands that the Payment
is inclusive of all attorneys’ fees and costs for legal representation in the
actions;

c. Appellant agrees, subsequent to the Effective Date of this
Agreement, not to seek, apply for, or accept a position (to include independent
contractor positions) with the Tomah VA Medical Center or any of the Tomah
VA Medical Center's affiliated clinics in Wisconsin for a perlod of five years. If
Appellant applies for a position in violation of this provision of the Settlement
Agreement, the Agency may reject her application regardless of whether she is
qualified for the position. If Appellant applies for and is hired for a position in
violation of this Settlement Agreement, the Agency may remove her,
immediately upon discovery of the breach, to achieve compliance with the

terms of this Agreement. Appellant shall have no administrative recourse or
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cause of action in any forum if the Agency takes any action described in this
clause to cure Appellant's breach of this clause.

4. Appellant agrees that she will not make any written or oral
communication that would disparage David Houlihan, M.D., concerning his
performance as a cliniclan or manager at the Tomah VA Medical Center. The
parties agree that this clause does not apply to responses by Appellant to
Inquiries from State or federal regulatory agencies.

5. The terms and conditions set forth in Paragraphs 2 and 3 are in
full settlement of any and all claims, demands, rights, and causes of action of
any kind and nature, resulting from the same nucleus of operative facts giving
rise to the claims in the above-captioned appeal.

6. This settlement agreement shall not constitute an admission of
liability or fault on the part of the Agency, its agents, servants, or employees,
and is entered into by both parties for the purpose of compromising a disputed
claim and avoiding the expenses and risks of litigation.

7. It is also agreed, by and among the parties, that the setﬁement
amount and terms and conditions described in Paragraphs 2 and 3 represent
the entire agreement and that the respective parties will each bear their own
attorney fees, tax obligations, costs, and expenses, aside from those fees, costs
and expenses specifically provided for in this Agreement.

8. This Settlement Agreement shall not serve as a precedent for
resolving any other complaints, grievances, appeals or actions, which have
been or may be filed.

9. In consideration of the terms set forth in Paragraphs 2 and 3,
Appellant agrees to execute and file with the Merit Systems Protection Board

such documents as shall be necessary to cause the above-captioned appeal to
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be d:isrussed. This Agreement will be made part of the overall record and the
Merit Systerns Protection Board will retain jurisdiction to ensure corupliance

with the agreement.

THE PARTIES TO THIS AGREEMENT HEREBY SIGNIFY THEIR
UNCONDITIONAL ACCEPTANCE OF EACH AND EVERY TERM OF THIS
ACREEMENT BY SIGNING ON THE FOLLOWING SIGNATURE LINES:

Dated: ?}20//0 <Y M" } -
Noclle Johnso
Appellant

As to form onty: Sally Stix

Appeliant's Representative
Dated:__9/27/ 10 .

Jerald Molnar

Director

Tomah VA Medical Genter

De nt of Yetgfans Affairs

As to form oniy:

“Michael Newman [

Assistant Regional Couneel
Milwaukee Office of Regional Counael
Department of Veterans Affuirs
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NOTICE OF WITNESS OBLIGATIONS, PROTECTIONS, AND PRIVACY ACT
MATTERS

1. VA Regulation 38 CFR 0.735-12(b) states, “Employees will furnish information and testify
freely and honestly in cases respecting employment and disciplinary matters, Refusal to testify,
concealment of material facts, or willfully inaccurate testimony in connection with an
investigation or hearing may be grounds for disciplinary action. An employee, however, will not
be required to give testimony against himself or herself in any matter in which there is indication
that he or she may be or is involved in a violation of law wherein there is a possibility of self-
incrimination” (emphasis added). In addition, VA Directive 0700 requires all employees to
cooperate with administrative investigations to the extent permitted by governing laws,
regulations, policies, and collective bargaining agreements.

2. For individuals who are not VA employees, participation and testimony in this investigation
is generally voluntary unless it is obtained by subpoena.

3. You may refuse to answer a question if you believe the answer could be used to convict you
of a crime. If you refuse to answer on this basis, you must inform the investigator or board that
you are asserting this right. No adverse action may be taken against you for such a refusal unless
you have been assured that your answer will not be used against you in a criminal prosecution.
You do not have the right to refuse to answer a question based on a belief that your response may
incriminate a person other than yourself, or that it may resuit in adverse administrative action
against you.

4, VA Directive 0700 requires you to refrain from disclosing any information developed in the
course of the investigation, including the substance of your testimony, with others, if so directed
by the Convening Authority or by a member of the Administrative Investigation Board. This is
to protect the integrity and fairness of the investigative process. You may, however, discuss such
matters with Federal investigators, with the Office of the Inspector General, the Office of Special
Counsel, or with your designated personal advisor or representative (if any). In addition, you
will not be reprised against for any disclosure protected by the Whistleblower Protection Act or
other law.

5. You will be protected from reprisal for providing truthful testimony or otherwise cooperating
lawfully with this investigation. If you feel that you are being treated adversely for such actions,
please advise a Board member immediately so that we can ensure that effective corrective and
remedial action is taken, You may also contact other appropriate officials, including the U.S.
Office of Special Counsel or the VA Inspector General, if you feel you are being retaliated
against for your cooperation with this investigation.

6. Other Information:
AUTHORITY TO COLLECT INFORMATION: 38 USC § 5711.

PRINCIPLE PURPOSES FOR WHICH INFORMATION IS REQUESTED: To determine the
facts of the matters investigated and any corrective action needed.
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ROUTINE USES: The information obtained from you may be included in systems of records,
including, but not limited to, “Veteran, Employee, and Citizen Health Care Facility Investigation
Records,” 32 VAOQO, and is subject to the routine uses of such systems. These uses may include
internal administration of the Department of Veterans Affairs, correction of systemic problems,
determination of liability for claims and benefits, administrative or disciplinary action, actions
affecting professional licenses and employment, and provision of information about the matter
investigated to other Federal and State agencies, Congress and the public.

FAILURE TO PROVIDE THE REQUESTED INFORMATION could lead to actions and
decisions on incomplete or erroneous information. Failure to provide information by employees
of the Department of Veterans Affairs could result in disciplinary action against such employees
for violation of the requirements discussed above. In addition, the Department may seek to
obtain information from employees or members of the public by subpoena, in which case a
refusal to provide information requested at that time could be punishable in Federal court by
fines and imprisonment.

7. Members of Collective Bargaining Units (CBUs) who reasonably believe their responses
may result in disciplinary action against them may have a union representative assist them during
the interview if they so request. If you are a CBU member and choose to have a representative,
notify an Administrative Investigation Board member immediately so that we can provide an
appropriate form for your designation.

8. Additional Notice (if applicable):

9. If you have any questions or requests regarding the matters discussed above, please notify
an Administrative Investigation Board member immediately.

I HAVE READ THE ABOVE NOTICES, OR HAVE HAD THEM READ TO ME, AND
HAVE HAD ANY QUESTIONS ANSWERED TO MY SATISFACTION.

INoelle TTohoson Prarmb BACP, (LD

(Print or Type Name of Interviewee)

e 3s

(Signat fIsterviewee) (Date)

(Print or Type Name of Interviewer)

(Signature of Interviewer) (Date)
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DESIGNATION OF ADVISOR/REPRESENTATIVE

This is to certify that 1, NOCM'C ﬂdhﬂﬁul\ have designated
Q. Wavd {“OMW. Equice to assist me during the present
Lo

investigation,

My advisor and 1 will not discuss my testimony or any information gained as a result of this

investigation with others, except for disclosures specifically protected by law.

WITNESSES SIGNATURE

SIGNED: Y . Nrelfe @m ReAcp, L8P DATE: _3ihis

Dr. Nefhe 4 :ﬁmm?\wm‘u BCACP, (GP

(Print Witness Name Here)

ADVISOR’S SIGNATURE:

SIGNED: DATE:

(Print Witness Name Here)

ADVISOR IS (Check and Complete all applicable):
Union (CBU) Representative, Union/Local

Attorney, Member of (State) Bar

Other, Specify relation to witness:
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A) I started working at the Tomah VAMC as a Clinical Pharmacy Specialist on August
4% 2008. 1 officially started on the pay roll July 6™. 2008 and my service computation
date was July 2™, 2007. From August through November I was warned by many
pharmacists including the previous Chief of Pharmacy Dr., Jim Due, Staff Pharmacist
Kaleen Larson RPh, Virginia Schroeder RPh, Dan Hanson RPh, Dave Dettle RPh, and
Clinical Pharmacists Dr. Richard Schroeder and Dr.Laureen Savage-Chambers that if |
question Chief of Statf Dr. David Houlihan’s MD prescriptions that | would be fired.
They gave me many examples of previous employees that were forced to resigned or
have been fired for questioning one of Dr. Houlihan’s prescriptions. | was warned by all
that it he did not fire me. then he would make my life very difficult at the VA, I cannot
recall specific names of employees that they mentioned. however my clinical colleague
Dr. Laureen Savage-Chambers and Clinical Coordinator Dr. Richard Schroeder gave the
most specific examples. | did witness one of the out-patient providers Dr. Zakia Siddiqi
MDD be foreed to resign for refusing to write a narcotic order for a chronic pain patient
who’s urine drug screen did not test positive for oxycodone on more than one occasion.

During this time frame | was nominated by Performance Improvement Leader Tracey
Lane to be the chair of the Tomah VAMC pain committee due to my background
working in a pharmacist run pain clinic in conjunction with a board certified pain
specialist while in my residency at Chalmers P. Wylie VA Ambulatory Care Clinic in
Columbus, OH. The interim Chief of Pharmacy at that time was Dr. Erin Narus who
decided the pharmacy was too short staffed for me to spend the time necessary to be the
chair of the pain committee; however, she decided I would be the pharmacy
representative for the committee. (See attachment A).

B) Friday 11/21/08 | was the “hot scat” pharmacist. This pharmacist fills the window
prescriptions for the patients that are waiting at the pharmacy. [ received a prescription
for Morphine Sulfate IR (i.e. immediate release) 15mg 7 tabs every 4 hours, 2 tahlets
three times daily prn (i.e. as needed) #1080 for a 30 day supply written by Dr. Houlihan.
I quickly reviewed the patient profile in his medical record CPRS (i.e. computerized
patient record system) to get a better assessment of what the indication for the short
acting narcotic pain medication was for and to assess the type of pain being treated as
well as other medications the patient had previously failed. This patient has somatic pain
from a fracture of the T12, in addition to neuropathic pain with radiculopathy. After this
brief assessment of the patient my initial clinical judgment was to question the short
acting agent of choice and the quantity that was prescribed. After having experience
working as a clinical pharmacist in a pain clinic at the VA in Columbus OH, [ clinically
telt this patient’s pain was not being properly treated. Strictly treating a patient with only
short acting medication is not the standard of care. 1 felt this patient would benefit from a
long acting narcotic, a NSAID (i.e. non-steroidal anti-inflammatory drug). and a
medication to appropriately treat his neuropathic (i.e. nerve pain) pain. [ felt the short
acting iimmediate release morphine was inappropriate monotherapy. The prescription was
due to be filled on 11/24/08. The prescription was early, so I telt 1 had time to fook into
the patient’s medical records to better formulate a recommendation for the provider,
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Fasked many of my colleagues including Clinical Pharmacists Dr, Laureen Savage-
Chambers. Dr. Richard Schroeder. Dr. Margaret Hyde. and Dr. Erin Narus, and they felt
the preseription was inappropriate as well. | was told not to question the order; however
because it was from Dr. Houlihan and he doesn’t like pharmacists questioning his orders,
I was told by multiple clinical and staff pharmacists if I question the order and try to
make recommendations he did not agree with. then he would try to fire me or at least
make work unpleasant for me. | discussed the prescription with multiple pharmacists and
1 asked how the prescription had been getting filled thus far. The responses | received
were statements such as. “I'm sick of fighting with Dr. Houlihan,” or “I'm not calling Dr.
Houlihan, I don’t want to have to tight with him about anything today...good luck with
that...I'm glad I'm not you.” or “Last time | called and questioned an order. Dr. Houlihan
called the previous Chiet of Pharmacy Dr. Jim Due and told him T was trying to cause a
problem.”

I took the prescription to the new Chief of Pharmacy Dr. Erin Narus to review the
prescription. She agreed the patient needed to be on a long acting narcotic medication as
well as possibly an NSAID and a medication to treat the neuropathic pain, While [ was in
Dr. Naus’s office I received a call from Dr. Locker MD who wanted to know if a pill
identitication had been done as he believed this particular patient had brought his own
immediate release morphine sulfate from home and was taking this in addition to the
immediate release morphine we were giving him while he was admitted to the VAMC.
This would have been a direct violation of the patient’s pain contract. Dr. Locher wanted
to let Dr. Houlihan be aware of this violation before Dr. Houlihan wrote a new
prescription for immediate release morphine upon discharge 11/21/08. The medication
should have been taken away from the patient and locked up in inpatient pharmacy as this
is standard protocol. This however did not happen. Dr. Locker spoke with Dr. Houlihan
about his concerns with the patient and his over use of'this short acting pain medication, |
spoke with Dr. Locker and Berry Emerk PA-C about the pill identification. While on
inpatient unit 400 observation, | showed the two providers the preseription. Both
providers said, “We are glad our name isn"t on the prescription.”™ This in addition. added
to my concerns about the appropriateness and safety of the prescription. The patient has
built a large tolerance to this medication, which happens very quickly with short acting
analgesics, and is now taking more than prescribed. This patient will likely continue to
require more and more medication as he builds tolerance and dependence. Is this a case
of pseudoaddiction because the patient’s pain is not properly treated? Due to the fact the
patient had been an inpatient for a few days and was receiving immediate release
morphine in the hospital and was requesting the prescription early the patient should have
had enough medication to cover through the weekend and therefore was not going to be
without any medication.

My plan which was discussed and agreed upon with Dr. Narus was to go through the
patients medical record more in depth and devise a plan to help convert the patient over
to a long acting narcotic medication and start to taper the short acting immediate release
morphine. | consulted with the Board Certified Pain Specialist. Dr. Sanhaj and Clinical
Pain Pharmacist. Dr. Staci Jackson that | previously worked with in my residency to
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reinforce the decision to request this patient be converted to a long acting narcotic and
how to safely go about converting somcone on such a large unsafe dose.

[ did not have time to thoroughly go through the patients chart until Monday morning
11/24/08. All weckend long [ dreaded having to make this phone call, I was afraid to call
Dr. Houlihan to discuss this case after everything my colleagues had told me. I even lost
sleep over it. 1 woke up multiple times and went over my game plan how | could tactfully
and professionally approach this situation and make a recommendation to Dr. Houlihan
to help him treat this patient without upsetting him. but that would safely and effective
treat the Veteran. First thing Monday morning | met with Dr, Narus and reviewed my
plan with her. T asked her how to approach Dr. Houlthan knowing it was going to be
tough situation. She gave me some advice on how | could broach the subject. I had to
give myself a pep talk just to pick up the phone. 1 have never been afraid to contact a
provider to question an order or provide a recommendation before because that is my job
and | know it is in the best interest of the patient. | called Dr. Houlihan’s nurse Susan
Schmitt and she told me he was with a patient. I told her | had a question in regards Lo an
order, but it was an in depth question so he could call me back at his earliest convenience.
The nurse ended up transferring me to Dr. Houlihan. | told Dr. Houlihan that my name
was Noelle | was one of the pharmacist and | had a question in regards to the immediate
release morphine order for this particular patient. 1 asked if Dr. Locker had spoke with
him in regards to this patient taking his own morphine while admitted to the VA as an
inpatient. Dr. Houlihan said he spoke with Dr. Locher. Dr. Houlihan said, “This patient
did not take his own morphine while he was here.” I told him | had {ooked through the
paticnt’s medical record and saw that he had somatic pain as well as neuropathic pain
with radiculopathy. The patient had been on long acting morphine in the past. Dr.
Houlihan said. “He wasn't tolerating the medication.” | said, I read in the chart he was
taking more than prescribed. not that he wasn 't tolerating the medication.™ | then said |
think this patient would benefit from a tong acting pain medication would you consider
starting him on another long acting narcotic medication. I was thinking methadone. It is
a good medication for patients with somatic and neuropathic pain. This is where Dr.
Houlihan began to get upset. He started to get very stern and short with his answers and
he starting raising his voice. He said, “The patient has addictive properties so methadone
would cross the lines to addictive treatment which would need a special license.”
(Methadone for addiction requires a special license. Methadone for chronic pain
management does not). Dr. Houlihan then asked me. *What is the bottom line, what are
vou really trying o say?™ I said. ~T clinically don"t feel comfortable filling this
prescription, 1really feel the patient needs a long acting medication. Where are you
going to go with this patient’s medication regimen? The patient is going to just keep
building up tolerance and greater dependence. Are you just going to keep increasing the
dose?” Dr. Houlihan responded by yelling, “I"m sick of you pharmacist questioning my
prescriptions, By questioning my prescription you are guestioning my clinical judgment
and my authority, thus by doing so are putting my license in jeopardy!™ I said. I am not
trying to question your clinical judgment; [ am trying to help the patient and you come up
with the best way to safely and adequately treat this patient’s pain.” Dr. Houlihan said
“Yes you are. you are questing my clinical judgment and how | treat my patients. Some
one has to see these patients and it is me.” [ said, ~I was told you are the only one who
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sees the chronic pain patients.” Dr. Houlihan said, “Yes, I am the only one who can. If
vou don’t want to fill this prescription and you want to question me all the time than you
can be the one to find these patients a new Dr. to see them, How are you going to do that?
No one else is going to see them! Are you going to see them?” I said, 1 would like to
work with you to help find the right pain regimen to treat this patient.” Dr. Houlihan
responded by telling me what needed to be done was, the prescription needed to be fifled.
Freplied by telling him, I do not feel comfortable filling the preseription and 1 will not
do so. I would find you another pharmacist to fill the prescription, but my name will not
be on the prescription because it is not in the best interest of the patient.” Dr. Houlihan
said he would be speaking to Dr. Narus about this situation. [ told Dr. Houlihan that was
fine Dr. Narus was aware of the situation. Dr. Houlihan hung up the phone.

Linstantly starting crying after hanging up the phone. | felt very attacked. I as well as the
other pharmacists do not deserve to be treated like that. I as well as my colleagues
deserve to be treated with respect, dignity. and civility. | believe Dr. Houlihan behaved in
an unprofessional and threatening manner. [ now know what the other pharmacists were
talking about and why everyone is afraid to recommend any changes to Dr. Houlihan. |
don’t feel I should have o be afraid. | feel that 1 did what was right. I stood up for patient
safety, my ethics, and protected my license. Filling that prescription was not clinically in
the best interest of the patient. | feel | had every right to question the prescription and not
{ill it based on my clinical judgment. (See attachment B, B2, B3).

The technician Mrs. Toni Johnson was standing next to me filling narcotic prescriptions
during my phone conversation with Dr. Houlihan, Mrs. Johnson wrote a statement to
attest to my professionalism. (See attachment B4),

Itried to give the prescription to another pharmacist so they may have the opportunity to
fill the prescription if they chose to do so based on their own clinical judgment. The other
staff pharmacists refused to fill the prescription as well once 1 had questioned the order.
The prescription was filled by Dr, Narus.

After the phone call I went to the clinical pharmacy office for support from my fellow
colleagues. They also agreed the prescription was inappropriate and that Dr. Houlihan
acted in an unprofessional manner. 1 called Dr. Narus 1o tell her the conversation did not
go well and she should expect a call from Dr. Houlihan. She asked if I would like to
discuss what happened. [ decided to contact a union representative first.
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I had multiple treatment recommendations planned for this patient. but due to Dr.
Houalihan’s demeanor | did not have the option to discuss all of them with him.

D

4}

5)

Convert to methadone...methadone is a good option for patients who do have
addictive problems because it is so long acting you do not get a “high feeling
from it.” it is great for somatic and neuropathic pain. We would have been using
this to treat this patient’s chronic pain, not an active addiction problem that | am
aware of. 1 still believe this is a good therapeutic option for this patient. (All long
acting meds are going to be hard to convert to because pt is on such a farge dose
of short acting morphine 720mg/d). Start to taper short acting morphine.

Prwould likely benefit from a chronic NSAID such as Etodolac since fracture of
Ti2

Could consider retrial of long acting morphine or trial of Oxycotin or fentanyl
Could consider retrial of gabapentin. Patient had reported muscle cramps at low
dose. This would be beneficial tor neuropathic pain. Could consider other agent

such as pregabalin or duloxetine if unable to tolerate gabapentin.

Could consider SNRI...reported ADR to venlataxine...unknown

I then filed a grievance with the union in regards to this matter. The Inspector General
was contacted in regards to a different matter. (See attachment BS). Shortly after this
incident Labor and Management had a meeting. In this meeting Dr. Houlihan stated, A
pharmacist turned me into the Inspector General.™ | never at any point in time contacted
the Inspector General.

He told the Union Steward, Diane Streeter that I acted unprofessional in regards to this
specific patient matter. Diane stated. “She was not unprofessional and she has a witness
who wrote a statement stating she maintained her professionalism.” At this time Ms.
Streeter stated she had tried to bring up the issue of starting a pain clinic and using me as
an integral provider in the clinic. Per Ms. Strecter. Dr. Houlihan stated there will never be
a pain clinic in this facility and if pharmacy takes over pain management then patients
will start dying. It this happens patients will bring their guns to pharmacy and start
shooting.

After this incident I was told by Dr. Narus and Service Line Manager. Jeft Evanson that [
was no longer to call Dr. Houlihan. [ was instructed to fax him my recommendations
because he is unable to control his temper and faxing was Dr. Houlihan’s preferred
method of contact.
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C) On 12712708 1 received a prescription for a Controlled Schedule [T (CI) narcotic
printed on a white picce of paper from Dr, Houlihan, This prescription was a work order
copy. Any employee that had computer access could have printed this preseription off
CPRS. At this time the Tomah VA tequired all CHi preseriptions to be hand written by the
provider on the green prescription pad assigned to each individual provider. Some VA's
were transitioning o using the computerized form of a Cll prescription. This prescription
was printed as a work order, not a computerized ClI prescription. As far as | and the other
pharmacists were aware we were still requiring the green prescription copy. I wied paging
Dr. Narus muitiple times and did not get a response. The patient was waiting for the
preseription to be filled and was irritated it was taking so long. [ decided to go to Dr.
Houlihan's office to ask his secretary to have Dr. Houlihan rewrite the CI1 on the green
copy. Dr. Houlihan’s office door was open and he heard me talking to his secretary. Dr,
Houlihan came running out of his office yelling at me. He said. “This is a legitimate
prescription and I will not rewrite the prescription. He velled Tam so sick of you F...ing
pharmacist! | want to speak to Erin Narus immediately!™ He marched down to out-patient
pharmacy and [ paged Dr, Narus again to come to the pharmacy. Dr. Narus and Jeff
Evanson came to the pharmacy and had a meeting with Dr. Houlihan in the back. | went
back to filling prescriptions and [ could hear Dr. Houlihan maligning me. T was never
brought into the discussion to defend myself. As it turned out Dr. Narus and Dr. Houlihan
had made a prior agreement that Dr. Houlihan would start to write the Cll prescription on
the computerized from due to a previous confrontation he had a week prior with another
pharmacist in regards to misspelling a patients name 3 times. This change was not
communicated with any of the pharmacists. The prescription stifl had to be rewritten as
requested due to the fact it was a work order, not a prescription written and printed
correctly from CPRS. On 12/15/08 Dr. Narus handed out a new hard copy guideline
exclusively for Dr. Houlihan. (See attachment C New Schedule I order Entry in CPRS
for Out-Patient-Pharmacy).

) February 2009: New Chief of Pharmacy Dr. Tom Jaeger and Dr. Savage-Chambers
attend a Medical Executive Meeting. In this meeting Dr. Houlihan again told everyone
that [ turned him into the Inspector General. Both parties told Dr. Houlihan that I did not
turn him into the Inspector General.

L) February 6" 1had a meeting with Dr. Jaeger and Union Steward Diane Streeter. This
meeting was to discuss the verbal threat Dr. Houlihan made in the Labor and
Management meeting. In this meeting Dr. Jacger gave me suggestions of agencies to
contact with my concerns. He gave me the paper work for the Inspector General and
JACHO. Dr. Jaeger explained. he thought JACHO was the best avenue to pursue for
reporting the unsafe practices of Dr. Houlthan.

At this point Dr. Jacger assigned me to the VISN 12 (regional level) Pain Committec. |
was also assigned as the leader of the Opiotd Work Group by Tracey Lane from
performance improvement.
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F) On March 9%, 20091 received a prescription from Dr. Houlihan for Methylphenidate
Sustained Release 120mg/day. The max dose of this narcotic stimulant medication is
60mg daily. I reviewed the patient’s medical record and discovered the patient had
previously been on this dose. | also noted the patient had a strong cardiac history. I did
not feel this was a safe dose for the patient. This medication is a lipid soluble medication.
If given too high of a dose the medication could over saturate the enzymes used to break
the medication down and therefore build up in the patients system and potentially cause
harm such as a cardiac arrhythmia due (o the stimulant properties. | faxed Dr. Houlihan
and asked if the dose could be reduced or if the medication was not beneficial at a lower
dose if he could choose an alternative agent for the patient. Within a couple of days Dr.
Houlihan wrote a new order for the same dosage and commented on the prescription. “Pt
is a large man, fill as is.” This medication is not weight based for adults. Dr. Savage-
Chambers and | resourced with colleagues at the VA in Madison to see it any doses
greater than 60mg have ever been filled. One prescription had been filled for 70mg. other
than that dose above 60mg had not been filled. T consulted with many of the clinical and
staff pharmacists and they all felt the medication dose was unsafe. [ gave the prescription
to my previous Interim Chief of Pharmacy, now Out-Patient Supervisor Dr. Narus who
also agreed the medication dose was unsafe. Dr. Narus was going 1o talk to Dr. Houlihan,
A few days had gone by and nothing had been done with the prescription. Dr. Narus was
called away from work for personal reasons. [ received a call in clinic from one of the
out-patient staff pharmacist Kaleen Larson, RPh. She stated. “The patient is coming to
pick up his Methylphenidate and Erin would fike the prescription to be partialed (sce
definition below) until further clarification from Dr, Houlihan. I want nothing to do with
this preseription you need to come over to out-patient and fill this prescription.” Dr.
Narus had writlen directions on the prescription 1o give a 7 day supply. There was also a
yeHow note stuck to the prescription that stated 1 was to tell the patient to only take 2
tablets twice daily until turther clarification from Dr. Houlihan. There were two separate
problems at hand. It is iliegal to partial a ClI narcotic prescription unless you do not have
sufficient quantity o dispense the total and then you only have 72 hours to dispense the
remaining or the rest of the prescription is nuli and void. (See attachment F1). It is also
illegal and unsafe to tell the patient to take different directions then what is written on the
botte or what the provider has prescribed. {(See attachment F2).

I was not going to illegally partial a prescription and [ was not going to tell the patient to
take different directions than what the Dr. had prescribed. Dr. Jaeger was out of the office
and now so was Dr. Narus. | brought the prescription to my Service Line Manager. Mr,
Jeft Evanson who is not a pharmacist or licensed professional. Mr. Evanson’s response
was, “Why are you trying to cause trouble?” [ explained that T wasn’t trying to cause
trouble. that this was an unsafe dosc for the patient and I was not going to illegally fill the
prescription as [ had been asked to do. He stated, “Why are you trying to throw Erin
under the bus?” [ again explained that was not my intention, but the patient was coming
to get the prescription at the pharmacy and neither Dr. Narus nor Dr. Jaeger where
available. | was not going to fill the prescription at the unsafe dose. [ was unwilling to fill
it itlegally and the other pharmacists were not going to fill the preseription either. Mr.
Evanson responded by saying. “If Dr. Houlihan said to fill the prescription you will fill it.
You have no right not to!” | responded by saying, *I am an individually licensed
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pharmacist. | am 530% liable for anything that happens to that patient. 1 in geod
conscience cannot fill that prescription just because a provider thinks that I should. It is
my job to make sure that prescription is safe for the patient to take. If something were to
happen to this patient 1 am liable and [ am not willing to compromise patient safety and
my ethics, Mr. Evanson and 1 continued to debate the issue for over an hour. Mr. Evanson
stated, “How dare you claim to be an expert! He asked, why have the other pharmacist
filled the medication so far?” I explained that the other pharmeists told me they were told
not to question Dr. Houlihan's prescriptions and they were afraid they would be fired if
they made a recommendation he did not agree with. { then told Mr. Evanson that Dr.
Houlihan could fired me, but 1 was going to stand up and do what was right and safe for
the patient, T was not, and will never be willing to compromise patient safety and my
ethics. Mr. Evanson responded by saying. “Houlihan doesn’t have the authority to fire
you. anly | can make that decision.” The conversation ended by Mr. Evanson asking to
speak with my Clinical Coordinator Dr. Schroeder, Dr. Schroeder, Dr. Savage-Chambers
and Union Steward Peggy Burke attend a meeting with Mr. Evanson, Both clinical
pharmacist supported and clinically agreed with my decision. Dr. Savage-Chambers
wrote the error up in our good catch log. This is a log of provider errors that are kept
track of. The patient did not receive the medication that day. When Dr. Narus returned
she spoke with Dr. Houlihan and the order was changed to 60mg total daily dose,
(Documentation of prescription and note to partial the prescription and change directions
is on file with the Tomah VA Union Office).

Gy After this incident Dr. Jaeger asked me to write a standard operating procedure (SOP).
He wanted me to write a procedure that stated if the provider disagreed with the clinical
recommendation that we had to fill the prescription as is. If the pharmacist documented
they clarified the prescription then the lability was no longer placed on the pharmacist. |
disagreed with this and did not feel comfortable making the SOP without legal advice. |
called the lowa Board of Pharmacy. They advised me that the pharmacist is still liable for
those prescriptions even if there is documentation of clarification. They advised me to not
fill anything that was unsafe for the patient. They also recommended 1 contact Inspector
General as it seemed we had a problem in the Tomah VAMC. T gave Dr. Jaeger this
information and wrote the SOP accordingly. (See attachment G).

Hy March 30, 2009 Janice Waldstein a NP from the Wausau Community Based Out-
Patient Clinic (CBQC) emailed Dr. Jaeger to compliment my professional abilities and
report our positive interactions over the previous 5 months she had worked in the CBOC.
Dr. Jaeger responded by saying, “Thank you for the feedback. 1 agree that Noelle is an
exceptional pharmacist. It is always nice o get this sort of feedback to assure her that her
work is appreciated. Thanks.” (See attachment H)

1) May 12", 2009 [ attended the Tomah VAMC pain committee meeting. While in this
meeling the new chair of the committee Dr. Whiteway MD told us that some key
stakeholders would be having a meeting in regards to a proposal for starting a pain clinic.
He named some of the key stakeholders which included himself. Deb Frasher co-chair,
Dr. Houlihan, Associate Chief of Staff, Dr. Picca MD and then he said, “And your
colleague Dr. Margaret Hyde. I don’t know her. Why would she be asked to attend?” |
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didn’t explain the situation at the current time as there were many people around and it
was not the appropriate time or the place. After the meeting | explained to Dr. Whiteway
that Dr. Houlihan and 1 didn’t exactly sce eve to eye. | gave him some of the examples of
the prescriptions | felt were unsafe for the patient and consequently refused to fill, as well
as same other examples of questionable practices. 1 also explained that another clinical
pharmacist Dr. Margaret Hyde had been consulting with Dr. Houlihan on some of his
pain patients. Dr. Whiteway told me he received an email that said [ was not to attend the
meeting and that he was to {ind another pharmacist. At this time Dr. Houlihan named Dr.
Hyde. At this time 1 told Dr, Whiteway and Deb Frasher NP that if Dr. Houlihan is
unwilling to work with me that it might be in the best interest of the patients and the
committee if 1 step down. They agreed and Deb Frasher told me that 1 could work from
behind the scene to help the patients and Dr. Hyde. Approximately seven months prior
Dr. Hyde approached me in front of Dr. Savage-Chambers and asked me to teach and
guide her in refation to managing diabetic and chronic pain patients.

May 15", 2009 T then set up a meeting with Dr. Jaeger and Dr. Hyde. At this time we all
agreed for consistency purposes it needed to be the same person on all committees and
clinics. I told Dr. Jaeger and Dr. Hydc that if the support wasn’t there from the Chief of
Staff to be on the pain committee and in the pain clinic, then I didn’t feel 1 should be
following the individual pain patients that | had been making recommendations on, They
both agreed and Dr. Jaeger assigned Dr. Hyde (o all the committees in my place. { then
gave Dr. Hyde a list of the few patients I was still following for specific providers. She
agreed to take over the monitoring of these patients. Most of these patients were now
stable so they could have been sent back to primary care.

H May 27", 2009 I received a preseription from Dr. Houlihan for a prescription that was
written for 1.447mg of Morphine equivalent. This was a 100% increase in dose for this
patient, 1 knew this patient was a difficult patient and that Dr. Hyde was working on this
patient with Dr. Houlihan. | reviewed the medical record with Dr. Savage-Chambers and
there was no documentation at the time as to why Dr. Houlihan was increasing the dose
100% or that the plan was to admit the patient for observation on June 1™ Dr. Hyde did
not have a pager at the time and was in an infectious disease mecting. The patient again
was waiting so 1 called Dr. Hyde in her meeting. 1 asked Dr. Hyde why they were doing
100% increase. | said, "In most cases a 100% increase at such a high dose is
contraindicated. Why would Dr. Houlihan do a 100% increase if a 25% increase would
have been beneficial. Dr. Hyde then raised her voiced at me and said. “You don’t know
what you are talking about, I have been in practice a lot longer than you. Just because you
worked in a pain clinic doesn’t mean you have seen everything. The patient increased the
dose 100% on his own!” The prescription was then filled. Five minutes later | saw Dr.
Hyde in the hallway. She stated. “They are going to admit that patient for observation on
Monday.” 1 then asked her why we gave him a 30 day supply of a narcotic medication at
that dangerous dose if he was going to be admitted as an inpatient in 4 days. especially if
he was self escalating his dose. T also told her after looking back at his refill history that
even at the 100% increase he should still have enough medication to last until Monday.
Dr. Hyde then walked away. The patient was not admitted on Monday June 1™,
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K) The first week of June Fasked Dr. Jaeger if | could be taken off the 9-5:30pm shift. |
rotated this shift with two other pharmacists. | was hired on as a Clinical Staff
Pharmacist, | worked two days a week in out-patient pharmacy and three days a week in
the out-patient clinic. When I was hired | was told the intention was to hire me as a full
time clinical pharmacist. however that is not the position that had open and they would be
back filling a staffing position. 1 then became 60% clinical and 40% staffing. When I was
hired 1 was told my tour of duty would be a temporary shift and the least senior and last
person hired would have to work the 9-5:30pm shift. Beginning of June and July two new
staff pharmacist were hired. This shift started to interfere with my clinic time as my
colleagues in the clinic would start at 8am and T would then be an hour behind on my
work and 1 was putting in overtime to catch up. 1 set up a meeting with Dr. Jaeger and
asked what the possibilities would be it I could be taken off the shift since the two new
pharmacists were going to be starting and [ was told it was a temporary shift. Dr. Jaeger
responded. 1 don't know [ will have to look into it since this shift was made before 1 got
here. | then told Dr. Jaeger and Dr. Narus that I would volunteer to stay on this shift until
the two new pharmacists were trained. | also told this to the Inpatient Clinical Staff
Pharmacist, Dr. Heather Ashmus that was making out the new schedule. A few days later
[ received a call from Dr. Jaeger and he said, “Effective immediately you are no longer
on the 9-5:30pm shift.” I then again told Dr. Jaeger and Dr. Narus that | would be willing
to work the shifl until the two new pharmacists were trained. Dr. Narus said. “Forget it it
is too much of a hassle.”

Dr. Ashmus was then sent an email telling her. she was to pick up most of my shifts, No
one volunteered (o take the shifts like the report of contact stated, and 1 never refused to
work the shift. Dr. Jaeger then told Dr. Ashmus that this was an unapproved shift and it
never went through the union so if [ wanted to | could cause a problem and that someone
had trned him into the union in regards to unapproved shifts. (See attachment N3).

I never filed a grievance or even discussed the matter with the unjon in regards to this
shift.

L) Beginning of June | was contacted by Drug Enforcement Administration: DEA
investigator Thomas Hill and asked to comply with his investigation regarding Dr.
Houlihan. I agreed to meet with Mr. Hill (414-839-5682) and did so on June 19th, 2009. 1
met with Mr. Hill and my parents at my apartment in Tomah for about 2 hours. I gave
Mr. Hill examples of about 10 of Dr. Houlihan’s patients and the unsafe narcotic
prescriptions he was prescribing. The examples included the unsafe doses, duration. and
quantities of these narcotics which are listed in this report, in addition to examples | was
not specifically involved with. We also discussed the 3 unexplained suicides at the VA
over the last couple of months. All of which were Dr. Houlihan's patients. I gave Mr. Hill
the names of another pharmacist and private physician who wished to help in Mr. Hill's
investigation. Mr. Hill informed me the Attorney General would likely be speaking with
me. He said he would be asking for an immediate suspension of Dr. Houlihan's DEA
License, I was advised not to {ill anything I did not feel was safe for the patient or
anything that was outside of the normal scope. Mr. Hill informed me he would be in
contact.
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M) June 8. 2009 I received a prescription from Dr. Houlihan for the narcotic
Dextromethamphetamine Sustained Release 30mg three times daily. This is usually a
once daily medication. It could at times be a twice daily medication if it wasn’t fasting
long enough, however it should not be used three times a day. The short acting
medication is used three times daily instead. Like the Methylphenidate prescription the
max dose was 60mg/day. 1t has very similar pharmacokinetic properties. [ again telt
uncomfortable with the dosage and the duration. | initially filled the prescription because
[ was so sick of fighting. By the time the prescription got to the front of pharmacy | felt
so guilty and afraid it may harm the patient. | took the prescription back and discontinued
the computer order because my name was on the prescription. I kept the hard copy intact.
I brought the prescription to the attention of Dr. Savage-Chambers for advice. She agreed
the preseription was not appropriate. At this time [ went back to the pharmacy to speak
with the patient. The patient said he was taking the medication because he could not
focus. This patient had a diagnosis of schizophrenia and that was the indication listed in
his medical record. This medication is cautioned in such patients especially at high doses.
It can cause hallucinations and mania and the studied dose was listed as 10mg daily per
multiple drug references. The patient presented with both of these symptoms. The patient
had enough medication to last until the | 1™ 50 1 toid the patient | did not feel comfortable
dispensing this medication and there was a question in regards to the safety of his dose.
wanted to fook into more research before making a decision. The patient was in
agreement with this plan. however his wife got very upset and called Dr. Houlihan’s
nurse Susan Schmitt. In the mean time, Dr. Savage-Chambers had sent an email to Dr.
Jaeger asking if the medication could be reviewed by Dr. Picca who is the head of
Pharmacy and Therapeutics Committee as Dr. Houlihan was out of the office. In the
mean time Dr. Houlihan's nurse called me and told me T was to fill that prescription and
that Dr. Houlihan was not available for consultation. 1 told her I was aware, and the
prescription was going to be reviewed by Dr. Picca. She said, “Dr. Houlihan would not
be happy about this and vou should just fill the medication as the patient has been on this
dose before.” I explained to her again. | was not going to fill the medication until I could
look into the toxicology further to make sure it was safe for the patient.

I asked Dr. Narus if she would fill the prescription. she declined. She agreed it should go
to D, Picea for review.

The next day 1 started looking into the toxicology information and more in depth in the
patient’s medical record. | observed a note scanned into this patients chart from an
outside physician. This physician claimed to be following this patient for his chronic
pain, The outside physician was prescribing long acting narcotic Oxycontin twice daily
for the patient. The patient had a recent drug test and he tested positive for methadone,
another long acting pain medication. This patient claimed that he was on methadone a
long time ago. The patient never received methadone from any VA, The medication is
very long acting, however it should not show up in a urine drug test after about 3-9 days
after discontinuation depending on length of therapy and varying references. (See
attachment M). The patient also claimed he was taking his amphetamine “prn” (i.e. as
needed) The provider asked the patient to come back and do another drug test. The
patient did not have one done. so the outside provider was discontinuing his Oxycontin.



101

Dr. Houlihan wrote Oxveontin for this patient three times daily. | started to look at the
refill dates listed in the letter scanned from the outside provider and the dates the patient
was getting Oxycontin from the VA. The refill dates were only a week or two apart for a
30 day supply. The patient was again in violation of his pain contract and this allowed me
to believe the patient was diverting the narcotics and taking other narcotic prescriptions
illegally. In addition, a while back this same patient left his cell phone in pharmacy by
accident. The Staff Pharmacist, Dave Dettle, RPh picked up the phone and on the other
end a man was trying to buy medication from this patient’s phone.

 printed this information and highlighted it and gave it to Dr. Jaeger who decided to still
fill the prescription as is per Dr. Picca’s request on June 12%. When I gave the
information to Dr. Jacger, he just looked at me and said, “Whatever!”

N) June 16", 2009 at 4:10pm Dr. Jaeger took me in his office and said. “You are going to
be fired as of 4:30pm today. They were going to fire you on Friday June 19", but for
some reason they are going to fire you wday instead.” He proceeded to tell me he thought
that | was a wonderful pharmacist and | was just too progressive for this place. I was
zoing to make a great clinical pharmacist for some other facility. He stated. 1 will write
you a letter of recommendation and 1 will stand up for you. 1 will defend you.” He
proceeded to give me his cell phone number and his personal email. Dr. Jaeger then told
me. "If you let them fire you than you will be deemed unfit for federal employment and |
don’t want to see that happen so | hope you will resign. You have to make a decision by
4:30pm today.” T asked, “Why am | being fired.” Dr. Jaeger told me there were some
reports of contact. | asked, “From whom?” He stated, “I was one of them. I didn’t mean
it, and 1 tried to take it back, but it was too late. I wanted to take the report of contact
back. but it was taken off of the Interim Service Line Manager Susan Robinson’s desk,”™
He then proceeded to explain that neither Susan Robinson nor he knew that | was going
to be fired, Dr. Jaeger stated, 1 thought there was going to be a performance
improvement plan made.” Dr. Jaeger then stated, “Please don’t let them fire you.” Dr.
Jaeger then asked if' | wanted him to write my letter of resignation. | agreed. and he wrote
my letter of resignation on his computer. He replaced his information on a pre-written
fetter of resignation with my information. he then stated, “I'm resigning as of June 26", 1
am not going to put up with this. What happened to you was wrong. [ don’t want o work
for an organization like this. 1 am done with the Federal Government forever.” then
went to Susan Raobinson's office to hand in my resignation and she told me I needed to go
to Dave Dechant’s office in human resources.

[ proceeded to Dave Dechant’s office accompanied by Union Stewards Diane Streeter
and Pegey Burke. | gave Dave Dechant my resignation form, Dave then said, “You do
not have to make this decision to resign or be terminated until June 30" | then took my
resignation form back. He proceeded to give me a memo of separation (See attachment
N1). 1 asked Dave for an explanation of why | was being terminated. He stated. I was in
my probationary period and based on “performance issues™ I was not going to become a
permanent employee. Dave gave me copies of two reports of contact. One was from Dr.
Margaret Hyde and the other was from Dr. Tom Jaeger (See attachment N2 and N3). 1
asked Dave how this could be done. 1 was never given a verbal or written warning on
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anything and both of my performance evaluations were {ully successful (See attachment
N4). The reports of contact were not verified and were not truthful. Dave responded by
saying, “It doesn’t matter they didn’t have to warn you because you are still in your
probationary period.” I later discovered my probationary period end date was July 6"
2009. At that point in time | was fo return to work the next day. Peggy Burke and Diane
Streeter asked for me to be given one day of authorized absence to pull myself together
before returning to work,

1 then proceeded to the union office where I received a call from Dave Dechant. I was
then granted authorized absence until June 30" and 1 had to hand in my keys and badge.
At this point all of my computer access was terminated. 1 was not given the opportunity
to obtain my personal files and literature documents that I had brought with me from the
previous VA Thad transferred from.

Later that evening | had a 2 hour phone conversation with Dr. Jaeger, Dr. Jaeger told Dr.
Ashmus, my mother MAJ Johnson, and 1 that he felt coerced into writing the report of
contact and if he could, he would take it back. He agreed to write a retraction statement.

0} June 17" MAT Johnson, Dr. Jaeger, Union Steward Diane Streeter and [ had a
mecting, Dr. Jacger again stated he did not know who fired me. He stated, “Neither Susan
Robinson or 1 fired vou.” He also stated again, 1 felt coerced into writing the report of
contact and if 1 could, I would take it back.™ He said. “I will be glad to write a retraction
statement.” Dr. Jaeger also stated at this meeting Dr. Houlihan still thinks I turned him
into the Inspector General. At this time Dr. Jaeger also reported, ~1 think Dr. Houlihan
acts like he is on a cocaine high.”

Py June 17" 1 had a meeting with Human Resource Coordinator Dave Dechant. MAJ
Johnson, and Union Steward Diane Streeter. Dave Dechant told us that T turned Dr.
Houlihan into the Inspector General. L again told him I never turned Dr. Houlihan into 1G.
Dave Dechant said. “You were fired based on a commitiee decision compiled of upper
management.” He would not say who made up this committee or divulge who made the
actual decision for termination. He did report it was not Susan Robinson who brought
him the reports of contact. | also asked for the VHA directive that states a probationary
employee can be fired with out any verbal or written warning. Mr. Dechant was unable to
provide such a VHA directive for probationary employees, Mr. Dechant stated he
contacted Milwaukee Human Resource department who was also unable to provide such
documentation or any directive related to termination of a probationary employee.

Q) June 177, Dr. Houlihan called a meeting with the two least senior pharmacists. This
included Dr. Heather Ashmus and Out-Patient Staff Pharmacist Rebeeca Bell. In this
meeting he professionally slandered me by discussing the terms and conditions ot my
termination as well as the differences we incurred. He fabricated information by telling
them I threw papers in his face and that he was a Board Certified Pain Specialist. He told
them he was not the one who “pulled the trigger™ on me. These were interesting choices
for words considering Dr. Houlihan threatened about patients shooting the pharmacist
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who took over pain management while in a labor management meeting with Union
Steward Diane Streeter. (See attachment Q).

R) June 18" Dr. Jaeger resigned from the Tomah VA. Dr. Jaeger had Dr. Ashmus help
him clean out his office prior to leaving June 17" Per Dr. Ashmus. Dr. Jaeger stated 'm
done with this place, ’'m not ever coming back. I will not stand around and take the fall
for Noelle’s termination. On the 18" T attempted to contact Dr, Jaeger on his cell phone
to ask for the retraction statement he said he would write. Dr. Jaeger did not answer or
return my message. | have not contacted him since.

Sy June 23" 1 had a meeting with Associate Director Sandra Gregor, Human Resource
Coordinator Dave Dechant, and Union Steward Kurt Hass. Sandra Gregor reported | was
fired based on the reports of contact and the recommendation from Chief of Pharmacy
Dr. Tom Jaeger. Dave then gave me a copy of a new report of contact that Dr, Jaeger had
written, This stated he would not retract his previous report of contact. He stood by his
decision that my performance was considered unsatisfactory due to refusing to fill
multiple prescriptions. {(See attachment S1).

I told Sandra Gregor 1 would like to write a report of contact on the professional siander
Dr. Houlihan had made. She responded by saying. “That is your word against his and the
other pharmacist.” | said exactly! I was fired for reports of contact that were falsified and
never verified, | was never given verbal or written warning. or the chance to defend my
position. She then stated, *'1 stand by the decision tor termination.” Immediately after my
termination and Dr. Jaeger’s departure the pharmacist who wrote one of the reports of
contact Dr. Hyde was appointed to the position of Acting Chief of Pharmacy. (See
attachment 82 and §3).
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Attachments:

A)

B)

G

H)

Nomination for Tomah Pain Committee Chair from Performance Improvement
Tracey Lane.

1) Clinical Practice Guidelines for the use of Chronic Opioid Therapy in
Chronic Non Cancer Pain. Journal of Pain, Vol 10, No 2. February, 2009: pp 13-
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2} VA/DOD Clinical Practice Guidelines for the Management of Opioid Therapy
for Chronic Pain. Medication Pocket Guide. http:/swww.gmo.amedd.army.mil

3) Methadone Dosing Recommendations for Treatment of Chronic Pain.
hitp:/fwww. vapbm.org

4) Technician Toni Johnson Statement

35) Questions for Leadership from the American Federation of Government
Cmployees; Presented to Inspector General

New Schedule 1T Order Entry In CPRS for Qut-Patient-Pharmacy
1y lowa Board of Pharmacy Controlled Substance Law on partial filling a CII

2) Drug Enforcement Agency Diversion Conirol Program laws regarding what
changes a pharmacist can make on a CII prescription.

Standard Qperating Procedure: Prescriptions Under Clarification

Email from Nurse Practitioner Janice Waldstein

M) Urine Drug Sereen Practical for Clinicians. Mayo Clin Proc, 2008:83(1)60-76
www.mavoclinieproceedings.com

N)

Q)

1) Memo of Separation

2) Report of Contact from Margarct Hyde
3y Report of Contact from Tom Jaeger

43 Noelle Johnson Performance Evaluation

Statement of Professional Slander from Heather Ashmus and Rebecca Bell
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S} 1) Tom Jacger's second Report of Contact
2) Medical Center Bulletin
3} Department of Veteran Affairs Memorandum

T) Character References (1-12) from Clinical Pharmacists, Staff Pharmacists,
Pharmacy Technicians, and Providers.

U) State of Wisconsin Depattment of Workforce Development, Division of
Unemplovment Insurance
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Johnson, Noelle A,

Fromy: Lane, Tracey

Sent: Friday, November 28, 2008 1:13 PM

To: Narus, Erin'Y

Ce: Houlthan, David J.. Broad, Judith E.; Ten Haaf, Patncia L., Johnson, Noglle A
Subject: Request for pain person

Follow Up Flag: Follow up

Fiag Status: Red

Erin,
Good afiernoon! { would fike to recommend Noslfe Johnson, who is a pharmacist {0 join our pain management committes

as the chalr. Pain is a major component and focus for Joint Commission and VA nationally. Our group would greatly
benefit from a clinician who has experience, interest, and expertise in pain. | would like to propose that Noelle has some

time set aside for pain management commitiee duties

i was very impressed with Noelle during a grand round presentation on pain. Although. Noelle did noi present the material-
she provided wonderful information and sparked discussion sustounding pain issues from her previous experience. In
addition, during a recent VISN 12 face-to-face meeting, much of the recommended education from providers s about the

dosage of pain medications. Pharmacy is an imporiant component for effective pain management

Thanks,

Tracey Lane MSN

VAMC Tomah
Performance improvement
ext 86014

Plaase consider the environment before printing this e-mail

Attachment A
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Streeter, Diane H.

From: Jehnson, Toni A
Sent: Tuesday, November 25, 2008 10:20 AM
To: Streeter, Dians H
Subject: Noelle Johnson telephone cali 11/25/08

 am providing this statement in regards {0 a telephona conversation that | overheard on 11/24/08 between Noelle Johnson

and another party.

I am not sure how long the conversation had been in progress betore | entered the area to work. Noelle's demeanor was
professional and helpful and | did not hear her raise her voice at any point. | heard her offering help and suggestions for
alternative therapy possibilities. | would not have thought anything was out of the ordinary with this conversation, except at
the close of the phone call, when she hung up the telephone, she burst into tears.

foni A Johnson

t ’ Attachment B4
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American Federation of Government Employees
Affiliated with AFL-CIO
Local 1882
V.A. Medical Center/Fort McCoy
Tomah, W1 54660

April 17, 2009

AFGE Local 1882 AFL-CIO

Subject; Issues at V. A, Medical Center, Tomah, W1

To: Ben Balkum, President
AFGE Local
V.A. Medical Center
Iron Mountain, MI

Hello Ben,

1. 1 understand that you will be visiting some of our Representatives on Capitol Hill the
week of April 19, 2009. I am writing with the hope, time permitting, you will be so
kind as to inform our Representatives of some of the more significant concerns AFGE
LOCAL 1882 Officers, and many others, have concemning care of the Veteran patients
at this health care facility.

2. Providers’ Privileging/Credentialing: Some months ago, AFGE leamed that this

Agency is forcing unsolicited Privileges/Credentials upon the Providers who work
here. Example: Providers (M.D., Ph.D., Physician Assistants, Nurse Practitioners)
apply for a position at this Medical Center and there is an agreement between the
Chief of Staff and the Providers that they will work as an outpatient provider in the
Ambulatory Care Outpatient Clinic, Monday through Friday, administrative hours.
The Provider accepts the position and moves here. Once on board, the newly hired
Providers are handed a different set of Privileges/Credentials and told to sign them.
The Providers will state that the Privileges/Credentials are not what he/she agreed to
prior to being hired. Regardiess, the Providers are forced to sign the new
Privileges/Credentials, or lose their jobs. This has meant that Providers who have
come here must work: Outpatient; in addition to Inpatient and Urgent Care --- which
also means they are working off-shifts.

These Providers become anxious and concerned since many of them have not worked
Urgent care since their Residency. At this facility, there are extremely ill patients
presenting at Urgent Care — and we do not have an Emergency Room nor an ICU.
Therefore, often times, the patients who present to Urgent Care are more like
Emergency Room candidates. And, again, the Providers | speak of have specialty in
outpatient clinic patient care; therefore, it is often time the Urgent Care RN’s who are
re-orienting the Dr.’s 1o the Urgent Care needs of the Veteran patients.

1of3
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Another example of forcing privileges/credentials on Providers is; A memo is
prepared by administration which reads: ‘I am requesting the following additions to
my clinical privileges---Ventilator Management,”” etc.  The canned memo is handed
to the provider for their signature. Typically, the Provider will respond: “There must
bg some mistake. [ did not request these privileges.” They will be told -~ “You must
sign the paperwork!™ Keep in mind that many of the outpatient providers will not
have worked with ventilators since perhaps residency years and yet are expected to be
competent afler signature on a memo and viewing a 20 minute video.

A second serious concern is the fact that many of the Veterans served at this facility
are prescribed large quantities of narcotics.

There are providers and Registered Pharmacists who refuse to prescribe or to fill large
quantities of narcotic prescriptions as ordered by the Chief of Staff, Dr. David
Houlihan. Itis a known fact that if the providers or pharmacists refuse to follow Dr.
Houlihan’s orders, they will be yelled at and perhaps fired. Quite recently a
Pharmacist refused to fill an order for 1,000+ narcotic tablets for a 30 day supply for
one of Dr. Houlihan's patients - the Pharmacist viewed the order as “unethical.”
This Pharmacist received a verbal thrashing from the Chief of Staff. (Many providers
have left because of the harassment). This type of pressure makes it difficult for the
providers to “do the right thing” for the patients.

If some of the patients do not receive the narcotics they request, they will go to the
Patient Advocate and file a complaint against the Provider. (NOTE: The 2 Agency
Patient Advocate positions report directly to the Chief of Staff, which appears to be an
conflict of interest and unethical.) When a patient visits the Patient Advocate with a
complaint against a Pravider, this is tallied against the provider and viewed as a
“negative event.” Recently, 2 Provider was terminated/fired because she received “too
many complaints.” Some of these complaints were due to the fact she would not
rearder narcotics for some of the patients who appeared to be at risk for further
addiction/abuse. Additionally, this same Provider challenged the fact that she was
forced to signed Privileges/Credentials she did not agree to prior to being hired.

The Chief of Staff has instructed the providers they are not to do “urine/drug

screens” prior to ordering narcotics for patients, because the screening can be
“inaccurate.” For example, if a Veteran patient had been prescribed narcotics and
came in early, prior to renewal date, to get more of the prescription narcotic, there
could be reason to question what may be happening with the drugs; and, in some cases
Providers may have ordered a urine/drug screen. A urine screen could show if the
patient is or is not ingesting the medication. A clean, or trace, urine could very well
indicate the Veteran patient is pot him/herself actually consuming the narcotics. There
are several Veteran patients with narcotic contracts here --- regardless, very often these
veterans are able to continue to receive narcotics most times they request.  To the best
of my knowledge, most Providers — per instruction ~ no longer order urine/drug
screens as an assessment tool prior to ordering/re-ordering narcotic medications.

Many of the patients call Dr. Houlihan “The Candy Man" because of the easy access to
narcotic drugs/medications at this facility.

2of3 Attachment B5
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There have been several unexplained deaths at this Medical Center. In 2008, there
were three (3) suicides of veterans while sitting in parked vehicles on the Medical
Center grounds. These patients were counseled by Psychiatrist/Chief of Staff Dr.
David Houlihan.

Please know we have many concerns for our Veterans and for the Employees. Thave
taken the liberty to attempt to explain two (2) of the most significant concerns at this
time. If you are able to assist the Veterans, AFGE and many others will be eternally
grateful. If, on the other, there is a different venue I should be taking; e.g.,contacting
the Office of Inspector General — please so inform and I will do what it takes to ensure
a safer care environment for our U.S. of A. Warriors.

Respectfully Submitted,

Lin Ellinghuysen

Exgcutive V.. / Chief Negotiator / Steward
AFGE LOCAL 1882 AFL-CIO

V. A. Medical Center

500 E. Veterans Street

Tomah, WI 54660

W — (608) 372-3878

C- (507)459-9669

Fax (608)372-1689

Attachment B5
3of3
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QUESTIONS For LEADERSHIP

1. Why is the Chief of Staff allowed to create a hostile working environment?

a.

There have been complaints from health care staff --- they are afraid that
Dr. Houlihan will get them fired. ...as he has disciplined/or made life
difficult for many providers (Dr.’s, Nurse Practitioners, Physicians
Assistants) as well as Nursing staff.

Why is it that so many providers (psychiatrists, psychologists) don’t stay
here for long? (It is betause they won't put up with Dr, Houlihan’s
yelling and threatening behaviors.)

It is reported that Dr. Houlihan doesn’t physically/personally see and
evaluate the inpatients on Acute Mental Health unit from their date of
admission up through their day of discharge. ??Does Dr. Houlihan merely
write patients’ prescriptions without physically assessing the patients?

Some employees have reported that several inpatients have asked Dr.
Houlihan when he will evaluate them and the Dr, will tell the veteran that
he will be back later or at a specific hour of the day or night. Most often
the Dr. does not show up! There have been veteran inpatients who have
not gone to the dining room 1o eal a meal, as they sit by the elevator
because they don’t want to miss Dr. Houlihan's entrance onto the unit.
Nursing staff have brought the patients their dinner trays as the patients

wait by the elevator!

There have been reports that Dr. Houlihan, after being off work for
days/weeks, will re-write patients’ prescriptions/orders without physically
being present and re-evaluating the patients. (This most frequently occurs
when Dr. Houlihan has been gone and there has been a visiting
psychiatrist working in his place. Dr. Houlihan will re-write these orders
from his home.) Dr. Houlihan does not telephone the nursing staff for an
update on the patients’ conditions. In fact, the nurses only learn of the
medication changes by happenstance/by fuck!

Why does Leadership aliow Dr. Houlihan to yell and scream — sometimes
profanities, - at the providers and the nursing staff?

It has been reported that Dr. Houlihan was involved in a witnessed event
wherein he verbally abused a patient. We understand that the
VISN/Regional Office did an investigation. What was the outcome of that
investigation? (There were 5 staff who witnessed this --- and nothing was
done about it! Dr, Houlihan yelled at the patient; got in the patient’s face;
and forcefully several times knocked his leg against the patients knee.
This was a psych patient, debilitated, and sitting in a wheelchair!)

Iof2 Attachment B5
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2. Union Officers informed us that at a Labor/Management meeting on or about May
2007, Stan Johnson, former Director, informed all in attendance that Nursing had
received $8 Million dolars for staffing. It is a question for many V. A.
employees as to where the money was spent! What was this money requested
for? What was it spent on? (This Agency is short staffed ~ by approx. 25-30

RN’s at time of this writing.) -

3. Per some workers, therc was money allocated for Neuro Virus vaccine - but
instead of putting money towards the vaccine --- a flashing sign was purchased
and placed outside bldg. 400, Admissions Bldg.

August 7, 2008

1. There have been several staff reports that Dr. Houlihan is known as the “candy
man” by several patients here. There are severa] staff whom, in their professional
judgement, believe that Dr. Houlihan overmedicates patients. There have been
several patients who have had to be given Narcan due to adverse side affects from
too many narcotics and other medications.

2. Dr. Houlihan, early December 2008, screamed at a Registered Pharmacist, who
used to be the Coordinator of a Pain Clinic at another health care agency, because
she recommended to him a different regimen of pain medications. The
Pharmacist refused to fill the prescription because the patient would have

overdosed on narcotics.

January 2009

2 of
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Noelty T

New Schedule II Order Entry in CPRS for Qut-Patients-Pharmacy

s Nomore blue hard copies

® Al schedule Il orders will be entered into CPRS like any other prescription
THEN....

® The physician must print and sign the order from CPRS and have the patient or
agent bring down to the outpatient pharmacy (mailed from the CBOCs) in order
for the prescription to be filled

Directions for Printing
. In “ORDER” tab, highlight order
2. Go to “FILE”
3. Enter print
4. Enter your location
5. Check “order” and enter printer location
6. Print

Finishing and Filing in Pharmacy
s Schedule 11 orders that print (from 1070C), should be given to hot seat
pharmacist
» Hot seat pharmacist must wait for the signed copy to finish and fill the
order
¢ Keep the copy that js signed for filing
* Continue to file separate from all other orders
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12/19/08 FRI 15:2% FAX 7888 MAIN PHARMACY Boon1

NOTE: Physician’s signature must accompany each entry includimg standing orders
Date and time for instituting and discontinuing the orders must be recorded

12/15/2008 0B:54 dc Hold MORPHINE TAR,SA 30MG
TAKE THREE TABLETS BY MOUTH THREE
TIMES A DAY FOR PAIN
Quartity: 270 Refills: 0
<Requesting Physician Cancelted>

Start: 12/15/2008 45 / DV e

ES’“M /C,blah’mm 514 £ DER '*AH;;t&ad/
{wet sighafwe- #isd /,’_’!ﬁiafr{’d;)

U NES I

—
Loc: PHARMACY TRIAGE COELR D°ALENEDate:
Roon/Bed: RS ORDERS

Manual Reprint: 12/13/2008 14:03 VA FDRH 10-1158
. #
VA fpem

]l HEDICAL RECORD
/19/2008
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Prescriptions under Clarification

When a pharmacist receives a prescription that he/she needs to clarify what course of
action should he/she pursue?

Step 1 Fax or call provider with his/her concerns. If the patient is waiting for the
prescription, the patient will be notified immediately that there is a
question regarding his/her prescription and it may take time to get this
issue address. Patient should be given the option to wait or have the
prescriptions mailed, since he/she may be waiting a long time

Step 2 If the provider does not agree with the recommendation or chooses not to
change the prescription, the pharmacist may decide to fill the prescription
with @ comment added to the providers note providing documentation of
references and rational for concern for the arder written. The pharmacist
is to add the provider on as a co-signature.

Step 1 and 2 should be done within 48 hours.

Step 3 Designated personal should follow up on orders faxed to providers. If
order is not clarified after two faxes the pharmacist should make an
attempt to contact provider by phone.

Step 4A It provider does not agree with the recommendation or chooses not to
change the prescription, the pharmacist must consuit with a minimum of
three pharmacists to decide if a 3 day supply of medication should be
filled for the patient while waiting for resolution of the prescription. If the 3
day supply is dispensed the prescription is now void. The provider will
need to write new order if the remainder of the prescription is to be
dispensed. if the majority consensus is to decline the 3 day supply the
pharmacist will hand the prescription and the related correspondence to
the pharmacy coordinator.

(In-patient pharmacy — Kari Johnson, Rph, Out-patient pharmacy — Erin
Narus Pharm.D.. Non-formutary ~ Rich Schroeder, Pharm.D.)

Step 4B The appropriate pharmacy coordinator will then review the order and the
related data. Hefshe will then decide if the order is to be filled as written
of if a second attempt to reach the provider and explain the situation is
needed. The coordinator may choose to dispense a 3 day supply at that
time.

Step 5 Provider does not agree with our second recommendation or choeses not
to change the prescription. If the pharmacy coordinator decides to filt the
prescription a comment should be added to the providers note providing
documentation of references and rational for concern for the order written.
The pharmacy coordinator is to add the provider on as a co-signature

Step 6 Provider does not agree with the recommendation or chooses not to
change the prescription. If the pharmacy coordinator decides not to fill
the prescription, then he/she will hand the prescription and the related
information to the pharmacy program manager — Tom Jaeger

Step 7 The pharmacy program manager will review all related information
and make his/her decision.

Attachment G
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Johnson, Noelie A,

From: Waidstein, Janice L.

Sent: Maonday, March 30, 2009 11:27 AM
To: Johnson, Noetle A.

Subject: Fw:

Here’s the response
Have a great and happy day , Oh you appreciated one, you...

From: Jaeger, Thomas A.

Sent: Monday, March 30, 2009 11:24 AM

To: Waldstein, Janice L. .
Subject: RE:

Hi Jan

Thank you for the feedback. | agree that Noelle is an exceptional pharmacist. it is always nice to get this sort of feedback
to assure her that her work is appreciated. Thanks

Thomas Jaeger, PharmD
Pharmacy Frogram Manager
Tomah VA Medical Center
O (608)372-3971 x61266
F (6081372-1178

T s Jaeger@va,. gov

From: Waldstein, Janice L.

Sent: Monday, March 30, 2009 10:58 AM
To: Jaeger, Thomas A.

Subject:

Mr. Jaeger
} am in the Wausau CBOC transition where the office is closing tomorrow as an agency staffed unit to

being staffed by VA employees early in April. My future plan is to stay on to help the VA transition for a time. | have
enjoyed my time as a locum here serving the Veterans in Wausau and surrounding areas. It's been a pleasure.

But should something change, | want to make sure that { comment on my past exchanges with Noefle Johnson,
PharmD. She is an amazingly gifted Pharmacist, in which | am completely in awe. Over these past five months | have
learned so much from her.

She has been extremely valuable to me as a provider. She is aiways at the other end of the phone, willing to listen, and
willing to help create a plan of care with me. Also, she has been very helpful in becoming an active member of the usuat
triad: the patient, Noefle and me with regards to improving pain management for many and now has helped me attempt
improving patients with out of control diabetes and blood pressures.

As a provider | fry to aiways do cue diligence in involving the VA Specialty depariments for chart/iab/medication reviews.
And this has been pretty helpful also. But consistently, it is Noelle that is always accessible, always willing and able to help
me make knowledgeable, evidence-based plans of care for some really difficult patients.

{ applaud her.
Thank you,
Jan

! Attachment H
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DEPARTMENT OF Memorandum
VETERANS AFFAIRS

June 16, 2009

Manager, Great Lakes Human Resources Management Division (GLHRMS)
Discharge During Probationary Period

Noelle Johnson

1. On September 14, 2008, you were given an excepted appointment to the fuil-time
position of Staff Pharmacist, GS-12. At that time, you were advised that the first year of your
appointment is set aside as a probationary period in order for a determination to be made
regarding your suitability for continued employment.  During this period, your supervisor
may recommend your separation at any time if it is believed that you may not develop into a
satisfactory employee.

2. Due to your performance issues, it has been determined that your services are no longer
needed. Therefore, you will be separated from employment effective June 30, 2009.

3. If you do not understand the reason for this action, you are entitled to a further
explanation. If you desire such an explanation, you should request a meeting with your
supervisor as soon as possible for an informal discussion of the matter.

4. You may appeal this action to the Merit Systems Protection Board if you feel that it was
based solely upon consideration of lawful partisan political affiliation or your marital status.
You may also appeal this action to the Merit Systems Protection Board if you feel it was
based on discrimination because of race, color, religion, sex (inciuding sexual harassment),
national origin, age (40 and over), reprisal for involvement in a prior discrimination
complaint, or physical handicap if such discrimination is raised in addition to either lawful
partisan political affiliation or marital status as bases for this action. Your appeal must be in
writing and submitted to the Regional Administrator, Merit Systems Protection Board, Great
Lakes Region, 230 S. Dearborn St., 31st Floor, Chicago, IL 60604. An appeal may be filed at
any time after the effective date of the action that is being appealed, but not later than 30
calendar days after the effective date of this action,

5. You have the right to appeal this action under the Department of Veterans Affairs'
discrimination complaint procedure if you feel that it is based solely on discrimination
because of race, color, religion, sex (including sexual harassment), age (40 and over), national
origin, handicap, or reprisal because of involvement in.a prior complaint. To utilize the
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discrimination complaint procedure, you must first consult with an EEO Counselor at the
Office of Resolution Management (ORM) at 1-888-737-3361, not later than 45 calendar days
after the effective date of this action.

6. You may exetcise your right fo appeal to either the Merit Systems Protection Board or
the Department of Veterans Affairs’ discrimination complaints procedure, but you may not
appeal to both. You will be deemed to have exercised your choice of appeal procedure if and
when you file a timely appeal as described in paragraph 4 or 5 above.

7. If you have any questions about this action or your appeal rights, you may contact the
Human Resources office of this Medical Center.

8. Please contact Great Lakes Human Resources Management Service, extension 61638 to
schedule an exit interview. At that time you will be told how to arrange for clearance from
the Medical Center and how te obtain benefits due to you.

pr/ Qf‘&%@s’zﬁﬁ

I CERTIFY THAT ! HAVE RECEIVED THE ORIGINAL OF THE ABOVE
MEMORANDUM DATED JUNE 16, 2009:

Re G cedd o SienTan 5,09 jﬂxjﬁﬂ/&éf—

NOELLE JOHNSON DATE

I have been offered union representation: __1- (initial) (initial)
Accepted Declined

i; - g A i . gr ;
Union Representative signature;s 7 j %\ C\’“'\’o‘/\fé'
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REPORT OF CONTACT VA OFFICE T ENTTFICATION NOS. (CXCSS,XS5.V,K, etc)
NOTE: This form must be fifled out in i VA Medical Center
oF o0 fypewriter as it becomes » permanens Tomah W1 54660

record fn veterans' folders,

TAST NAME-FIRST NAME-MIDDLE NAME OF STAFF (Type or print) DATE OF CONTACT

N. Johnson Pharm.D. 5-27-09

ADDRESS OF VETERAN TELEPHONE NO. OF VETERAN

FERSON CONTACTED TYPE OF CONTACT  {Check]

M. Hyde - PERSONAL - TELEPHONE
ABDRESS OF PERSON CONTACTED TELEPHONE NO. OF PERSON CONTACTED

BRIEF STATEMENT OF INFORMATION REQUESTED AND GIVEN

[Background: On approximately 5-15-09 Johnson handed over the leadership of the opioid work group and membership on the various
pain commitiees to Hyde, She aiso stated that she wauld no longer handle consuits on pain patients, “appointing” Hyde as the person to
handle such consuits, and handing over the patients with whom she was dealing.}

On 5-27-09, Johnson called the library conference room, during the Infection Cantro! Committee meeting, to question Hyde on the
approval of an oxycodone dose increase for a pain patient. Hyde had already discussed this with the provider, (patient had increased dose
himself; so we were continuing current dase) There was a plan in place to bring patient to the hospita! of observed adjustment of pain
medication on 6-1-09. Hyde had also talked to the dispensing pharmacist and discussed the plan. This pharmacist agresd to fill the Rx.

BIVISION OR SECTION EXECUTED BY (Signature and Title)

Automated VA Form 119 Attachment N2
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|

JUN-16-2009 16782 TOMAHAUANMCKCHAPLATNTALE 489B 372 1178 P.@1/61
NOTE: This form must be Tiled vt in ink VA Medical Center i
vr on typewriler 83 it breomes 8 permanenl Tomzh W] $4660

reeurd in vetersos' fobders,

UAST NAME-FIRST NAME-MIDBUE NAMY UF VETERAN (Type or pring DATE OF CONTACT
1/5/09-6/1/09

Johrson, Noclie

ADIRENS OF VETERAN THELEIHONE NQ. OF YETERAN

TYUE OF CONTACT  {Check)

PERSON CONTACTED
- PERSONAL - TELEPHONE

TELEPUONE NO. OF PERSON CONTACTER

ADDRESS OF PERSUN CONTALTED

BRIEF STATEMENT OF INFDRMATION REQUESTED AND GIVEN

Over the past few months there have been several instances where Noelle has created tense environments between pharmacy staff
metnbers. She has a tendency to pulf tcam members apert. The latest instance was when she refused Lo work the 9-5:30 shifi. She
claimed that the least senior person needs to work that shit. This alienated the other pharmacists by creating a rift of who’s side should
they support. In the end, another pharmacist decided to end the bauie by offering 10 pick up her shifts. This resolved the sitdation, but

left a biter taste in everyone's mouth about her selfishness.
Another instance is when a prescription came through the pharmacy department and after it was filled, she qucstioned the pharmacist on

why they did that. The response wes hecause it is a refill for the past § years. Her demeancr way that overyone else must be stupid that
they don’t know what she knows. She reversed the prescription and sent it to the PharmD’s to seek clarification. This situation created

controversy between the pharmacisty snd aiso providers.
The pharmacy department needs o act as a team that is willing to work together, 1do not feel that Noelle has the capability to function in

this capacity. She uses her tenacity 10 enforce her opinon on others, Several pharmacists have trivd to coach her on how to nteract, but
all have given up. In fact Noglle has tyrmed on them and now insults them behind their backs in front of others. She does not fit into th

culture of this facility or pharmacy department,

27

DIVISION OR SECTION EXECUTED BY (Signaturg and Titlg

Suppon Services  Pharmacy Department

| Thume A, Jusger. Phurm. D RPh [ EXgemacy Prugram Meaayer

/

Automared VA Fomm 119
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PERFORMANCE APPRAISAL PROGRAM

IMPORTANT: For addirional informarion see VA Handbook 5013/1. Part 1. If sdditional spoce is needed for ay itear on this form, nse page 6.

PERFORMANCE PLAN AND APPRAISAL OF

EMPLOYEE'S NAME (Lusi. first. piddle tnitial} POSITION TITLE, SERIES AND NUMBER GRADE/SALARY
Johnson, Noelle A, Clinical Staff Pharmacist Gs-11
DEPARTMENT/OFFICE LOCATION

Support Service Line/Pharmacy Tomah, WI. 54660

DATE ASSIGNED PRESENT POSITION| DUE DATE OF WITHIN.GRADE INCREASE | PERIOD COVERED BY THIS PERFORMANCE PLAN

08/04/2008 { FROM 08/04/2008 To 11/04/2008
SIGNATURE EPARING THIS | DATE SIGNATURE OF EMPLOYEE DATE

| 7% | qpueeee | Bl

SECTION A - PERFORMANGE PLAN™

the performance clements for the position ta be rated. An element is defined as a component of a position that is sufliciently impoviant to
warrdnt writien appraisal. Normally each position has four or five elements. Designate with an asterisk the element(s} considered critical, Specific
performance standards must be writien Tor cach element. There are usually three to five perflormance standaeds for cach element. When writing
performance standards, only the fully successful level of achievement necd be defined.

PERFORMANCE ELEMENTS/STANDARDS

PERFORMANCE STANDARDS
CLINICRL PHARMACIST

A CLINICAL FUNCTIONS *

1. Provides rscommendations and input relative ta cost-effective drug therapy

2. Serves as the drug information and pharmacotherapeutics specialist - evaluates patients
& makes appropriate recommendations on drug therapy, selves therapeutic dilemmas and

interacts on patient/physician rounds/meetings

B. PROGRAM MAWAGEMENT

1. Coordinates adverse drug reaction programs for FPharmacy Service

2. Provides drug svaluations to medical center & VISN P&T Committee regarding drug
reguasts

3. Provides documentalion of interventions with staff and providers for Pharmacy Service

monitoring programs

C. COMUUNICATIONS
1, Communicakes effectively and courteeusly in a professional manner with all patients and
VA smployees

2. Cooperstes fully & provides technical assistance to nursing & medical staffl

3. Bt least one cost-saving or timesaving idea will be implemented during the rating o

VA FORM AdobeFarmsDesignet

NQV 2603 (RS} 0750
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SECTION A . PERFORMANCE PLAN (Continued)

PERFORMANCE ELEMENTS/STANDARDS

D. VRLUE ADDED SERVICE & CUSTOMER SERVICE *

1. Cooperaticn - After compléting own duties, employee demonstrates cooperation hy
recognizing the needs of the service and taking the opportunity to assist co-workers with
their assignments. Communicates openly with co-workers and supervisors to ensure a smoocth
running operation

2, Productivity - Functions with minimal or no supervision. Utilizes spare time in a
manner constructive to the medical center.

3. Personal contacts - Maintains a professional manner that is polite, responsive, and
considerate when dealing with patients or staff. Accepts constructive criticism in a
positive manner. Supportive of changes in policies or procedures, and appropriately
questions methods and procedures when problems arise, while providing constructive

feedbhack

E. CORE COMPETENCIES FOR ALL EMPLOYEES

1. Utilities and eguipment maintenance: - Demonstrates ability to cperate and maintain
equipment & utilities specific to their duties

2. Security:

a. Demonstrates knowledge of their role in the security of patients, visitors, and staff,
b. Demonstrates knowledge of their role in the protection of personal and government
property, including appropriate security of all computer systems.

3. Age specific:

a. Demonstrates understanding of the developmental stages of life, incloding adult stage
{18-64) and geriatric stage (65 or older

b. Demonstrates understanding of the modifications of drug therapy and dosing in the

geriatric patient

4. Violence in the Workplace:

a, Identifies factors that contribute to violent behavior

b. Recognizes behaviors that indicate a potential for violence {anger, increased physical
activity, verbal clues, body language)

5. General Safety:

5. Demonstrates knowledge of their roles & responsibilities in occupational safety &
health, fire protection, and emergency prepareaness

b. Recogrizes safety hazards and takes action to correct them.

c. Practices safe work habits. Two exceptions per 180 days.

6. TInfection Control: Demonstrates knowledge of their role relating to the prevention and
caontrol of infection

5-Level Performance Standards: Information Security and Confidentiality

{SEE F!

PRGE; o

AdobeFormsDesigner
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SECTION A - PERFORMANCE PLAN (Continued)

PERFORMANCE ELEMENTS/STANDARDS

CHANGES TO PERFORMANCE PLAN (Chasnges may be recorded anytime during the rating periad)

ELEMENT DESCRIPTION/TITLE

STARDARC (S}

ELEMENT DESCRIPTION/TITLE

STANDARD {8}

SIGNATURE OF RATER OATE SIGNATURE OF EMPLOYEE DATE

SECTION B - PROGRESS REVIEW
At feast one peogress review is required during the appraisal year. Cimpioyee must be informed of histher prograss as measurcd against the
perfommance plan. Additional progress reviews may be documented on page 6.

A performance review was conducted and discussed, and the employee's performance as of this date:
3 s considered Fuily Successful or better.

™1 Needs improvement to be Fuily Successful or better. (See i'd fHandboak. 301371, Part 1. Paragrapl 7. for additional required uclion.}

SIGNATURE OF RATER DATE SIGNATURE OF EMPLOYEE DATE

VA FORM 0750, NOV 2003 AdvbaFormsDesigner

Attachment N4



124

SECTION C - ACTUAL ACHIEVEMENT
Indicate the single, overalt level of schievement that best describes the employee's performance for each ELEMENT shown in Saction A, Do not
indicate achicvement for each individunl standard. Specific exampiles of performance must be provided in the space below [or cach clement where
2 level of achicvement other than, Fully Successful has been assigned. Assignment of the Exceptionn! tevel means that Fully Successful
performance standards have heen significantiy surpassed. This Jevel is reserved for emplayees whose performance in the element far
exceeds normal expectations and results in major contributions to the accomplishment of organizational goals,

LEVELS OF ACHIEVEMENT

ELEMENTS — RSN
{(Use the same key werd description for guch element as fn Seetion A) EXCEPTIONAL FULLY
SUCCESSFUL SUGCESSFUL
CLINICAL FUNCTIONS * O ]

PROGRAM MANAGEMENT ‘

CUSTOMER SERVICE & VALUE~ADDED SERVICE *

COMMUNICATIONS

CORE COMPETENCIES

O ®NKIKIX
Ojoajojg

O|ooo|a

0 ] a

Describe specilic examples of performance far each element where a level of achicvement other than Fully Successful has been assigned above.
Specific achicvements at the Fully Suecessful tevel may be described,

ELEMENTSIACHIEVEMENT(S)

VA FORM 0750, NOV 2003 4 Attachmeﬁi"ﬁ@wmmm
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erisneay relvied i i wverall

NARRATIVE SUMMARY - OPTIONAL [fruvide any aclifinrial siguificast sccomphhnciits, as well ax oter focimes such as deiails ar raiing
perfensonce plan. Capacity sa osnune & wore sesponsible position may ofse be addresved ]

SECTION D - OVERALL RATING

TYPE OF RATING

8
m ANNUAL RATING OF RECORD ] SPECIAL RATING OF RECORD [ e e

{POSITION CHANGES - EMPLOYEE QR RATER}

PERIOD COVERED BY THIS APFRAISAL
FROM 08/04/2008 10 11/04/2008

NOTE: Recommended Performance Riting - Using achievement levels assigned in Section C and the criteria deseribed below, check the
appropriate rating.
PERFORMANCE RATING

1 OUTSTANDING - Achievement levels for all clements are designated as Exceptional

[:] EXCELLENT - Achievement tevels for all critical elements are desi as pli i fevels for itical efements are desi| as
at feast Fully Successfil. Some, but not alf, noncritical elements may be designated as Exceptional.

Bl FULLY SUCCESSFUL, - The achisverent fevel for af feast one critical element is desi as Fully ful. Achi fevels for other critical
ard nonentical clements are designated as at Jeast Fully Suceessful or higher,

D MINIMALLY SATISFACTORY - Achievement levels for all critical clements are designated as at lcast Fuily cessful. However, the achicvement

Jevel(s) for one {or more) noncritical elements s {arc} designpicd s Less Than Fully Successful

D UNSATISFACTORY - The achievemen fevel(s) for one {or mare} critical clement(s} is {are} designated a5 Less Then Fully Successfl

SIGNATURE AND TTLE OF RATER //’W ; QM S;Wm ék /{/ww DA;Z ;é/ /o

SECTION E - HIGHER LEVEL REVIEW/APPROVAL
Required only for Minimally Saftdffctory and Unsatisfactory ratings of rccord: unless orgenization has chosen lo have higher level approval
requircd for Quistanding ratingf of record.

[3  Concur with recommended rating.

[J Do not concur with rating. Approve rating of

BASIS FOR PERFORMANCE RATING CHANGE

SIGMATURE AND TITLE OF APPROVAL OFFICIAL DATE
SIGNATURE OF EMPLOYER DATE

A FORM 0750, NOV 2003

A copy of this performance appraisal was given tome. P %L\(\v() M\Lg& \\{\Qﬂf\ \ \ llut 6%
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USE THIS AREA FOR ANY ADDITHONAL INFORMATION

S5-Level perFormence Standards: Information Security and Confidentiality

A. Computer System Security

Effectively safeguards all assigned computer system passwords and codes (access/verify
codes, electronic signature codes, etc.) Consistently abides by established policies
probibiting the download of patient-specific data from the VA computer system to portable
storage media such as diskettes, compact discs, zip discs, etc.; policies prohibiting
employees from' carrying any portable computer equipment or storage media contaipinq any
patient-specific data off VA premises; and policies prohibiting the loading of personal,
non-VHA software to any VKA computing equipment. No instances of deliberate viclation of

established computer security policies are allowed during the rating period.

B. Confidentiality of Informatian

Consistently limits personal access to all sensitive information and records, including
patient medical records, other patient-specific information, personnel records, and
epployee health medical records, to those instances in which there is a specific
jcb-related purpose. Consistent}y maintains confidentiality of all sensitive patient and
employee records and information, and limits disclosure of such information to only those
individvals who have a specific job-related need to know the information. Utilizes
software encryption as required on any laptop or personal computer as directed by VA IT
Cparations and Managament. No instances of ‘deliberate unauthorized zccess or disclosure

of sensitive information are allowed during the rating period.

VA FORM 0750, NOV 2003 5 Attachmeﬁ%hﬁgssoesigner
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) oepartment of eterans Afairs PERFORMANCE APPRAISAL PROGRAM

IMPORTANT: For additional i nation see VA 3013/1, Part 1. [fadditional space (s needed for any item on this form, use page 6.
PERFORMANCE PLAN AND APPRAISAL OF

EMPLOYEE'S NAME (La, First, Middls Initial} POSITION TiTLE, SERIES AND NUMBER GRADE/SALARY

Johnson, Noelle A. Clinical Staff Pharmacist GS~12

DEPARTMENT/OFFICE LOCATION

Support Service Line/Pharmacy Tomah, WI. 54860

OATE ASSIGNED PRESENT POSITION} DUE DATE OF WITHIN-GRADE INCREASE | PERIOD COVER 07 THIS PERFORMANCE PLAN
1/ 578 /3:/0%

08/04/2008 FROM | 087 TU72008 T0
SIGNATURE AND TITLE OF RATER PREPARING THIS | DATE SIGNATURE OF EMPLOYEE DATE
PERFORMANCE PLAN

Lisgn” ' ; NYTSISN
i aﬂ»% Jo-mof | =R 10]28/0%
‘ SECTION A - PERFORMANCEPLAN

Reflect the performance elements for the position to be rated. An element is defined as a component of a position that is sufficiently important to
warrant written appraisal, Normally each position has four or five elementy. Designate with an asterisk the element(s) considered oritical. Specific
performance standards must be written for each element. There are usually three 1o five performance standards for each element. When writing
per tandards, only the fully ful level of achi need be defined,

PERFORMANCE ELEMENTS/STANDARDS

PERFORMANCE STANDARDS
CLINICAL PHARMACIST

A. CLINICAL FUNCTIONS *

1. Provides recommendations and input relative to cost~effective drug therapy

2. Serves as the drug information and pharmacotherapeutics specialist - evaluates patients
& makes appropriate recommendations on drug therapy, solves therapeutic dilemmas and

interacts on patient/physician, rounds/meetings

B. PROGRAM MANAGEMENT

1. Coordinates adverse drug reaction programs for Fharmacy Service

2. Provides drug evaluations to medical center & VISN P&T Committee regarding drug
requests

3., provides documentation of interventions with staff and providers for Pharmacy Service

monitering programs

C. COMMUNICATIONS
1. Communicates effectively and courtsougly in a professional manner with all patients and

VA employees
2. Cooperates fully & provides technical assistance to nursing & medical staff

3. At least one cost-saving or timesaving idea will be implemented during the rating O

VA FORM AdobeFormsDesignar

NOV 2003 {RS) 0750
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SECTION A - PERFORMANCE PLAN (Continued)

PERFORMANCE ELEMENTSISTANDARDS

D. VALUE ADDED SERVICE & CUSTOMER SERVICE *

1. Cooperation - After completing own duties, employee demonstrates cooperation by
recognizing the nseds of the service and taking the opportunity to assist co-workers with
their assignments. Communicates openly with co-workers and supervisors to ensure a smooth
running operation

2. Productivity - Functions with minimal or no supervision. Utilizes spare time in a
manner constructive to the medical center.

3. Persomal contacts - Maintains a professional manner that is polite, responsive, and
considerate when dealing with patients or staff. Accepts constructive criticism in a
positive manner. Supportive of changes in policies or procedures, and appropriately
guestlons methods and procedures when problems arise, while providing.constructive

feedback

E. CORE COMPETENCIES FOR ALL EﬂPLOYEES

1. Utilities and equipment maintenance: - Demonstrates ability to operate and maintain
equipment & utilities specific to their duties

2. Security:

a. Demonstrates knowledge of their role in the security of patients, visitors, and staff.
b. Demcnstrates knowledge of their role in the protection of personal and government
property, including appropriate security of all computer systems.

3. Age specific:

a. Demonstrates understanding of the developmental stages of life, including adult stage
(18-64) and geriatric stage (65 or older}

b. Demonstrates understanding of the modifications of drug therapy and dosing in the

geriatric patient

4. Violence in the Workplace:

a. Identifies factors that contribute to violent behavior
b. Recognizes behaviors that indicate a potential for violence {anger, increased physical
activity, verbal clues, body language}

5., General Safety:

a. Demonstrates knowledge of their roles & responsibilities in occupational safety &
health, fire protection, and ermergency preparadness

b. Recognizes safety hazards and takes action to correct them.

c. Practices safe work habits. Two exceptions per 180 days.

§. Infection Control: Demonstrates knowledge of their role relating to the prevention and

control of infection
5-~Level Performance Standards: Information Security and Cenfidentiality

{SEE FINAL PAGE) o

2 AdobeFpr 4D=siuner
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SECTION A - PERFORMANCE PLAN (Continued)

PERFORMANCE ELEMENTS/STANDARDS

CHANGES TO PERFORMANCE PLAN (Changes may be recorded anytime during the rating period)

ELEMENT DESCRIPTION/TITLE

STANDARD (5)

ELEMENT DESCRIPTION/TITLE

STANDARD (8}

SIGNATURE OF RATER DATE

SIGNATURE OF EMPLOYEE

DATE

SECTION B - PROGRESS REVIEW
At least one progress review is required during the appraisal year. Employee must be informed af his'her progress as measured against the
performance plan, Additional progress reviews may be docamented on page 6.

[1 1s considered Fuily Successful or better.

A performance review was conducted and discussed, and the employee's performance as of this date:

[[1 Needs improvement to be Fully Successful or better. (See VA Handbook, 3013/1. Fart 1. Paragraph 7, for additional required action.)

SIGRATURE OF RATER DATE

SIGNATURE OF EMPLOYEE

DATE

VA FORM 0750, NOV 2003
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SECTION C - ACTUAL ACHIEVEMENT
Indicate the single, overall level of achicvement that best describes the employee's performance for each ELEMENT shown in Section A, Do not
indicate achievement for each individual standard. Specific examples of performance must be provided in the space below for each element where
a level of achievement otber than Fully Successful has been assigned. Assignment of the Exceptional level means that Fully Successful
pecformance standards have been significantly surpassed; This level is reserved for employees whose performance in the element far

exceeds mormal expectations and results in major contributions to the lish of erg ional goals.
e e
'se the same key ward description for ench element ux in Section A) SUCCESSFUL su:é.'é-sl.;!m"

CLINICAL FUNCTIONS * ‘ O O a
PROGRAM MANAGEMENT ] . ]
CUSTOMER SERVICE & VALUE-ADDED SERVICE ¥ O O .
COMMUNICATIONS ] O O
CORE COMPETENCIES 0 0 O

O O 0

] ] O

Describe specific examples of performance for each element where a level of achievement other than Fully Successful has been assigned above.
Specific achievel at the Fully § ful fevel may be described,
E{ EMENTS/ACHIEVEMENT(S)

VA FORM 0750, NOV 2003 4 AdobeFgrmsDeasigner
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NARRATIVE SUMMARY « OPTIONAL (Provide any odditional significant accamplishents, s well as other factors such os details o iraining experiences related ta the overall
perfornance plan. Capacity {o asume g more responsible position may aiso be addressed,)

SECTION D - OVERALL RATING

TYPE OF RATING

] ANNUAL RATING OF REGORD  [[]  SPEGIAL RATING OF RECORD

PERIOD COVERED BY THIS APPRAISAL

FROM 11/05/2008 T 09/30/2009

NOTE: Recommended Performance Rating - Using achievement levels assigned in Section C and the criteria described below, check the
appropriate rating,
PERFORMANCE RATING

SUMMARY RATING
D (POSITION GHANGES - EMPLOYEE OR RATER})

[0 OUTSTANDING - Achicvement levels for alf elements are designated s Exceptional,

[7 EXCELLENT - Achievement levels for al} critical elements are desi E i Achi levels for jticat efcments are
at least Fully Successful. Some, but not all, noncritical elements may be designated as Exceptional.

i Achi Tevels for other critical

[ FULLY SUCCESSFUL - The achievement ievel for at least ane critical element is desi as Fully
and noncriticat clements are designated as at least Fully Successfuj ar higher.

[ MINIMALLY SATISFACTORY - Achievement fevels for alt critical elements are designated as at lenst Fully § 1. However, the
tevel(s) for one {or more) noncritical elements is (are} designated as Less Than Fully Successful.

D UNSATISFACTORY - The achievement fevel(s) for one {or more) critical element(s) is (are) desighated as Less Than Fully Successfut.

SIGNATURE AND TITLE OF RATER DATE
SECTION E - HIGHER LEVEL REVIEW/APPROVAL

Required oniy for Minimaily Satisf: y and L isfactory ratings of record; unless organization has chosen to have higher level approval
required for Qutstanding ratings of record.
[J Concur with recommended rating.
[ Do not concur with rating. Approve rating of
BASIS FOR PERFORMANCE RATING CHANGE
SIGNATURE AND TITLE OF APPROVAL OFFICIAL DATE

SIGNATURE QF EMPLOYEE DATE

A copy of this performance appraisal was given to me.

AdobeFormsDesigner

Attachment N4
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USE THIS AREA FOR ANY ADDITIONAL INFORMATION

5-Level Performance Standards: Information Sescurity and Confidentiality

A. Computer System Security

Effectively safeguards all assigned computer system passwords and codes {access/verify
codes, electronic signature codes, etc.} Consistently abides by established policies
prohibiting the download of patient-specific data from the VA computer system to portable
storage media such as diskettes, compact discs, zip discs, etc.; policies prohibiting
employees from carrying any portable computer equipment or storage media containing any
patient-specific data off VA premises; and policies prohibiting the lcading of persocnal,
non-VHA software to any VHA computing equipment. No instances of deliberate violation of

established computer security policies are allowed during the rating period.

B. Confidentiality of Information

Consistently limits personal access to all sensitive informationm and records, including
patient medical records, other patient-specific information, personnel records, and
employee health medical records, to those instances in which there is a specific
job-related purpcse. Consistently maintains confidentiality of all sensitive patient and
employee records and information, and limits disclosure of such information to only those
individuals who have a specific job-related need to know the information. Utilizes
software encryption as required on any laptop or personal computer as directed by VA IT
Operatians and Management. No instances of deliberate unawthorized access or disclosure

of sensitive information are allowed during the rating period.

B AdobeFormsDesigner

Attachment

VA FORM 0750, NQV 2003
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To whom it may concern:

On Wednesday June 17, 2009, Dr. Houtihan called a meeting with Heather Ashmus, Pharm.D. and
Rebecca Beli, Pharm.D. at 3pm. The intended purpose of this meeting was to discuss opportunities for
growth in the pharmacy department. However, during this meeting Dr. Houlihan referenced a recently
terminated employee, Noeile Johnson Pharm.D., numerous times as an example of the way not to
approach him with any questions regarding his prescribing. He reported that she had thrown papers in
his face, that she had called him incompetent, and accused her of not fuily reading patient charts ip full
prior to calling him with recommendations. He aiso stated that, “Noelie is book smart but not clinically
mature.” The day foliowing the meeting both Heather and Rebecca were approached by Margaret Hyde
Pharm.D. and were told that the discussion of Noelle was not the intention that Dr. Houlihan.had in
mind for the meeting but to encourage each person’s growth within the department, Indicating that
Dr. Houlihan was aware that he shouid not have discussed these incidents with the two employees.

@enthod (W Hand

Rebecca Bell Pharm.D.

@‘Lm‘xw@u,é‘ BravmlD

Attachment Q
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REPORT OF CONTACY VA OFRICE TTENTIFICATION NOS, (CXCSSXS5V.K, it}
NOTE: This form must be filled ont in VA Medical Center
or on typewriter as it becomes g permanes, Tomah W 54660
record in veterans’ falders.
LAST NAME-FIRST NAME-MIDDLE NAME OF VETERAN {Type or print) DATE OF CONTACT
Noelle Johnson 6/18/09
ADDRESS OF VETERAN TELEPHONE NOQ. OF VETERAN

PERSON CONTACTED FYPE OF CONTACT (Check)
- PERSONAL - TELEPHONE
TELEPHONE NO. OF PERSON CONTACTED

ADDRESS OF PERSON CONTACTED

BRIER STATEMENT OF INFORMATION REQUESTED AND GIVEN
Noetle calied my personai cell phone on 6/18/09 at approximately 0945. [ did not answer the phone. 1 checked the voicemail that she
left. The voice mail stated:

“Will you be willing to write a retraction to your statement, this will determine the direction my lawyer will proceed”

1 did not respond to her call.

1am not willing to write a retraction to my statement from the report of contact on 6/12/09. 1 stand by my decision that she has

unsatisfactory performance in regards fo interpersonal effectiveness. This can be seen in multiple charts by her refusing to fill
prescriptions after clarification with the providers. She is incapable of respecting others decisi which has created an intimidating and
hostile work environment. Therefore,  believe the rating of unsatisfactory during her probationary peried is the proper decision.

2/

DIVISTON OR SECTION l EXECUTED BY {Signature snd W / /
A3
/4

Support Service
| Thomas A Jucger, Pharm.D ;m.l/

\utcomated VA Foram 119
Attachment S1
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/ [ /05,

My name is Laureen R. Chambers, PharmD. As a practicing pharmacist since 1999
and an officer in the military, I have had the opportunity to be a colleague of Noelle
Johnson, PharmD for the past year at the Tomah VA Medical Center. During this
time, we have worked in a specialty pharmacy clinic caring for anticoagulation, lipid,
new patient medication orientation, drug information questions, non-formulary
medication requests and other duties as assigned. This clinic is in one room with
three adjacent workstations. With three telephone lines and an open door policy,
each pharmacist must be willing to step up and handle a multitude of problems
everyday. Our workload can he extremely intense and erratic with muitiple
telephones ringing and patients stopping in without appointments and needing
immediate assistance. We have to work as a team and know what the other people
are doing in the room to make sure the veterans and providers are helped.

To Whom [t May Concern:

That being said, | have only seen Noelle perform her duties with the utmost respect
and concern for our veterans. She has been willing to answer phone calls, see extra
patients or cover clinic if one of the other pharmacist are gone. Noelle has been an
excellent team player. Veterans will suffer with her not being in clinic.

Noelle has earned the respect and confidence of providers. Many would specifically
ask for Noelle to help them with their difficult pain and diabetic patients. She has
excellent medical skills and extreme patience with these needy and often non-
compliant patients. I have witness Noelle, win over the confidence of a brittle
diabetic patient that would not follow his primary care providers recommendation.
When his provider did not have the time to get this patient to adjust his insulin
appropriately, Noelle continued to explain and work with the patient to get him to
follow his providers recommendations. She continued to regularly follow up with
this veteran, who now trusts her completely. The provider is also thankful and
pleased with the outcome. Noelle has more experience working in a pain clinic and
with a certified pain specialist than any other pharmacist at the Tomah VA. { would
always defer pain medication questions to her for her expert advice. She has
worked with several primary care providers at Tomah and our CBOC to lessen their
pain.and improve their quality of life. Her being pulled from the pain committee and
/%av\ﬁ)rkmg with veterans in pain has created a void that has not been filled.
Fs TN Aad
' Noelle is a team player and was working on reorganizing our lipid clinic and taking
on the monitoring of our patients on erythropoiten stimulating agents. She is an
unique pharmacist highly skilled in her profession, motivated to make the extra

effort to help our prov/de and veteraps and troly a vibrance and fun loving
individual. / /
7

Laurgg/LR: hanﬁ;ezs PharmD

Captain, Minnesota Air National Guard

Veteran O1F/OEF

Attachment T2
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To whom it may concern:

| spent the past year working with Noelle Johnson, Pharm.D. at the Tomah VA. She provided a great
wealth of knowledge to me as a first year pharmacist, especially with diabetes and pain, She was always
willing to help and guide me to grow as a provider. Noelle has a passion for pharmacy and her patients.
She always strived to provide her patients with a safe and efficacious regimen and was proud to let
people know this was her ultimate goal, She has an outgoing personality that heiped make and maintain
great relationships with felfow pharmacists and providers. She will be missed by many at the VA, Her
absence has left a hole that will be hard to fill on a professional and personal level,

f

Heather Ashmus Pharm.D.

s umat Phevm >

Attachment T3
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9816 Elan Road
Tomah Wisconsin, 54660
608-387-2628

June 17, 2009

To Whom It May Concern,

I have worked for the VA as a pharmacist for over 30 years, retiring
in June 2006 and am now employed by the Tomah VA on a contract
basis.

I have known and worked with Noelle Johnson since she came to the
Tomah VA in the summer of 2008. I have found her to be a very
knowledgeable pharmacist. Professionally, she works hard, is
conscientious, and is concerned about proper use of medication and
regards patlent safety of utmost importance.

In professional relationships and in her interactions with her peers,
she is a pleasure to work with. She is a team player and is respected
and appreciated by the other pharmacists and technicians in the
outpatient pharmacy.

Sincerely,
A D pre

David A. Dettle RPh

Attachment T5
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June30, 2009

To whom it may concern:

I have known Noelle Johnson since she came to work for the Veterans Administration
Medical Center at Tomah, Wisconsin. [have worked with her in various capacities in the
outpatient pharmacy both dispensing preseriptions and counseling patients.

Qver that period of time I have had a good working relationship with Noelle and have
observed her to be both capable and professional with patients and other healthcare providers. 1
would not hesitate to work with her again.

Sinccrely,

o Mo, 47

Virginia Schroeder, RPh

Attachment Té6
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TO WHOM IT MAY CONCERN REGARDING NOELLE JOHNSON, CLINICAL RPH,

JUNE 18,2009

ALTHOUGH { DID NOT WORK DIRECTLY WITH NOELLE ON A DAILY BASIS, THE ENCOUNTERS { HAD WITH
HER WERE PLEASANT. SHE WAS ALWAYS FRIENDLY AND SMILING WHEN YOU WOULD MEET HER IN
THE HALLS. SHE WOULD COME TO OUR POTLUCKS AND PARTICIPATE AND CARRY ON PLEASANT
CONVERSATIONS WITH US IN INPT. PHARMACY.

WHEN SHE HAD QUESTIONS ABOUT THE OMNICELLS-SHE WOULD ASK ME FOR HELP AND WAS ALWAYS
APPRECIATIVE . ON ONE INSTANCE, | WAS HAVING PROBLEMS WITH THE NARCOTIC SCRIPTS FROM
THE OMNICELLS GETHNG ENTERED INTO THE COMPUTER BY THE PHARMACIST AND SHE OVERHEARD
OUR CONVERSATION AND OFFERED TO HELP FiNISH THE ORDERS AND DiD SO IN A TIMELY FASHION.

I BELIEVE SHE 1S A VALUABLE MEMBER OF THE PHARMACY TEAM.

THANK YOU, DAWN SCHEPPA

M&d@ﬁ){

Attachment T9
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6/19/09

I did not work directly with Noelle Johnson on a daily basis. When | did encounter
her while working at the VA she was always very friendly.

I was aware that Noelle was a volleyball player and { asked her to help coach a
volleyball team for my daughter. Noelle whole heartedly volunteered to do this

for me and gave her time freely.
/

Toni A. lohnson

Attachment T10
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To Whom it May Concern:

Re: Noelle Jahnson, PharmD.

Over the past year, | have had the opportunity to interact with Miss johnson.
She has been professional, informative, resourceful, and helpful to me.

Roosevelt Smith, Ir. PAXC

Attachment T12
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1D: 0903395585 PAGE 1 OF 1 State of Wisconsin C MCO01
SFE REVERSE SIDE FOR Department of Workforce Development
MPORTANT INFORMATION Oivision of Unemployment Insurance
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DETERMINATION

VETERANS AFEAIRS
Blboh ddbedbalonnudbo Bl debadbd VA MEDICAL; CENTER
NOELLE A JOHNSON ATTN: HUMAN RESOURCES
610 KOZAREK AVE APT 8 500 E. VETERANS ST.

TOMAH WI 54660-1665 TOMAH WI 54660
issue Week: 27/09 Applicable
Week Ending: 07/04/09 |Wistonsin Law: 108,04(5)

FINDINGS AND DETERMINATION OF THE DEPUTY:

THE  EMPLOYEE.'S DISCHARGE WAS NOT FOR MISCONDUCT CONNECTED WITH HER.
EMPLOYMENT .

SHE WAS DISHCHARGED AS OF 6/30/09 DUE TO CAUSING PROBLEMS WITHIN THE
PHARMACY BETWEEN CO*WORKERS AND HERSELF "AND REFUSING. TO FILL PERSCRIPTIONS.
BASED- ON THE' INFORMATION PRESENTED BY THE EMPLOYER, THE EMPLOYER MAY HAVE
MADE A VALID BUSINESS DECISION. HOWEVER, IT HAS NOT BEEN ESTABLISHED THAT
HER ACTIONS ROSE TO THE LEVEL TO WARRANT A FINDING OF MISCONDUCT.

EFFECT

BENEFITS ARE ALLOWED.
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- 1

ECISICN FINAL Y
APPELL iS5 RECEIVED

VED
. OR POSTMARKED 8Y:
VIRGINIA BIX 07/21/09 §8/04/09 J
UCB~-20 R 7/24:87 amurin

GATE MBILED




147
Ryan Honl Statement

Tomah Congressional Field Hearing

1 am the one who blew the whistle on the alarming irregularities concerning unethical
practices at the Tomah Veterans Affairs Medical Center. | am also a disabled combat veteran
who received care at the VA for 15 years up until last year. ! enlisted as a combat engineer
after high school, served in Desert Storm, earned an appointment to West Point, then became a
commissioned infantry officer before being medically discharged with, among other things,
PTSD. it isimportant to note that | was only the spark to set off years of employees raising
concerns about the dangerous prescription and distribution of narcotics as well as the resulting
retaliation. The results were to the detriment of the health of veterans and in some cases the
deaths of veterans. The system was siow to respond but quick to silence those who raised
concerns. |just wish the whistle | blew would resurrect those who have died due to
mistreatment. There are three areas where the system broke down.

One, there is a widespread failure of leadership across the VA, That, in the words of the
Rob Nabors White House report issued last year, leads to a corrosive culture that protects
corrupt officiais from top to bottom and ultimately leads to the harm of veterans. Initially, my
complaints to the VA Office of Inspector General mainly centered on a hostile work
environment that tolerated fraud and abuse. ! only briefly mentioned that aithough | wasn't a
witness to the over prescription of narcotics, there was a widespread concern among my
coworkers. | simply stated in my complaint that it should be looked into. The faifure in
jeadership within the Tomah facility centered mainly around Dr David Houlihan and a facility
director, Mario Desanctis, who was quite simply a rubber stamp. it is a culture where cronyism
runs rampant leaving incompetence in charge at all levels that tolerates unethical practices. in
a nutshell, t was asked and made aware of unethical behaviors centering on falsely recording
time & attendance of a doctor, the ioss of persone files, and tolerance of sending up false
reports of the Talent Management System. Once | came out publicly blowing the whistle,  had
current and former employees contact me with information about other unethical activities up
to and including patient harm and death. There is a lack of accountability in VA leadership.
There were years of complaints concerning a retaliatory environment and patient harm, yet
both VA leadership and the VA Office of inspector General ignored or handed off complaints
back to the Tomah facility so it could investigate itself. There is a cuiture in the VA of admitting
no wrongdoing and covering it up. Pain management and wait times are simply a symptom of a
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far larger lack of accountability. Tomah is not an istand unto itself. Dr Houlihan shouid have
been held to account years ago, yet the system protected him and not our nation's veterans.

Two, the VA inspector Generai's office is broken. If it weren't for a FOIA request done
by Senator Baldwin's office last summer, no one would have known about the issues in Tomah.
We wouldn't be sitting here today if it had been public. It took an investigative journalist at the
non-profit Center for Investigative Reporting to do the job that the VA inspector General was
incompetent to do. When I received that report through a former colleague whose friend was
simply wondering what had happened to their complaints, it was shocking. Everything people
had been talking to me about since | blew the whistie was in that report black and white.
Excessive prescribing of narcotics. Drug diversion. Patients not using their narcotics. A
physician in 2009, Dr Chris Kirkpatrick, who raised concerns about Dr Houlihan’s prescribing
practices, was terminated, and went home and committed suicide. Tomah municipal police
reports of veterans using and selling their medication. Retaliation against those who spoke up
concerned about their licenses, such as the 5, et me say again, 5 pharmacists who spoke with
investigators about the dangerous levels and early filling of narcotics and resigned or were
terminated. Most incredible to me was the statement about the perception of retaliation,
implying that it didn't really exist, yet numerous people in the report had been forced out of the
facility for simply raising concerns. Perception? No, reality. It doesn't take a rocket scientist or
a medical degree to see that something doesn‘t smell right. Recently, Inspector General Griffin
said that he wouldn't have done anything different and no one else would have either. Let me
raise my hand with every elected official and whistleblower that something needed to happen
far differently. Ms Gromek stated that it couldn't be released because of personally identifiable
information. The report received through the FOIA request was redacted. I'll give you two
personal examples of retaliation even after resigning from the VA, After requesting a patient
access report of my medical records, | discovered that a haif dozen Tomah employees had
accessed my electronic medical records after | left the facility over a supposed mixup in
Secretary McDonald’s office concerning a complaint about my prescriptions. Although i had
never received care or prescriptions from the Tomah VA, there were half dozen Tomah non
pharmacy employees in my records. | had originally informed my supervisor, Lisa Noe, that |
had a PTSD diagnosis since | was in vocational rehabifitation and my counselor in indiana
needed to know information about my employment at the Tomah VA. 1 asked that this remain
in confidence. However, as soon as | biew the whistle, | started hearing about my instability
from other employees. Ultimately, the most troubling occurred since everything came out in
the media in January. Dr Houlihan’s attorney sent a letter to me threatening a lawsuit for
defamation. In an interview with the Milwaukee Journal Sentinel, his attorney aliuded to my
mental health status. Shortly after while VA investigators were in the Tomah VA, Police Chief
Huffman directed that a police report be done on me by my former supervisor, Lisa Noe, and
two coworkers, Leesha Dukes and Rachel Fleming, four months after | resigned over a supposed
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“threatening incident” that took place while | was an employee before | resigned. You can see
the police report that someone leaked to me in my submitted documents. in one part of the
police report, I'm accused of acting “crazy.” Clearly, my mental health diagnoses are being
used by those ! reported in order to discredit me.

Three, of greatest concern are the harmed and dead veterans. The VA has become one
of the biggest drug dealers in the nation. It is disheartening to see numerous Dr Houlihan and
Deb Frasher patients singing his praises. If you were an addict receiving free narcotics, with
some even selling them on the streets, would you be happy that the supply has been cut off? 1
encourage you to look beyond the fanatical support of those two clinicians and understand why
their patients want them prescribing again. Pain medication is necessary. The tragedy is you
have two clinicians wildly prescribing and no one within the VA willing to care enough to hold
them accountable which is only going to cause the responsible clinicians out there to be more
restrictive with those patients that really need that pain medication. | have PTSD. If i were ever
prescribed a narcotic to manage it, I'd ask a lot of questions. However, if | had just gotten out
of the service and was more vulnerable, i'd trust a physician more. If through that trust {
became an addict who knows what would have happened.

In conclusion, there are several things that need to happen. First the good. 1 believe as
do most of the others who are or have raised concerns, that Secretary McDonald is the right
guy to tackle the VA's accountability problem. If it weren't for Bob McDonald, none of what has
been going on in Tomah for these many years would have been exposed. it was well known
within the facility that Bob had published his cell phone number. When i called it, he answered.
We didn't talk in any detail about the problems in Tomabh, but he listened to what we did talk
about. I'm not the only one. Others have had a similar experience. When you have rotten
leaders from the bottom to the top, communication becomes the greatest obstacle to changing
a culture. By opening up the lines of communication, Bob McDonald has a clearer picture of
the problems in the VA than any previous secretary. And that puts the fear of God into the
corrupt leaders that would love to see him go and return things to the status quo. The last
thing the VA needs is yet another new VA secretary. The greater problem in the VA is an
incompetent inspector Generatl. Until the Secretary is brought up to speed on serious
problems, how can he fix what he doens't know? As both Senator Baldwin and Senator
Johnson have done, ask the President to nominate a permanent Inspector General. Finally,
elected offices need to make sure that when they hear of serious problems in a facility, they
direct those concerns far higher than the facility level. When, as in Tomah, unethical practices
go all the way up to the facility director, sending those concerns back to that facility director
only leaves the fox to guard the hen house. As Congressman Kind stated, when he came to the
Tomah facility last summer, there wasn't a peep from Mario Desanctis that there were any
problems whatsoever. Nothing. A VA Inspector general should at minimum provide a summary
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of problems in a facility. In the case of Tomah, when someone from Congress comes calling,
they should already have a topline of any issues concerning investigations. This inspector
General's office didn't even keep senior leadership informed. Carolyn Clancy who will testify
today, only found out about the report late last year. Get the President to nominate a new
Inspector General and let Bob McDonald continue to clean up and get rid of those who serve
themselves instead of veterans. | and others are very encouraged by the efforts of our elected
officials to introduce legislation to hold the VA accountable.
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Media Documents

1)  Reporting of Wrongdoing

2)  Documents of Initially Reported
Wrongdoing

)} Retaliation BEFORE Resigning

) Retaliation AFTER Resigning

)} Secretary Bob McDonald emails
)
)

Gy oW

Senator Letters

David Houlihan MD lowa Ethics
Complaint and Settlement
8)  Media Fact Checking

~J
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Reporting of Wrongdoing

1) Secret VA OIG report, not reported
to Congress, obtained by FOIA

request through Senator Baldwin’s
Office

2) VA OIG Complaint

3) Office of Special Counsel Complaint

4) Message sent to
Baldwin/Kind/Johnson/Burr
concerning Tomah issues

5) Rob Nabors White House Report on
VA Problems
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Jamminsative Closure ~ MCT % 2011-D04212-HI-0267, Tamrss VAMC, Tomah, W1

in various ways includin

r-\'x/c substantiated the allegation that at least (ive putparicnt pharmacy stafT left the facifity

in recent yoars, Phamacists reponted various renzons for leaving. The four pharmacists
whom we interviewed expressed concerns regarding the facility’s (wnd. uliimately Dr.
2'y) cxpectations for dispersing opioids and other conuolied substances.  One
pharmacist, # new cmployee, was not retained by the facility at the conelasion of histher
initia) employment period, This individual reported that on: three ceessions hefshe fad
refused to fill preseriptions for comrolfed subsinces dus 10 concerns abiitit paiient safery
sndfar dnig diversicn, A second clinfcal pharmecist who left the Tomah VAMC reported
fesling inepproprittely blamed by Dv. Z for the suicide of & puieni. A disperaing
pharmacist, relatively new 10 the [acihity, repored that be believed there were 49‘50\_—
paiienty who were Tegulurly prosenting (o the ouipationt phermecy Tor early yefilly of
opinids, and that pharmacisis were 1old by Dr. Z they i to. Rl the preseriptions; - He
frared this would plare his licensc al risk. A clinical phasrmacist wha had teen hired ina
supervisary eapacity ropovied thas when some ol the phmmclm expressad discomion
with dispensing hgh dm's of opigids to pm«cnls. Dr. Z would become sagry and would
insis thay this ph i piine the ather ph {e13 undér his supervision

We did not substantidle the aliegation thal Or, Z wis mismanaging @ patient with
complex regional pain syndrome by 2uempiing lo amange an inappropriate above the
knee ammpuietion.

In e context of having abuined multipl dictory (acts and during the
cuurse of this inspection, often bascd on sccond o thicd hand zccounts, we ig aot
substantiate alfegations ol TbuSE of AUHORTY, MITAATIEN N TEWNEEH whon siefl

quesiion conroiled subsiance presunimion proctices

While we did not substantiate the silegations of abuse of muthodty, intimidaton acd
fERNaNon when ST QUESHON CoNirONTed prescripti fces fove i fnd )
ithlaiie

tha these are widelv held belicls and cancerns among mosi phumucy T and among
some other staf(.

¥ Aduitiarinily, dizing the course of ek invesigations of ¥ fow deteatin) veveran they Bad roed lirge quanities of
peeseribed costrlied sutstancst in helr {the voieram’y redideaces. Hownver, no low eafarerment actiom wore
bemy Wss, Exly (o they yaspeenign wE Droamve 3wa:o thyl the DEA was amively investigating complini of
ioapproprats. preseriting snd drwg versicn s the Toman VAMC

¥A Office of inspeciar Generat Pape S

It 5+
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o o

o . B
{ 016 Hotline - Se}MKZDM
tsked to falsify of time & attendance records as a timekeeper

mproper maintenance and ioss of employee files {lack of recards control}

asked to falsify Talent Management Systern records to cover personel who haven't taken
training {TMS)

Hostile work environment that produces turnover and very low employee morale. Lack of
patient coverage with a doctor who failed to show far work - patients not given proper care in
building 403A.

Wrongdoers:
Rachel Fleming
teesha Dukes

Lis3 Noe

Victims:

Tomah VAMC Patignts and Staff
Ryan Hont

falsify TMS training records to make the facility report look good {Rachel Fleming}

September 167 improper T&A Records: Asked to input a narmat work day for a doctor (Dr.
Ronda Davis) when she failed to report to work.

Ongoing since | started: Improper maintenance and loss of employee files in the service line.

-
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There is a hostile work environment as a new employee. Things were managed impraperty
batore | started as a secretary and I'm being set up to take the blame for it. My supervisor, Lisa
Noe, is good friends with my co-workers {Rachel Fleming, Leesha Dukes] that report to her. |
have gsked Lisa to address these conerns and they have not been addressed. As a new
empioyee | do not feel comfortable in this hostile, unethical environment and wish to ciaim
protections as 8 whistleblowar. | will refuse to participate in this unethical activity and feel that
i have been labeled an outsider and very concerned about keeping employed here, { have tried
to address my concerns with the union, bul am not seeing a resolution. | simply do not know
who to trust in the chain of command and if { go higher than my supervisor, | am concerned
about retribution. Please contact me anytime, day/night, to further clarify or ask guestions.
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1203 4000 ¢ FUERIAIETE 1 (BUY) B72-0E58
ONB Conteed Ho. 3358002

ED PERSONNEL PRACTICE

Before filling _out_this Office of Special Counsel (OSC) form, please read the following
Egnfgrma;mn about:(1) the required complaint format; (2) the scope of OSC's jurisdiction; and (3}
certain OSC policies. OSC cannot investigate a complaint if it lacks jurisdiction over the subject
matter. Further, filing a complaint with OSC will not extend any time limits that may exist under
any other complaint procedures that may be available. It is important, therefore, that you

3

consider whether O8C may lack jurisdiction over your comp!aint
fif you plan to file a complaint alleging reprisal_for whistieblowing, important information about the

slements required by law to establish such a violation is pmvided in Part 2 of this form {at page 4).

INFORMATION ABOUT FILING A COMPLAINT WITH OSC

3 . Compilaints alleging a prohibited personnel practice, or a prohibited activity other than
a Hatch Act violation, must be submitied on this form. OSC will not process complaints {except a compiaint
alleging only 2 Hatch Act violation) that are not submitted on this form, OSC will return the material received, with
a blank complaint form to complate and return to OSC, The complaint will be considersd to be fited. on the date
on which O8C receives the completed form. 5 C.F.R. § 1800.1, as amended.

No OSC Jurisdiction. OSC has no jurisdiction over complaints filed by employees of =

the Central intelligence Agency, Defense Intelligence Agency, National Security Agency.
or ather inteligence agency exciuded from coverage by the President:

the armed forces of the United States (e uniformed military employess),

the General Accounting Office:

the Postal Rate Commission; and

the Federal Bureau of investigation.

Limited OSC Jurisdiction. OSC has jurisdiction over certain types of cumptamts rsed by employess of some
agencies, as follows —

.

»

* Federal Aviation Administration employees alleging reprisal for whistieblowing:

= employees of government corporations listed at 31 U.S.C. § 9101 alleging reprisal for whistieblowing: U.S.

« Postal Service employees alleging nepotism; and

= Transportation Security Administration (TSA) employees alleging reprisal for whistleblowing: TSA none

screaner employess may file complaints alleging retatiation for protected whistieblowing under S US.G. §

2302(b)(8). OSC will process these complaints under ts regular procedures, including filing petitions with
the Ment Systems Protection Board, if warranted, TSA security screeners may also file compiaints alleging
refaliation for protected whistieblowing under § U.5.C. § 2302{b}{8) pursuant to a Memorandum of
Undarstanding (MOL) between (8T and TSA sxecuted on May 28, 2002, The MOU and T8A Direclive
HEM |stter No. 1800-01 provide OSC with authority to investigate whistleblower retaliation complaints
from screeners and recommend that TSA take corrective andior disciplinary action when warranied
Addtt:onai information on OSC procedures for reviewing securily screener whistiehlower complaints’ under
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COMPLAINT OF POSSIBLE PROHIBITED PERSUNNEL PRACTICE OR OTHER PROHIBITED ACTIVITY

Page § st 17

L
A WHAT iINFORMATION WAS DISCLOSED?
. {DESCRIBE WHISTLEBLOWER DISCLOSURE),
:On 9/16/2014, Dr. Ronda Davis, a psychiatrist, did
not report for her regular day tours in psychiatric

1. WHEN WAS THE DISCLOSURE MADE? (MO/DAYR)

09/16/2014

inpatient ward 403A. | was instructed to find her
:personal contact information in order to find out
where she was at. | attempted to contact Dr. Davis

2. TO WHOM {NAME AND TITLE} WAS THE DiSCLOSURE
MADE?

Lisa Noe, Mantal Heaith Service Line Manager

along with two other employees throughout my
entire shift {7:30am {o'4:30pm}-to no avail. “At the
end of the day, L'asked ry sarvice line manager,
Lisa Noe, how I should record Dr. Davis’ time &
attendance since being a timekeeper is one of my
duties. Lisa Noe said. "t don't feel comfortable with
iit” and said she would check with Dr. Houlihan,
‘Chief of Staff, about how to-code it. About 30
minutes later, Lisa Noe returned and | foliowed up

3. DISCLOSURE OF INFORMATION EVIDENCED (chack afl that
apply):
¢/ ) VIOLATION OF LAW. RULE. QR REGULATION
{ } GROSS MISMANAGEMENT
{ } GROSS WASTE OF FUNDS
i} ABUSE OF AUTHORITY
¢} SUBSTANTIAL AND SPECIFIC DANGER YO
PUBLICHEALTH QR SAFETY
{1 NONE OF THE ABOVE

with her again. She said, "It's OK, just record it as
a regutar day {i.e. that she was present for duty). |

did as she instructed. After talking with the two :
other co-workers about the event, they also agreed
ithat Dr. Davis, in fact, was not present for her shift,
1 was asked to falsify time & attendance in order to
‘make i look fike Dr. Davis had worked her entire

EshifL According to Lisa Noe, Dr. Houlihan and Dr.

CN N o

PRRTR PURETTR

B. WHAT INFORMATION WAS DISGLOSED?
(DESCRIBE NEXT WHISTLEBLOWER DISCLOSURE),

[ That | was instructed on or about the 2nd week of
“working in the Mental Health Service line by Rachel
Fleming, Program Support Specialist, that it is OK
o record doctors as having taken manadalory
\leducational course in the Talent Management

| Systemn (TMS) in order to "make the reporis ook
“good.” On or about a week later during TMS
training, | asked Tammy Hillyer, TMS Trainer,
‘under what circumstances an authorized TMS
“supervisor such as myself would enter certification
of an employee rather than the employse
ithemselves. She said it is done very rarely and
‘only when the employee has verified that the
{training occured if the employee didn't have access |

Iy

. WHAT PERSONNEL ACTION{S) OCCURRED, FAILED TO QCCUR, OR
WAS THREATENED BECAUSE OF THE DISCLOSURE?Y {irst a¥
s o pages 35

Eits SO

Sh}

1{5. WHEN DID PERSONNEL ACTION(S) OR THREAT(S}

OGGUR? (MOIDAIYR)
09/29/2014

1. WHEN WAS THE DISCLOSURE MADE? (MOIDA/YR)
on or about 09/24/2014

2.TQ WHOM (NAME AND TITLE} WAS THE DISCLOSURE
MADE?

Tammy Hiliyer, Education Department

3. DISCLOSURE OF INFORMATION EVIDENCED (check all
that apply}:

VIQLATION OF LAW. RULE. OR REGULATION

GROSS MISMANAGEMENT

GROSS WASTE OF FUNDS

ABUSE OF AUTHORITY

SUBSTANTIAL AND SPECIFIC DANGER TO
PUBLICHEALTH OR SAFETY

NONE OF THE ABOVE

[
{

{
£
i

i

o TMS due to computer issues. Shortly after the
. training, | contacted Tammy Hillyer via the Lync
imessaging system that { wanted to clarify whether

"4, WHAT PERSONNEL ACTION(S) DUCURRED. FAILED TO OCCUR, OR

WAS THREATENED BECAUSE OF THE DISCLOSURE? {i:sf ar
BRDRCADE PETSUONG! AU NuITdErS FOMm pages 4.5

k)

‘or not what Rachel Fleming told me was correct.
8he said in no uncertain terms that it would be
_highly unethical and against regulation fora TMS g

{1 5. WHEN DIO PERSONNEL ACTION(S} OR THREAT{S} OCCUR?

IMO/DAYR)
09/29/2014
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WHAT INFORMATION WAS DISCLOSED?
8 NEXT WIS TEERL OWER DISCLOSUREY,

I was unctear about whether or not | was the persamf%
| 09/26/2014

responsible for keeping rack of personnat files
within my office since everyona in the saervice line
has access o the files. My supervisor, Lisa Noe.
digd not clarlfy if | was or the procedur o records
management of those records. 1 was repeatediy
asked where cerlain files were by Leesha Dukes,
Administrative Assistant, and Rachel Fleming,
Program Support Assistant, where files ware

located. | repeatedly informed them along with my
supervisor, Lisa Noe, that | had no idea where they

were located, that they were never in my office. |
found out later on 09/268/2014 after management
Hfound out about my VA QIG complain, from the

and said that there needs {0 be a system in place

where the Tile was in order 1o track the fogation of
the file at all times. Panic ensued in the Mental
Haalth Service Line when they found out that | had

filed an OIG complaint. Rachel Fleming. in the

yse there
St s%»;

e

S
D WHAY

3¢

o idea to inform upper management
{i.e. anyone in the Quadrad which congists of the
Director, Assistant Director, Chief of Staff, &
Assistant Director of Patient Care Services) of any
wrongdoing because the Chief of Staff, Dr
Houlihan, would not take care of holding people
Jaccountable for wrongdaing and that the Director is |
a rubber stamp for the Chief of Staff. | was also
made aware of investigation that have and are
oocurring concerning Dr. Houthan and unethical
practices. [ was nol a witness 1o most of these
wunethical practices, but when the Network Director,
Dy, Murawsky called me the day the police came
and seized the records 1 my office that Dr.
Houlihar and is under "several investigations.
Many e es in the facility

deel oo inumidated to come Torward with knowledge

of wrongdoing because the executives never do

anything about it and they suspect that It's because

Dr. Houlihan himself is under investigations over
athics concams,

Network Dirgctor, Dr. Murawsky, when he called me|

PLAINT OF POSSISLE PROMBITED PERSUNNEL PRACTICE UR OTHER PROHIBITED aCThvTy

1. WHEN WAS THE DISCLOSURE MADE? {MOIDAYR)

12,70 WHOM {NAME AND TITLE} WAS THE DISCLOSURE MADE?

| Lisa Noe, Service Line Manager

3. DISCLOSURE OF INFORMATION EVIDENCED [check ail that
applyl:
{7 VIDLATION ) N

ALTH OR SAFETY
1 NONE THE ABOVE

\where files are signed out and a card/sheet inserted’

at@dlv mf()rrned ;W oo Wmmrg that {li] 1. WHEN WAS THE DISCLOSURE MADE? IMOIDAIYR)

- WHAT PERSONNEL ACTIONIS} OCCURRED, FAILED TO OCCUR.
OR WAS THREATENED BECAUSE OF THE DISCLOSURE?Y

n

5 WHEN DID PERSONNEL ACTION(S) OR THREAT(S) DCCUR?
S {MOSDATYR)

presevea of Lisa Noe mstruc&ed mé not to give fil esi 09/29/2014

G4/2472014

2.TO WHOM (RAME AND TITLE) WAS THE DISCLOSURE MADE? )

VA OIG Complaint

DISCLOSURE OF INFORMATION EVIDENCED jcheck alf that
appiph

WIOL

ON OF LAV RILE, OR
fe r GROED MMSMANAGEMENT
i GRO‘“\S WASTE OF FUNDS

[

REGULATION

e aware of this an } -5 WHM PEPSDNNEL ACTIGN{S) OCCURREQ rmi I:LY TO OCCUR OR

WAS  THREATENED
an

(1)

CAUSE OF THE DISCLOSURE?

5 WHEN DID PERSONNEL ACTION(S) OR THREAT{S) OUCUR?

09/29/2014
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COMPLAINT OF POSHIBLE PROMIBITED PERSORNEL PRACTICE UR OTHER PROWIBITED ACTIVITY

30 1 you are not the person who actually made a disclosure described in boxes A, B, C. D abave, please
check below to specily the disciosure involved, and provide the name. address, and telephone number of
the person who made the disclosure. if known. {f space is needed to identify more than one person, use
Continuation Sheet at pags 12}

Disclosure A} B{y C{y Dy
Name

Address:

Telephone number. { } Ext.

4. Explam why you believe that the personnel action(s) fisted above occurred because of the disclosure(s) that
you described. {Be as specific as possible about any dates, Jocations, names, and positions of all persons
mentioned in your explanation. in particular, identify actual and potential witnesses. giving work localions
and tefephone numbers, if known, Attach a copy of any dovuments that support your slatements Please
provide, i possible, a copy of the notification of the sgency's propesal and/or decision about the personne!
action{s! pavered by your camplaint. If more space is needed, continue on page 12}

When | came to work on Monday, 09/29/2014, several actions occurred leading me to believe that |
was/am being retaliated against by Tomah VA Management. Though | was the one Urying o do the
ethical thing by reporting the above complaints, | was moved out of my service line altogether (o the
3rd fioor of building 408 across from human resources. | repeatedly inquired through email to my
ssupervisor, Lisa Noe, and acling supervisor, Dr. Skripka, why T oould not be placed back inthe
Mental Health Service Line, that though they had seized my affice and computer that there is plenty
‘of space In the service line for me to work. | also was not given a key to access my office on the 3rd
fioor and had to ask around for someane (o let me in. [ was told by Dr. Skripka that it was not
possible to get a key. | could no longer answer phone calls since they were now routed to Lessha
{Dukes’ fine in the mental health service even though they could have been routed to my 3rd floor
office. | was instructed by Dr. Skripka that | could no fonger be a timekeeper "because of whal was
going on.” Later the Director said he had no knowiedge of this duty being token away fromime. 1
‘was instructed nol to move about the facility unless | reported gverything to Or. Skripka. Before |
was allowed, as other smployess, to freely move about the facility without asking. Morning :
\Reporting for absent staff was laken away from me and given to Leesha Dukes. lalsohadto g
5. What action would you Jike OSC to take in this matter (that is, what remedy are you asking for)?

For Depanimant of Velerans Affairs Management (o cease alt whistieblower retaliation as the VA OIG.
investigation occurs, Whatever other remedies are available for the emotional stress of dealing with
{he retaliation. For VA Managemaent! to acknowledge that retaliation did/idoes ocour at the Tomah
VAMC due to a corrosive culture that prevents employees from raising concerns. For VA
Management to create a more welcoming environment for those that raise issues and those that
hiow the whistle on violations of law, rules, & regulations.

YOUR RECORDS



170

COMPLAINT OF POSSIBLE FROHIBITED PERSONNEL PRACTICE OR OTHER PROHIBITED ACTIVITY
Pags ¢ of 12

QSC asks everyone who fites a complaint alieging a possible prohibited personneld practice or other prohibited activity to
select one of three Consent Statements shown below

Please: (a}
select and sign or cheek, f filing electronically} one of the Consent Statements below; and (b} keep a copy of the Consent
Statement you select (as well as a copy of all documents that you send to OSC} for your own records
1t younitially select a Consent Statement that restricts OSC's use of information, you may later select a less restrictive
Consent Statement. If your selection of Consent Statement 2 or 3 prevents OSC from being able fo conduct an
wvestgaton, an OSC representative will contact you. explan the crcumstances, and provide you with an apportunity o
select a less restnctive Consent Statement,

You should be aware that the Privacy Act allows informatian in OSC case files to be used or disciosed for cenrtain purposes.
regardless of which Consent Statement you sign. See 5 U.S.C. § §52atb). Information about certain circumstances under
which OSC can use or disclose information under the Privacy Act appears on the next page.

(Piease sign ons}

Consent Statement 1

i consent to OSC's communication with the agency invalved in my complaint. | agree 1o aliow OSC to disclose my identity as
whe complainant. and information from or about me, 1o the agency if OSC decides that such disciosure is neaded to
investgate the aflegation{s) in my complaint {for example. to request information from the agenty. or seek a possible
resohition through mediation or corrective action), | understand that regardiess cf the Consent Statement | choose, OSC may
disclose information from my complaint fite when permitted by the Privacy Act {including circumstances summarized in Pant 5.

De!cw)‘
0165/ 2oy

; 4
Comflainant's Signature for Consent Statement 1 Date Signed

Consent Statement 2

{ vonsent 1o OSC’s communication with the agency involved in my complaint, but | do not agree to allow 0OSC fo disclose
my identity as the complainant to that agency. | agree to allow OSC to disclose only information from or about me, without
disclosing my name or other identifying information, if OSC decides that such disclosure is needed to investigate the
allegation{s} in my complaint {for example. to request information from the agsncy. or seek a possible resolution through
mediation ar corrective action}. | undersiand that in some circumstances {for example, if | am complaining about my failure
1o receive a promotion}, OSC could not maintain my ancnymity while communicating with the agency invalved about &
specific personnet action. In such cases, | understand that this request for confidentiality might prevent OSC from taking
turther action on my complaint. | also understand that regardiess of the Consent Statement | choose, OSC may disciose
aformaton from my complamt file when permitted by the Privacy Act (ncluding circumstanges summarized in Pan 5,
helow)

Complanant's Signature for Consent Staterment 2 Date Signed

Cansent Statement 3

1 do got consent to OSC's communication with the agency invoived in my complaint. § understand that if OSG decides that it
cannot investgate the aliegation{s} m my camplaint without communicating with that agency, my lack of consent will
probably prevent OSC from taking further action on the compiamt. | understand that regardiess of the Consent Staternent {
shoose, OSC may disclose information from my complaint file when permitted by the Frivacy Act (including circumsiances
surmmanzed in Part 5, below).

Complainant's Sanature for Consent Statement 3 Date Signed



Subject:  Emai to Wisconsin Congressmen and hoth Congressional VA Committees

From: RAM {ryanaboni@yaboo.comi

To: “

Date: Saturday. September 27, 2014 833 AM

- X or P R

This 15 the message | sent to Wisconsin Senators Tammy Ratdwir Senator Burr, Represantative Roa Kind, the Senate

Somanties on Veterans Afiurs. and the House Commities on Veterans Affaws

twanl tg make you aware of Compiaints | have fled with e Office of Special Counsel {case # Di-14.0218) the Velerans
Atfagrs Ofhce of Inspector General {2014-323845. and drectly with Secretary Bob McDonatd via cell phone and amait and
Deputy § tary Stoan Gibson via emal As 3 disabled combat veteran who receives care gt the VA as wall as a West Foint
graduate mysell | must chonse the hardar right nstead of the easier wiony regatdiess of retribution on the part of Veterans
Afars may mert There ate grave conowns at the Tamah Yelerans Affas Medicat Center concarning pafient health sng
‘ally fesuiling I patent swICides WG have recenty secueed  Smee | am uoalie o leave documents of gy
ang paste Nt your onime email systam | must cul s shon and only lesve you with my Sase numbers
congensng this matter (as isied abovel. | can provide you with sddiianat documentation and am willing to tastify bofons
Congress e tis wrangamng VA OIG and OSC MUST te held accountable to ensure a fuli, fair and open investigation ityan
Hant, Secretary €38.5) J1R378.7821

; PRI0IRE2T PN
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June 27,2014

ISSUES IMPACTING ACCESS TO TiMELy CARE AY VA MEDICAL FACILITIES

There i3 g strony sentiment among many Veterans and stnkeholders that in general VA provides ligh
guality health care “once you get in the door” and that the current system needs to be {ixed, not
abyndoned or weakened. The vast majority of ¥A employess are dedicrted, hardworking, amd committed
to the Veterans they serve. VA doctors, nurses, and swiT could choose to work at other facilities, often
fur greater compensation. They choose 1o work a1 the VA because they believe in this Natien's promise
o ity Vewerans, aad they work each day to reabize they promise amd deliver the quality care Veteeans havig
carmed and deserve. However, | also bellove that @ is clear that there are significamt and chronic systemiv
{iilures that must be addressed by the leadership at VA

»  The {d-day scheduling standard 15 arburary, Hi-defined, and misundersiond. The manper i which
this unnealistic geal was developed and deployed has caused confusion in rcpnrtmg amd, in some
casex, may have centivized mappropriate setions, 1 s a poor indicator of sither patient satisfaction
or quality of care and should be replaced with a more insightful measure.

e The Veternns Health Administration (YA} needs {o be restructured nod reformed. I currently seis
with little transparency or accountabifity with regaed 1o its management of the VA medical structure;
The VHA Leadership structure is marked by # lack of responsivensss aod an ingbility to effectively
manage or commumicate o employees or Veerans.

' Acorrosive cnlture has led W personnel problems aeross the Department that are seriously impacting
movale and, by extension, the tmeliness of health care. The problems inherem within an agenvy with
au extensive feld structere are exacerhated by poor andd ¢ ication structures
distrust between some VA emiployees and 1 a history of retaliation toward employecs
raising (ssues, and a fack of socountability seross afl grade levels,

@ The Department’s faitures have genernted a high level of oversight. The Department must be more
agile and resporsive i addressing legitinate oversight mquiries.

w  The sechnology taderiying the basic scheduling system used by VA medical facilitivs iy cumbersome
and outdated, However, with regard to increasing access to care, the software underlying the
scheduting system is secondary to the need for additional resources to sctually schedule - doctors,
nurses, and other health professionals; physical space; and approprintefy trained administrafive
support personael.

s Many of the resource issues VA faces are endemiv to the health care field {for example, shonages of
certain types of specialists, an sging paliwu base, or geographics! shortages around the country) or to
the Federal government { for example, slovwness in the hiring process or an inability to compete with
private sector wagest. However, VA ha also demonstrated an inability w clearly articulate
budgetary needs and to tie budgetary needs to specific outcomes,

s VA powli o better plan anid ovest now for sadeipated s.hungu in the demographics of the veterans.
This includes geographical changes, an increased number of female veterans, a surge in mental health
ﬂa‘d\ an increase in the special peads of younger veterans returning from brag and Afghanistan, and

e needs assoctated with a growing mm\b\,r of older veterans,
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ASSESSMENT: ISSUES IMPACTING ACCESS TO TIMELY CARE AT VA MEDICAL FACILITIES

The 14-day scheduling standard is arbitrary, ill-defined, and misunderstood. The manner
in which this unrealistic goal was developed and deployed has caused confusion in
reporting and, in some cases, may have incentivized inappropriate actions. It is a poor
indicator of either patient satisfaction or quality of care and should be replaced with a
more insightful measure.

Background:

in 1995, the Veterans Health Administration (VHA) set a 30-day goal for scheduling primary
and specialty care medical appointments. In 2011 VHA shortened that goal to 14 days. VHA
includes these performance measures in the performance contracts for Veterans Integrated
Service Network {VISNT und VA Medical Center (VAMUO) directors, VA also includes these
measures in its budget submissions and performance reperts to Congress. Also from FY2005 wo
FY2012, the number of appointments scheduled through VHA has increased approximately 19

-

percent from 3.3 mithon w 6.3 million.

Reeognizing the inherent issues assoctatesd with the 14-day scheduling goal, VA has removed it
from employee performance contracts,

Oihservations:

»  The l4-dav standard creates an unrealistic comparison between VHA and the private
sector. Directly comparable data is not available for the private sector, primarily because
experts seem to believe thal time-to-appointment is onty one component of overall patient
satisfaction. Further, ancedotal evidence suggests that wait times for appointments are
often times equal to, i not lenger, in privawe facilities.

¢ The performance goal is complicated to compute amd to understand because of vagaries
around which “date” is being entered. For new patients, wait limes are measured from
the “create date”™ or the date on which an appointment is made. For existing patients, the
wait times are measured from the “desired date” or the date on which the patient or health
care provider wants the patient to be seen. Beeause the “desired date” ts manually
erered by a scheduler, it is more susceptible 1o manipulation. The “ereate date” is
computer-generated date.

s The l4-day standard was included as o measure in employee performance contracts. This
may have created an incentive for employees to try to reduce a number over which they
personally had very little direct control. In 2010, William Schoenhard, Deputy Under
Secretary tor Health for Operations and Management, authored a memo detailing a
number of “gaming strategies” used to artiticially make wait times look lower,
Schoenhard noted, “{wlorkarounds may mask the symptoms of poor agcess and. although
they may aid in meeting performance measures, they do not serve our Veterans. They
may prevent the real work of improving our processes and design of systems.”
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Solutions:

s The Depariment plans to establish a panel of health care experts and industry leaders o
catalogue best practices for measuring timely delivery of health care to Veterans and
raake recommendations o the new Under Secretary for Health.

*  Cerain performance measures, ke wail time data, should be used as manugement 10ols
to help wdentify proper deployment of resources but not as a measure of whether high-
quality health care has been delivered in an appropriate fashion.

VHA nceds to be restructured and reformed, It currently acts with little transparency or
accountability with regard to its mianagement of the VA medical structure. In its most
modest form, this insularity has impeded innovation and change, In its more extreme
manifestations, it has impeded appropriate management, supervision, and oversight. The
YHA lJendership structure often is unresponsiveness and unable to effectively manage or
communicate to employees or Veterans.

Background:

VHA is America’s largest integrated health care system with over 1,700 sites of care, serving
£.76 million Veterans each year. In addition, VHA is the Nation's largest provider of geaduate
medical education and & major contributor to medical research. In 2013, VA obligated
approximately $150 billion.  Approximately 98 percent of total funding went diréetly to Veterans
in the form of monthly payments of benefits or for direct services, such as medical care. The
existence of such a vast and geographically widespread field structure makes communication to
and from the VA Central Office alt the more critical,

Ohbservations:

+  VHA delivers quality care, but is resistant to reforms and change. Many
recommendations or directives from VA Central Office or from oversight entities are
minimized, slowly implemented. or ignored.

* The VHA field structure is not accountable or transparent to Veterans, the Secretary, or
the Depariment as a whole. For example, performance data from the field is often slow
1o be reported and sometimes openly contested by VAMCs through the press in direct
comtravention of facts and established procedures.

« The VHA leadership team is not prepared to deliver effective day-to-day management or
crisis management. Instead, VHA is marked by an inherent lack of responsiveness and a
belief many issues raised by the public, the VA Leadership, or oversight entities are
exaggerated, unimportant, or “will pass.”

vt
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Solutions:

s VA needs increased transparency into the way VHA operates. VHA needs a better
structure and more accountability in how to manage the field structure.

» VA Central Office needs to be much more hands on with the VHA field structure.

*+  The reforms needed at VHA are not political ~ they are structural and operational. VHA
requires significant leadership and management restructuring that:

- One, allows for increased, consistent flow of information from the VA Ctmral
Office to the regional and local field structure; and

- Two, allows for unobstrucied flow of information from the field structure to
regional and National management and leadership.

A corrosive culture has led to personnel problems across the Department that are seriously
impacting morale and, by extension, the timeliness of heaith care. The problems inherent
within an agency with an extensive field structure are exacerbated by poor management
and communication structures, a corvosive culture of distrust between some VA employees -
and management, a history of retalistion toward employees ralsing issues, and a lnck of
accountabllity.

Observations:

« The vast majority of VA employees are dedicated, hardworking, and commitied to the
Veterans they serve. VA doctors, nurses, and staff could choose to work at other
facilities, often for greater compensnnon They choose to work at the VA because they
believe in this Nation’s promise (o its Velerans, and they work each day to realize thax :
promise and deliver the quality care Veterans have earned and dwve

re is a culture across much of the Department that encourages dtsconlcui and b A
backlash against employees. Whistleblower complaints suggest poor management and
reflect a palpable level of frustration at the local, regional, and National levels. Asan
example, approximately one-fourth of all whistleblower cases OSC is cumently reviewing
\\ across the Federa.l government come from the Depanmenl of Veterans Affairs. —

et Mt i

There is a tendency to wranster pmblems rather than solve pmblems “Thisis in pan due to
the difficulty of hmng and firing in the Federal government.

{ o There is culture that tends o minimize problems or refuse to scknowledge problems all

[ A
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Solutons;

s The Department should strengthen management and reporting structures at the VA
Central Office and throughout the VHA field structure as referenced sbove,

o The Depariment must take swift and appropriate aceountability actions. There must be
recognition of how true accountability works.

« The tone at the top should encourage employees to speak up about problems, but also w
think of and be a part of solutions,

The Department’s failures have generated a high fevel of aversight. The Department must
be more agile and responsive in transparently addressing all legitimate oversight
requirements.

Background:

There is an incredibie amount of oversight on the Department’s activities, The 1G, O8C, GAQ,
and several Congressional commitiees have conducied investigations and reviews into the
Department’s provision of timely care to Veterans. Over the last 4 172 years, VA has provided
responses to over 104,000 Congressional inguiries. Over the last 2 172 years, VA has responded
1o over 7.500 requests for policy-related information, And, in the first 6 months of this fiscal
year alone, the Department has participated in 33 hearings and 213 briefings for Congress. In the
last five weeks, VA has sent over 100 letters to Members of Congress and delivered over 10,000
pages of documents, Twenty-one VA witnesses huve provided hours of testimony at 11
hearings. Tn addition, VA has conductad daily outreach and information exchange between local
VA facilities and local Congressional offices. VA has endeavored to be receptive to
recommendations and responsive to requests for information -~ but could still do more

Observations:

»  There have been a number of problems identified and recommendations made by the IG,
GAD, OSC. Congress, and others. VA has not followed through on sufficiently
addressing those problems or implementing those recommendations.

»  The IG is currently conducting investigations at 77 VA facilities. Since at least 20035,
GAO and the 1G have been identifying concemns regarding scheduling practices and data
rehiability.

o AsofJune 23, the OSC had over 50 pending cases, all of which allege threats (o patient
health or safety. Of those, 0SC has referred 29 cases to the VA for investigation. This
represents over a quarter of all cases referred by OSC for investigation government-wide.
Additionally, 5 U.S.C. § 2302(c) requires agencies fo ensure that employees are informed
of the rights and remedies available to them under the Whistleblower Protection Act and
related laws. OSC has a whistieblower certification program to provide agencies with a
process for meeting this requirement. VA is not certified.
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Solutions:

o VA should more proactively engage with its varfous oversight bodies,

v should track ove
guarterly metrics on

ght reports and recommendations. The Department should release
commendations made by oversight bodies and VA's response.

s The Secreta
aquarterly b
the G, OSC

should separately meet with the 1G, OSC, and the Comptrolier General on
. The General Counsel should separately meet with representatives of
. and GAD on a monthly basis,

@

e The Department should review its proce
{underway), and should desipnate an off
corrective actions in OSC repors.

for responding to OSC whistleblower cases
ictal to assess the conclusions and the proposed

s VA should also complete OSCs whistieblower certification program.

The technology underlying the basic scheduling system used by VA medical Tacitities is
cumbersome and outdated. Lack of certain functionalities cause scheduling delays and, in
some cases, reporting inaceuracies. However, with regard to increasing access to care, the
software underlying the scheduling system is secondary to the need for additional resource
to actually schedule — doctors, nurses, and sther health professionals; physical spuce; and
appropriately trained administrative support personnel,

Background:

VA began using the VistA electronic health records system in {9830 VistA iy the single
integrated health information system used throughowt VHA in all of its health care settings.
VistA is open source and has been used In a number of civilian hospitals.

The VA"s VistA system has not changed in any appreciable way since 19835, This system
predates the v spread use of the internet. From an engineering or work order management
perspective, VistA hos many flaws, Bul, it is state of the art in tevms of providing an integrated
health record that captures all documentation associnted with 2 patient and it enables the
collaboration of the delivery of that care. A 2011 survey by the American Academy of Family
Physicians and a simils edscape poll found that VistA was better than a large majority of
health [T solutions, including those offered by market leaders MoKesson and Epie.

VA plans to overhan! the owtdated scheduling system and bring an innovative scheduling product
into the electronic heatth record system. VA hopes to award a contract for the new patient-
sehedull sstem by the end of this fiscal vear and have the system iy place in fiseal 2015,
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Ohservations:

s Dated scheduling systems and practices are causing significant problems for the
Department ol Veterans Affairs” ability to deliver timely access 1o quality health care,
Bat neither the systems - nor the schedulers - are the source of extended wait times tor
Veterans secking care.

e Many of the resource issues VA face are endemic to the health care ficld {for example,
shortages of certain types of specialists or geographical shortages around the country ) or
o the Federal governmen: (for example, slowness in the hiring process or an inability 10
compete with private sector wages). However, VA has also demonstrated an inability o
clearly anticulate budgetary needs and 1o tie budgetary needs o specific outcomes,

it

Selutions:
v Inmediate problems with scheduling systems and practices can and are being addressed.
The Department will procure new technology and will tran frontline personnel on a
stronger, modern system.

¢ VA needs additional resources to ensure adequate and appropriate health care for our
Nation's Veterans, Those resources include:
< Primary Care Physicians
Specialty Care Physicians
Administrators and Support Staft
= Space {parking, examination, and surge space’

s WA needs to stan planning and investing now for anticipated changes in the
demographics of the Veterans. This includes geographical changes, an increased number
of female Veterans, a surge in mental health needs, an merease in the special needs of
vounger Veterans returning {rom frag and Afghanistan, and specific needs associated
with older Veterans,

¢ Inthe short term, VA s working to increase the use of contract care. However, VIIA
must proceed with this carefully as proper oversight of the quality and timeliness of
contract care 1s essential.
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Documents of Initially Reported

Wrongdoing

1) Dr Davis AWOL from duties

2) Talent Management System fraud

3) Missing personnel Files

4) Concerns raised over David
Houlihan narcotics prescribing (see
secret VA OIG report
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Honl, Ryan A,

From: Davis, Ronda D.

Sent: Wednesday, September 17. 2014 11:46 AM

To: Starkey, Cheryl A

Ce: YHATOM MH Admin; Houlibhan, David 1. Finch, Leah 8

Subject: RE: signing documents

Cheryl,

All of the notes on this list are completed and signed. | added nates forme . 7 2y a5 | naticed that

they had been inadvertently missed. As you may be aware, Dr. Skripka is cavering the acute uni “Tomay and tomorrow 1o
allow me to focus on completing the rest of the notes. It is my sincere hope that additienal help will be forthcoming for
my unit {planned for the second week of Qctober). As | have mentioned before, the current pace is NOT

sustainable. Appropriate docementation of each patient interaction is not feasible with the number of patients which |
am covering, the capid turnover of patients and the acuity of these patients. By mid October, you will not need to worry
about monitoring my notes or my signing of such notes. Either additional provider support will be in place or it will be
clear o me that | need to find a more appropriate practice tocation because this truly is NOT sustainable.

Sincerely,

Ronda Davis, M.D
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Honl, Ryan A.

From: Skripka, David V.

Sent: Thursday, Qoteber 02, 2014 622 PM

Yo Honl, Ryan A Martinovich, Jan K., Brown, Kathryn
Cer Raap, Kimberly 0. Noe, Lisa H,

Subject: RE: David Alderman is now in T&L 301 in VATAS

Hyar is now able to do timekeeping duties, back to normal. Thanks everyone for your patience!

From: Honl, Ryan A,

Sent: Thursday, October 02, 2014 8:50 AM

To: Martinovich, Jan K.; Brown, Kathryn; Skripka, David v,
€c: Raap, Kimberly D.

Subject: RE; David Alderman is now in T&L 301 in VATAS

Thanks jan. Hopefulty Ul be able 1o perform my duties at some point again.

From: Martinovich, Jan K.

Sant: Thursday, October 02, 2014 8:45% &AM

To: Honl, Ryan A,; Brown, Kathryn, Skripka, David V.

€Cc: Raap, Kimbetly D.

Subject: RE: David Aiderman is now in T&L 301 in VATAS

Ryarn,

Payroll will need an updated Timekeeping Authorization Memo (o remove your timekeeping tab and take you out of
VATAS

Thank You.

Jan k. Martinovich

Fayroll Technigan

Department of Veterans Affairs
500 E. Veterans 5. {ogD)
Tomah, Wi 55860

Fsouely Seaing mesica's Votevans!
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From: Hanl, Ryan A,

Sent: Thursday, October 02, 2014 8:39 AM

To: Martinavich, Jan K.; Brown, Kathryn

Subject: RE: David Alderman is now in T&L 301 in VATAS

Hi Jan,

Just wanted to let you know I've been instructed by Dr. Skripka to no longer perform timekeeping duties, so Kathy is
going ta have tc do it all from this point forward untit | hear any differant.

From: Martinovich, Jan K.

Sent: Wednesday, October 01, 2014 8:45 AM

To: Honi, Ryan A.; Brown, Kathryn

Subject: David Alderman is now in T8WL 301 in VATAS

FYi
Please set his schedule and post his timesheet for PP 20.
Jan
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Ellinghuysen, Linda

From: Hond, Ryan A

Sent: Thursday. Septemnber 25, 2014 3:29 PM
To: Lane-Beicher, Tracey

Cc: Henstey. Lori: Elfinghuysen, Linda
Subject: RE. ****PLEASE READ***>

Tracey,

fam more than happy to meet with you or anyone else with a urion rep.

Ryan Honl

Secretary

Mental Health Service Line
Department of Veterans Affairs
SO0 E W
Trmah Wi S
tomait ryanhoni@va gov
Phone: (608 3723971 ext 61831
FAX (D08} 372-1224

1

From: Lane-Beicher, Tracey

Sent: Thursday, September 25, 2014 12:29 PM
To: Honi, Ryan A.

Cc: Hensley, Lon

Subject: RE: ****PLEASE READ****

Ryan,
Thank you for the email. Tammy Hillyer contacted nye anonymausly, | did not have any names until your recent email,
tunderstand that you are not willing to discuss the situation without union representation.

However, same of the information you reported to Tammy placed her in a difficult situation in which she must report
the prevacy violation, as well as me. Without your input of the exact eveants, it is difficult 1o understand if this was a
simply rmisunderstanding and only requires re-education. | wanted you to be aware as we discussed so there wete no
surprises. { really want to understand the use of your TMS account by another employee and help you be successful in
future endeavars with TMS. as welf as anyone alse involved in the situation,

tanderstand that your jeadership is aware- Lisa Noe and | wili need to inform her regarding the privacy violation but will
not be sbile to provide any details per your response.

Tam traly sorry you 3re in this situation and | hope you understand the ethical obligation that Tammy Hillyer and me
have regarding the use of your TMS account by another employee.

Thanuy,

From: Honi, Ryan A,

Sent: Thursday, September 25, 2014 8:04 AM
To: Lane-Belcher, Tracey

Cc: Hensley, Lori
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sject: > *PLEASE READ™**>
Aportance: High

Travey,

Tammy Hillyer regquested that | contact you regarding a TMS issue that she said she informed you about. | just want you
to know that { reguest union representation before speaking with anyone in the facility about this matter.

Ryan Hont

Secretary

Mental Health Service Line
Department of Vaterans Affairs
SO0 E. vVeterans St

Tamah, Wi 54660

E-mait:
Frhone: (GORT 3773971 ext 61631
FAX {608} 372-1224

o
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Print Brpss us-mp Smsil yabow com neo faune i ransd T ouloh 36begnes

Subject: [No Subject]

From: Honl, Ryan A {Ryan Honi@va.gov}

To: ryanahonl@yahon.com; w

Date: Wednesday, September 24, 2014 640 AM

Honl, Ryan &. {6:26 AM}:

Hi Tammy, are you avaitable to talk right now. Extension?

Hitiyer, Tamimy A, [6:26 AM}:

Hant, Ryan &. {6:26 AM}:

ok thanks.

Honl, Ryan A. {6:30 AM}:

feel 5 little uneasy abolt what I'm being asked to do about recarding TMS training for staff who haven't dore it.
Hiltyer, Tammy A. [6:31 AME

o shartly

Honl, Ryan A, [6:32 AMY:
actually Ieeshs just walked in and ¥'m not comiortable to discuss over the phune now
can i talk in confidence in your office?

Hillyer, Tammy A, {6:32 AM}:

Honl, Ryan A. [6:33 AM]:

according to rachel fleming it's ok to document that work has been completed amaong the doctors when it has not
se the reports Iook good and you stop bathering us

Hiltyer, Tammy A, [§:34 AM}:

Fof2 HEZT201E TS AM
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https:/fus-mgS.mail.yahoo.com/neo/launch?.rand=16uB6h566egno¥ 1 ...

what i€ the training you've been asked fo vecord?

Honl, Ryan A. [5:36 AM]:

might be good to-run that report for before 1 came on.. now that TMS is:my résponsibility-to track, the heatis.on
and am worried about retribution. very hostile here. 've been asked to-do it anytime doctors don't meet critical
education training that it's ok. 1 have not done that.

Hillyer, Tammy A, {6:37 AME:

That's disturbing.

Honl, Ryan A. {6:37 AM:

{ realize I'm probably screwed and need to look eisewhere for employmant but oh weli

Ryan Hont

Secretary

Mental Health Service Line
Department of Veterans Affairs

500 E. Veterans St

Tomah. W1 54660

Phone: {608) 372-3971 ext 61631

FAX (608) 372-1224

W232014 11:15AM
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Retaliation BEFORE resigning

1) Union emails referencing retaliation

2) Before/After reporting wrongdoing
list

3) Resignation Letter



192

Ellinghuysen, Linda

From: Harman, Daniel P

Sent: Wecinesday. October 08, 2014 1201 PM
Ta: Eflinghuysen, Linda; Henstey, Lori

Co Honl, Ryan A

Subject: VISN meeting 10/2

Meeting feom 10/2 @ 11:25 in AFGE conference room requested by management to guestion Ryan.

Present:

fdward Landreth: VISN MH lead

Sharla Parker- VISN comipifance and privacy otficer
Ryan Honk-Employee

Daniet Hannan- AFGE

O Landreth stated Yhat this meeting was to ONLY to gather information Jor an external review. Although he stated th
he and Ms. Parker were not interrupting or stopping Rvan when he accasionally offered some evidence. There were &
concerns that they took from Ryan at the meeting:

1. Ryan stated he was being retaliated against for coming forward and tefling the truth.  Ryan offered 3 couple of
pieces of evidence.

2. Ryan was asked by his suprrvisor Lisa Noe to code Dr, Davis as working a normial day on 8716 whes at the time
she was an unexpected no show.

3. Ryan was asked to falsify TMS documents. Ryan offered a couple of pieces of evidence.

4. Byan stated that some personne! files are missing froms the MH service Line.

5. D, Houhihan has a history of unethical condutt at the Tomah VA and he is not one 1o go 1 with ethical isses

A There s an overall mistrust of Tomah VA leadership and management that is based on a long cultere of
favortsm snd retshation.

Of note R

Dr. Landreth and Ms. Parker initially stated they were gong o talk to several people however after talking fo Ryar they
conferenced privately and decided they changed thelr nind and did not want to talk te anyone, L is my opinion that
they did not want to kntw any more REAL facts in an effort to keep the future investigation as narrow as possible in an
atternpt to protect the MH service line, Tomah Management, and Tomah leadership.

Dran Hanman RN, MSN ,

Psychosotial Rehabilitation and Recovery Center
ext: beA98

VA Medital Center

S00 €. Veterans St.

Tomah, Wi 54660
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Ellinghuysen, Linda

From: Eltinghuysen. Linda

Sent: Tuesday September 30, 2014 939 P

To: Skrigka, Davig V

[of = DeSanctis, Mario V.. Lane, Tobin Decham, David P, Steinhofl, Angela R. Hensley, Lo

Murawsky, Jeffrey. McDonald, Bob, Bevirs. Debi; Houlihan, David 12 Noe, Lisa b
Henstey, Lo
Subject: RE Whistiebiower Protection

O, Skripka,

As a psychiatrist, one should be able to expect that you be able to give clear directions to an employvee. Tolling 3 fairky
new employee that he should use his personal phone to text you before he teaves the office is an unclaar message; thus,
t became fnvolved to ensure a clear message was given and alsa received. OF course the Union does not object to” any
practive whatsoever that would have employees let a supervisor or co-worker know if they if they will be unexpectediy
away from their normal work sres ™

You state that Byan Honl was away from his “post™ for an extended period of fime last week. Did 3 supervisor speak @
Me. Hont about this? This i certanly the first | am hearing of this and U've been working with Mr. Honbever singe he
raceived Whstieblower Protection. Qur time can he better spent putting our time and talent into fixing what is broken
heee nstead snting Hngers at 3 new emploves who is just Trying te do the Right Thing,

dirsetion and e

{fent arientation 1o their work, This hias not geoureed for My Honl in fagy,
ek that he is entitied to & 15min. break in the mormng and a 15min. bresk in the afternoon 2
<h bresk; he appeared 10 be swrprised he received two 15mmn breaks,

&

1o he less harsssment in the work place within Mental Health and more welcormng orisntation. The
hostlity and barassment must siop. Mental Health Service Line loses providers alt of the time because they are treated
se poorly; but, then, you know this first hand

Thers ng

AMERICAK FEDERA TN R
wE R ® W R K W]
SHMEINSAE R R BRIV RS
ok kR R R R R
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: Skripka, David V.
nt: Tuesday, September 30, 2014 5:56 Pt
o: Ellinghuysen, Linda
Cc: DeSanctis, Mario V.; Lane, Tobin; Dechant, David P.; Steinhoff, Angela R.; Hensley, Lori; Murawseky, Jeffrey;
McDonald, Bob; Bevins, Debi; Houlihan, David J.; Noe, Lisa H.; Hensley, Lori
Subject: RE: Whistleblower Protection

Lin,

Mr. Honl had repartedly left his post fast week for several hours straight, without telling his supervisor that he was
ieaving. {thought it would be very much in Mr. Honl’s interest, as well as a good practice for me as the acting supervisor
that afternoon, for him to give me a heads up if he was going to leave his “past”. My concern was wanting to make sure
he would be covered against any possible perceptions that he was away again from his workplace without feave or
notice. tdid clarify with him today that this does not include feaving for routine tasks, going downistairs to the-mental
nealth office suite, etc. | also clarified that email, or whatever form af communication works best for him, is OK.

All the employees working in the MH admin suite, including Mr. Hon! previous to last week, have generally been
canscientious about letting others know if they are gone for any significant length of time other than scheduled
meetings. | would not object to Mr. Honl letting others {such as co-workers) know if he finds this preferable, although
given his location and his reported conflict | thought it would be most sensible that he let me know directly.

Does the unien object to any practice whatsoever that would have employees let a supervisor or co-work}:rs knaw it
they will be unexpectedly away from their normal work areas? :

Respectfully,

David Skripka, MO

Associate Chief of Staff for Mental Health
Tomah VA Medical Center

500 E. Veterans St.

Tormah, Wi 54660

{608} 372-1631 {office}

{608} 567-1630 {cell)

{60B) 372-1224 {fax}

From: Ellinghuysen, Linda

Sent: Tuesday, September 30, 2014 12:49 PM

To: Skripka, David V,

Cc: DeSanctis, Manio V.; Lane, Tobin; Dechant, David P.; Steinhoff, Angela R.; Hensley, Lori; Murawsky, Jeffrey;
McDongld, Bob; Bevins, Debi; Houlihan, David J.; Moe, Lisa H.; Hensley, Lori

Subject: RE: Whistleblower Protection

Do you and/or the other supervisors demand this same accountability from the other bargaining unit employees;
wherein, they are to notify a supervisor before they Jeave their office ~ for anything other thar restroom purposes? |
think not, However, if | am incorrect - which employees must check in with supervisors before they leave the Mental
Health Suite for anything other than their breaks?

What specifically is your rationale for imposing this restriction solely upon Mr. Honi? is there fear that Honl may make a
private phone cali? That he may visit the Union Office? What is your fear or concern based on?

8y the way, Mr. Hont is awore thot he is to infarm o supervisor if he visits the unian office onytime outside of his two 15:tinute breaks
gndior wis 30 minute lunch break.
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i Hontis 1o be wested similary to the other bargaining unit employees working within the Mental Health Yervice
ATt

Thank you.

LivElinghuysens
Aobiogs T T

sl

AMESUCAN FEDERATION
u, ok E R
LBUNERNMENY EMOLOYEES

W d % ke W E R

FRATERNITY
PROGAEEY

From: Skripka, David V.

Sent: Tuesday, September 30, 2014 12:39 PM

To: Ellinghuysen, Linda :

Cc: DeSanctis, Mario V.; Lane, Tobin; Dechant, David P.; Steinhoff, Angela ®.; Hensley, Lori; Murawsky, Jeffrey;
Mclonald, Bob; Bevins, Debi; Houlihan, David 1.; Noe, Lisa H.

Subject: RE: Whistleblower Protection

Lir,

1 just returned 1o my office recently, and just spoke with Ryan by phone. Fisend a more full respaonse this

afternoon. i clarify issue 82 below. Yesterday, in my role acting as supervisor on behalf of Lisa Noe in ber shsence, |
directed Mr. Honi 1o contact me directly to let me know if he were to leave his work area. 1t was not my intention that
he do sa prior to using the restroom, nor do { have any desire to “imprison” him. 1 wanted to maintain some
knowledge/accountability of his whereahouts, and to avoid a situation whiere he would be away from the work ares for
an extended period of time without my awareness. .

| claified this with Ryan just naw, and we toucheg base on the other issues, 'l meet with him further in a‘mxmximste}g
an hour

Fespactfully

David Skripka, dD

Agsociate Chief of Staff for Mental Health
Tomah VA Medical Center

SO0 B Veterans 5t

Tomah, Wi 545660

{608} 372-1631 (office]

{608} 967 1630 (cell)

{60B] 372-1224 (fax)
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Frem: Ellinghuysen, Linda

Sent: Tuesday, September 30, 2014 11:00 AM

To: Skripka, David V.; Houlihan, David ).; Noe, Lisa H.

Cc: DeSanctis, Mario V.; Lane, Tobin; Dechant, David P.; Steinhoff, Angela R.; Hensley, Lori; Murawsky, Jeffrey;
McDonald, Bob; Bevins, Debi

Subject: Whistiebiower Protection

AFGE Lacal Q007 represents K. Ryan Howl, GS-5, Secretary in the Mental Health Service Line.

iast Friday, September 26, 2014, | e-mailed and lefl voicemail to severs! of you inan aftempt to find & workplace for Mr
Hant to report to this week Monday, September 29, 2014 ~ since the Director stated that Mr. Honl should have a
workspace outside of the Mental Health suite of offices.

Yesterday marning at approximately 7:30a.m. | phaned and spoke with Human Resource Officer {HRO) Mr. David
Dechant. it was agreed that Mr. Hon! would stay in the Union Office until a vacant office was located, At approximately
12:30p.m. { escorted Mr. Honi to building 408, 3 fioor, and introduced Honl to David Dechant, HRO., Waiting for Hont
outside a vacant office, which is located across from the HR Suite of Offices on building 408, was Dr. Skripka,
Psychiatrist/Associate Chief of Staff for Menta! Health, 1left Ryan Hont with Dr. Skeipka, who was prepared to give work
assignments to Hont

NOTE: The Mental Health Suite.of Offices is in building 407, which is quite a distance from the current office Honlis
using on 408

In the meantime, Mr. Dechant, HRO, is lopking into getting Honl back into the Mental Health Suite of Offices.. As of this
writing, Hont remains in the vacated office on a building away from the Mental Heaith offices. ’

CONCERNS:

1. Ryan Honi bas beer taken away trom his assigned wark area; {note: Mr. Dechant and | did have cordial
discussion re, this issue ),

2. Yesterday, Monday, Septernher 29, 2014, Dr. Skripka toid Ryan Hon! that if he wants to feave the:office on 408,
3 Hoor, that be is to use his personal cell phone {o text Dr. Skripka. Per Honl, no rationale was given to him as
to why this is required. | am unaware of any other employee receiving same or similar directions — and t've
worked here 29 years.

Please give rationale for this order of “false imprisonment” / “physical confinernent.”
{Consider, also, that some eaployees have imited cell phone ptans for texting.}

3. Ryan Hon! does not have a key to the vacant office he is using and called a Mental Health co-worker o protect
the information contained within the office so Hon! could use the restroom. 1 toid Honl that he did not have to
1ext a supervisor to use 3 restroom. ¥ anyone takes issue with this, feel free to give me a telephone call, # is
below.

Additionally, perbaps a key could be signed-put to Mr. Honi for the day so that he can go to the restroom
and wilt be able to secure private/confidential information behind locked doors.

4. At this time, Mr, Honl is in need of work assignments. Please refer to an e-mail he sent to Mentai Health
sypervisors earhier this morning,
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@&

5 i management has any question as to when Ryan Honl spoke with the Unian, which t understand there is, fee!
free 1o telephone the # below. AFGE Local G007 represents Mr. Hont: and, we have the answers regarding this
important issue for some of management

Bospectfully Submitted,

AMERICAN FEOERATION

& Pk *
SUVERNMENT LMPLOYELS
* -k % W

FRAYERMITY
PROLGRESS
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Fromi: Murawsky, leffrey
Sent: Friday, September 26, 2014 1:35 PM
To: Ellinghuysen, Linda
Cc: McDonald, Bab; Gibson, Sioan; Bevins, Debi; Brahm, Victoria P; Brandt, Marc A, VISN 12; Iacovett, Chris;
Manseli, Katheryn; Mehta, Praveen ; Oison, Robin (VISN 12}; Oshinski, Renee; Zimmerman, Joseph {(VISN 12);
DeSanctis, Mario V.; Lusk, Tke; Enobakhare, Yettalevette E.; Pinckney, Kim; Stewart, James T. (VHACO); White;
Christina (VHACO)
Subject: RE: Follow-Up on OIG Report
Lin,
D, Lasdreth will visit and we ol et you know the dates next week to do the review. The Tiles will
remain locked: however, it D Landreth needs 1o review them he would have to do o under Police
cortrod so as o maintain the imegrity of the documents. My desire w have D Landreth in'is to provide
somie expediency o a fook into this. 11 there is not a clear path forward after this review we will inviwe
an external VHA group tirom outside the V pund will discuss that with you atter next week's tact
finding. Again I expect the Dr. Landreth will provide an objective assessment. without regard to any past
interction with your focal feadership.
Best,
j\'ﬁ‘
Teffrey Murawsky, MD FACP
Network Director, VISN 12

Yof?

1072772014 11:16 AM
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Print hutps: - us-mg S mailyahoo.cominea baunch?, rand= 16uB6h S66egnos6
From: Eilinghuysen, Linda
Sent: Friday, September 26, 2014 1:27 PM
To: Murawsky, Jeffrey
Cc: McDonald, Bob; Gibson, Sloan; Bevins, Debi; Brahm, Victoria P; Brandt, Marc A. VISN 12; Tacovetti, Chils;
Mansell, Katheryn; Mehta, Praveen ; Olson, Robin (VISN 12); Oshinski, Renee; Zimmerman, Joseph (VISN 12);
DeSanctis, Mario V.; Lusk, Tke
Subject: RE: Follow-Up on OIG Report
Importance: High
D, Murawsky
Yo Clarity and ensure complete understanding, will you please respond 1o the following queries:
#1 = D Ddward Landreth will be visiting the Tormah VAMOC sometime the week of September 29 2014
to conduct an informal Fact Finding regarding the concerns expressed by Ryan Honl, erployec. and by
other emiployees:
#2 - The Fifes within the File Cabivet and the computer found in Ryan Honl's work area will remnin
secured as Evidence uptil the OFG Investigation: with solely the OIG first viewing this evidence.
tdo not know Dr. Landreth; therefore, T am not questioning his integrity. Af the same time, when we
know Dr Lambreth and Ms, Noe have a close relutionship, one must question the integrity of the process

and AFGE does question the integrity of the proposed process,
Stating this for clarifjeation,

Respectiully,

2ol 7

102772014 11:16 AM
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Pring hutps us-meS. mail yuhoocom:neo founch? rand= 1 buBGhSbbegness. .
Lin Ellinghuysen
Acting President
AFGE Loeal 0007 AFL-CIO
VA Medieal Center
fomah, Wi 54660
Office: 6iI8-372-3878
cidiimageO03 ippind
From: Murawsky, Jeffrey
Sent: Friday, September 2§, 2014 12:59 PM
To: Elinghuysen, Linda
Ce: McDonaid, Bob; Gibson, Sloan; Bevins, Debi; Brahm, Victoria P; Brandt, Marc A, VISN 12; Tacovetti, Chris;
Mansell, Katheryn; Mehta, Praveen ; Murawsky, leffrey; Olson, Robin (VISN 12); Oshinski, Renee; Zinwmerman,
Joseph (VISN 12); DeSanctis, Mario V.; Lusk, Tke
Subject: RE: Foliow-Up on OIG Report
Lin.
Fam sorey i there was @ miscommanication about the istent and number of reviews w oceur; Dr.
Landreth, our VISN Mental Health Lead. is coning o look into any concems that have been roised into
the specific insues next week while we are at the Labor Porum, which is something 1 can do with & sense
of more immediate urgeney. L expect him to Tunction and act appropriately and with integrity to look into
anvthing discussed and provide o thorough report, This visit is & fact Aading and not meant to replace
an external reviews, but to understand the concerns mised provide a forum 1o beas them and address any
patient vire impacts more urgenth. This visit sl not pupactany reviews by the Ofiee of Special
Comget. the Oiee of the fuspector General or other exteriad reviews. | expect that those will oceur and
Tof?

HIUZT2014 1116 AM
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Rrpsus-mpS matl yahoo.com: reolaunch? rand= 1 buBah3odegnost
F B ¥

we sl fully vooperate when they occur: howeyer. T eannot speak to nor control the timing of thess
reviews but us you noted, we have taken action 10 ensure the information referenced is contralied
appropriately while awaiting o review woocewr. Weoncerns exist after D Landreth” s visit we ean
discuss what tvpe of external tearm you mipht belivve would provide the best insight to improve
operations and the care provided while the formal extermal reviews ave completed.

est,

Jett

Jeffrey Murawsky, MDD FACP

Network Director, VISN 12

From: Efiinghuysen, Linda

Sent: Friday, September 26, 2014 12:44 PM
Tot Murawsky, Jeffrey

€t McDonald, Bob; Gibson, Sloan; Bevins, Debi
Subject: Follow-Up on QIG Report

Dr. Murawsky ~

There is need for

imunication to each of you due to the following:

1. Tomah, Wi VAMC Director informed us that next week there will be an VISN independent
investigation done by Dr. Edward Landreth from the VISN.  We do not feel comfortable with these
arrangements for the following reasons:

a. D Landreth and Mental Health Service Line Manager are-on a first name basis and very friéndiv;
b, Athorough unbiased investigation is needed to find out if there is or is not Waste, Fraud, and
Abuse occurring within this facility — we do not want any cover-up.

2. Onbehalf of Mr. Honl and all bargaining unit emplayees working at this facility;, AFGE Union requests
there be an investigation conducted by O1G.

10272014 11216 AM
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Primt hups:‘us-mgd_mait.yahoo com/meo unch® rand= 1 6 .
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3. My Honl and | met this morning with Tomah VAMC Medical Center Director, Mr. DeSanctis snd with
Chief of Patice Huffrnan, The file cabinet with files and the computer used by M Hon! are now in
Evidence. A rew fack has been put on the office door of Mr. Honl's work area,

Lin Elftinghuysen
Acting President
AFGF Local 8667 AFL-CIO
‘A Medical Conter
Tomsh, Wi 54660
Office: 608-372-3878
cumbeman

¢ Cid:image003 jpg@0,

|

tarT TR0 11:16.AM
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Ellinghuysen, Linda

From: Elfinghuysen, Linda

Sent: Thursday, October 09, 2014 6:29 P
To: Dechant, David F,

Ce: Hensley, Lori

Subject: Temparary Office Move

Dave,

tinformed Ryan Honi this evening of your £ali of later this afternoon and your message, which was to be passedon to
him.
tinformed Ryar of the following:

1. He is temporarily reassigned to the 406/Midway Office during the Investigation;

2. * after the investigation, it will be decided if he will stay in the hired positiorror if he will be relocated in a fike-
pasition;

3. That he will continue to perform work for the ML SL {told him Lisa Noe or Dr. Skripka will give him assignments -
- you didn't say that today, however that was discussed and agreed upon yesterday at our 2:00p.m. meeting.j;

4. That you will get him a key to the 406 Office ASAP;

5. Since he starts at 7:30am and he doesn’'t have a key as vet, | asked Ryan to come to the Union Office tomorrow
at 7:30am; and, close to 8:00am he can go over to 406 Office. | made arrangements with Dan Hannan to open
up the 406 Office before/at 8:00a.m.

*in reference to 82, above. in the meeting yesterday with you, Or. Skripka, and Lisa Noe —You stated that you were
going to “work to find a like-position” for Ryan, which meant to the Labor attendees and to Ryan that he would not be
going back to the MH Suite of Offices to work. There was nothing stated yesterday that where Ryan Honi works is
dependent on the outcome of the Investigation. Ryan brought up this fact to rme; ! lpoked at my notes; and, my notes
state that you stated that you ware going to “work-to find a fike-position.”

NOTE: For a “iike position,” there is the Unit Coordinatar opening on 404, 3 floar, which is vacant due ta retirement of
vice Mary . Ryan Honl would be working with dlinical staff and closer with Veterans, which he would gnjoy.

NOTE: The 406 Office is unsafe. Once the dooPis clased on a person, they cannot exit the office. If there is a fire, the
person would have to break the glass window to escape. Jeff Evanson, SEM, presented at the 406 Office today at ahout
3.5%pm and was made aware of this fact. Therefore, it is very important that Ryan be given a key so that he tan exit the
office 1o use the restroom and to go to breaks.

Thank you,

~Lin,

Linv Ellinghuyseny

SRag

Tovadh, Wi 58REL
offie: S0% 3T
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Hensley, Lori

From; Hensiey, Lon

Sent: Thursday, October 02, 2014 10:40 AM

To: McDaonald, Bab

Cc: Gibsan, Sloan; Bevins, Debi; Eilinghuysen, Linda; Hannan, Danief P

Subject: FW: DC Office of Spedial Counset Call

Signed By: lori hensley@va.gov

Importance: High

Tracking: Recipient Delivery Read
MeDonald, Bob Dedivered. 107272014 10:40 An Rexti 107272014 10050 AM
Gibsan, Sioan Defiverad. 1072/2014 10:40 AN Read: 10/2/2014 1106 AM
Beving, Debi Oelivered: 10/2/2014 10:40 AM Read: 107272014 1053 AM
Elinghusysen, Linds Delivered. 10/2/2014 10:40 AM
Hanran, Danial P. Deiivered: 1042/2014 10:40 AM

Dagr M. Bob MeDonakd,

Ryan s not being treated as well as be should be. He is taken out of his wark assignments that would allow him to'see or
print evidence to prove some of what he is whistleblowing about. He is taken out of his timekeeper duties and | have
iost some of my access to nursing time scheduling program called AcuStaff, There shoutd be somesne far outside the
Facility and VISN Leadership that should be doing the guestioning of Rvan and the employees that krow information.
Too much gets covered up and the truth does not come out. You need to know this truth without it being covered up
and passed off as miscommunication or another excuse.

My heart went aut far Mr. Shinseki as he was not made aware of many of the things that transpires because first the VA
facilities try 1o cover things from the VISN Leadership then the VISN may not share everything they should with Central
Office. | beg yau to stop this fact finding being addressed beginning today, passibly an hour or less from now by the VISN
and have someane higher up the chain of command to investigate this like the Office of Special Counsel or a higher leveai
QIG outside of the ViSN/Region. Please consider this for Ryan, other VA employees whom some are also Veterans and
the Veterans we serve who have served aur Country and deserve exceptional care, tam the current Chief Steward of
AFGY urion, however_ 1 am also an RN wha has worked at this facility for 30 years as an RN and some of that time has
been in Parformance improvernent with close interaction with the Quadrad members. All the men in my extended
family were Veterans including my hushand’s side of the farnily. This is a small facility to correct and show the other VA
facilities that they had better adhere to yourorders. There is so much to say and very little time to communicate. There
are many of us at the facility who are fearful of retatiation and need Whistlebtower protection. Look at the turnover rate
at sur facility of good professionat employees and our employee satisfaction scores. Our top iradership needs to be
sated closely. Please help all of us including the Veterans

Thank you and know that this will alse protect yourseif. @ McDonald, Bob

Cc: Gibson, Sloan; Olson, James 3.; Brown, Kathryn; Hannan, Daniel P.; Ellinghuysen, Linda;
Hensley, Lori; Bevins, Oebi

Subject: RE: Follow up on vpicemail
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DEPARTMENT QF VETERANS AFFAIRS
VA Great Lakes Health Care Systermn
500 E. Veterans Street
Tomah, Wi 54660

Oclober 14, 2014

TO Human Resource Officer (05}
FROM Ryan Honl, GS-5, Mental Health Secretary

SUBJ . Resignation Effective Tuesday. October 14, 2014

To Whom This Concemns

{ am Resigning from the position of GS-5 Mental Health Secretary effective today
Tuesday. October 14, 2014

This Resignation is a result of management s consistent and blatant Reprisal against
me for my Whistieblowing protected activiies  Even though | have received
Whistiebiower Protection fram the Office of Special Counsel, Washington. D.C ..
management as well as two {2) co-workers have repeatedly harassed me and created
a hostile waork environment

As a Veteran myself, | very much wanted to wark at the Tomah, Wi Veterans
Admiristration: however, | can no longer work here as | find the working conditions
intolerable | have experienced a work area filled with hostility, which grew in intensity
after | informed internal and external management aboul practices at this facility which
consistently result in waste, fraud and abuse

Respectiully Submilted.

noo
Ky Aol

Ryan Hont
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Retaliation AFTER resigning

Medical Records Access after |
resigned. No explanation ever
received about the reasons for each
person accessing.

David Houlihan Threat to Sue
raising the issue of my mental
health

Police Report fabricated 4 months
AFTER resigning and while VA
inspectors at Tomah VA
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DEPARTRE
WA Graat

T OF VETERANS AFFAIRS
5 Lars Systam

OO E. Velerans Stoaet
Tomals, Wi S4850

N

samiber & 2014

iy Reply Hefer To) 001.PO
K. Ryan Hond
414 Yilliams Strest
Tomah, Wi 54680

Dear N Hord

s feller fs i response to your request dated Oclober 28, 2014 o restict the use or
ssure of your individuaty-wentifiable health information to the Tomah VA Medioad
ar faciity.

At thus tme VHA is unable lo grant your request for a restriction pursuant 1o 45 CFR
184 522(3(1 (i), VHA Is not requited to agres to your restriction request,

Mease understand that the Veterans Health Administration {(VHAY is bound by Federal
Privacy Law and fully protects every veteran's health information fram unauthorized
disclosure. In general, VHA must have your writlen authorization to use arsd disclose
your health nformation

v accordance with the Privacy Act and HIFAA Povacy Rule, VHA may use and disclose
vour health information without your permission fo provide reabment 1 you, 1o recaive
payrment for healll care sernvices provided 1o you, for health care oparalion puiposes

or purposes required by law A copy of our VHA Notice of Privacy Practices s
wed, | have also enclosed your Sensitive Patisat Access Repot (SPAR) dated July
114 1o Qelober 29, 2014 per your request A review was conducted and those thet
have accessed your record did so for reatment, paymant or other health care cparation
PUIPnSEs

if you should have any further questions in regards {6 yt:rm‘ request, please comtach Julie
Sharman, Privacy Officer of Tomah VA Medical Center at 608.372-3871 Extension
88732 or at 500 East Veterans Street Tomah, W1 84660 (PO-001)

Sincerely,

Wanio ¥ DeSancts. FACHE
Medical Center Director

Lnciosure
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. Henl Ryan. 3rd record of access
HOME S/ Linux Talnet/SSH rRight Margin: 80,/
tive Patient Atcess repory for FER 29,2017 to NOv 25,200 page: 1
Ny e e ——

Y TONOV 25, 2014809:36 soctal Sec Num:

.nrx “Namet HONL,RYAN ALLAN pate of girth
DATE ACCESSEDR OPT:ON/PPOYO&OL USED
AUG li, 70’4m1"56 patient Prentr}}tfmn
t : AUG 1 patient Prescription
o TTL: DAY AUG parient Prescrwptian
o DAVID A AUG complete Orders from

DF¥T’i‘QA It oA AUG
£ (s
oLy
acTr
oT
ROV
NOY
jcay
(Hay

201 T008:3
S0taa08. 07
203 dgﬂs <3

2014218: 58

Sensitive Patient

access Report for FEB 25,2012 to MOV 25,2014

campiw e orders from
view Registration
varxent inguiry
patient Inguiry
version
vergion

Da

CPRSChart

Lﬁﬁtﬁharu
CPR&Chart
CERSChart
CPRSChart

ok o o ok ot

Vﬁ!’h"bn

Run Date oy 25, 201
Patient Name: HONL, ALLA

RYAR

soprial Sec Mum:
pate of Birth @

DATE ACCESSED

[ogagege
BAAE

LAND, DEANNE

OPTION/PROTOCOL USED INPATTIENT
r/rest status NO
cerschart version 1. NG
patient Profile mas NG
cPrschary version 1. NO
view Registration Da NO
appointment Manageme KO
Load/Edit Patient Da NO
Change Patient i)
change Patient NO
cPrsChart version 1. NO
appointment Magagens NG
CPRASChart n 1 NG
Appointment Manageme NO

2 to NOV 25,2014

BRAND, DEANNE M
BEAND DE W
BRAND, D »
BRANDG , DEANNE M
BRAND , DEANNE 3
sensitive patient access Report for
O 25. 2014809: 36
CRYAN ALLAN

DATE ACCESSED

AUG
AULG
AUG
AUG

INPA'IEN'?
z#env D NO
KO
NO
bl
a strayion Da N
ncomplete € N
Tt patient Ga NO
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Honl Ryan_3rd record of access

oCT 14, 201481116 Patjent Inquiry NO
. BT 16, 2014@07:34 Register a Pavient NO
LLQT c \1“IA w AUG 19, 2014813:57 cPRSChart versxon 1 NO
CLAY CYNTHIA M RN AUG 19, 2014413:17 Integraved 8i17ing 1 NO
CLAY, CYNTHIA M RN AUG 19, 2014@13:11 cpkSChart version 1, NO
CLAY  CYNTHIA M 8N AUG 12, 2014813:14 CPRSChart version L. NO
sensiyive Patient Access Report for FEB 29,2012 to Nov 25,2014 Page: 4
S N
Run Date 7 ONOY 25, 2014@09:36 secial sec wum:
Patient Name: HONL,RYAN ALLAN pate of Birth :

DATE ACCESSED UPTION/PRO‘UCOL USED INPATIENT

¥ ¢(V\TﬁIA M RN Jur 18, 2014408 cePrsChart vers1on 1. NO
CLAY, CYNTHIA M RN L 17, 2014@13: 140 CPRSChart vecsion 1. NO
C&AY‘CYNTHIA M RN Jun 16, 2004Q11:21 CcPrRSChare versien 1. NO
KELLY ,KELLL 1 RN AUG 11, 2014808:26 cprschart version 1. NG
KROK , DARLENE A AUG 11, 2014411:06;10 <Complete Orders from NO
KROK , DARLENE A auUG 11, 2014911:06 Conp1ere orders from X0
VAN AUKEN WILLIAM & JUL 23, 2014809:55 Patient Inquiry NG
ZONDAG, TUENIS D MD AUG 11, 2014@10:06 CPRSChart versian 1. NO
ZONDAG, TUENIS D M2 UL 16, 2024807:14 cPRschart version 1. KO
ZONDAG, TUENIS D MO JuL 15, 2D14Q18:12 cpPrschare version 1. NO
ZON“AG TUENIS D MR Jul 14, 2014@18 )5 CPRSChart version 1. NO
ZONDAG, TUENIS T MD 14 cprsChart version 1. NO
ZONDAG, TUENIS T M CPR$Chart version 1. NO

sensitive Patient sccess Report for FES 29,2012 to NOV 25,2014

Run Date TONOV 25, 2014809:36 social Sec Num:
Patient Name: HONL,RYAN ALLAN sate of sirth :

OPTION/PROTOLOL USED !VPATI{NT

- LDEBGRAM 2 O g patient Inguir NO
JOHNSON , DEBORAH ) L 23, 7014&13‘44 CPR3Chart version 1, NO
KYLLONEN, BARYL T AuG 12, 2014421:25 Appointment Manageme ND
KYLLONEN,DARYL T AuG 12, 2014@21:28 Appointment Manageme NO
KYLLONEN, DARYL T aus 12, 2014@21:27 Register a Patient NG
LINDSEY , MISHELLE SEP 12, 2034Q09:17 patient Prescription NG

LINDSEY MISHELLE
CINDSEY MISHELLE
LTNOSEY  MISHELLE

Sep 12, 20114809:16:20 Patient prescription NO
sep 17, 2014809:16:10 Patjent Prescription NO
sEP 12, 201420%:16 parient Prescriprion NO

(R E=FR

i

selecy Securivy officer Manu Cptiom

vage 2
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Pryt Btps. swsemgbomail vabioo.comyneo Taunch 7 rands Bk edibwra gl

Subject: Need some help here

From: RAH {ryanahoni@@yahoo com)

Ya: iyoung@osc gov. sarrtranid@asc.gov:
Data: MNadnesday October 20, 2014 § 38 AM
dohn

Frust got @ VERY syange calt from the Tomah VA, The woman, Tammy Warzedia, said that | had submitied a complaint tiy
Secrenary Mollonald from the Tumah VA phona tine within the mental health unit complaining that | was having problams
getting awy medicaion  When Tammy saw the complamt went siraight 1o Secretary MeDanald fiom WITHIN the faciltiy, she of
oourse valied me (o follow up an the complaints 11 of course wasn't me since | haven't aven been to the hospital smce | iefl avd
et my VA meds fom my hospital in indiana {(Ym a disabled vet with PTSD}, | had shared with my supervisor, Lisa Noe, when
i started. that { have PTSD and get care in indiana. so I'm very concermed that since Dr. Skipka has been asking arourd 1o my
formuer cooworkers about my “emptionat state” that someoene used that as a pretext 1o go into my VA medical records. #t is of
wourse Hegat dus 1o HIPAA for anyone other than my doctors in indiana to go infe my medical records. Now Y very
concernad that someone is digging into the details of my madicat histary 8t the Tormah VA in order to discredit me as a
whistiebiower {1/ emaotionally unsiable, et} is there a way you guys can dig into this and find out what it going on® Singe WA
mad reconds are slectronic now, @ history of those who have accessed my records are available. but | don't want to sppresch
the facifty here about 4 since Leah Finch, the current Privacy Officer. was the one whi went info the evidence fiies that were
ket evdence 0 oder (o "prplain away” the 1ogs of fles (ses my QEC complaint

s cuntany suspicious at the VER'Y LEAST as to why somaone fran waithin the Tomah facility would fragdutiently submit a
compiaint rom within the mentai health urit at the facility whaen | don't even get my care there. For obvious reasons, | get my
nars i indiana wherg t moved fom And then Lo throw i that the complaint wen direclly to Secretary McDonald is weird as.
well

Not sure whe gise { could go to about this. but obviously semecne is using my nane wilhin the Tomsh facility to go intoe my VA
;g recards | have my suspiUns as 1o why,

Ryan

Eat ’ jRBUES TR S
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Fryan Mot
a1q W 5 5
Toeralh, W 54680

Re:  Demand for Retraction Pursuant to Wisconsid Statutes Sec. B88.05

Daar Me. b

e

iy takar o cebermiag D Houbihan
Y FOUE comnment W ity demands retraction of your

gregious Talge statements chient, While b d nbl haad Wuogive you the
apportunity to retract your staterments under the statule, Lan nonsthslasy giving vou the
opportuniity todo so i an effort o fmityour continuing labiity :

W PROTE S

The fwct that | ave not addnessed
chant does

VY T ersial shatament you have made aboel my
ot i thowe othier shatements rug. 3 st meaog il Tdonot bave the tme

weart theough sl of your dis

armants on weay disabladvslarans o, Inthe tomments, you werified that
usations against oy chent eming care dand treatment he prosided © tis
at e Torah VA Medical Cantisr, Additionally, youwseite:

January 22, 2018

s st abe
Houtihans
powertul dr e that hifted hiny . Socbetors Moulhan's
adiicts sing his praives, just mn e Jason Shmcakoski and e ol
dextruction 2 man B David Houlthan eaves hehind O cowrse there an
patients out theee that love the Candy Main. He s Sway Bl pais - pati i
kills tham

Ty January YA, 2098, you weale,

s whi gied i the anicle was 60 14
a 157 ane which resuited n “oied
e of Wiscongn sulopsyrepon

Hois o revegly that ang of the Velars
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2 30, 2015

Thase statements are completely false. defarmatery and have caused damags tomy cliart
Trargtors | am demanding immsdists retraction of the same.

First, there i nothing in (he auiop word {hat shiows that the " 157 medicalion prascribed
1o the Veteran wiss the cause of "mixed drg tostily”. Accoding o the raportar thatl you
have managed to get invelved in tus alloged controversy, Uk Houlhan was oot the
Vateran's doclor. At most, accarding to The Canter for investigalive Reporting articks, Dr,
Foulhan was cunsulied atout putling the patent on Subtrane. The fact thet Suboxonn
is us&, 1o wewat opinte addiction s direclly conlrary 1o the m&m gitvation for your

fxﬁ umm:a mm my r%am% prascribed “%‘{é‘% withoust my oncein f{;r thea g:ahents

ﬁieat%x i».sng }‘ # i

that he has ill 2 trad of desl m.m

Further, you have reconded video stalermants concerming my cien, which were posted on
vows vayssudalivhennld oom on January 27, 2015, Bvery statermisnt muade by vou n that
v about my client is false and defammtory. My client hersby domands wnmediate
ction of 1he andire stalemend, span wiuding the foliowing:

*Jagon Simeakoskiwho died of 8 mixed drug ooty Tormer Manne and Lam
hare o him, Because what David Houlihan and the folks undar his dirgction inthis facility
did to i wm, Jesulting in is death you know needs fo be transparentto the puble” Mr
Simeakoskt was aot Dr Houlihan's patient and e ars no iﬁﬁﬁ thal arything O
Houlihan did or didd not do resulfed in s death,

2 Dr. Chils Kirkpatrick who 5 years sgo Davd Houtihan ran oot of his ety
and he waat home after he was lerminated and pid 2 ffie under ks chis and blaw bis
temng out” Dr. Moulihan did net “run” him owt of the Taciiity or odbereise play an acle
ol v the mninationof D, Kirkpatrick's smployment. My client has no relationship o Dr
oy alEed decinn 1o teke M own He

30 “The VA going 1o mvestigate tsell aboul the orinies and uneliveal aclivilies
in the Tomah VA, um you krow. for urdlee the direction of David Houllhen ™ 1S patendly
faise thal any crimes & unethicd! aclidties fave been committisd urdlar the direction of my
wliant

4 “[Riids scross Wisconsin that are ey sold VA narcolies by palients who
arer't taking the narcolics that David Houlthan has preseribed.” Thig slatemant is entirely
faise and has no fackial basis ofsupport. Thera isno avidence that any Tomak VA patient
i sellng ngronlics preseribed by my client to childran- or tr anyons alse 1or that maties

5 “THrs rosullest in e death of Jason Simcakoski and i1's resulted b the death
{ Chris Krlgpatnck ardd God knows how many offtars Not just deaths bubdestroyed ves
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Page 3
Junugry 30, 3018

of good dotions, geod nurees, good pharmecists, good adrinisteiors s Taclity that

ug ;mzm% mw mmasi sﬁi amz rxave

8. M,: fim wmmtm 0 mﬁmﬁiﬁ attior mmm My %éy you k‘s ﬁm&mne
whithr thoy s actionsbls ahd rseriey e ot 1o demand frther satractions from your

A5 w Veleran mysel, | balieve hat you sre doing o disservios our Vasmans by lageling
& dne iﬁr fhai ms écwg tmthmg wwz}rg anff mﬁ&z p*@mf angd ammmaéﬁ L of his m&ii&mﬁ

mrma &mmm carginour mwm ihis ma i gm& ;ms ense to defame
&% my chant )

;m - 12‘ s 1 your be fy mws iittle u§“i£§£krsdii}ﬁu‘i§ af iiw a?iH Eimg*g
5 complaint assering Wirn hand sllegaiions
against m css%m o EG Liarmse othars your shotteamings inliying to parfor
3 simpie b consisting primasily of answarng phiones ad pulling pagers inlo flas, does
ol in-any way protedt vou from civit iabilty Tor defaming my client

Thank you for your attention 1o s matter and Uiook Toreged i acaing mur prlics that
your hava publicly setrectart your difamalory slalomants:

SON. SKEMP & SLEIK

iy

Dhshinty
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https: 6. mail.yahoo. ! ¥ Oqfhig P33,

Subject: Fwid: Tomah VA Phone Messgae . . ’ : a
From: Danis! Bice {dbica@jr.com)
Ta: ryanahont@yahoo. com;

Date: Saturday, February 7, 2015 7:11 PM

Here you go,

Sent from my iPhone

Begin forwarded message:

From: Frank Dohery <EMDighaleskemip.coms
Date: February 6, 2015 at 4:59:24 PM CST

To: Daniel Bice' <dhice@irm.com>
Subject: RE: Tomah VA Phone Messgae

Dan,
Below are my anssvers:

1. How long have you been working for Dri Houlihan? I thought he had another attomey:

T i been representing T Houlihan gince mid-Janniy: shortly after the first defamatory stateménts
shout hioy were published.

2. How quickly do you expect to sue Mr. Honl if he dogsni't reteact his mmarks? :
Wisconsin's stiwe’o! limintions for defimation claims is three years wid o timetable hay been set
for fiking soitas D, Houlihan hopes that Mr. Honb will publicly retracthis false: mxem:mm ah(vut Dir.

I fowdibon,

3. Mr. Honl said he is & minimum-wage warker with no assets, If trug, why \mnld Dr: Honhhan sue
him?

s, However, Dr, Hbuhhzut mnst protect
about him a5 a physician, My fmt's :
i tlw the aacks on D Hotlilian are being
in protecting emplovees that pecform pooely

imcsu&.ntmn of this matier has fead me w thc cnnch
erchestrated by the local union, which is more inte

Why D7ty Fraak Dohert rofersmce my, Yorgnda | breat u;wés?

20229015 2:18 PM
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hitpssus-ing6.mail.yahoo com/neotaunch?.rand=0gfh | g #2333

than they are buerested in ensuring that the VA provides the best possible care to o Velenns:
Unfortunately for Mr. Houll he appears to be lefl holding the bug for others and is unwittingly workinyg
against his stated interest in improving healthcare for Veterans. -

4. Does Dr. Houlihan have any response to the staternents by the state Dcpamuem of Safety and
Professional Services that it is investigating him?

My understanding is that the State invesGgates all complaints hade sgainsta doctor 1T any formal
inrvestigation is condueted by the State: Dr. Houliban will flly cooperate with the investipation and
will be cleared of any alleged wrongdoing, justas the VA cleared De: Houlihan of 32 mmllg
anonyvmous allegations aftér s two vear u\mprthu\sm, investigation.

Frank Duoherty

Hale, Skerwp. Hanson, Skemp & Sleik

308 King Street, Suite 300

La Crosse, Wi 54601

BU8-T84-3540

find{@hateskemp.com

A HALE SKEMP

F HANSON SKEMP & SLEIK

BUTORREN S R COERTELE RS AT Law

*or4 Email confidentiality notive ¥s4%¢

This message is private and confidéntial. 1¥ you have veeeived this messag= in CITOH, |
and remove it from your system.

foase aotity us

From: Daniel Bice [mailindbics:
Sent: Friday, February 06, 201
To: Frank Doherty

Subject: Re: Tomah VA Phone Messgne

Here are my questions:

LIS DI PM
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Pring heips: gl madl yahoo com/neo/ launch?. rand=0gih gds00aas 333

1. How Jong have you been working for Dr. Houlihan? I thought he had another attiorney.

2. How guickly de you expect to sue Mr. Honl il he doesn't retruct his remarks?

3. Mr. Hont said he is 2 minimum-wage worker with no assets, 1{ true, why would Dr. Houliban sue
him?

4, Does Dr. Houlihan have any response to the statements by the state Department of Safety and
Professional Services that it is investigating him?

[ think that's it If vou have anything else t say, feel free to share your thoughts.

Thanks.

Dan Bice

On Fri, Feh 6, 2015 at 2:26 PM, Frank Doherty eskenp.cony> wrote:

Dan,

I received your voicemail. What specific questions did you bave?

\\w\) = }).,': 6@.&:} a)‘: 5 1& nf\ Dau“g Hm'[!lh!of‘; 5‘»6,{1:“0 ey

’< Frank Doherty

Hale, Skemp, Hanson, Skemp & Sleik

i

303 King Street, Suite 300
La Crosse, W1 34601

608-784-3540

Yold 22015 220 PM



220

WP wsmgt i yahoo com teo buneh rand- byt L gds0buar9dy
Subject: Fw Foice Report an Me by the Tomah VAMC PD
From: RAH {ryanahonl@yahuo.com)
To: meghar serwin@va.gov, robed.a medonald@va.gov,
Ce: vrian_downey@hsgac senate gov. bili_murat@baidwin senate gov, dians maas@mail house.gov.
) debi bevins@va.gov
Bee:

Date: Frigay. February 13. 2013 9.37 AM

Bob/Meghan,

Couple things here. The below is self explanatory. Retaliation. Biack and white. Given that
Carolyn Claney's team couldn't investigate their way out of a paper bag, I'm hoping the VA
Office of Accountability can see this for what it is. If not, then there is no hope for VA
accountability within the VA. Why is Clancy's investigative team coming to Tomah to have
"selected” interviews with staff they pick to talk to and at a time when the union leadership is in
De?

Alsa, regardiess of how | obtained my police repont that's attached, | don't appreciate Mario
Desanctis through Palice Chief Huffman going on a witch hunt on whistieblowers in the facility
1o find out who anonymously leaked it to me. And as far me having this pofice report, it sure is
nice 1o be able to see it. it is about me after afl, yet conveniently hidden from me or anyone
else that can hotd these clowns in Tomah accountable. Also at a time when Clancy's
investigators are at the facility. I'm sure THEY have a copy.

When will the VA hotd people accountable at the Tomah VA? Does it have the ability? So far it
hasn’t shown it. Why did one of Clancy's staffers tell me | couid only have 3 minutes to meset
with her as long as | "didn't make a scene?" then wouldn't see me at my request in the union
buiding for any length of ime. Was that another PTSD symptom used against me at a time
when a sham police repost on me was surely given to them?

Bob, | know you're kept in the dark by Griffin at the VA OIG who hides reports like the Tomah
sham “investigation.” | know you don't have the power to firg Griffin. Only the Presidsnt does
But when you are presented with something like this in black and white, will something be
done? Wil you hold Tomah leadership accountable when presented with facts fike this? Will
you order them to cease their witch hunt over t? These failed leaders in Tomah would spend
their time and tax money in a better fashion cleaning up the facility rather than those who raise

ATIGIFIIT PN
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Framt hiips.us-meé.mail yahow. comanens ungh T rand=tafhi glusitagsido

concerns over me getting raifroaded. But of course, the entire leadership 1S the problem after
10 years of David Houlihan stocking the place with his loyalists. Will you do something about
this? The public and the media aren't standing for it

Ryan

cc:
Senator Johnson
Senator Baldwin
Representative Kind

bece:

Media
Whistlebiowers
Cancerned Citizens

wwwww Forwarded Message -

From: RAH <ryanahonk@yaheo coms

To: Rush <arush@asc gov>

Ce: Downey Brian {HSGAC] <brian_downey@hsgac senate gov Diana Maas <disns mass@mal house govs, Bill
Murat <till_murat@baldwin senate gove

Sent: Thursday, February 12. 2015 114 BM

Subject: Police Report on Me by the Tomah VAMC PD

Angie,

Attached is clearly a sad attempt at discrediting me post fact. Please add to my OSC case file.
Poiice report on me filed Feb 2, 2015, nearly a month atter things hit the press and 4 months
after | resigned and interestingly enough in the middle of VA inspectors coming to “investigate”
the Tomah facility in February 2015. | received this from someone anonymously within the
facility who was kind enought to bring it to my attention. Considering my diagnoses are weli
known in the facility due to 5 people fraudulently accessing my medical records in October
2014, the terms used are all symptoms of PTSD

Terms such as:

"agitated and verbally aggressive” - Leesha Dukes

“red in the face and shaking” - Leesha Dukes

“irrational” - Leesha Dukes

“he {Ryan] is not stable" - Leesha Dukes

"face turned red and he began shaking" - Rachel Fleming

"crazy” - | love that one from someone working in a mental heaith unit« Rachel Fleming
“"yelled" - Rache! Fleming

“thought he [Ryan] was going to hit her [Rachel Fleming}” - Rache! Fleming

“done at the reguest of Chief Huffman [Perry Huffman]" - investigating officer forced to do the
report

These terms were used by people | reported; Rachel Fleming and Leesha Dukes, formar
coowarkers that also reported into Lisa Noe., my former supervisar, Chief Perry Huffman is also

i TILIOIE 13T M
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sameone | reported after he got the VISN to close out one of my OIG aliegations when missing
files suddenly “reappeared.” All well documented and provided to you at OSC.

The intent is clear. In the middie of VA inspectors "inspecting” the facility, this is a sad attempt
at discrediting me post fact and now part of the public record. You'd think if | was such a
"threatening” person, a police report would have been done during the time of the “incidents.”

Iafd

WIWIOIE NITPM
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Secretary Bob McDonald Emails

1) Resignation email
2) Concerns about criminal activity
involving a patient death
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g Brgpsifus-mghumail yahoo.comnew faueh 7 rand =0g ] gdtsOlaan399

Subject: RE.{EXTERNAL} Criminal Activity

From: RAH {ryanahoni@yahoo.com)

To: Robert A McDonald@va.gov, Sioan.Gibson@va.gov.
Ce: debi bewins@va gov. meghan serwin@va gov;

Bee: aglantz@cironbing org

Date: Saturday. November 29, 2014 11 12 PM

Bob

Thank you. | hope you understand my reluctance ta speak with anyorie within the VA besides you and
Sloan. The reasons are obvious. From initially raising concerns to my former service line manager, to
facility leadership, to Jeff Murawsky, to 2 sham investigation of "facts" ied by Ed Landreth at the VISN,
and now to documents with John Daigh's signature covering up dozens of allegations within the
Tomah facility in an OIG report referencing other reports not made publically available and probably
not made available either to Secretary Shinseki or you. 1} tatk to Megan, but realize that any
discussions | have with her will be refayed externally to the VA at OSC. | and the others at Tomah as
well as families of former employees who have raised these issues have talked to VA officials up and
down the chain of command and they are fearfut of taking anything more to the VA, 'm not
quiestioning Meghan's integrity by any means. but | hope you see our concerns here. Trust but verify
as has been said

Ryan

Sent from Yahoo Mail for iPad
AtNov 29,2014, 9:39:09 PM, MeDoenald, BohRobert. A MeDonaldi@ va pov'™ wrote:

Ryan. T have comagcted Meghan Flanz, who is in charge of our Accountahility Review
Crganization, and is an attorney, Thanks. Bob

- Uriging) Message
From: RAH [mailto:rvanshonl@yahoo.com]
Sent: Saturday, November 29, 2014 7:35 PM
To: McDonald, Bob; Gibson. Sloan

Lo Bevins, Debi

Subjeet: [ENTERNALT Criminal Activity

frob,

Pafl T

M
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Rtps:-us-mgh mail yahoo com neolaunch? rand=0gth Lzdtstittaas=499

I have evidence of possible criminal acuvity after speaking with someone concerning a death. {tis
very impenant tat vou not speak with the O1G about this email I'm sending. T am concerned that
John Daigh and VISN 12 leadership swept it under the rug, so few people are aware of it nothing
has been done. You need to invalve the FBL Others are contacting the FBL but since you
obviously would have quicker aceess to them and also 1o proactively be on top of things, please
contact them also from your end. I will speak with only the FBI conceming conversations 1 had
this evening or any of the other documents | have, Dr. Houlihan s directly involved. This
particularly involves people outside the VA which | will talk to the FB] about,

Ryan

N

222 2HI 10T PM
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Senator Letters

1) Senator Johnson calling for a
permanent VA Inspector General
that doesn’t hide reports

2) Senator Baldwin calling for a
criminal investigation
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meed States Senate

SEMREL AN : AR

o SERE R

January 22, 2015

Via Electronic Transmission

President Barack H. Obama
The White House

1600 Pennsylvania Avenue
Washingten, DO 24500

Dear Mr. President:

T write today regarding the urgent need for n permanent inspector General to lead the U.S.
Drepartment of Veterans Affairs (VA)Y, Office of Inspector General {OIG). During 2014, the
country became aware of many problems that veterans encountered at VA medical facilities
around the country. Mest recently, toubling news at the Tomah VA medical center (VAMC) in
Wisconsin underscores the need for vou to nominate someone 1o serve in this importam positon

The problems surrounding the Tomah VAMUC have led veterans and VA employees to question
not only the teadership at the facility but at the VA Office of Inspector General.

I recently became aware of a March 2014 VA Inspector General report centered on a variety of
aliepations at the Tomah VAMC.' Some of the findings were more than troubling. The rate of
optoid prescriptions at Tomah VAMC was disturbing enough that issues were brought w the
attention of VA leadership, 1t was also noted that Tamah VAMC ranked highest in the Veterans
Integrated Service Networks (VISN for the otal morphine equivalents per unique patients
treated with oploids. These issues must be fully investigated for the veterans who rely on this
fuctlity for their healtheare,

Funther, my office, among others, pever received a briefing or the March 2014 Tomah VAMC
report from the VA Office of Inspector General. §am cwrenzly seeking an explanation from the
VA's Deputy Inspector General

The VA Office of Inspecter General has gone far too Jong without a permanent lnspector
General., I’unncr; VA Inspector General Upler made known his intentions to leave the post in
November 20135 Now over a year later this post remains empty and that is unacceptable.

L5 Department of Vetesns Affairs, Office of bispector General. Adminisirative Closire  Alleged Inapprepriste
Prescribing of Conrolled Substances and Alleged Abuse of Authority @ the Temah Medizal Center, MCI8 201 1
212-H1-0367
TVA Inspector General Opfer letter to President Chama, November 6, 2013 Accessed at;

S WS N gy B i
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{ am hopefil that you along with the Council of the Inspectors General on Integrity and
Efficiency (CHGIEY have narrowed down & st of candidates so we can work together to gquickly
{ill this pasition.

this important post

The Henorable Thomas R Corper
Ranking Member
Committee on Homeland S

[

writy and Governmental Affairs
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TAMNMY BALDWIN CHMIRTIRGS:
e ACEROPRIATIING

Wnited Srates Senate

WASHINGTON, 0 20510

HUMELAND SELURITY
AN GIIVERKRMENTAL SFFAIRS

February 12, 2013

The Honorable brie H. Helder, Jr,
Attaney General

LS. Department of Justice

Otlice of the Attomey General
930 Pennsyivania Avenue, NW
Washington, D.C. 20530

Dear Attormey General Hoider:

1 am writing to reguest that the LS, Departient of Justice (IXOJ} launch an immediate
imvestigation inte allegatons of crimimal wrongdoing at the Tomah Veterans AfTairs Medical
Center in Tamah, Wisconsin, | am oxiremely troubled about reports linking the tragic deaths of
three Wiscansin veterans o improper medical care at the facility. Additionally, | have heard
coneerns regarding the conduct of the Tomak VA and the Tomah VA Pobice Departreent in
response 1o the deaths that occurred at the {acility. Finally, concerns regarding the illegal
distribution and use of preseription drugs that ortginated at the Tomah VA facility have been
raised. The 1LS. Department of Veterans Affairs (VA3 and its Office of Inspector General (O1G)
are currently mvestigating & number of issuey relaivd to the Tornah VA but | believe the
seriousness of the allegations warrant an addinonal external and objetive review by o law
enforcement agency totally independent fram the Department of Veterans Affairs. Accordingly,
I request that you ivestigate both the circumstances surrounding patient deaths and alicgations
of the illicit distribution of opicids thut originated at the Tomeah VA facility.

At least three veterans—Jason Simcakoski, Thomas Patrick Baor and Jacob Ward-—who were
treated a1 the Tomah VA have tragically lust their Hives, Below is information surrounding telr
ragic deaths

to Thomas I Baer, 74, of Marshiield. Wisconsin, passed away m January at Gundersen
Hospital in LaCrosse, Wisconsin, Prior to his arrival at Gundersen, Mr. Baer experieniced
very troubling treaiment at the Tomab VAL including excessive wait times, broken
medical equipment tat was regquered for s reatment, angd fnadequate adherence to
standard medical protocols.

X

Jason L. Simcakoski, 35, of Stevens Point, Wisconsin, passed awity on August 30, 2014,
at the Tomah VA, According to reports, Mr. Simeakwaski, a former Maring, checked
himself into the Tomah facility citing an addiction to opioid painkillers and severe
anxiety. At the tme of his desth from "mixed drug loxicity,” he mportedly was on 15
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different prescription drugs, including anti-psychotics, tranquilizers, musele relaxants,
and opioid painkillers.

1. Jacob M. Ward, 27, of Milwaukee and formerty of Coon Valley, Wisconsin, passed away
on September 4, 2013, at his home in Milwaukee. The Army veteran reportedly became
addicted to opioid painkiliers and other drugs after treatment for PTSD at the Tomah VA.

1 would request that you conduct a full investigation of these three tragedies. In addition, I'm
concerned about the treatment of other patients who may have died after receiving care at this
facility. Therefore, | would encourage your review to not only include the three cases mentioned
above, but also include any Tomah VA patient who died after receiving treatment at the facility.
The investigation should include a review of both the administration of care and subsequent
internal investigations.

Regarding the administration of care, please investigate, at a minimum, the following:

« The circumstances surrounding the deaths

o The medical treatment these patients received at the Tomah VA

+ The Tomah VA’s protocol for treating patients

s lnappropriate opioid prescribing practices

¢  Whistleblower retaliation

o Tllegal access of confidential medical records

o Failure to maintain medical equipment

» Failure to comply with appropriate triage and medical treatment protocols

Regarding the internal investigations and conduct following the deaths, | would ask that you
investigate, at a minimum, the following:

« The investigations conducted by any entity and specifically:
o The Tomah VA's leadership
o The Tomah VA Police Department
» The handling of internal facility and law enforcement records
» The sccuracy and completeness of death investigation records and the preservation of
evidence

In addition, concerns have been raised regarding drug diversion from the facility and the role this
has played in illegal drug distribution and use in the area. Therefore, I would ask that you
investigate the illegal distribution and use of drugs associated with the Tomah VA facility and
the local Tomah area.

A broad and detailed investigation of the Tomah VA will provide much needed accountability
and information that will help us improve the delivery of timely and highest-quality care to
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veteruns in Wisconsin and throughowt the country. To achieve that goal, and in light of the
severily of the allegations, | believe the low enforcement authorities, investigative expertise, and
wndependence of the UK, Department of Justice are required,

Sineerely,

N AR

Tapmuny Baldwin
Uinited States Senator

Ce: Michele M. Leonhart, Adnunistrator, Drug Enforcement Administration



237

David Houlihan MD lowa Ethics
Complaint and Settlement.

1) He was still hired by the VA and
then promoted to Chief of Staff for
Tomah VA and all outlying clinics in
Western Wisconsin
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BEFORE THE BOARD OF MEDICAL EXAMINERS OF THE STATE OF [OWA

B R KRR R R R R RN R R Rk R R AR R AR R R ARk
IN THE MATTER OF A CONFIDENTIAL INVESTIGATION CONCERNING
DAVID 1L HOULTHAN, M.D., RESPONDENT
No. (2-01-1429

AN R AR A A ARR R R AA R AR AT AR R R AT ARSI T AR RN ARARCR AR AR R A AR AR R ke kR Rk R Rn R

SETTLEMENT AGREEN

NT and FINAL ORDER

COMES NOW the lowa Roard of Medical Fxaminers { the Boardl and

Pavid 1 Houlihan, M.D., (Respondent), on F)’pf 3 / 3 2003 and pursuant

w fowa Code sections 17AT0(2) and 2720364 and enter into this Settfeme
Apreement and Final Chrder to resolve the contested case earremtly on file,

R Respondent was issued license number 29739 (o practice medicine in fowa on
Fehruary 16, 1994,
Respondent's Tows medical license is valid and will next expire on February 1,
2004,
3 A Statement of Charges was filed against Respondent on June 5. 2002, and &
awauiting hearing.

4 I

o

¢ Board has jurisdiction over the parties and subject matier.
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iy On or about April 25, 2002, Respondent completed a comprehensive
professional boundan evaluation under the direction of Gene G. Abel, M.D. at the
Behavioral Medicine Institute of Atlanta. 14(] Peachiree Street. Suite 140. Atlanta. Georgfa.

6, Within 14 dayvs of the date of this Order, Respondent shall comtact Deb Anghin.
Coordinator. Monitoring Programs, lowa Board of Medical Examiners, 400 SW 8™ Streer.
Suite C, Des Moines, 1A 30309-4686, Ph. #315-281-6491. to schedule a professional
boundary education program. Within 90 days of the date of this Order, Respondent shall
successfully complete an education program on physician-patient boundaries in the practice
of psychiatry under the direction of Jobn Hung, Ph.D. at Health Psychology Consultants,
7301 Ohms Lane. Suite 365, Edina, Minnesota. All costs associnted with the boundary
educavion program shall be Respondent's responsibility.

7. Respondent shall obey all federal, state and locat laws, and all rules governing
the practice of medicine in fowa.

8. In the event Re'spondcm viotates or fails to comply with any of the terms or
conditions of this Settlement Agreement and Final Order, the Board may initiate action o
suspend or revoke Respondent’s lowa medieal license or 1o impose other license discipline as
anthorized in Tows Code Chapters 148 and 272 and 653 1AC 12.2.

9. This Settlement Agreement and Final Order constitutes the resolution of a

contested case proceeding.
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10, By entering into this Settlement Agreement and Final Order, Respondent
voluntarily waives any rights to a contested case hearing on the allegations contained in the
Statement of Charges and waives any objections to the terms of this Settlement Agresmen

11, This Settlement Agreement and Final Order is voluntarily submitted by
Respondent te the Board for consideration,

12, This Settlement Agreement and Final Order is subject to approval by the
Board. If the Board fails 1o approve this Settfement Agreement and Final Order, itshali beof
no foree or effect to cither party,

13 The Board's approval of this Settlement Agreement and Final Urder shall

constitte 8 Final Order of the Board.

7 ,fl,t '/’7//!’ .

2 2003,

A S—

Notary Public, State of  wis

-y

Fhis Settlement Agreement and Final Order is approved by the Board on

Hio A/ 3 o0
Dot . et 8 oa #d

Dale R, Holdiman, M.D., Chairperson
towa Board of Medical Examiners
460 SW 8™ Street, Suite C

Pes Maomes, lowa 30309-3680
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BEFORE THE BOARD OF MEDICAL EXAMINERS OF THE STATE OF [OWA
A F AN R AL AR AR ERAR AR I ARA AR AAR R TR AR SRR AT A ARSI T RA RS A AA A A RS SRRA TR DT A B hhek bk d
IN THF MATTER OF A CONFIDENTIAL INVESTIGATION CONCERNING
DAVID J. HOULIHAN, M.D.,, RESPONDENT
No. 02-01-1429
sic el e e VS e S e e v R T e s e v sk ey e ok e S o i W SR R R R O R o T N e e o ol e ek
STATEMENT OF CHARGES
AR ERRARARE R AN AR A RN ARSI A AR A RRR I AR AR TR A R R R AR RN R R R R R Sh R R ok ek sk &
COMES NOW the lowa Board of Medical Examiners (the Board). on
June 3, 2002, and files this Swatement of Charges against David J. Houlihan, M.D.
{Respondent), a physician licensed pursuant to Chapter 147 of the 2001 Code of lowa and
alleges:
1. Respondent was issucd license number 29739 (o practice medicine and surgery
i fowa on February 16, 1904
2 Respandent’s Tows medical Hicense is valid and will nexrexpire on February |

2004,

[

The Board has jurisdiction in this matter pursuant 1o fowas Code Chapters 147,

148 and 272C.
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COUNT 1
4 Respondent is charged under fowa Code section 147.55(3) (2001) and 633
IAC section 12.403) with engaging in unethical conduct or practice harmful or detrimental o
the public when he violued appropriate professional physiclan‘patient boundaries.
CIRCUMSTANCES
b} Respondent, a psychiatrist pracuicing in {owa, inappropriately hired patients

andior former patients 1o perform work for him,

o, Respondent inappropriately possessed patient medications at his home,
7 Respondent engaged in an nappropriate social relationship with a patient
R The Board referred this matter to & peer review committee consisting of two

towa ticensed psychiatrists. The peer review committee concluded that Respondent failed to
nentain proper hounderies with respect to his relationship with a former patient.
On this the Sth day of June, 2002, the lowa Doard of Medical Cxaminces finds

probable cause to file this Statement of Charges.

\Q&R;m“ PR

Dale R. Holdiman, M.D., Chairperson
fowy Board of Medical Examiners
460 SW " Street, Suite C

Des Moines, TA 30394686
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Media Fact Checking

1) Enlisted DD214
2) Officer DD214
3) West Point Transcripts
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Additional Information for the Record
Provided by Ryan Honl

I wanted to submit the following answer for the record to a great question Congressman Kind
asked me concerning any suggestions I have related to staff better triaging concerns with VA
complaints.

As I pointed out in the hearing, the most important thing is for the President to nominate a new
Inspector General that doesn't hide reports from Congress and conducts investigations with
transparency so congressional offices don't need to get involved in the first place since
employees would trust the VA [G and leadership to investigate. Getting more specific to what
Congressman Kind asked, I believe there are two tracks of VA complaints that a vet staffer could
easily rank order in an excel spreadsheet for follow up. In columns, there would be basic
information (facility name, complaint, contact info, etc). Most importantly a ranking system by
complaint that a staffer could use the excel sort function by rank through a 1-10 number system
or highlight with colors using red, yellow, green, etc, which can also be color sorted.

1) Veteran complaints: examples of lowest priority sent to facility level for director response;
veteran can't get a hearing aid, problems with compensation, etc. Most serious, Constituent had
to wait 3 hours in the emergency room at the Tomah VA while having a heart attack - send that
to VA Central Office/OIG

2) Employee complaints: lowest priority for facility level example - employee got a bad review
from their boss - send to facility. Most serious would be patient harm or death, gross
waste/fraud/abuse, etc - send to VA Central Office/OIG.

I use these as examples. I am sure there are more venues to send complaints and categories of
complaints, but hopefully you see where I'm going. Of most importance is eontinual staff follow
up, especially with the most serious complaints. If the VA hasn't responded, there should be a
short time frame for response and continual regular contact until resolution with the VA and the
constituent. The key is to translate complaints from initial contact into a data driven rank ordered
system which is why I recommend excel. Staff supervisors could monitor the spreadsheet for
follow up with the staffer to ensure accountability.

I'hope the overall concept is useful. It may be me reinventing the wheel, but with that kind of
system [ believe a lot of the problems with the staff work surrounding the Tomah complaints
over the years could have been prevented and quite possibly saved lives.

Again, there is great mistrust currently among veterans and employees with VA leadership.
Therefore of most immediate concern is swiftly holding VA leadership accountable, However, if
the IG is incompetent, even the good leaders in the VA will either stay in the dark and/or have
reports that don't substantiate clear wrongdoing, so replacing the IG is warranted at this time. It
is clear whether it's not substantiating the direct cause of deaths in Phoenix due to wait times or
entire pharmacies calling for help in Tomah, the current IG has failed to perform his duty. Only
the President can fix that one and only Congress through elected representation can call for
bipartisan action. It's common sense to veterans and should be to elected leaders as well. I know
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we're dealing with federal employees, but veterans have experienced quicker justice in the
military where leaders are relieved of duty for actions as simple as creating harmful command
climates. Then they enter the VA system whether as a veteran or employee and the perception is
that acts of Congress can't even remove leaders who have mismanaged at different levels of the
VA.

I'm always available for additional questions.
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My name is Marv Simcakoski,

I'am Jason Simcakoski’s Dad. I want to start off by saying August 30™, 2014 was the
hardest and most painful day of my life. There isn’t a day that goes by when I don’t
re-live that morning. 1regret leaving my son in his room alone that morning only to
get a call hours later that he had stopped breathing. 1 can’t get that thought out of
my head; I wish I would have been there for him. I loved my son and still do with all
my heart and I miss him badly. He was proud to be a Marine and to serve his country
and he loved his fellow marines. This is a summary of some of the important issues
to the committee as I understand them. Over the last couple of years, Jason would
tell me how frustrated he was with his weight problem and his lack of motivation to
do anything. I really got to know and understand how he struggled with his addiction
problem only to have it over fueled time and time again by the Tomah VA doctors.
I have argued with my sons Doctors for the last 4 years about how I could see they
were over-medding him. I was always told that I wasn’t their patient, even though I
was his Dad who truly cared about him a lot more than they did! What [ would like
to know is if Jason was their son, would they of had him on all of these Meds? And
would they have been there, fighting for their son with the doctors, as I was with
Jason? [ would like one of the doctors to tell me how is it helping a patient when
you give them meds to get going such as Adderall, and meds to make you tired such
as Clonazepam, Lorazepam, Temazopam ? [ watched Jason go up and down
because he worked with us in the family construction business. He would be all
hyper in the morning and then out of it in the late afternoon from all these meds that
were killing him. When my son came home from one of his inpatient stays, the
doctor had him on so many meds both I and Jason were confused by all the different
meds he had to take. One morning, about 3 years ago his daughter informed us to
check on him because he didn’t seem right. She was only § years old and knew he
wasn’t right. So my other son Chad and I went to his house only to find him barely
able to get up out of bed. Once he did he his skin started popping all over his entire
falling down. We called the ambulance and held him up and I kept telling him,
“Jason please don’t die”, as we were sobbing waiting for the ambulance to arrive. He
survived that time, and later I found out why that happened. Because his doctor sent
him a 3 month supply of Lorazepam and he took all of them in 4 days. What made
me mad, why would a doctor that works with patients, with addiction problems send

I asked my son if he took all those meds because he wanted to die? He said he never
thought about dying. He said as he took a few of them and laid back down and pretty
soon his mind kept fighting him and telling him he needed more and more and pretty
soon he was taking them by the handfuls not thinking of any consequences. After



250

this happened, his doctor started doing a real good job with my son and not giving
him the Benzodiazepines and eliminating some of the other meds. My son started
doing a lot better and I started giving him his meds daily seven days a week. He
seemed a lot better. He was working every day starting to lose weight and was
feeling better. Then one day about 1 year ago his little dog that he loved got run over
by a car right in front of him and shortly after that an old friend he knew died and he
started to unravel. I took him back to the VA and he had a new inpatient doctor. My
wife, Jason and I, met with her and discussed my sons treatment plan. She told us
that he didn’t need all the meds and she was going to take him off most of them.
After we left that day, we were happy. My wife and I thought she was going to be
great doctor, she understood. My son stayed there for 3 months. Towards the end
of his 3 month stay in 2014, he was doing real good until his doctor put him on a new
drug, Geodine, then everything started to spiral downhill. His anxiety level went
way up, he couldn’t sleep, he started having bad thoughts, he told his doctor of all
these issues, and that he didn’t want to take the medicine anymore. She told him if
you don’t take it, you will be discharged the next morning. So he kept taking it until
he couldn’t take it anymore. He pulled the fire alarms and went crazy then his
doctor was going to put him in a lockdown for 2 months for it. My son made a good
point to me, he said, “Why am I getting punished for something she made me take?
Dr. Davis then gave my son the option of going to the Madison facility or into the
lockdown at the Tomah VA. He did not want to go into lock down, so he was
transferred to Madison that same day. He was told there that he was over-medded
on Valium and on the Geodine, and that the Geodine can make people crazy like
what happened to my son. They released him the next day only to have him come
home and try to wean down on these meds on his own, which I know is next to
impossible. After being home for about two weeks, my son still couldn’t do much
more than get out of bed and eat so I took him back to Tomah VA the day after my
father’s funeral. And by the way, my son wasn’t even able to attend his
grandfather’s funeral because of the withdrawals; he was supposed to be a
pallbearer. He told me on the way down to Tomah that if he could be like anybody he
would like to be like his brother Chad, because he was normal and didn’t have all of
these daily struggles like him. The last two weeks that Jason was in Tomah, he was
doing ok until his doctor put him back on Geodine. He sent me a text 4 days before
he died and told me he couldn’t take it anymore he was going crazy and he reached
out to me to help him. I called to various offices above his doctor and my son called
me back and said within two hours someone was helping him. I met with his doctor
the next day on Thursday with my son and a patient advocate. When we all sat down
in the room his doctor turned and pointed to me and said that I caused her a lot of
trouble. She said she spent 2 % hours in meetings because I went over her head and
said she could have been taking care of my son. She also said I may know how to
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build houses and pound nails but I don’t know anything about taking care of my son.
This really hit me hard to have his doctor tell me I don’t know my son and I caused
her a lot of trouble for trying to help my son who needed my help. The reason 1
called over her head is that my son wasn't receiving the care from here he needed.
He had to write notes to the nurses to give to his doctor because she wouldn’t come
see him! Jason called me the night before he died and wanted me to bring his truck
that next morning, he was doing a lot better. He was all excited about coming home
that following Monday, for his daughter’s birthday that week. I told him I would be
there before 9:00 am. His wife, daughter and I arrived there before 9:00am.
Usually when I come to see him he is waiting outside or upstairs on his floor for us,
but this time there was no Jason. I went to the nurse’s station and asked where he was
and they said he was in his room with a migraine, which was strange because he
never had a migraine before. So we went in his room and he was lying on his side
with his hand on his head. I asked him what was the matter and when he started to
talk 1 couldn’t understand him because they had him so medded up. I went to the
nurse’s station and asked them why he was so medded up and the nurse told me he
will be fine in a couple hours. That they gave him another med for a migraine. This
med did not show up in his autopsy report this was Fioricet. I went back to his room
and we stayed a little longer, he waived us off to go and he went back to sleep. We
left not knowing that we would never see him alive again! Then about 5 hours later I
get a call from the VA that my sons breathing stopped. They were working on him
to try to resuscitate him but it was too late. He never got to drive his truck or come
home for his daughter’s birthday. Then I find out he was on all of these meds, when
the doctor told us she was going to be taking him off most of them, I think that was
insane. And later I find out they had my son on pain meds (Tramadol) and sent him
a bottle of 50 to his house. So why do you put someone with an addiction to pain
meds on pain meds? I can’t begin to tell you how angry that makes me! I would
like one of these doctors to tell me how mixing all of these drugs they had my son on
was going to do him any good! Why doesn’t the director of the VA facility take the
blame for all of this, isn’t he in charge? I’m an independent contractor in the
Stevens Point area and when anyone that works under me on my jobsite does
something wrong, I am responsible because I am in charge. If this facility will not
take responsibility for its wrong doing, then I think this system is totally screwed up.
I think all who had a part in my son’s death should be held accountable, if they aren’t
then what kind message are we sending? It’s not ok to have a patient die in the
mental health ward, because of being over medded by the doctors and no one is at
fault. If after today’s hearing, nothing major gets changed, then I think people will
lose faith in our Government. Let’s not let all of this fade away, let’s make some
historic changes that we can all be proud to be a part of. Give these veteran men
and women a fighting chance for a bright future instead of a cloudy one from being
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over medded so they know what it feels like to be normal. I think this is going to be
a great chance to have all government parties’ work together to show the veterans
they all really do care. After all, these people should be the most important priority
to all of us because they are the real life heroes of this country! Iam proud my son
was veteran and he will always be my HERO!!!!
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Statement of Heather Simcakoski

“Tomah VAMC: Examining Quality, Access, and a Culture
of Overreliance on High-Risk Medications”
March 30, 2015

My name is Heather Simcakoski, I am the wife of Jason Simcakoski and mother of
our 12 year old daughter Anaya Simcakoski.

Jason and I met 13 years ago, while both serving in the Marine Corps together in
Hawaii. After the Marine Corps I moved from my hometown in Ohio to Wisconsin;
Stevens Point is Jason’s hometown and where he had dreams of one day taking
over his family business - along with so many other dreams for our future!

Even when life seemed impossible and we questioned ourselves - we always found
the strength and love to work through it. Neither of us could ever give up on each
other or our marriage, Our daughter Anaya has been cheated out of every Father’s
Day, having a father at her soccer games, having her dad to walk her down the
aisle one day, and most importantly she was cheated out of his unconditional love,
support, and guidance in life.

Jason was not only my best friend and husband - he was my family. When my
mother passed away three years ago; the same day I was diagnosed with cancer
(teaving me with no parents) he was the one that was there for me during the most
difficult times in my life ~ he was my rock, I could always count on his love. He
drove 9 hours in the middle of the night to be by my side during emergency
surgery. He is the person I called when I had something to talk about; whether it
was good or bad -~ he was always the person I talked to - that has been taken from
me. During treatment, I never had to question if he would leave, he loved Anaya
and me unconditionally. Jason was a good person with such a good heart and was
taken far too early from us - this is not how he deserved to lose his life.

Because of the treatment Jason received at the VA, the only family I had here -
aside from our daughter was him and I stiil do not know that we will ever find
peace; because, in my heart I know he should still be here with us today. Anaya
and I lost more than a husband and a father; we lost part of ourselves ~ a part that
I don't know if you ever get back.

With this, it is so heartbreaking to know that someone with such love and passion
for helping others has been taken from Anaya and I - and I truly believe in my
heart that he would be here today if he had the proper treatment.

I have so many questions, which I hope to find answers for.

I would like to understand why/how Jason’s police reports “disappeared?” There
are reports that were made to DR Houlihan, the Tomah VA, the Tomah City Police
Department as well as the FBI - regarding patients selling their prescriptions back
in 2013~ making so much money that they had saved enough to put a down
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payment on a house. Thankfully I have voicemails and text messages between
Jason and the officers - otherwise I am not convinced anyone would be listening to
this point today. I would like to understand who is responsible for these reports,
where they are, and why no one did anything with the reports?

Additionally when you are managing someone with addiction to prescriptions - or
anyone for that matter, once they are admitted into inpatient care -~ why do they
still continue to receive medication by mail - the same medications they are
receiving while at the facility?

I also have concerns about the way Jason was treated by the DR as a patient when
he complained that his medication was making him uncomfortabie one evening. He
knocked on the physician’s door and she opened it and slammed it shut in his face.
He was not a prisoner nor was he in boot camp any longer - he is a veteran of who
was willing to sacrifice his life every single day for each and every single one of us -
including those treating him, and to know that this is how they treat their patients
is devastating and completely unacceptable.

Also, living with Jason I was able to see the long term impact of ali of the
medication. I would see him falling asieep while he was eating, driving on the
median, slurring his words, unable to work, sleeping 18+ hours a day. Jason did
not even realize his behavior was so erratic at times that there were instances
where I would have to video record it and show him later so he would see what 1
saw. I would like to understand how a DR can prescribe 14 different medications
and know which ones are and are not working.

When you have that many medications in your system - your mind is altered. At
that point, I question how a patient could even articulate to a DR what “normal”
feels like anymore....Especially after mixing and matching (in my opinion) -
experimenting with medication on our veterans - my husband.

I would like to also understand why alternative treatments were not tried for Jason?
After years of prescription treatment he was not rehabilitated. Does the VA only
believe in treating addiction by replacing one addictive medication with several
others? I personally do not consider this success.

They did not just take away a person ~ they took away a hero, a friend, a husband,
a father, a brother, and a son.

Everywhere we go and everything we do - there are constant reminders of Jason’s
life and it is so unfair to him and every single veteran out there to think that this is
the type of treatment that is acceptable.

Veterans whom are willing to sacrifice their life for you (everyone in this room and
country) ~ they deserve so much more than second class heaithcare. They should
be proud to walk into a VA medical center to receive care; it should be world class
treatment - not a last resort for those with no alternate health insurance. This
should be the last place cuts are ever made on spending.
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I believe our family and every single veteran deserves answers and there should be
significant strides made to rebuild the trust of all veterans - that they can trust tha
they will receive the highest quality healthcare from the VA - regardiess of the cost.
I also feel we all deserve to know how to push for change effectively. I say this
with no sarcasm intended, but currently it seems the only way to get anyone to do
the right thing is to involve the media. I ask myself today - if they had not reported
on this story, woulid anything ever change at the Tomah VA? I would like to
understand how processes can be put into place to ensure there is accountability
without such extreme measures.
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Candace Delis

Prepared statement for:

Senate Committee on Homeland Security and Governmental Affairs and the House Committee on Veterans’ Affairs
on March 30, 2015.

50 years is a fong time to keep a secret.

My father, Thomas Baer, was drafted and served proudly in the US Army until he was medically discharged with a
service connected mental health issue. Between the time he left the Army in 1965, until his death in January,
2015, he was treated off and on and hospitalized at several VA hospitals. One was Fitzsimons Army Hospital in
Aurora, Colorado, which is now closed. Another was the St. Cloud, Minnesota VA Hospital. The most recent - and
the last - was the Tomah VA. He was hospitalized and treated twice in the inpatient mental heaith unit at the
Tomah VA, once in 1970, shortly after he met my mother, and again in 1982.

He and my mother remained silent about his iliness. Even keeping it from me until { was in my [ate teens, in an
attempt to protect me from the realities they both dealt with daily. Until today, aside from me, my mother, and a
handful of close friends, no one other than his doctors knew of his struggle. Because there was, and still is {maybe
to alesser degree), a stigma that goes along with mental health issues. A stigma that causes feelings of shame,
fear, and hopelessness. A stigma that leads to blame, discrimination, and misrepresentation in the media. Thatis
why  have not spoken in detail about this until now.

My father was treated at Marshfield Clinic Marshfield Center on Friday, January 9%, 2015, for a bronchial infection.
He was prescribed steroids as well as an antibiotic. Over the course of the weekend, his behavior had changed and
he was restless, confused, and dizzy — symptoms related to his mental health issues, and symptoms that can be
triggered by steroids. So on January 12", we tried to make an appointment for him to see his regular provider at
the Marshfield Clinic, but were unable to do so due to scheduling. My mother and | discussed it with my father,
and he felt as though he may need to be hospitalized, so we called the Tomah VA. We explained the symptoms
that we thought were mental health related, as well as the symptoms of the bronchial infection, which included
trouble breathing, and the fact that he aiso had COPD. We were told we could bring him down and he would be
evaluated.

There is an important point | would like to make. We have been questioned by cowardly, anonymous Tomah VA
employees on news websites and on forums. One of which hid behind the screen name “TomahRN”. These
employees disingenuously ask, “Why didn’t you take him to the local hospital?” Here are our reasons why: first,
trust; second, fear; and third, duty.

First, we trusted the VA nurse who told us to bring him after we told her his symptoms. We trusted her medical
knowledge and training, and believed she would tel! us to go eisewhere if it sounded like his symptoms were fife-
threatening or that VA couid not treat him there. We trusted that she was confident the Tomah VA could treat my
dad in a compassionate and competent manner after driving 60 miles,

Second, we feared VA would stick my parents with the medical bill. When the nurse told us to come in, we were
required to come in under implicit threat that my parents would bear the burden of enormous medical fees. You
see, in the 90's, my dad had a similar emergency. My parents made the mistake of seeing a community doctor witt
no prior approval during the emergency and VA stuck my parents with a bill for thousands of doliars.

Third, and most important, Veterans Affairs has a duty to competently treat our nation’s veterans in exchange for
our veterans fulfilling their duty to protect our country. My dad was entitled to competent care and VA had a duty
to provide it. | would not be here today if VA fulfilled its duty to my dad.

I have thought long and hard about those anonymous, public jabs at our grieving family from Tomah VA
employees. Shame on you, whoever you are, because our trust in Veterans Affairs, and in you to fulfill your duty,
is what killed my dad.
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Here is how it happened.

We arrived at the Tomah VA Urgent Care at approximately 11am. When we checked in, | explained my father’s
symptoms and the urgency of his need to be seen. It wasn’t until nearly 2 hours later, when he slumped over in
the wheelichair he had been sitting in, that we were seen. He was unresponsive for several minutes. While they
were trying to speak to him, | kept telling them ! thought he had a stroke, since his [eft side was limp he was
leaning in that direction, and he was unable to speak. They told me he was fine because his vitals were normal. i
asked them again to please do whatever tests they could to see if he had suffered a stroke. [was told that they
were too busy, and since at the time was again able to speak and respond {although barely, and not
understandably), they were going to put him in a room until someone was able to evaluate him.

They did an EKG (I had to help the technician fix the machine because the paper had jammed and she didn’t know
how to fix it) and chest x-ray — but no tests relating to stroke, even though [ had asked repeatedly. Approximately
45 minutes had passed and my father stated he needed to use the bathroom. The nurse got him up on the side of
the bed, and my mom and [ went outside for a few minutes to give them privacy. When we came back, no more
than 5 minutes later, we came into the urgent care to hear the nurse screaming for someone to heip her. We
could hear her at the end of the hali, just past the nurses station where there were other staff, but no one moved
to help. As my mother and | ran down the hall, we came into the room to see my father half in a chair, half on the
floor, completely unresponsive, his left side again hanging limp but worse than the first time. The nurse was trying
to get under him to get him back into the chair. My mother was screaming and | went to get someone to help.
Finally, two other nurses came in and helped him back in the bed.

According to their website, out of the 94 doctors and nurses, the Tomah VA has one doctor that is board certified
in emergency medicine.! This doctor is Dr. James Patterson, the doctor who was working in the Urgent Care that
day, and the doctor who treated my father. Dr. Patterson said my father had suffered a massive stroke and told
the nurse that a CT was needed. The nurse replied with “we can’t, CT is down”. Dr. Patterson said he would need
to be transferred to another hospital, because they were not able to properly treat him there. | asked about the
clot busting drug for strokes, but he said they could not administer the drug without first doing a CT scan.

They told us they were going to med flight him to Gundersen Lutheran Hospital in LaCrosse, Wisconsin. A few
minutes later, they came back saying there were no helicopters flying, but they woutd not telt us why. it seemed
completely strange to us since it was a clear day with no wind. We were then told he would be taken to LaCrosse
via ambulance. An ambuiance that they were intercepting ~it was originatly on its way for another patient who
was having a possible heart attack.

When we arrived at the emergency room in LaCrosse, the doctors indicated that he should have been given the
clot busting drug at Tomah and they could not understand why he was not, nor why he was not flown to the
hospital. A CT scan was done immediately and surgery performed to remove the clot from his artery, but my
father never regained consciousness.

Tuesday morning, January 13™, my mother was told by a social worker at the hospital that the VA would be paying
for ali of my father’s medical care at Gundersen Lutheran as well as any rehab that wouid be needed. But my
father never left the hospital alive. When they did another CT scan on Tuesday evening, they indicated he had
likely suffered another stroke and had a brain bleed. After long discussions with doctors at Gundersen Lutheran
about his prognosis, my mother and { decided to remove any life sustaining equipment, and at 4:20pm on
Wednesday, January 14", my father died, at the age of 74. 2

! Tomah VA Medical Center Website — Our Doctors http://www.tomah.va.gov/providerinfo/index.asp
* Thomas Patrick Baer Obituary
http://www legacy.com/obituaries/marshfieldnewsherald/obituary.aspx?pid=173936994
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In 1982, when | was 7, | travelled to Tomah to the VA hospital with my mom to visit my dad at the inpatient mental
heaith unit. We did this on several occasions, { am told, but | only have one memory. | remember being on an
elevator inside the hospital with my mom and the doors opening between floors to a brick wall. Who knew that 32
years later | would be facing another brick wall of sorts — again at the Tomah VA.

We are left with so many unanswered questions, and the VA has been anything but “transparent”.

Most people in Healthcare Facilities {including receptionists) are trained in Stoke Recognition and Response. They
have badges that identify symptoms and have stroke protocols. Why did the staff seem completely unfamiliar with
the symptoms of a stroke, many of which my father exhibited during the first episode in the waiting room? 3

« Sudden numbness or weakness of the leg, arm or face

*  Sudden confusion or trouble understanding

» Sudden trouble seeing in one or both eyes

* Sudden trouble walking, dizziness, loss of balance or coordination
*  Sudden severe headache with no known cause

Why did Dr. Patterson wait until after the 2nd stroke to even suggest a CT scan? Had he suggested it after the
initial stroke, maybe my father could have been moved to a better equipped facility more quickly.

Why was the CT machine “down” and for how long had it been that way?

Why did they choose to send my father 47 miles to Gundersen Lutheran Hospital in LaCrosse, instead of Tomah
Memorial, which is 2 miles away from the Tomah VA? Tomah Memoriatl is equipped to handte stroke patients. 4

Why were they unable to fly him to LaCrosse?

When we arrived at Gundersen Lutheran, we were told that the clot busting drug should have been administered
within 1 hour of the first stroke symptoms by their neurosurgeon. Why didn’t Dr. Patterson or the nursing staff
treat my father’s case with more urgency?

We asked many of these questions after our interview with Dr. Wesley and his team from the Inspector General’s
office on February 19™. We have yet to receive any responses other than their assurance they are “working on it”.
We have also asked for information from Leah Finch, the Acting Privacy Officer, on March 6", and again on March
17" because she claimed to have not received our request, and as of today, we have yet to receive it.

The fact that my father, a man who proudly served his country, sat for almost 3 hours in the waiting room of the
Tomah VA's "Urgent Care” department is completely unacceptable. Had they done something as simple as a CT

scan at Tomah, the outcome may have been different. My mother has lost her husband of 43 years, her partner,
and her best friend. My 10 yr. old step-son has lost his grandpa. And | have lost my father. The man who taught
me love, compassion, and honesty. The man, who no matter what, always had time for me, and the man whose
words made me fee! as though  could accomplish anything.

? American Stroke Association ~ Stroke Warning Signs and Symptoms
http://www.strokeassociation.org/STROKEORG/WarningSigns/Learn-More-Stroke-Warning-Signs-and-
Symptoms UCM 451207 Article.jsp

* Tomah Memorial Hospital - Medical Services http://www.tomahhospital.org/content/detail.cfm?pageid=19
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I am ashamed to live in a country where men and women are sent to fight wars where they suffer horrible injuries
and mental trauma and when they return, instead of being rewarded for their service and treated with respect,
they are ignored, neglected, and left to die. Like the other families here today, | am tired, and | am grieving, but |
will continue to fight for justice for my father and other veterans. | want to do whatever | can to ensure that no
other family has to go through what we have gone through. ! want to be proud to be an American again, but
without drastic and immediate change at the Tomah VA, | don’t know if that is possible.

Many friends and family have asked what we will do now. We wili fight back - both in the courtroom and in the
court of public opinion. This morning, we filed an SF-95 claim with VA and intend to sue while getting the word out
across the nation. We are represented by the leading independent journalist and attorney fighting for veterans
across the country, His name is Benjamin Krause. My dad’s death will not go unnoticed and VA's treatment of him
will not be forgotten.
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Attachments:

1.

w N

No v s

Request for SPAR (Sensistive Patient Access Report) dated 2/27/15

Letter from Cheryl Starkey and SPAR dated 3/2/1S

Emails dated 2/20/15 and 3/12/15 to Stephanie Hense! (OIG} and response from Stephanie
Hensel {OIG) dated 3/12/15

Email dated 3/13/15 from George Wesley MD {0IG) dated 3/13/15

Fax & Request for Federal Records to Tomah VA Privacy Officer (Leah Finch) dated 3/6/15
Fax cover sheets to Cheryl Starkey & Leah Finch dated 3/17/15

Fax delivery confirmations for faxes sent 3/6/15 and 3/17/15
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A rchment #/

February 27, 2015

RE: SPAR report for Thomas Patrick Baer

To Whom it May Concern:

{ am requesting the SPAR (Sensitive Patient Access Report) report for my deceased husband, Thomas
Patrick Baer, from the dates of 1/12/15 through the present. Kis DOB is 7/18/1540 and the last 4 digits
of his SSN are 6701. This report can be mailed to me at my home address. If | do not receive the report
before March 12, 2015, | will be coming to the Tomah VA with my attorney to pick it up. 1 am enclosing

a signed authorization to release medical records or heaith information. Please fee! free to call me with
any questions.

Thank you

Suzette Baer
114 West 4™ Streat
Marshfield, Wi 54449

715-486-9580
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Aiachmont #2

DEPARTMENT OF VETERANS AFFAIRS MEDICAL CENTER
Tomah VAMC
800 E. Vetarans Street
Tomah, W1 54880

March 2, 2015

Mrs. Suzﬁ Baer

Dear Mrs. Baer;

~ This lefter is in response fo your raquest for a Sensitive Patient Access Report
(SPAR) on your deceased husband’s medical records from January 12, 2015 to
present.

A copy of the SPAR report is enclosed.

i you should have further questions in regards to this SPAR report please
contact: Leah Finch, Acting Privacy Officer at 608-372-6144.

Sincerely,

Chﬂjﬁz; rkey Z

Chief Health Information Management Section

Enclosure
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Baer Thomas..record accessed report
DEVICE: HOME// Linux Telnet/SSH Right margin: 80//

sensitive Patient Access Report for JAN 12,2015 to FEB 27,2015

Page: 1
RuUn Date : FEB 27, 201sa10 29 ' soctal se¢ Num: ﬁ
patient Name: BAER, THOMAS Date of Birth : JUL 18, 1940
USER ) DATE ACCESSED OP"TION/PROTOCOL USED INPATIENT
NUTTING,JULIE A RN FED 25, 2015008:27 CPRsChart version 1. NO
LANE-BELCHER , TRACEY FEB 6. 2015012:46 CPRsChart version 1. NO
SEITZ,JAMES FEB 25,. 2015814:30 Capri GUI (Broker) NO
HAYDEN, JENELLE A RN FEB 26, 2015€09:35 CPRSChart version 1. NO
HENDRICKSON,SCOTT D FEB 27, 2015808:03 CPRSChart version 1. NO
QUEZADA , JAIME FEB 26, 2015@15:14 CPRSChart version 1. NO
LISI,AMY M FEB 26, 2013014:09 CPRSChart version 1. NO
PALAZZOLO,CHRISTINE FEB 26, 201512:57:10 Expand Entry NO
PALAZZOLO, CHRISTINE FEB 26, 2015@12:57 Appointment Manageme NO

Select Security officer menu Option:

Page 1
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Re: [EXTERNAL] Questions & links

From: Hensel, Stephanie (OIG) (Stephanie. Hensel@va.gov)
Sent: Thu 3/12/15 2:07 PM

To:  Candace Baer (kitanab@hotmail.com)

Thank you for emailing. We will release our findings when we have finished our work, We are
working as guickly as we can. Stephanie

From: Candace Baer

Sent: Thursday, March 12, 2015 8:04 AM
To: Hensel, Stephanie (OIG)

Cc: ben@benjaminkrauselaw.com
Subject: RE: (EXTERNAL] Questions & finks

Hi Stephanie,

Tomorrow will mark 3 weeks since my mother and I sent you the questions below. We have
not heard anything from you since we submitted my father's medical records on February 25,

2015. Could you give me a timeline as to when we can expect answers to any or all of our
questions?

Thank you
Candace Delis

> From: Stephanie Hensel@va.gov

> To: kitana6@hotmail.com

> Date: Fri, 20 Feb 2015 15:49:09 -0600

> Subject: Re: [EXTERNAL] Questions & links
>

> Thank you.

>

> From: Candace Baer

> Sent: Friday, February 20, 2015 7:50 AM
> To: Hensel, Stephanie (OIG)

> Cc: ben@benjaminkrauselaw.com

> Subject; [EXTERNAL] Questions & finks



265

>

>

> HI Stephanie,

>

> Thank you for taking the time to listen to my mother and I yesterday. Below are a list of
questions we have. I have included the link to the news story, the comments are at the bottom
of the transcript - I've included 3 of the most troubling comments. Please let me know if you
have any further questions for us.

>

> Candace Delis

>

> 1) How long was the CT Scan machine out of order? Can we get a copy of the work order?
>

> 2) What caused the delay on Jan 12 that made the machine unavailable even at 4pm?
>

> 3) Was the facility helicopter out for maintenance, too? Can you get a copy of the flight

records?
>

> 4) According to the Tomah VA website, of the 94 doctors and nurses on staff, Dr. Patterson,
the doctor who treated my father, is the only one who is board certified in emergency
medicine. Why was he unaware of the symptoms of a stroke?

>

> 5) The symptoms of a stroke are:

> « Weakness or numbness or paralysis of the face, arm or leg on either or both sides of the
body

> » Difficulty speaking or understanding

> « Dizziness, loss of balance or an unexplained fall

> + Loss of vision, sudden blurring or decreased vision in one or both eyes

> « Headache, usually severe and abrupt onset or unexplained change in the pattern of
headaches

> « Difficulty swallowing

> My father had all of these after the first episode in the waiting room, and they are noted in
his records. Why did the staff not treat this as a YIA {mini-stroke) immediately? We were toid
that since he “came out of it", that they would just put him into a room because they were
“very busy". I pleaded with them to do whatever tests they could because I feit he had
experienced a stroke. Why were my concerns dismissed when the symptoms were so obvious?
>

> 6) Why did Dr. Patterson wait until after the 2nd stroke to even suggest a CT scan? Had he
suggested it after the initial stroke, maybe my father could have been moved to a better
equipped facility more quickly.

>

> 7) Why wasn't the decision made to send my dad to Tomah Memorial?
>
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> 8) When we arrived at Gundersen, we were told that the clot busting drug should be
administered within 1 hour of the first stroke symptoms by their neurosurgeon. Why didn’t Dr.
Patterson or the nursing staff treat my father’s case with more urgency?

>

> 9) Most people in Healthcare Facilities (including receptionists) are trained in Stoke
Recognition and Response. They have badges that identify symptoms and have a Code Stroke
protocols. Will the Tomah VA be trained in stroke treatment and prevention? Can [ get a copy
of VA training for stroke?

>

> 10) Who is able to access my dad's medical records at this time? And for what reason? Our
concern, based on public comments we have seen by people claiming to be VA employees, is
that people/employees have been accessing his records unnecessarily. As we see it, this is a
violation of the strict guidelines set forth by HIPAA, given the fact that my father is no longer a
patient at the facility. We picked my dad’s records up from the Tomah VA on February 5th,
2015. We see no reason for anyone to be accessing those records beyond that date, outside of
the OIG for their investigation. We would think that the VA would frown on, or at the very
least, discourage, it's employees from making disparaging and inflammatory remarks in a
public forum toward a grieving family.

>

> Here is the fink: . w.wsaw.com/home/headlines/Marshfield-Family-Speaks-
Against-Tomah-VA-291985761 htm{?devi i

>

> Here are three specific comments, two which come from someone who clearly identified
themselves as an employee of the facility (Tomah RN) - I don't know how anyone other than
an employee (or possible a few patients) would know that it is only a 4 bed urgent care. We
certainly did not know that. The same goes for the comment about it being a 99% psychiatric
hospital:

>

> Tomah RN » 4 days ago<http://www wsaw.com/home/headlines/Marshfield-Family-Speaks-
Qut-Againsi-Tomah-YA-2919 2device= =y# - >
>

> Iwish the press would do some serious fact finding before they encourage articles like this. 1
understand how hard it is to lose someone you love, but this story is based on emotion and
not fact. Ask Ms. Delis to release her fathers medical records to the press, including those from
GLH. [ am the first to point fingers at Dr. Houlihan and his harem, and agree 100% with the
allegations aginst him, but this story borders on slander. How many hospitals did they drive
past that have ER's? only to come to a tiny 4 bed URGENT CARE? What services do UC's
normally have access to? People need to get the facts before they make allegations that are
totally false!
>
>
> Just be honest <http://www.wsaw.com/home/headlines/Marshfield-Family-Speaks-Qut-
Against- -VA-2919857 ?device=phonelic=y# t-1 > « 4 days



> So you blame a 4 bed URGENT CARE facility for not having the medications only a hospital
that has an'ICU and specialists can have? You blame a little hospital that is 99% psychiatric for
doing the very best they could with what they had to offer? Please be honest and tell the

whole truth. I'm truly sorry you lost your father, the circumstances were crappy but no one’s
fault.

>
>

> Tomah RN <http://www.wsaw.com/home/headlines/Marshfield-Family-Speaks-Out-Against-
Tomah:-VA-291985761 htmi?device=phone&c=y#comment-1858133749> « 4 days
ago<htip: e/headli rshfield-Family- -Qut-Agai
VA- 761 I?device=phone&ic=y# -1 >

>

> No one is missing the point at all....ask away. Investigate with any and all internal or external
agencies that want to- have at it. Speaking from personal experience, the VA goes above and
beyond for our nations heros, as they shoulid. The problem comes in when people expect more
than a hospital such as Tomah can give.

> Just an FYL....

>

> Tomah VA is a psychiatric/gero psychiatric facility with almost 300 beds, 15 are medical beds
and there is a 4 bed urgent care, There is a small hospice unit and a rehab unit for veteran's
who need help after surgery or after being sick until they are strong enough to go home.

> There are NO specialty services (other than mental health), No cardiology. no emergent
neurology, and no MRI machines at the Tomah VA. CT machines break, computer programs go
down. It's an unfortunate circumstance but I'm sure the Tomah VA is not the only place that
has ever experienced this.

> Why come to a facility with so few services when you are so close to and drive by specialty
services?

> I happily serve my veteran's every day with the utmost respect and take great pride in doing
s0, and I believe that 99% of the people I work with do and feel the same.

> VA care is free to the veteran's who qualify, yes, insurance pays first, if they have it. Some
veteran's have co-pays but even those are minimal compared to outside insurance companies.
I can promise you that if you seek outside medical care with private insurance, you WILL NOT
receive the same level of care that you get at the VA. Insurance companies limit what they will
pay for, such as lab tests, imaging studies and hospitalizations. The VA does not.

> The Tomah VA has come under scrutiny because of the brilliant David Houlihan aka "the
candyman”. Now people will be coming out of the woodwork trying to collect off of the

ignorance and greed of one little man.
>

>
>
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> 11) Will VA write a formal apology to my mother? When can we expect it?
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Print 7 /4%4’6’%/77//’7/ ﬁ/ ‘7/ Close

Review of Care at Tomah, Wisconsin VA Medical Center

From: Wesley, George MD (OIG) (George. Wesley@va.gov)
Sent: Fri 3/13/15 1:06 PM

To: 'kitana6@hotmail.com' (kitanaé@hotmail.com)

Cc:  Hensel, Stephanie (OIG) (Stephanie. Hensel@va.gov)

Dear Ms, Delis,

| arn writing to respond to your email of yesterday {March 12, 2015} to Ms. Stephanie Hensel. | want
to reassure you that OiG is working very hard to address the allegations made and concerns expressed
about your late father’s care at Tomah VAMC when we met with you and your mother via telephone

on February 19, as well as in your February 20 via email.

At this time, { am simply unable provide you with further information, other than to again assure you
that a tremendous amount of work is going into addressing the issues you and your mother raise.

Thank you very much.
Respectfully,

George Wesley
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Atictiment #4

FAX

e: Fri Mar 06 13;36 CST 2015
TO
Fax Number: 16083721691
Name; Tomah VA Privacy Qfficer
FROM

Fax Number: 17155022788

Name: Candace Delis

Company:

Subject; Request for Fderal Records
Pages: 5

Notes:

Pleasa see attached. Call 715-207-8168 with any questions.

Ihis Fux 1v Powsred by §x8, lne



271

Suzette Baer

Candace Baet-Delis
114 W. 4%
Marshfield, WI 54449

March 6, 2015

Tomah VA Privacy Officer

Re: Request for Federal Records

To Tomah VA Privacy Officer:

Consider this a FOLIA/PA request concemning the investigation into the death of Thomas

Baer. Please mail me responsive records on CD-ROM to my home address.

1.

My daughter and I seek electronic mail records (Microsoft Exchange; Dept. of Veterans
Affairs MX Servers) as outlined below from January 1, 2015 to present. The names of
accounts is explained below. Please speak with the chief information officer at your
location or VISN 12 to get instructions if you are uncertain how this works,

We seek copies of Thomas Baer’s VistA file from January 1, 2015 {o present,

We seek copies of his CPRS file from January 1, 2015 to present. _

We seek copies of all other communications sent or received about this matter with Dept.
of Veterans Affairs, Senator Tammy Baldwin’s office, Senator Ron Johnson’s office, or
VA OIG related to investigation into the death of Thomas Baer or his living family
members Suzette Baer or Candace Baer-Delis from January 1, 2015 to present,

We also seek the maintenance log and flight log of the helicopter from January 1, 2015 to
present.

We also seek an updated SPAR report from Januaty 1, 2015 to present.

7. We also seck the maintenance log and related documents of the CT Scan machine from

January 1, 2014 to March 1, 2013. Please be sure to include copies of records back to
through all of 2014.

We seek facility policies that will be explained below in effect January 1, 2015 to
present.

We seek facility contracts with other medical facilities explained below in effect from
January 1, 2015 to present,

USPS TRACKING # NONE
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FOIA / Privacy Act Request
Veteran: Thomas Baer
Date: 03/06/2015

Page 2 of 4

Here is a list of names of VA employees we seek copies of electronic mail
communications related to Thomas Baer, Suzette Baer, Candace Baer-Delis and any reasonable
deviation of our names including just the last name Baer:

1. Wendy Lyden
James R. Patterson
Sandra K Hernandez
Jeffrey M. Olsen
Cynthia M. Clay
Julie A Nutting
Tracey Lane-Belcher
Jenelle A Hayden

O @ N g e W N

james Seitz

10. Scott D. Hendrickson
11. Jaime Quezada

12. Amy M Lisi

13. Christine Palazzolo
14. Stephanie Hensel
15. George Wesley

16, Leah Finch

17. Cheryl Starkey

18. Jane Mello

19. Amber ] Schmidt
20. Timothy ] 0’Connell
21. Clement } Zablocki
22.Julie Burton

23. Joseph Lehner

24, Mario V. DeSanctis
25, Jeffrey L. Evanson

USPS TRACKING # NONE
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FOIA / Privacy Act Request
Veteran: Thomas Baer
Date: 03/08/2015

Page 3of 4

26. Katherine ], Pica
27.Carlo A, Piraino

We also seek copies of Federal records of certain hospital policies in effect at Tomah VA
Medical Center from January 1, 2015 to present in all versions and updates since that date.

Please conduct a broad search on relevant policies, directives, handbooks, etc., that provide
guidance for the follow:

Urgent Care Policy

Patient Intake Policy
Rediology Policy

CT Scan Repair Policy
Care of Critically Ill Policy
Patient Transfer Policy
Helicopter Transfer Policy

Progress Notes Policy (CPRS and/or VistA and/or Paper Notes)
» Stroke Policy

We also seck a copy of all contracts in effect at the time of Thomas Baer's admission to

Tomah VA with Wisconsin hospitals for fee basis, non-VA health care including Marshfield
Clinic, Gunderson Health System, Tomah Memorial Hospital.

T will pay reasonable fees associated with duplication of these records onto CD-ROM.
Send the CD-ROM to the address in the header of this request, Suzette Baer, 114 W. 4%
Marshfield, WI 54449,

Please scan the records into PDF files and provide them in electronic form via CD ROM

and charge reasonable duplication fees associated with it. Please EXPEDITE THIS REQUEST
as the records related to health care matters,

Please note that this request for documents is being made pursuant to the Privacy Act, 5
U.S.C. § 552, and the Freedom of Information Act (FOIA), 5§ US.C. § 552a, as well as 38
C.F.R.§1.550 and 38 C.F.R. § 1.577. Your agency has a duty to satisfy this request within
TWENTY (20) DAYS of the date of this request pursuant to 5 U.S.C. § 552 (a)(6)(A)(2)(D.

Additionally, although an extension of time to respond may be requested, it may only be
granted for “unusual circumstances.” “Predictable agency workload” is not typically considered

USPS TRACKING # NONE
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FOIA I Privacy Act Request
Veteran: Thomasg Baer
Date: 03/06/2015

Page 4 of 4

an unusual circumstance as stated in 5 U.S.C, § 552(a)(6)(C)ii). Moreover, even 1o the extent
that unusual circumstances could be demonstrated in this instance, the time limit for the
extension is limited to “10 working days” pursuant to 38 C.F.R.§ 1.553(d).

Please also be aware that your agency’s failure to provide all records requested within
twenty (20) business days may result in the filing of an administrative appeal with the office of
the Secretary of the Department of Veterans Affairs pursuant to 38 C.F.R.§ 1.557 and 5 US.C.
§552(a)(6)(A)(2)(ii), and potentially, the filing of a federal lawsuit to compel the production of
the information.

This may subject your agency to contempt of court and a fine, including attorney fees and
litigation expenses in compelling the production of this information pursuant to 38 U.S.C. §
552a(g)(I) of the Privacy Act, and 38 U.8.C. § 552(a)(4)(B) of FOLA. Thank you.

Sincerely,

S%c Bzu:rZ éandace Baer-élis

USPS TRACKING # NONE
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__ Aitachment #6
FAX

Data: Tue Mar 17 08:52 CDT 2015
TO

Fax Number: 16083721108

Name: Leah Finch/Chersyl Starkey
FROM

Fax Number: 17155022788

Name: Candace Dalls

Company.

Subject Thomas Patrick Beer
Pages :]

Notes:

1 have also attached the odginad fax confirmation from Mareh B,

This i Powsred by 4. e,
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FAX

Date: Tue Mar 17 09:65 COT 2015
TO

Fax Number. 16083721691

Name: Chery! Starkey/Lash Finch
FROM

Fax Number: 17155022788

Name: Candacs Dells

Compamy

Subject Thomas Patrick Baer
Pages 6

Notex:

1 have alzo aftached a copy of the fax confimation fom March § 2015,

Tits o is Fowssred by i, in
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STATEMENT OF JOHN D. DAIGH, JR., M.D., CPA
ASSISTANT INSPECTOR GENERAL FOR HEALTHCARE INSPECTIONS
OFFICE OF INSPECTOR GENERAL
DEPARTMENT OF VETERANS AFFAIRS
BEFORE A JOINT FIELD HEARING OF
THE COMMITTEE ON VETERANS AFFAIRS
UNITED STATES HOUSE OF REPRESENTATIVES
AND
THE COMMITTEE ON HOMELAND SECURITY AND GOVERNMENTAL AFFAIRS
UNITED STATES SENATE
ON THE OPERATIONS OF THE TOMAH VA MEDICAL CENTER
TOMAH, WISCONSIN

MARCH 30, 2015

Messrs. Chairmen and Members of the Congress, thank you for the opportunity to
testify today on the Office of Inspector General's (OiG) inspection of allegations related
to the prescribing practices of staff at the Tomah VA Medical Center (VAMC), in Tomah,
Wisconsin, conducted from October 2011 through March 2014. | am accompanied by
Alan Mallinger, M.D., Senior Physician, Office of Healthcare Inspections. | will provide a
brief summary of the OIG's work, which is outlined in the administrative closure that was
posted on the O!G website on February 6, 2015.

BACKGROUND

In March 2011, the OIG Hotline received a complaint regarding prescription practices at
the Tomah VAMC. After review, we referred the allegations to the Director, Veterans
Integrated Service Network (VISN) 12, VA Great Lakes Health Care System, who has
managerial oversight of the Tomah VAMC. A copy of this referral was also sent to the
office of the Veterans Health Administration (VHA) Chief of Staff. The VISN 12 Director
provided a detailed response to the allegations on June 22, 2011, that stated 16
allegations involving over 30 patients were unsubstantiated. The VISN 12 Director
substantiated two allegations involving two patients. As a result of this review, the VISN
Director initiated an action plan to:

* Review refill policies at Tomah VAMC.

» Review Tomah policies regarding lab testing of patients on narcotics.

* Evaluate practice trends and approaches to pain to ensure the needed variety of
pain approaches is available to Tomah patients.

» Work with the Chief of Staff to evaluate pain approaches and the effectiveness of
such.

Based on the VISN 12 Director’s fact-finding efforts and commitment to take corrective
action, we closed the complaint.
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HEALTHCARE INSPECTION — ALLEGED INAPPROPRIATE PRESCRIBING OF
CONTROLLED SUBSTANCES AND ALLEGED ABUSE OF AUTHORITY, TOMAH
VA MEDICAL CENTER, TOMAH, WISCONSIN

On August 25, 2011, the OIG Hotline received a new anonymous complaint with similar
allegations, including a statement that the same letter had been sent to all Wisconsin
Senators and Representatives. On September 29, 2011, Representative Ron Kind
forwarded the same complaint to the OIG Hotline. On October 7, 2011, the Office of
Healthcare inspections accepted the case for review. Over the course of the next 3
years, the OIG Office of Healthcare Inspections conducted an extensive inspection of
the allegations involving the OIG’s Office of Investigations, the Drug Enforcement
Agency, and Tomah and Milwaukee municipal police to determine if there was evidence
of narcotic abuse at the Tomah VAMC. We reviewed patient medical records, protected
peer reviews of providers’ practice, and pharmacy records. We conducted an
undercover surveillance operation and reviewed email messages and associated files
originating from 17 individuals. We interviewed at that time current and former VA
employees and conducted a site visit that included touring the outpatient pharmacy to
assess security.

We could not substantiate the majority of allegations made in the complaints that the
OIG received. Although the allegations dealing with general overuse of narcotics at the
facility may have had some merit, they did not constitute proof of wrongdoing. We did
not find any conclusive evidence affirming criminal activity, gross clinical incompetence
or negligence, or administrative practices that were illegal or violated personnel policies.
We administratively closed the inspection on March 14, 2014. VHA Central Office
senior officials were advised 3 days earlier about the Tomah inspection. While the
decision to close this inspection administratively has since been questioned, at the time
we believed that given the totality of the facts—paramount of which was that the
allegations were not substantiated and the impact disciosure of unfounded allegations
could have on an individual's reputation and privacy—an administrative closure was
appropriate.

We noted several issues of concern and made suggestions to address these concerns
to the VAMC Director and the VISN 12 Director. We conducted a telephone briefing
with the Tomah VAMC Director, VISN 12 Quality Management Officer, and the
Organizational Improvement Analyst for the Tomah VAMC on July 3, 2014, and met in
person with the VISN 12 Director on July 16, 2014, to discuss the following suggestions:

¢ The Facility Director should implement a vehicle by which clinicians and staff can
openly and constructively communicate concerns and rationale when
disagreements arise concerning dispensing of opioid prescriptions.

e The Facility Director should review the reporting structure in the context of
safeguarding bi-directional clinical discourse from actual or perceived
administrative constraint.
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e The Facility Director should ensure development of guidance, parameters,
processes, or a specialty clinic-based mechanism to assist clinicians and staff
with managing complex patients requesting early opioid refills.

e The Facility Director should consider some variant of the tumor board model as
one potential avenue by which to foster collaborative interdisciplinary
management when presented with very complex clinical pain cases.

e The VISN should conduct further evaluation and monitoring of relative and case-
specific opioid prescribing at Tomah VAMC on both a facility and individual
clinician level.

The OIG currently has several inspections ongoing at the Tomah VAMC concerning
allegations of poor patient care. When our work is completed, we will publish the results
on our website. However, due to privacy concerns and other restrictions on the release
of protected information, those reports will not mention names and sensitive information
may be redacted or omitted. | can assure you that the OIG's review will be a
comprehensive review of the facts based on a thorough review of all information
available.

We have included a list of reviews conducted by the O!G since 2011 related to opioid
prescribing practices, including a national review issued on May 14, 2014, Healthcare
Inspection — VA Pattems of Dispensing Take-Home Opioids and Monitoring Patients of
Opioid Therapy. In this report, we found that VA was not following its own policies and
procedures in six key areas: acetaminophen prescription practices; follow-up
evaluations of patients on take-home opioids; concurrent substance use treatment with
urine drug tests; prescribing and dispensing of benzodiazepines concurrently with
opioids; routine and random urine drug tests prior to and during take-home opioid
therapy; and medication reconciliation. We note that VA has taken actions to implement
a number of the recommendations in this report, but VA must be vigilant in monitoring
facility compliance with opioid prescription policies and completing outstanding
recommendations.

CONCLUSION

The OIG’s healthcare inspection at the Tomah VAMC was painstaking and exhaustive.
At the end of a 2 and V2 year review, we concluded that opioid prescribing practices of
some Tomah VAMC staff were at the outer boundary of acceptable prescribing practice,
found no evidence that illegal activity was occurring, and closed the inspection
administratively. This in no way should suggest that we are unconcerned about the
proliferation of opioid prescribing at the Tomah VAMC or other VHA facilities. In fact,
the OIG has been concerned for some time with opioid prescribing practices across the
VHA health care system and in May 2014 made six recommendations in our national
report for corrective actions. We are committed to completing our ongoing healthcare
inspections at the Tomah VAMC with great care and diligence, and will provide our
results to VA and Congress as soon as we are completed.
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APPENDIX A

VA Office of Inspector General
Reporting on Opioid Prescription Practices

Alleged Inappropriate Opioid Prescribing Practices, Chillicothe VA
Medical Center, Chiliicothe, Ohio
http://www.va.gov/oig/pubs/VAOIG-14-00351-53 . pdf

Quality of Care and Staff Safety Concerns at the Huntsville
Community Based Qutpatient Clinic, Huntsville, Alabama
http://www.va.gov/oig/pubs/VAOIG-14-01322-215. pdf

Medication Management issues in a High Risk Patient, Tuscaloosa
VA Medical Center, Tuscaloosa, Alabama
hitp://www.va.gov/oig/pubs/VAOIG-13-02665-197.pdf

Quality of Care Concerns Hospice/Palliative Care Program,
Western New York Healthcare System, Buffalo, New York
www.va.gov/oig/pubs/VAQIG-13-04195-180.pdf

VA Patterns of Dispensing Take-Home Opioids and Monitoring
Patients on Opioid Therapy
http://www.va.gov/oig/pubs/VAOIG-14-00895-163. pdf

Alleged Improper Opioid Prescription Renewal Practices, San
Francisco VA Medical Center, San Francisco, California
http://www.va.gov/oig/pubs/VAOIG-13-00133-12.pdf

Management of Chronic Opioid Therapy at a VA Maine Healthcare
System Community Based Outpatient Clinic
http://www.va.gov/oig/pubs/VAOIG-12-01872-258 pdf

Patient's Medication Management, Lincoln Community Based
Outpatient Clinic, Lincoln, Nebraska
http://www.va.gov/oig/pubs/VAQIG-12-02274-244 pdf

Alleged Improper Care and Prescribing Practices for a Veteran,
Tyler VA Primary Care Clinic Tyler, Texas
http://www.va.qov/oig/54/reports/VAOIG-11-01996-253. pdf

Prescribing Practices in the Pain Management Clinic at John D,
Dingell VA Medical Center, Detroit, Michigan
http://www.va.gov/oig/54/reports/VAQIG-11-00057-195 .pdf
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STATEMENT OF JOHN D. DAIGH, JR., M.D., CPA
ASSISTANT INSPECTOR GENERAL FOR HEALTHCARE INSPECTIONS
OFFICE OF INSPECTOR GENERAL
DEPARTMENT OF VETERANS AFFAIRS
BEFORE A JOINT FIELD HEARING OF
THE COMMITTEE ON VETERANS AFFAIRS
UNITED STATES HOUSE OF REPRESENTATIVES
AND
THE COMMITTEE ON HOMELAND SECURITY AND GOVERNMENTAL AFFAIRS
UNITED STATES SENATE
ON THE OPERATIONS OF THE TOMAH VA MEDICAL CENTER
TOMAH, WISCONSIN

MARCH 30, 2015

Messrs. Chairmen and Members of the Congress, thank you for the opportunity to
testify today on the Office of Inspector General’s (OIG) inspection of allegations related
to the prescribing practices of staff at the Tomah VA Medical Center (VAMC), in Tomabh,
Wisconsin, conducted from October 2011 through March 2014. | am accompanied by
Alan Mallinger, M.D., Senior Physician, Office of Healthcare Inspections. | will provide a
brief summary of the OIG’s work, which is outlined in the administrative closure that was
posted on the OIG website on February 6, 2015.

BACKGROUND

In March 2011, the OIG Hotline received a complaint regarding prescription practices at
the Tomah VAMC. After review, we referred the allegations to the Director, Veterans
Integrated Service Network (VISN) 12, VA Great Lakes Health Care System, who has
managerial oversight of the Tomah VAMC. A copy of this referral was also sent to the
office of the Veterans Health Administration (VHA) Chief of Staff. The VISN 12 Director
provided a detailed response to the allegations on June 22, 2011, that stated 16
allegations involving over 30 patients were unsubstantiated. The VISN 12 Director
substantiated two allegations involving two patients. As a result of this review, the VISN
Director initiated an action plan to:

* Review refill policies at Tomah VAMC.

» Review Tomah policies regarding lab testing of patients on narcotics.

» Evaluate practice trends and approaches to pain to ensure the needed variety of
pain approaches is available to Tomah patients.

» Work with the Chief of Staff to evaluate pain approaches and the effectiveness of
such.

Based on the VISN 12 Director's fact-finding efforts and commitment to take corrective
action, we closed the complaint.
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HEALTHCARE INSPECTION — ALLEGED INAPPROPRIATE PRESCRIBING OF
CONTROLLED SUBSTANCES AND ALLEGED ABUSE OF AUTHORITY, TOMAH
VA MEDICAL CENTER, TOMAH, WISCONSIN

On August 25, 2011, the OIG Hotline received a new anonymous complaint with similar
allegations, including a statement that the same letter had been sent to all Wisconsin
Senators and Representatives. On September 29, 2011, Representative Ron Kind
forwarded the same complaint to the OIG Hotline. On October 7, 2011, the Office of
Healthcare Inspections accepted the case for review. Over the course of the next 3
years, the OIG Office of Healthcare Inspections conducted an extensive inspection of
the allegations involving the OIG’s Office of Investigations, the Drug Enforcement
Agency, and Tomah and Milwaukee municipal police to determine if there was evidence
of narcotic abuse at the Tomah VAMC. We reviewed patient medical records, protectec
peer reviews of providers’ practice, and pharmacy records. We conducted an
undercover surveillance operation and reviewed email messages and associated files
originating from 17 individuals. We interviewed at that time current and former VA
employees and conducted a site visit that included touring the outpatient pharmacy to
assess security.

We could not substantiate the majority of allegations made in the complaints that the
OIG received. Although the allegations dealing with general overuse of narcotics at the
facility may have had some merit, they did not constitute proof of wrongdoing. We did
not find any conclusive evidence affirming criminal activity, gross clinical incompetence
or negligence, or administrative practices that were illega! or violated personnel policies.
We administratively closed the inspection on March 12, 2014. VHA Central Office
senior officials were advised 1 day earlier about the Tomah inspection. While the
decision to close this inspection administratively has since been questioned, at the time
we believed that given the totality of the facts—paramount of which was that the
allegations were not substantiated and the impact disclosure of unfounded allegations
could have on an individual's reputation and privacy—an administrative closure was
appropriate.

We noted several issues of concern and made suggestions to address these concerns
to the VAMC Director and the VISN 12 Director. We conducted a telephone briefing
with the Tomah VAMC Director, VISN 12 Quality Management Officer, and the
Organizational Improvement Analyst for the Tomah VAMC on July 3, 2014; and met in
person with the VISN 12 Director on July 16, 2014, to discuss the following suggestions:

¢ The Facility Director should implement a vehicle by which clinicians and staff can
openly and constructively communicate concerns and rationale when
disagreements arise concerning dispensing of opioid prescriptions.

¢ The Facility Director should review the reporting structure in the context of
safeguarding bi-directional clinical discourse from actual or perceived
administrative constraint.



284

» The Facility Director should ensure development of guidance, parameters,
processes, or a specialty clinic-based mechanism to assist clinicians and staff
with managing complex patients requesting early opioid refifls.

» The Facility Director should consider some variant of the tumor board model as
one potential avenue by which to foster collaborative interdisciplinary
management when presented with very complex clinical pain cases.

s The VISN should conduct further evaluation and monitoring of relative and case-
specific opioid prescribing at Tomah VAMC on both a facility and individual
clinician level.

The OIG currently has several inspections ongoing at the Tomah VAMC concerning
allegations of poor patient care. When our work is completed, we will publish the resuits
on our website. However, due to privacy concerns and other restrictions on the release
of protected information, those reports will not mention names and sensitive information
may be redacted or omitted. | can assure you that the OIG’s review will be a
comprehensive review of the facts based on a thorough review of all information
available.

We have included a list of reviews conducted by the OIG since 2011 related to opioid
prescribing practices, including a national review issued on May 14, 2014, Healthcare
Inspection — VA Pattems of Dispensing Take-Home Opioids and Monitoring Patients of
Opioid Therapy. In this report, we found that VA was not following its own policies and
procedures in six key areas: acetaminophen prescription practices; foliow-up
evaluations of patients on take-home opioids; concurrent substance use treatment with
urine drug tests; prescribing and dispensing of benzodiazepines concurrently with
opioids; routine and random urine drug tests prior to and during take-home opioid
therapy; and medication reconciliation. We note that VA has taken actions to impiement
a number of the recommendations in this report, but VA must be vigilant in monitoring
facility compliance with opioid prescription policies and completing outstanding
recommendations.

CONCLUSION

The OIG’s healthcare inspection at the Tomah VAMC was painstaking and exhaustive.
At the end of a 2 and ¥z year review, we concluded that opioid prescribing practices of
some Tomah VAMC staff were at the outer boundary of acceptable prescribing practice,
found no evidence that illegal activity was occurring, and closed the inspection
administratively. This in no way should suggest that we are unconcerned about the
proliferation of opioid prescribing at the Tomah VAMC or other VHA facilities. In fact,
the OIG has been concerned for some time with opioid prescribing practices across the
VHA health care system and in May 2014 made six recommendations in our national
report for corrective actions. We are committed to completing our ongoing healthcare
inspections at the Tomah VAMC with great care and diligence, and will provide our
results to VA and Congress as soon as we are completed.
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APPENDIX £

VA Office of Inspector General
Reporting on Opioid Prescription Practices

Alleged Inappropriate Opioid Prescribing Practices, Chillicothe VA
Medical Center, Chillicothe, Ohio
http://www.va.gov/oig/pubs/VAQOIG-14-00351-53 . pdf

Quality of Care and Staff Safety Concerns at the Huntsville
Community Based QOutpatient Clinic, Huntsville, Alabama
hitp://www.va.gov/oig/pubs/VAOIG-14-01322-215.pdf

Medication Management Issues in a High Risk Patient, Tuscaloosa
VA Medical Center, Tuscaloosa, Alabama
http://www.va.qov/oig/pubs/VAOIG-13-02665-197.pdf

Quality of Care Concerns Hospice/Palliative Care Program,
Western New York Healthcare System, Buffalo, New York
www.va.gov/oig/pubs/VAOIG-13-04195-180.pdf

VA Patterns of Dispensing Take-Home Opioids and Monitoring
Patients on Opioid Therapy
http://www.va.gov/oig/pubs/VAQIG-14-00895-163.pdf

Alleged Improper Opioid Prescription Renewal Practices, San
Francisco VA Medical Center, San Francisco, California
http://www.va.gov/oig/pubs/VAQOIG-13-00133-12.pdf

Management of Chronic Opioid Therapy at a VA Maine Healthcare
System Community Based Outpatient Clinic
http:/iwww.va.gov/oia/pubs/VAQIG-12-01872-258 . pdf

Patient’'s Medication Management, Lincoln Community Based
Outpatient Clinic, Lincoln, Nebraska
bttp://www.va.gov/oig/pubs/VAQIG-12-02274-244 .pdf

Alleged Improper Care and Prescribing Practices for a Veteran,
Tyler VA Primary Care Clinic Tyler, Texas
http://www.va.gov/oig/54/reports VAQIG-11-01996-253 . pdf

Prescribing Practices in the Pain Management Clinic at John D.
Dingell VA Medical Center, Detroit, Michigan
http:/iwww.va.gov/oig/54/reports/VAOIG-11-00057-195.pdf
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CAROLYN CLANCY, M.D.

INTERIM UNDER SECRETARY FOR HEALTH
VETERANS HEALTH ADMINISTRATION (VHA)
DEPARTMENT OF VETERANS AFFAIRS (VA)
BEFORE THE
COMMITTEE ON VETERANS’ AFFAIRS
U.S. HOUSE OF REPRESENTATIVES

MARCH 30, 2015

Good morning, Chairman Johnson, Chairman Miller, and Members of the
Committee. Thank you for the opportunity to participate in this hearing and to discuss
the quality of care at the Tomah VA Medical Center. | am accompanied today by Renee
Oshinski, Veterans Integrated Service Network (VISN) 12 Acting Network Director, and
Mario DeSanctis, Director of the Tomah VA Medicai Center.

At VA, we care deeply for every Veteran we have the privilege to serve. One of
our most important priorities is to keep our patients free from harm while receiving care
at our facilities. | am saddened by any adverse consequence that a Veteran might
experience while in, or as a result of, our care, and | would like to express my sincere
sympathy to the families of those Veterans we have lost here in Tomah.

VA is committed to providing the highest quality care, but it is not perfect and
there are always areas that need improvement. We can, and we must do better. The
identification, mitigation, and prevention of vulnerabilities within our heaith care system
are ongoing processes. Where challenges occur, VA takes direct action to review each
incident and puts in place processes to correct system issues and improve quality of
care. We incorporate lessons learned to avoid and mitigate future incidents throughout
the entire health care system. VA also takes any allegations about patient care or
employee misconduct very seriously and will hold employees accountable if there is

wrongdoing.

Chronic Pain across the Nation

Chronic pain affects the Veteran population, but this is not an issue limited to
Veterans. Chronic pain is a national public health problem as outlined in the 2011 study

by the Institute of Medicine (IOM). At least 100 million Americans suffer from some
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form of chronic pain. The IOM study describes in detail many concerns of pain
management, including system-wide deficits in the training of our Nation’s health care
professionals in pain management; the problems caused by a fragmented health care
system; the general public’s lack of knowledge about pain leading to inadequate self-
management; and the need for care planning that is personalized for the individual
patient. While about 30 percent of the Nation’s adult population experiences chronic
pain, the problem of chronic pain in VA is even more daunting, with almost 60 percent of
returning Veterans from the Middle East and more than 50 percent of oider Veterans in
the VA health care system living with some form of chronic pain. The treatment of
Veterans’ pain is often very complex. Many of our Veterans have survived severe
battlefield injuries, some repeated, resulting in life-long moderate to severe pain related
to damage to their musculoskeletal system and permanent nerve damage, which cannot
only impact their physical abilities but also impact their emotionatl health and brain

structures.

VA’s Progress in Pain Management
Chronic pain management is challenging for Veterans and clinicians -- VA

continues to focus on identifying Veteran-centric approaches that can be tailored to
individual needs that may also include physician therapy, acupuncture, chiropractic
treatments, and other modalities in addition to medications. Opioids are an effective
treatment, but their use requires constant vigilance to minimize risks and adverse
effects. VA launched a system-wide OSI in October 2013, and has seen significant
improvement in the use of opioids as discussed later in the testimony. Most recently, in
March 2015, we launched the new Opioid Therapy Risk Report tool which provides
detailed information on the risk status of Veterans taking opioids to assist VA primary
care clinicians with pain management treatment plans. This tool is a core component of
our reinvigorated focus on patient safety and effectiveness.

VA’s own data, as well as the peer-reviewed medical literature, suggest that VA
is making progress relative to the rest of the Nation. In December 2014, an
independent study by RT! International health services researcher, Mark Edlund, MD,
PhD and colleagues, supported by a grant from the National Institute of Drug Abuse,
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was published in the journal PAIN" ()the premier research publication in the field of pain
management. This study, using VHA pharmacy and administrative data, reviewed the
duration of opioid therapy, the median daily dose of opioids, and the use of opioids in
Veterans with substance use disorders and co-morbid chronic non-cancer pain. Dr.
Ediund and his colleagues found that:
o First, half of all Veterans receiving opioids for chronic non-cancer pain, are
receiving them short-term (i.e.: for less than 90 days per year);
o Second, the daily opioid dose in VA is generally modest, with a median of 20
Morphine Equivalent Daily Dose (MEDD), which is considered low risk; and
o Third, the use of high-volume opioids (in terms of total annual dose) is not
increased in VA patients with substance use disorders as has been found to be the
case in non-VA patients.

Dr. Edlund and the other authors concluded “this suggests appropriate vigilance
at VA which may be facilitated by a transparent and universal electronic medical
record.” Although it is good to have this information, a confirmation of our efforts for
several years, starting with the “high alert” opioid initiative in 2008 and muitiple
educational offerings, by no means is VA’'s work finished. In fact, although we are well
along in implementing our plan, VA is also working with other Federal agencies and
VAMC experts to implement the National Institutes of Health-Department of Health and
Human Services National Pain Strategy, an outgrowth of the IOM study, which
recommends a transformation in the education of physicians and other health care
professionals in pain management. By virtue of VA’s central national role in medical
student education and residency training of primary care physicians and providers, we
will be playing a major role in this national effort. But we have already started with our
robust education and training programs for primary care, such as SCAN-ECHO, Mini-
residency, Community of Practice calls, two JIF training programs with DoD, and

dissemination of the OSI Toolkit.

" Edlund MJ et al, Patterns of opioid use for chronic noncancer pain in the Veterans Health Administration from
2009 to 201, PAIN 155(2014) 2337-2343
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The Opioid Safety Initiative
The OSi was chartered by the Under Secretary for Health in August 2012. The
OSl was piloted in several VISNs. Based on those results of the pilot programs, OSI

was implemented nationwide in August 2013. The OS! objective is to make the totality
of opioid use visible at all levels in the organization. It includes key clinical indicators
such as the number of unique pharmacy patients dispensed an opioid, unique patients
on long-term opioids who receive a urine drug screen, the number of patients receiving
an opioid and a benzodiazepine (which puts them at a higher risk of adverse events),
and the average MEDD of opioids. Results of key clinical metrics for VHA measured by
the OSI| from Quarter 4, Fiscal Year 2012 (beginning in July 2012) to Quarter 1, Fiscal
Year 2015 (ending in December 2014) are:

o 91,614 (13%) fewer patients receiving opioids (679,376 => 587,762);

o 29,281 (24%) fewer patients receiving opioids and benzodiazepines together
(122,633 => 93,352) ;

o 71,255 more patients on opioids that have had a urine drug screen to help guide
treatment decisions(160,601 => 231,856);

o 67,466 (15%) fewer patients on long-term opioid therapy (438,329 => 370,863);

o The overall dosage of opioids is decreasing in the VA system as 10,143 (17%)
fewer patients are receiving greater than or equal to 100 MEDD (59,499 =>
49,356); and

o The desired results of OSI have been achieved during a time that VA has seen an
overall growth of 75,843 (2%) patients who have utilized VA outpatient pharmacy
services (3,959,852 => 4,035,695).

The changes in prescribing and consumption are occurring at a modest pace and
the OSI dashboard metrics indicate the overall trends are moving in the desired
direction. OS! will be implemented in a cautious and measured way to give VA time to
build the infrastructure and processes necessary to allow VA clinicians to incorporate
new pain management strategies into their treatment approaches. A measured process
will also give VA patients time to adjust to new treatment options and to mitigate any

patient dissatisfaction that may accompany these changes.
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While these changes may appear to be modest given the size of the VA patient
population, they signal an important trend in VA’s use of opioids. VA expects this trend
to continue as it renews its efforts to promote safe and effective pharmacologic and
non-pharmacologic pain management therapies. Very effective programs yielding
significant resuits have been identified (e.g., Minneapolis, Tampa), and are being

studied as strong practice leaders.

State Prescription Drug Monitoring Programs

Another risk management approach to support the Veterans’ and public’s safety
is VHA participation in state Prescription Drug Monitoring Programs (PDMP). During
this administration, VA implemented a regulatory change to enable VA prescribers to
access information contained in these databases. These programs, with appropriate
health privacy protections, allow for the interaction between VA and state databases, so
that providers can identify potentially vuinerable at-risk individuals. VA providers who
register with the State PDMP can now access the state PDMP for information on
prescribing and dispensing of controlled substances to Veterans outside the VA health
care system. When fuily deployed, non-VA providers will also be able to identify their
patients who may be receiving controlled substances from VA. VA is working on policy
to require PDMP use by controlled substance prescribers in accord with the
Administration's 2011 Prescription Drug Abuse Prevention Plan recommendations.
Participation in PDMPs will enable providers to identify patients who have received non-
VA prescriptions for controlled substances, which in turn offers greater opportunity to
discuss the effectiveness of these non-VA prescriptions in treating their pain or
symptoms. More importantly, information available through these programs will help
both VA and non-VA providers to prevent harm to patients that could occur if the
provider was unaware that a controlled substance medication had been prescribed

elsewhere already.
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Qpioid Therapy Risk Report
In conjunction with the OSI, a population-based provider report and feedback tool

has recently been developed and is now avaitable to all primary care providers and their
teams. This report, easily accessible through a direct link in the electronic heaith
record, assists the PACTs to manage their entire panel of patients prescribed
pharmacotherapy for acute or chronic pain; this tool makes it easy to ensure Veterans
receiving safe, quality care. This resource provides a quick but thorough assessment of
their patients’ opioid risk for adverse outcomes. Included in the report is the current
opioid dose, concomitant use of benzodiazepines, and presence of associated high-risk
diagnoses such as substance use disorder or posttraumatic stress disorder. Urine drug
screens, recent mental health and primary care visits, and the presence of a signed
opioid agreement are also tracked. By clicking on the patient’s name in the report, the
provider can immediately pull up graphs showing the relationship between the patient’s
opioid dose and pain score over the past 12 months. This tabular and graphical
information alerts the provider to situations where closer follow up may be needed or to
settings where opioid withdrawa! or dose reduction may be opportune. To better inform
decision making, links to practical pain presentations and opioid clinical guidelines are
also embedded.

This report was developed in late 2014 and released in early 2015. A
comprehensive training program for primary care was launched in February 2015
reaching over 2,000 PACT providers and their teams. This tool will also assist in the

monitoring of opioid prescribing behavior of our primary care workforce over time.

Compiementary and Integrative Medicine

The number one strategic goal of VHA is “to provide Veterans personalized,
proactive, patient-driven health care.” Integrative Health includes Complementary and
Alternative Medicine approaches, provides a framework that aligns with personalized,
proactive, patient-driven care. There is growing evidence in the effectiveness of non-
pharmacological approaches as part of a comprehensive care plan for chronic pain
which includes acupuncture, massage, yoga and spinal manipulation. VA is establishing
the Integrative Health Coordinating Center (IHCC) within the Office of Patient-Centered
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Care and Cultural Transformation to build the infrastructure (e.g. establishing new

occupations) to support the delivery of these services.

VA’s Opioid Education and Naloxone Distribution Program
In certain situations, opioids are the best choice for pain. Naloxone is an antidote

to respiratory depression which can cause fatal overdose. With opioid use, risks are
involved, and VA is taking precautionary steps to mitigate these risks. In May 2014, a
VHA team developed and implemented VA's Overdose Education and Naloxone
Distribution (OEND) program. Although VA’s national OEND program is less than

1 year old, as of March 8, 2015, over 2,400 naloxone kit prescriptions have been
dispensed to at-risk Veterans throughout the United States. As a result of these efforts,
33 individuals’ life-threating opioid overdoses were reversed as a direct result of the

OEND program.

Tomah VA Medical Center
VA is actively reviewing allegations of improper opioid prescribing practices and
retaliatory behavior at the Tomah VAMC.

Accountability and allegations of misconduct by employees are taken seriously.

On January 15, 2015, a physician and nurse practitioner of greatest interest were
relieved of their clinical care duties and the ability to prescribe any medications pending
the outcome of all investigations. In response to whistleblower allegations of unsafe
clinical care and prohibited personnel practices at the Tomah VAMC, on
January 23, 2015, | charged a clinical review team to assess practice patterns,
controlled substance prescribing habits, and administrative interactions between
subordinates and clinical leadership related to opioid prescribing practices. The clinical
review team was comprised of subject matter experts in mental health, pain
management, pharmacy, and addictive disorders. The team completed the on-site
portion of the review during the week of January 27, 2015, and completed phase one on
February 26, 2015.

On March 10, 2015, the VA released key findings and recommendations of its

initial clinical review into opioid prescription practices at the Tomah VA Medica! Center.
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The team made specific findings relating to overall opioid utilization at Tomah and found
that an apparent cuiture of fear at the facility compromised patient care and impacted
staff satisfaction and morale. Based on these preliminary findings, the team
recommended that VA consider a more in-depth evaluation of the clinical and
administrative practices at the Tomah VAMC. Additional cases were brought to the
review team's attention, and a second in-depth clinical review being conducted by
Lumetra, an external quality improvement organization, began on March 11, 2015. 1t
will be completed within 30 days. Investigators from the independent VA Office of
Inspector General and the Department of Justice’s Drug Enforcement Agency have aiso
been on site.

We are deeply concerned and distressed about the allegations that employees
who sought to report deficiencies at the Tomah VAMC were either ignored, or worse,
intimidated into silence. VA will not tolerate an environment where intimidation or
suppression of concerns occurs. An administrative review team from VA'’s Office of
Accountability Review (OAR) is continuing to look at allegations of retaliation against
employees and other accountability issues related to Tomah VAMC leadership.

Both the internal VHA clinical review and Lumetra’s in depth review, are
confidential under 38 United States Code § 5705 and the implementing regulations.
However, we can provide information on the broad themes noted during the VHA
clinical review. The team identified patient safety concerns for some patients at Tomah
based on opioid prescribing practices outside generally-accepted standards of care.
Currently, certain personnel have been detailed out of patient care areas, and their
prescribing privileges have been suspended during the ongoing investigations.

In response to the allegations and in order fo create a more transparent cuiture
and improve communication with VAMC employees, medical center leadership has
taken a number of actions to include town hall meetings, supervisory forums, and
expanded all employee communications. The focus of these actions were designed to
provide staff support and guidance on how employees can directly and confidentially
contact and communicate with the team conducting the investigations. {n addition to
actions taken to address culture and communication, Tomah initiated a number of

actions to address opioid/pain management issues. Providers transitioned to using an
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expanded urine drug screen, and facility clinical leadership is updating their pain
management policies. Electronic patient record tools for providers are being deployed
nationally. This will make pain management information more easily accessible during
patient visits. As mentioned previously, prescribers can offer naloxone to patients and
their families or caregivers to mitigate risk for overdose, as appropriate

The current situation in Tomah is unfortunate, but | want to acknowledge the
many dedicated staff members, nurses and doctors, who are bearing the brunt of these
issues We rely on their concern for care and recognize the toll this situation is taking on

them and the Tomah Veteran community.

Conclusion

In conclusion, we are continuing to investigate the situation at the Tomah VAMC
and will update you on our findings. We at the Department take any concerns regarding
the safety of our patients very seriously. Therefore, the safety and continued care of our
Veterans is our focus throughout this situation. At VA, we depend on the service of
employees and leaders who place the interests of Veterans above and beyond self-
interest. Accountability, delivering results, and honesty are key to serving our Veterans.
If employee misconduct is identified, VA will take appropriate action and hold those
responsible accountable. These investigations are an opportunity to get to the bottom
of any issues so that moving forward, these actions are not repeated elsewhere.

Mr. Chairman, we appreciate this Committee’s support and encouragement in
identifying and resolving challenges. My colleagues and ! are prepared to respond to

any questions you or the Committee may have.
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On behalf of Local 0007 of the American Federation of Government Employees, AFL-CIO
(AFGE), which represents the front line employees at the Tomah VA Medical Center, i want to
thank the Chairmen, Ranking Members and Members of the Senate Homeland Security and
Governmental Affairs Committee and the House Committee on Veterans’ Affairs for holding
this hearing on overprescribing of high dosages of opioids.

AFGE 0007 represents approximately 850 medical and mental health professionals and
support personnel providing direct patient care at the Tomah VA Medical Center main campus,
and outreach clinics in Wisconsin Rapids, Wausau, Lacrosse and Owens. | have worked as a
registered nurse at the Tomah VA for 29 years and | have been in a union leadership role at
Local 0007 for the past 8 years.

AFGE Local 0007 has been in the forefront of the battle for increased veterans’ safety
and for a workplace free from oppression of those who speak out for safe, quality patient care.
We have waged a long, hard fight to protect veterans by representing employees who have
expressed concerns over the prescribing practices of Tomah’s Chief of Staff, Dr. David Houlihan
who ordered what appeared to many to be excessively high levels of opioids for veterans.

As a result of the many critical reports from AFGE Local 0007 and the front line
employees we represent, we have been able to assist Congress, the VA Office of the Inspector
General {OIG} and local law enforcement in their efforts to combat the high usage of addictive
medications and reported diversion of drugs which have had devastating results for veterans,
as well as employees who so bravely questioned this improper care.

AFGE 0007’s persistent fact finding and unyielding requests for assistance and change
have aided numerous investigations of the actions that placed veterans in harm’s way.
Additionatly, the Union has represented several employees who were wrongfully removed from
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employment due to their courageous questioning of opioid’s adverse effects upon the veteran
patients, in particular, the adverse impact of these prescribing practices on the ability of
veterans to engage in their assigned therapies as well as accidents resulting from the decreased
level of alertness caused by the ingestion of too many opioids combined with several other
drugs.

The employees who chose to speak up and save veterans’ fives could only do so because
union officials were able to safely speak up on their behalf to protect them from management
reprisal that violated federal law, VA policy and our collective bargaining agreement.

The front line employees we represent who come to work every day dedicated to
providing veterans with the care they deserve and earned continuously confront a culture that
punishes those who voice concerns for patient care. Instead of “See something; Say
Something,” Tomah VA’s management appears to be indoctrinating the employees with “See
Something; Shut Up!” As a result, most of the front line employees who witnessed patient
harm, including the ordering of large quantities of medications by Dr. Houlihan, faced
termination of their employment. Other employees who spoke up to protect veterans made
the difficult decision to resign because they found they could not work at the Tomah VA and
participate in what they viewed as the practice of ordering unwarranted high dosages of
medications.

We continue to see a steady exodus of health care professionals with valuable
experience and expertise from the Tomah VA because of this oppressive workplace and
corrosive culture. The majority of clinicians who have recently left the Tomah VA have sought
transfers to other VA facilities where they will be able to continue to provide veterans with the
specialized, expert care they deserve in a more conducive environment free of reprisal and
harsh autocratic management practices.

The most vulnerable employees in this type of destructive workplace culture are those
with temporary appointments and recent hires still on probationary status because they have
very limited protections against retaliatory terminations, suspensions and other unwarranted
personnel actions. Management has targeted these employees with the fewest rights to set an
example for other employees with permanent status which sends a strong signal as to what will
happen to them should they decide to speak up or disagree with care given to veterans.

One of the battles that AFGE 0007 waged against management on behalf of a brave
employee who questioned Dr. Houlihan’s prescribing practices was particularly difficult. Dr.
Christopher Kirkpatrick was a new psychologist at the Tomah VA who had a temporary
appointment. He was required to obtain a minimum number of supervisory approved clinical
hours, take the State Boards and become licensed within the first two years of his appointment.
Management removed Dr. Kirkpatrick ten months after he was hired to work at the Tomah VA
because he had questioned the large amounts of narcotics ordered and given to the patients in
the PTSD and the Substance Abuse programs. Dr. Kirkpatrick had informed the proper chain of
command that he was having difficulty treating the patients in therapy sessions because they

(%]
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were unable to be alert and engage in therapy due to his concern over what appeared to be
possible overmedication. Apparently, his chain of command informed Dr. David Houlihan, Chief
of Staff, who did not appear to correct or properly investigate the problem, and was reportedly
angry that the issue was even raised. Another incident which prompted Dr. Kirkpatrick’s
termination involved a veteran who threatened to do great harm to him. As a result of the
veteran’s threat, Dr. Kirkpatrick documented the threat in the proper manner as the agency
directed. The treatment team had informed Dr. Kirkpatrick of their decision to discharge the
patient due to his violent threat but apparently Dr. Houlihan overrode that decision. Dr.
Kirkpatrick documented each step of what occurred. As a result, a Program Director at that
time informed Dr. Kirkpatrick that she “wished he had not done that [documentation].”
Subsequently, Dr. Kirkpatrick was fired.

Clearly, Dr. Kirkpatrick, a newly graduated Psychology major with a doctorate degree,
had tried to do the right thing. He had informed his superiors that he was concerned about
dealing with the complexities of some of the patients assigned to him and their medication
levels and had asked for additional support and relief. Tragically, his superiors responded with
silence to his quite reasonable concerns, and then terminated him. On the day Dr. Kirkpatrick
was fired, he came to me to ask for the union’s assistance which 1 provided. He also asked that
the medical center develop a better support system so that others would not have to go
through what he experienced at the Tomah VA. As a temporary employee, Dr. Kirkpatrick had
no right to independent third party review of his termination or statutory appeal rights
requiring management to show just cause for his removal. As a result, after receiving what
appeared to be an unfair termination from the Tomah VA, which would clearly affect his ability
to find new employment in his field, and after failing to receive any support from management
as to his concerns for patient care, Dr. Kirkpatrick went home that day and committed suicide
at the age of 38.

In Dr. Kirkpatrick’s memory and in support of all VA employees who work in highly stressful
positions providing medical and mental health care to veterans, AFGE Local 0007 offers the
following recommendations:

<We urge Congress to mandate the development of a comprehensive support system for
VA medical and mental health care professionals, that provide needed consultation
services with trained professionals as part of their employment, and not to be seen as
private treatment. These support services and consultations must maintain strict
confidentiality. Currently, all that is offered at the Tomah VA are one or two sessions
with a VA provided counselor; after that, employees are left to manage these very
intense job duties on their own without time to debrief, refresh or regroup.

<We also request that lawmakers investigate the pervasive use of extended temporary
appointments within the VA health care workforce, and the abusive use of terminations
and other personnel actions against probationary employees, and mandate additional
protections, both statutory and administrative, for these most vulnerable employees
who pay the heaviest price when they question the current way of doing things.

[
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<AFGE Local 0007 recommends that lawmakers amend current law to extend the
jurisdiction of the Office of Special Counsel {OSC) to cover all federal employees,
including VA heaith care employees appointed under Title 38. In the VA health care
system, the vast majority of employees are under Title 38, not Title 5, and therefore do
not have many of the same rights to appeal management reprisal and other prohibited
personnel practices to the OSC.

<We also urge Congress to take steps to ensure greater accountability for VA front line
managers, mid-level managers and upper management who engage in retaliation
against whistleblowers and other front line employees who speak up for veterans’
needs.

<In addition, we urge Congress to review the current reporting structure for the Chief of
Police at VA Medical Centers. Currently, they report to the Medical Center Director,
rather than a separate entity that can address mismanagement or staff concerns
without interference, such as the alleged illegal drug activity at Tomah.

<Finally, AFGE Local 0007 recommends Congressional action to put in place checks and
balances that ensure the safe ordering of opioids and development of guidelines for the
safe combining of opioids with other addictive drugs to keep our veterans safe.

Thank you for the opportunity to present the views of AFGE Local 0007 and the
front line VA employees we represent on this very important matter.



FLULFILLING OUR PROMISES
TO THE MEN AND WOMEN WHO SERVED

Department of Wisconsin

STATEMENT OF
ABERT W. LABELLE, JR.
DAV WISCONSIN LEGISLATIVE DIRECTOR
AND TOMAH VA PATIENT
BEFORE
SLOAN D. GIBSON, IV
OFFICE OF THE DEPUTY SECRETARY
UNITED STATES DEPARTMENT OF VETERANS AFFAIRS (VA)
AT TOMAH VA MEDICAL CENTER
MARCH 10, 2015
AND SUBMITTED AS AMENDED TO THE COMMITTEE ON
HOMELAND SECURITY AND GOVERNMENTAL AFFAIRS
UNITED STATES SENATE
APRIL 3, 2015

VA Deputy Secretary Gibson,

Thank you for the opportunity to speak today as a patient of Tomah VA and as Disabled
American Veterans (DAV) Wisconsin Legisiative Director.

Feedback received from veterans by me and DAV Wisconsin is anecdotal.

Annually through our Transportation Network, we provide thousands of free rides to
veterans who need help getting to their Tomah VA medical appointments.

Many veterans feel extreme satisfaction with their Tomah VA heaith care, Some feel a
degree of negativity.

We are all concerned about the allegations of overmedication of veterans in the Tomah
VA Mental Health Program and the more recent aflegation about possible negligence in the
Urgent Care Unit.

Three quick points:

First, all VA investigations of allegations at Tomah and other VA facilities need to done in
a therough, forthright and expeditious manner and reported publically. Otherwise, if protracted,
the allegations in the media begin to define the situations, instead of the investigations' findings.

Secondly, transparency within the VA needs to improve. According to testimony before
the Senate VA Committee on February 26", the original investigation on overmedication of
veterans at Tomah VA was delivered to the facility in the spring of 2014 with the directive *not to
share.”

DAV WISCONSIN, 1253 Scheuring Rood, Suite A, De Pere, Wl 54115-1070
Phone: (920) 338-8620 Fax: (920) 338-8621 e-mail: gbdav@sbcglobal.net
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VA leadership, inciuding the VA Secretary and the interim Under Secretary for Health,
did not learn of its existence until January 2015. This is troubling.

Thirdly, VA medical investigations, such as overmedication of veterans, need to include
a medical peer review. Prescribing for mentai health is not a one size fits all treatment. Each
case contains variables.

Lastly, | and DAV Wisconsin believe VA should be the primary health care provider for
veterans, but improvements are needed.

Questions
1. What current investigations are being done regarding the two allegations?
2. What steps are being taken to improve transparency within VA?

3. Is a medical peer review part of the investigation on overmedication of veterans in the
Tomah VA Mental Health Program?

Again, thank you for this opportunity.

Respectfully submitted,

- > o /{' /’/
Y
8

Albert W. Labelle, Jr.
Tomah VA Patient
DAV Wisconsin Legislative Director
1505 South Cherry Avenue
Marshfield, Wi 54449
Cell: 715.207.8870
Email: al.labelle.dav @ hotmail.com

ADDENDUM: VA Deputy Secretary Gibson made a presentation at the local stakeholders
meeting in Tomah which is contained in the enclosures:

1. VA News Release of March 9, 2015: VA Accelerates Deployment of Nationwide Opioid
Therapy Tool

2. VA News Release of March 10, 2015: VA Releases Key Findings of Clinical Review of
Opioid Practices in Tomah

3. Department of Veterans Affairs Memorandum of March 10, 2015: Summary of Phase
One Clinical Review Findings, Tomah, Wi

Our concerns and questions were basically answered by the presentation. Overall, DAV
Wisconsin feels VA has taken a good first step, but to ensure the process is completed in a
satisfactory manner, government oversight will be required.

This concludes my statement as amended. 1 will be glad to answer any questions the
Committee may have.

DAV of WISCONSIN, 1253 Scheuring Rouad, Suite A, De Pere, W/ 54115
Phone: {920) 338-8620 Fax: (920) 338-8621 e-mail: gbdav@sbcglobal.net
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U.S. Department N ews Re I eas e

of Veterans Affairs Cffice of Public Affairs  Washingten, DG 20420
Media Relations (202) 461-7600
WK .VA.GOY

FOR IMMEDIATE RELEASTE
March 9, 201§

VA Aceelerates Deployment of Nationwide Opioid Therapy Tool
Allows ¥4 Providers io Review Pain Treatent Data in One Place to Help Protect Patients

Washington ~ The Department of Veterans Affairs (VA) is accelerating the deployment of'a stte-of- ﬁm -art toal 1o help protect Veteran
patients using high doses of opioids or with medical risk factors that put them af an increased risk of ¢ p jons from opioid medi

being ade avaitable now to all staff in the V‘.tumn\ Health Administration
{VHA). Over the past week, VA's Interim Linder Secrefary for Health. Dr. Carelyn Clancy. has reached out to over 2.000 primary care providers
in VHA clinics throughout the country to promote the use of this novel wol. It includes information about the dosages of narcotics and other
sedative medications. significant medical problems that could contribute to an adverse reaction and manitoring data to aid in the review and
managemenl of complex patients.

The tool. referred 10 as the Opioid Therapy Risk Report

e is aiming 10 better 1xndu~(dnd how to treat m.\'m: pain, and Veteraps receiving care in the VA health care system
typically suffer [rom higher rates of chronic pain than the general public.” Clancy. *While opioid medications may be appeopriate in
some cases of chronic pain, we are dedicated t using them safely and providing umunc pain care 1o our Veterans. N s critical that we ensore
systemewide implementation uf the Opioid Therapy Risk Report in the weeks ahead.”

“Altof American medi

A providers to review all pertinent elinical data related 10 pain treatment fn one place. providing a
nt level of management not previously available to primary care providers. VHA is actively
ks to famitiarize them wWith how 1o utilize this tool in their

The Opioid Therapy Risk Report aflows V
comprehensive Veteran-centered and more effi
deplaying training aids to providers and facilities now and over mc next several wel
datly practice.

Overuse and abuse of prescription opioids is a significant public health issue, particularly since patients in paia arc at risk for potential
tive outcomes including uaintended overdose. adverse medical reactions. and mental health complications, VA established the Opioid Safety
ve (QOSH in 2012 to enhance safe and effective pain care for Veterans. As a result. there are currentiy:

= 91,614 fewer patients receiving opioids
* 20.281 fewer patients receiving opioids and beneodiazepines together:

§ more patieats on npmuk that bave had a urine drug screen to help goide treatment decisio
* 67.466 fewer patients on Jong-term opioid therapy
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uspeparnmen. | NEWS Release

of Veterans Affairs Offica of Public Aflaita  Washington, DG 20420
Media Relations (202} 461-7600
WWW.va.gov

FOR IMMEDIATE RELEASE
March 10, 2013
VA Releases Key Findings of Clinica! Review of Opioid Practices in Tomah
Clinical and Administrative Reviews Still Ongoing

Washington - The Department of Veterans Affairs (VA) today released key findings and recommendations of its initial clinical review into
opioid prescription practices at the Tomah VA Medical Center (VAMC).

Based on these preliminary findings, the team recommended that VA consider a more in-depth evaluation of the clinical and administrative
pracuces ot the !cmuh VAMC An ﬂdmnmstruhve review team from VA's Office of Accountability Review (QAR) is continuing to fook at
of retali

against employees and other ility issues related to Tomah VAMC leadership. Investigators from the
independent VA Qffice of Inspector General and the Department of Justice’s Drug Enforcement Adminisiration have also been on site.

Yesterday, VA anpounced the § d deployment of a nationwide opioid therapy tool for use at all Veterans Health Administration
{VHA) facilities.

ln January. Secretary of Veterans Affairs Robert A. McDonald directed Interim Under Secretary for Health Dr. Carolyn Clancy to lead a
comp ve review of medication preseription practices at the Tomah VA Medical Center. Dr. Clancy charged the Clinical Review Team to

assess the practice patterns, controtled substance prescnbmg habits, and administrative interactions with subordinates and clinical leadership as
related to prescrihing practices,

The release of the key findings comes as VA's Deputy Sccretar) Sloan Gibson met today with employees and stakeholders in Tomah.
Go to this highlighted link, foras 4 86 i




Date:

From:
Subj:

To:
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DEPARTMENT OF
VETERANS AFFAIRS Memorandum

March 10, 2015

interim Under Secretary for Heaith

Summary of Phase One Clinical Review Findings, Tomah, Wi
Secretary

Deputy Secretary

in January 2015 you directed me to lead a comprehensive review of medication prescription
practices at the Tomah VA Medical Center (VAMC) and to report back in 30 days.

On January 23, 2015, | convened a clinical review team consisting of nine clinicians and other
subject matter experts from across VHA 1o “ assess the practice patterns, controfled substance
prescribing habits, and administrative interactions with subordinates and clinical leadership as
related to prescribing practices” at the Tomah VAMC,

The team submitted a report summarizing its findings on March 4, 2015, Based on a review of
computerized medical records of eighteen (18) patients, the team found unsafe clinical practices
at the Tomah VAMC in areas such as pain management and psychiatric care. More specifically,
six of 18 cases revealed that patient harm (examples of fails) that could be at least partially
attributable to prescribing practices {multiple CNS depressants and/or high dose opioids); nine
of 18 lacked evidence of changing the treatment plan in the face of aberrant behaviors; and
twelve of 18 demonstrated extensive use of opioids and benzodiazepines.

The team made specific findings relating to overal! opioid utilization at Tomah and other VHA
facilities, noting that 11.5% of Tomah patients receive opioid medications as compared to 14.6%
of patients VA wide. The team also found that Tomah patients were 2.5 times more likely than
the national average to be prescribed opioids greater than 400 morphine equivalents per day
{1.08% vs. 0.42%), and were also more fikely than the national average to be prescribed opioid
doses between 200-300 morphine equivalents per day (1.53% vs. 1.2%). With respect to the
use of benzodiazepines and opioids concomitantly, which is discouraged due to risks of
complications, the team found that Tomah VAMC was almost double the national average
(20.4% vs. 11.7%).

The team also found that an apparent cutture of fear at the facility compromised patient care
and impacted staff satisfaction and morale. Based on these preliminary findings, the team
recommended that VHA consider a more in-depth evaluation of the clinical and administrative
practices at the Tomah VAMC. That additional review is now ongoing,

Nt ~ a,ja .
o 5
Carolyn M. Clancy, MD e
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disabilityrights § WISCONSIN

Protection sndd advouacy for people with disabilities.

March 30, 2015

Tomah, Wisconsin

Joint United States Senate Home Land Security and Governmental Affairs Committee and House
Veterans Affairs Committee Hearing: Tomah VAMC: Examining Quality, Access, and a Culture of
Over-Reliance on High-Risk Medications.

Dear Chairman Miller, Chairman Johnson, Senator Baldwin, and distinguished members of Congress
from Wisconsin and Minnesota:

My name is Daniel {dzikowski. | have the honor of serving as the Executive Director of Disability
Rights Wisconsin, the Protection and Advocacy system for people with disabilities, including mental
illness in the state of Wisconsin.

Thank you for holding this joint hearing in Tomah, Wisconsin, visiting our local Veteran's
Administration facility, and listening first-hand to the accounts of abuse and neglect that have
resulted in tragic consequences for Wisconsin’s honorable veterans and their families. As you have
heard from today’s testimony, a lack of proper investigation, monitoring, oversight, and
accountability compounded this tragic situation. As Chairman Miller noted, this lack of oversight,
monitoring, and accountability is, unfortunately, not limited to the VA facility in Tomah, Wisconsin.

When questions regarding the treatment of veterans in VA facilities first came to the attention of
Congress, Representative Ron Kind met with local officials at the Tomah VA facility in his district to
learn of any deficiencies. His inquiries were met with an assurance that there were no problems at
the local VA. Local officials, under pressure, failed to disclose that any investigation of the facility
was underway, or that an Inspector General’s report had already been issued. Representative
Kind’s efforts were thwarted because officials within the Veterans Administration itself conducted
the investigation and told loca! officials not to reveal this report to a member of Congress. As you
have heard, the VA Office of Inspector General’s report regarding the Tomah VA concluded with no
substantiated findings, despite a pattern of deaths from overdose over many years at the facility.

While we cannot bring back the lives lost or correct the harm done, we can move forward to
ensure independent investigation, monitoring, oversight, and accountability of Veterans
Administration facilities across our nation. You already fund a system that, given the proper
authority and resources, can provide veterans, their families, the general public, and members of
Congress with an independent voice, investigative access, and vigorous monitoring and advocacy.
This system -- which is free of any conflict of interest, government entangiement, or responsibility
for service delivery; which aiready has special access authority and investigative powers granted to
it by Congress in all state administered facilities, including state operated veterans facilities; whose
mission is to protect and advocate under just these types of circumstances - is the federally
mandated and governor-designated Protection and Advocacy system for people with disabilities.

MADISON MILWAUKEE RICE LAKE

131 W. Wilson St. 6737 West Washington St. 217 West Knapp St. disabilityrightswiorg

Suite 700 Suite 3230 Rice Lake, Wi 54868

Madison, Wi 53703 Milwaukee, Wi 53214

608 267-0214 414 773-4646 715736-1232 800 928-8778 consumers & family

608 267-0368 FAX 414 773-4647 FAX 715736-1252 FAX
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March 30, 2015
Tomah VA Hearing
Disability Rights Wisconsin Testimony — page 2

Disability Rights Wisconsin already serves as an independent investigator, monitor, and effective
advocate for persons treated in state and local mental health facilities. Just this past month, the
Milwaukee County Menta! Health Complex celebrated the closure of its long-term housing unit for
people with developmental disabilities, placing its last resident in an appropriate and supported
community placement. Last year, the Wisconsin state legislature vested new oversight authority in
an independent Milwaukee County Mental Heaith Board. A new administrator, focused on
improving the quality of care, specifically the quality of medical care received by the thousands of
patients served by Complex, was appointed. She has begun the process of reaccrediting the facility.
All of these changes came in large part due to persistent advocacy by Disability Rights Wisconsin
and, as was the case at the Tomah Veteran’s Hospital, after a series of tragic deaths due to medica!
negligence and mismanagement. Disability Rights Wisconsin’s thorough and independent
investigation and the report it commissioned in 2012 brought to light the scope of these problems
at the Complex and tipped the scales for permanent change.

Often our access, presence, and authority to bring action as the Protection and Advocacy system
can prevent such tragedies from occurring. Because we are not embedded in either state or federal
government we can exercise this role independently on behalf of the patients and members
served. We can access state facilities unannounced and speak with patients, residents, staff and
administration unfettered by regulatory constraints. We can sue to prevent abuse and neglect and
advocate for change to otherwise incorrigible systems, And we can represent individuals with
disabilities, including mental iliness who all too often are forgotten and left behind when decisions
affecting their lives are made. But today, in 2015, we are locked out of veteran’s facilities, We
simply do not have the same independent investigative and access authority in federal facilities,
such as the Tomah Veteran’s hospital, that Congress has granted to us over state facilities. This
provides veterans with inadequate and unequal protection under the law. While we can investigate
abuse and neglect in a state run veterans home, we cannot do so in a federal Veterans
Administration hospital. This simply does not make sense, is not fair to veterans, and must change.

Let me be clear, our national network is ready to work with you to extend the investigative,
monitoring, and access authority of the Protection and Advocacy system to federal veterans
facilities and to establish and fund an independent Protection and Advocacy program for veterans.

Thank you for your time and opportunity to submit this testimony. | would be pleased to answer
any questions you might have regarding this important opportunity to expand protection and
advocacy for veterans who have so ably served our country in our nation’s armed forces.

Daniel Idzikowski, Executive Director
131 W. Wilson Street

Madison, Wisconsin 53703
dan.idzikowski@drwi.org

(608) 267-0214 ext. 221
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Prepared Statement of Linda Simcakoski

“Tomah VAMC: Examining Quality, Access, and a Culture of Overreliance on High-Risk Medications”

My name is Linda Simcakoski, I'm Jason Simcakoski’s mom. This is just a summary of important
issues, as | understand them.

Today is March 30", which is to the day, 7 months that my son died at the VA Tomah facility.
Worst day of my life. | can’t get out of my mind the day he died, as my husband Marv and |
were on our way to Tomah. As we drove we were waiting for a call from the Tomah VA, as to
where they were going to transfer Jason, by air. No one called so we called them, just to make
sure we were not driving way out of our way. When they informed us to come to the Tomah
building, same building Jason was staying in, and to drive slow, we knew he was gone. | felt like
jumping out of the car and running, running, and running. { don’t know where | was going to
run, but { didn’t want to go to Tomah. {didn’t want to hear the worst thing a parent could
hear.

I would like to tell you who my son was. He was an outgoing, positive, determined individual
who could put a smile on your face, even on your worst days. He made friends easy, he had
many. | always felt that he was going to go far and succeed as a young adult; he had a lot going
for him. No matter what he did, he gave it a 100%+, and that was why he joined the Marines.
He felt this was the toughest of the military to join and he wanted it.

It was so hard to see him, as he was, in the past few years. Opposite of who and what he was
both mentally and physically. He became this individual who was very un-motivated, and
withdrawn. His funny, sense of humor part of him changed, he was not “Normal”. He always
said he just wanted to be normal. He went from this physically fit marine who was always
working out, to the individual sitting or sleeping on the couch, overweight. His normal weight
was about 180 and he weighed 254 when he died. He wouldn’t buy many clothes as he was
embarrassed about his size. The only thing he bought was shoes, many shoes, and that was
because it was the only thing that stayed the same. This was extremely hard for him; he didn’t
want anyone to see him like this. He avoided going out in public as much as he could. This was
truly not my son Jason.

Jason went to the VA Tomah facility on and off, when he would have issues with his
medications. Marv and | always thought the VA was over medding him and express our
concerns, but nothing really changed. He did get a new doctor, Dr. Davis, and we met with her,
Marv, Jason and [. She told us that she didn’t agree on the med’s Jason was on, he should only
be on a couple of meds. She would be working with him on reducing the meds, which should
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also help with his weight issue. We left that day and felt great, that someone finally is listening
to us. We really thought this was going to be a big break/change for Jason.

Things were okay at first and then Jason began to struggle, anxiety issues, etc. It seemed that
he needed to take piils to wake him up and give him energy for the day, and then he needed to
take pills to relax him and help him sleep at night. Jason went back to the VA Tomah facility for
help, as he hated feeling like he did. He knew he needed help, he didn’t want to feel like this
(alt medded up), and he wanted HELP. Help to feel like he used to, normal as he called it.

lason never got the help that he deserved. Jason atong with Marv and |, trusted the doctors at
the VA Tomah facility as they are supposed to be the professionals, they should know how to
treat these veterans. How could you give patient medications that could stop them from
breathing? He was there.....right at the Tomah facility and he died under their care, not from a
heart attack, stroke, or brain aneurism but from meds, meds that they prescribed. How could

Now reading reports and hearing stories of what has been going on for years makes me sick!!
How could this happen, how many veterans have died or are messed up on drugs because the
people in charge of the VA are too busy doing nothing? How many patients have to die before
someone indicates there is evidence of wrong doing?

There’s a lot of finger pointing going on with Senators missing reports, etc. doing nothing. it's
sad nothing was done, but it's not too late to fix the problem with the VA, Too late for my son
Jason, but not the other veterans. If anyone is to blame, it's some of the staff members at the
VA Tomah facility that were responsible for my son Jason’s death. And don’t tell me that no
one is responsible, no wrong doings found....that’s not acceptable!

It’s time that we change things for our Veterans. They should have good quality care, not
second hand. if no one steps forward and speaks out for them, then nothing will change. And
it will be just a matter of time that this will happen to another family, another veteran.

Comments:

1. The Tomah VA facility indicates they have made changes, changes to redirecting some
of the more highly opiate patients to a different doctor, etc. {only high opiates?) What
are the guidelines for who qualifies? After finding out how many meds my son was on,
he should have been top candidate. Also, who oversees those different doctors, is it not
the Chief of Staff?
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2. The control of opiates/meds on computer systems is a start, but who will be monitoring
this? The problem is not always the system but the people controlling the system. in
the Tomah case people complained for years on how bad things were, but people in
charge looked the other way. Tomah needs to have new management in order to
correct this problem. They decided to do nothing for all these years. They had many
chances to fix all of the problems and did nothing, they are responsible, The veterans
and all of their families need a good place to go...A CHANGE iS NEEDED NOW, not years
from now.

3. tunderstand there is no simpie fix for chronic¢ pain that fits everybody. Not sure why my
son was getting pain meds, he didn’t have any injuries that he needed pain meds. He
indicated he had high anxiety his last few weeks, but never mentioned anything about
pain. My son’s autopsy had high levels of multiple drugs {not just opiates} in his system.
Is the investigation looking into the over-prescribing of all drugs or just opiates?
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Recommended Changes to the VA 2/15/2015

The policy needs to change in the Mental Health area that when doctors are adjusting a
patient’s meds they should have to check on this patient daily while he or she is inpatient.

There should be a meeting at each VA facility every 6 months {or more if needed) with a group
of family members and VA officials to discuss changes that should be made.

Doctors should not be protected by the VA for Malpractice, they should have the same policy as
public hospitals.

All doctors practicing in a VA facility must have a license for the state they are practicing in.

Nurses and all other staff members should have input in regards to the patients they are
attending to. They should be able to express their concerns regarding a patient to the doctor,
working together to correct problems, if any.

The VA needs to have the same protocol nationwide so they don’t have patents cherry picking
hospitals that are over medicating there patients.

Only the doctor in charge of handling the patient should be able to prescribe medications, in
their name. Other prescribed medications should only be from another doctor in emergency, or
if the primary doctor is not available.

For patient’s that have addition problems, Doctors should not be allowed to send more than a
two week supply of addicting Meds to these patients.

If the VA hospitals can’t take care of a patient that needs more care, they should be allowed to
go anywhere they need, to get that care.

10} VA should not be able to investigate the VA when there are complaints. This should come from

an outside source.
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Statement of Gail Mackie

Our son joined the Wi National Guard at age 17 to protect his country, protect American's
freedoms and "be the best he could be". For over 17 years he was a great soldier. Pat was a
hard working mechanic with the National Guard and a greatly foved father of 4 girls. He has
sought medical care and psychiatric care through the Tomah VA and now every day he faces
the loss of his military career, loss of his marriage and kids and the loss of the very freedom he
fought for.

Recently the internal investigation of the Tomah VA showed that there were unsafe clinical
practices in pain management and psychiatric care and that practitioners took no action to
change treatment plans even when patients displayed "aberrant behaviors." Aberrant being
defined in the dictionary as “straying from the right course”. We wonder if our son is one of
these soldiers. Pat went from a good soldier, hardworking mechanic at the National Guard and
foving father of 4 girls to a suicidal criminal in about 13 months. All of this occurring while
under both inpatient and outpatient care with the Tomah VA psychiatric department. Patrick
has had many diagnoses given to him over this period of time beginning with depression and
anxiety to alcoholism and then onward to bipolar, post traumatic stress disorder{PTSD) and
traumatic brain injury (TBi). He was tried on many medications and combination of
medications some of which were beyond the recommended dosages. The side effects of these
medications were a lot of what we were seeing in his behavior; mood changes, worsening
anxiety, headaches, agitation, irritability, confusion, memory loss, hallucinations, inability to sit
still, lack of coordination, dizziness, panic attacks and suicidal thoughts. Although we notified
the VA of the things that were happening and how his behavior was changing nothing was
done. Although the doctors would tell Pat that alcohol should not be taken with these
medications, they knew he was drinking and did nothing to help him. By the way he was acting,
something had dramatically changed in Pat's head. We now wonder if his legal troubles and
problems with the military arise from the mismanagement of the treatment of his PTSD,
overmedication, toxic combinations of medications and lack of practitioners to respond to
family complaints of his "aberrant behavior".

Currently our son in at the Tomah VA. He has been there since February of 2014. He has the
option of staying at the VA and not leaving the grounds or sitting in jail until upcoming court
appearances. He has been through the substance abuse {SA) program and the PTSD program
and although we think that he is much better than previous hospitalizations at the VA he has
yet to try to live back in society. ! had always believed that our son would get the care that he
needed from the VA but now ! think that the VA has caused his loss of freedom and our loss of
years with our son due to their negligence with his psychiatric care and drug

mismanagement. If the practitioners at the VA had managed our son correctly we believe that
he would never have gotten into trouble with the law and he would still be a National Guard
soldier today. Itis a sad statement in his life and ours that he fought for our countries
freedoms and now due to lapses in his mental health care he may lose his own freedom.
Sincerely,

Gail Mackie
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March 30, 2015

JOINT OVERSIGHT FIELD HEARING at TOMAH VA MEDICAL CENTER in TOMAH, WISCONSIN
House Committee on Veterans’ Affairs & Senate Committee on Homeland Security and Government Affairs

VA-WIDE HEALTH, SAFETY, AND OVERSIGHT ISSUES HIGHLIGHTED BY OCCURRENCES AT TOMAH VA HOSPITAL

Written statement submitted by Constance A. Walker, Captain, United States Navy {Retired)

As a veteran with over 23 years of active naval service culminating in duty as a Naval inspector
General; as an advocate for Post-911 veterans and family members since 2005; and as a VA-
designated primary caregiver for my son, a 100% disabled veteran of our war in iraq, thank you for the
opportunity to submit a written statement and propose Questions for the Record {QFRs) for
Congressional leaders’ and the Committees’ consideration today.

The tragedy of any veteran’s death due to mixed prescription drug toxicity, particularly as a
psychiatric in-patient in a VA Medical Center, cannot be overstated. Events in Tomah, Wisconsin
demand a thorough and timely investigation with meaningful follow-up action to ensure that
responsible parties are held accountable and necessary changes are made at the Tomah VA Hospital.
Continuing focus by Senator Tammy Baldwin, Representative Ron Kind, the House and Senate
Committees on Veterans’ Affairs, and the Senate Committee on Homeland Security and Government
Affairs will remain key to ensuring that meaningful and appropriate action is taken by VA Centrai
Office, VISN-12, and Tomah VA Hospital leadership to correct conditions leading to last week’s hearing
in Washington, D.C. and today in Tomah; and to effect positive and lasting changes in clinical and
administrative practices at this VA hospital.

At the same time, | urge Congressional leaders and Committee Members here today to consider the
following information and proposed QFRs from a viewpoint that extends beyond Tomah to include
not only VA hospitals and clinics across the nation, but also non-VA pain management and mentat
heaith care providers approved by the VA; either through the Veterans Access, Choice, and
Accountability Act of 2014, VA fee-basis authorizations, or VA contracts awarded to non-VA health
care entities or agencies.

Veterans, families, and their advocates across the country have rightfully applauded the passage of
H.R. 203, the Clay Hunt Suicide Prevention for American Veterans {SAV} Act, and its enactment into
faw on February 12, 2015. At this time, however, no funding has been authorized to carry out the
Act’s provisions and future funding is not assured. Meanwhile, a plethora of scholarly reports and
articles in the popular press point out the urgent need for improved oversight, monitoring, and
coordination of care for veterans treated by VA and non-VA providers who are prescribing opioids for
pain management and benzodiazepines {BZDs) for mental health disorders such as depression,
anxiety, Post-Traumatic Stress Disorder, Military Sexual Trauma, Substance Use Disorder, and other
conditions.

A sampling of the literature includes:

- GAO VA or DOD-VA Health Care reports refeased in 2012, 2013, and 2014, “Management and
Oversight of Fee Basis Care Need Impravement” [GAO-13-441); “Improvements Needed in
Monitoring Antidepressant Use for Major Depressive Disorder and In Increasing Accuracy of
Suicide Data” [GAO-15-55]; and “Medication Needs During Transitions May Not Be Managed
for All Servicemembers” [GAO-13-26]
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- House Committee on Veterans Affairs hearing transcript, “Between Peril and Promise: Facing
the Dangers of VA’s Skyrocketing Use of Prescription Painkillers to Treat Veterans” [GPO Serial
No. 113-38, 2013]

- Department of Heaith and Human Services: “Benzodiazepines in Combination with Opioid
Pain Relievers or Alcohol: Greater Risk of More Seriaus Emergency Department Visit
Outcames”, SAMHSA Drug Abuse Warning Network (DAWN) Report, December 2014

- “Risks, Management, and Manitoring of Combination Opioid, Benzodiazepines, and/or
Alcohol Use”, released as a NIH Public Access Manuscript from the July 2014 issue of
Postgraduate Medicine

There is wide consensus that opioid painkillers and BZDs are highly addictive and potentially lethal
when over-prescribed or prescribed in combination without active, consistent monitoring and
integrated pain and mental health case management and oversight. With that in mind, proposed
QFRs follow.

QFR # 1: What is VA’s protocol for monitoring opioid and BZD prescription management for veterans
being treated by non-VA providers through the Veterans Access, Choice, and Accountability Act of
2014, and through other non-VA provider arrangements approved by the VA {e.g., individual Fee-Basis
Authorizations or VA approved contracts?

QFR # 2: Recognizing that the Clay Hunt SAV Act is presently an unfunded mandate: In order to
ensure timely and comprehensive system-wide evaluation and reporting, will the Government
Accountability Office be tasked to conduct a VHA system-wide review of opioid painkiller and BZD
prescription policy and procedures, and the consistence of their enforcement {actual practice) at VA
hospitals and clinics? If such an evaluation is approved, will GAO also assess the level of collaborative
and coordinated pain management and mental heaith case management oversight for veterans
receiving prescriptions of opioids and BZDs from VA providers and VA-authorized non-VA providers?

QFR # 3: Will the VA confer with subject matter experts like those testifying at tast week’s hearing in
Washington, DC; from Kaiser-Permanente, Johns Hopkins Bloomberg School of Public Health, and the
Drug Controi Division of the Connecticut Department of Consumer Protection; to improve VA policies,
procedures, and treatment options for pain management, and to resolve gaps in VA reporting to
states to improve prescription monitoring of opioid painkillers and other addictive drugs?

Thank you for your tireless commitment to seeking the best possible health care and treatment
outcomes for our veterans and their families, and for the opportunity to offer proposed QFRs in
support of the vital issues discussed here today.

Respectfully submitted,

Constance A. Walker, MSEd; CAPT, USN (Ret.)
Madison, Wisconsin
608.285.5431

cawaiker010@charter.net



314

Post-Hearing Questions for the Record
Submitted to Dr. Noelle Johnson
From Sen. Tammy Baldwin

“Tomah VAMC: Examining Quality, Access, and a Culture of Overreliance on High-Risk
Medications”

March 30, 2015

1. Lin Ellinghuysen, the Acting President of the local AFGE union that represents Tomah
VA employees, states in her testimony, which will be entered into the record, that, “The
most vulnerable employees in this type of destructive workplace culture are those with
temporary appointments and recent hires still on probationary status because they have
very limited protections against retaliatory terminations, suspensions and other
unwarranted personnel actions. Management has targeted these employees with the
fewest rights to set an example for other employees with permanent status and send a
strong signal as to what will happen to them should they decide to speak up or disagree
with care given to veterans.” Ryan and Noelle — both of you were employed at the
Tomah VA for under a ycar. You both experienced retaliation for your whistleblowing.
Would you say that your experience is the norm at the Tomah VA? When someone
rocked the boat or questioned Dr. Houlihan’s authority at the VA, what usually
happened?

[ absolutely feel this was the norm at Tomah, specifically in regards to Dr. Houlihan. T was
warned by many pharmacists including the previous Chief of Pharmacy Dr. Jim Due, Staff
Pharmacist Kaleen Larson RPh, Virginia Schroeder RPh, Dan Hanson RPh, Dave Dettle RPh,
and Clinical Pharmacists Dr. Richard Schroeder and Dr.Laureen Savage-Chambers that if T
question Chief of Staff Dr. David Houlihan’s MD prescriptions that [ would be fired or at least
he would make my life very difficult. They gave me many examples of previous employees that
were forced to resigned or have been fired for questioning one of Dr. Houlihan’s prescriptions.

1 did witness one of the out-patient providers Dr. Zakia Siddigi MD be forced to resign for
refusing to write a narcotic order for a chronic pain patient who’s urine drug screen did not test
positive for oxycodone on more than one occasion. It is well known by many at the Tomah VA,
especially among pharmacist that if you value your job Dr. Houlihan was not be questioned. Dr.
Houlihan would go as far as giving his personal cell phone number to the Veterans and when you
would question the prescription the patient would call him in front of you so he could yell at you
to fill the prescription and quit questioning him. He blamed another pharmacist for the suicide of
a patient that she was helping treat as she requested he obtain a urine drug screen prior to the
next opioid renewal. When the patient found out he needed to provide the sample and he could
not pick up his medication until that was done he committed suicide that night. Dr. Houlihan
encouraged the family to file a Federal Tort Claim against the pharmacist and then proceeded to
continue to harass the pharmacist for questing the situation and requesting the urine drug screen
be obtained. The Federal Tort claim was dismissed, however the pharmacist felt forced to resign
to escape the continued mental and verbal torture she was receiving from Dr. Houlihan.
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Below is a statement from my Office of Special Council compliant. Outlined are some of the
instances that happened to me and the repercussions for questioning Dr. Houlihan.

Friday 11/21/08 I was the “hot seat” pharmacist. This pharmacist fills the window prescriptions
for the patients that are waiting at the pharmacy. I received a prescription for Morphine Sulfate
IR (i.e. immediate release) 15mg 7 tabs every 4 hours, 2 tablets three times daily prn (i.e. as
needed) #1080 for a 30 day supply written by Dr, Houlihan. 1 quickly reviewed the patient
profile in his medical record CPRS (i.e. computerized patient record system) to get a better
assessment of what the indication for the short acting narcotic pain medication was for and to
assess the type of pain being treated as well as other medications the patient had previously
failed. This patient had somatic pain from a previous healed fracture of the T12, in addition to
neuropathic pain with radiculopathy. After this brief assessment of the patient my initial clinical
Judgment was to question the short acting agent of choice and the quantity that was prescribed.
After having experience working as a clinical pharmacist in a pain clinic at the VA in Columbus
OH, I clinically felt this patient’s pain was not being properly treated. Strietly treating a patient
with only short acting medication is not the standard of care. I felt this patient would benefit
from a long acting narcotic, a NSAID (i.e. non-steroidal anti-inflammatory drug), and a
medication to appropriately treat his neuropathic (i.e. nerve pain) pain. I felt the short acting
immediatc release morphine was inappropriate monotherapy. The prescription was due to be
filled on 11/24/08. The prescription was early, so I felt I had time to look into the patient’s
medical records to better formulate a recommendation for the provider.

[ asked many of my colleagues including Clinical Pharmacists Dr. Laureen Savage-Chambers,
Dr. Richard Schroeder, Dr. Margaret Hyde, and Dr. Erin Narus, and they felt the prescription
was inappropriate as well. [ was told not to question the order because it was from Dr. Houlihan
and he doesn’t like pharmacists questioning his orders. [ was told by multiple clinical and staff
pharmacists if [ question the order and try to make recommendations he did not agree with, then
he would try to fire me or at least make work unpleasant for me. I discussed the prescription with
multiple pharmacists and T asked how the prescription had been getting filled thus far. The
responses I reccived were statements such as, “I’m sick of fighting with Dr. Houlthan,” or “I’'m
not calling Dr. Houlihan, I don’t want to have to fight with him about anything today...good luck
with that...I'm glad I’'m not you.” or “Last time I called and questioned an order, Dr. Houlihan
called the previous Chief of Pharmacy Dr. Jim Due and told him [ was trying to cause a
problem.”

[ took the prescription to the new Chief of Pharmacy Dr. Erin Narus to review the prescription.
She agreed the patient needed to be on a long acting narcotic medication as well as possibly an
NSAID and a medication to treat the neuropathic pain. While [ was in Dr. Naurs’s office [
received a call from Dr. Locker MD who wanted to know if a pill identification had been done as
he believed this particular patient had brought his own immediate release morphine sulfate from
home and was taking this in addition to the immediate release morphine we were giving him
while he was admitted to the VAMC. This would have been a direct violation of the patient’s
pain contract. Dr. Locher wanted to let Dr. Houlihan be aware of this violation before Dr.
Houlihan wrote a new prescription for immediate release morphine upon discharge 11/21/08.
The medication should have been taken away from the patient and locked up in inpatient
pharmacy as this is standard protocol. This however did not happen. Dr. Locker spoke with Dr.
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Houlihan about his concerns with the patient and his over use of this short acting pain
medication. I spoke with Dr. Locker and Berry Emerk PA-C about the pill identification. While
on inpatient unit 400 observation, I showed the two providers the prescription. Both providers
said, “We are glad our name isn’t on the prescription.” This in addition, added 1o my concerns
about the appropriateness and safety of the prescription. The patient has built a large tolerance to
this medication, which happens very quickly with short acting analgesics, and is now taking
more than prescribed. This patient will likely continue to require more and more medication as
he builds tolerance and dependence. Is this a case of pseudo addiction because the patient’s pain
is not properly treated? Due to the fact the patient had been an inpaticnt for a few days and was
receiving immediate release morphine in the hospital and was requesting the prescription early
the patient should have had enough medication to cover through the weekend and therefore was
not going to be without any medication.

My plan which was discussed and agreed upon with Dr. Narus was to go through the patients’
medical record more in depth and devise a plan to help convert the patient over to a long acting
narcotic medication and start to taper the short acting immediate release morphine. I consulted
with the Board Certified Pain Specialist, Dr. Sanhaj and Clinical Pain Pharmacist, Dr. Staci
Jackson that I previously worked with in my residency to reinforce the decision to request this
patient be converted to a long acting narcotic and how to safely go about converting someone on
such a large unsafe dose.

I did not have time to thoroughly go through the patients chart until Monday morning

11/24/08. All weekend long I dreaded having to make this phone call. I was afraid to call Dr.
Houlihan to discuss this case after everything my colleagues had told me. I even lost sleep over
it. I woke up multiple times and went over my game plan how [ could tactfully and
professionally approach this situation and make a recommendation to Dr. Houlihan to help him
treat this patient without upsetting him, but that would safely and effective treat the Veteran.
First thing Monday morning I met with Dr. Narus and reviewed my plan with her. I asked her
how to approach Dr. Houlihan knowing it was going to be tough situation. She gave me some
advice on how I could broach the subject. I had to give myself a pep talk just to pick up the
phone. I have never been afraid to contact a provider to question an order or provide a
recommendation before because that is my job and I know it is in the best interest of the patient.
I called Dr. Houlihan’s nurse Susan Schmitt and she told me he was with a patient. I told her I
had a question in regards to an order, but it was an in depth question so he could call me back at
his earliest convenience. The nurse ended up transferring me to Dr. Houlihan. I told Dr.
Houlihan that my name was Noelle | was one of the pharmacist and T had a question in regards to
the immediate releasc morphine order for this particular patient. I asked if Dr. Locker had spoken
with him in regards to this patient taking his own morphine while admitted to the VA as an
inpaticnt. Dr. Houlihan said he spoke with Dr. Locher. Dr. Houlihan said, “This patient did not
take his own morphine while he was here.” I told him I had looked through the patient’s medical
record and saw that he had somatic pain as well as neuropathic pain with radiculopathy. The
patient had been on long acting morphine in the past. Dr. Houlihan said, “He wasn’t tolerating
the medication.” I said, I read in the chart he was taking more than prescribed, not that he wasn’t
tolerating the medication.” I then said [ think this patient would benefit from a long acting pain
medication would you consider starting him on another long acting narcotic medication. I was
thinking methadone. It is a good medication for patients with somatic and neuropathic pain. This
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is where Dr. Houlihan began to get upset. He started to get very stern and short with his answers
and he starting raising his voice. He said, “The patient has addictive properties so methadone
would cross the lines to addictive treatment which would need a special license.” (Methadone for
addiction requires a special license. Methadone for chronic pain management does not). Dr.
Houlihan then asked me, “What is the bottom line, what are you really trying to say?” I said, “I
clinically don’t feel comfortable filling this prescription. [ really feel the patient needs a long
acting medication. Where are you going to go with this patient’s medication regimen? The
patient is going to just keep building up tolerance and greater dependence. Are you just going to
keep increasing the dose?”” Dr. Houlihan responded by yelling, “I’m sick of you pharmacist
questioning my prescriptions. By questioning my prescription you are questioning my clinical
judgment and my authority, thus by doing so are putting my license in jeopardy!” I said, “I am
not trying to question your clinical judgment; I am trying to help the patient and you come up
with the best way to safely and adequately treat this patient’s pain.” Dr. Houlihan said “Yes you
are, you are questing my clinical judgment and how [ treat my patients. Someone has to see these
patients and it is me.” I said, “I was told you are the only one who sees the chronic pain
patients.” Dr. Houlihan said, “Yes, I am the only one who can. If you don’t want to fill this
prescription and you want to question me all the time than you can be the one to find these
patients a new Dr. to see them. How are you going to do that? No one else is going to see them!
Are you going to see them?” I said, “I would like to work with you to help find the right pain
regimen to treat this patient.” Dr. Houlihan responded by telling me what needed to be done was,
the prescription needed to be filled. I replied by telling him, “I do not feel comfortable filling the
prescription and I will not do so. I would find you another pharmacist to fill the prescription, but
my name will not be on the prescription because it is not in the best interest of the patient.” Dr.
Houlihan said he would be speaking to Dr. Narus about this situation. | told Dr. Houlihan that
was fine Dr. Narus was aware of the situation. Dr. Houlihan hung up the phone.

[instantly starting crying after hanging up the phone. I felt very attacked. I as well as the other
pharmacists do not deserve to be treated like that. I as well as my colleagues deserve to be
treated with respect, dignity, and civility. I believe Dr. Houlihan behaved in an unprofessional
and threatening manner. I now know what the other pharmacists were talking about and why
everyone is afraid to recommend any changes to Dr. Houlihan. I don’t feel I should have to be
afraid. 1 fecl that 1 did what was right. { stood up for patient safety, my ethics, and protected my
license. Filling that prescription was not clinically in the best interest of the patient. I feel I had
every right to question the prescription and not fill it based on my clinical judgment. The
technician Mrs. Toni Johnson was standing next to me filling narcotic prescriptions during my
phone conversation with Dr. Houlihan. Mrs. Johnson wrote a statement to attest to my
professionalism.

I tried to give the prescription to another pharmacist so they may have the opportunity to fill the
prescription if they chose to do so based on their own clinical judgment. The other staft
pharmacists refused to fili the prescription as well once I had questioned the order. The
prescription was filled by Dr. Narus. After the phone call T went to the clinical pharmacy office
for support from my fellow colleagues. They also agreed the prescription was inappropriate and
that Dr. Houlihan acted in an unprofessional manner. I then filed a grievance with the union in
regards to this matter. The Inspector General was contacted in regards to a different matter.
Shortly after this incident Labor and Management had a meeting. In this meeting Dr. Houlihan
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stated, “A pharmacist turned me into the Inspector General.” 1 never at any point in time
contacted the Inspector General.

I was nominated by Performance Improvement Leader Tracey Lane to be the chair of the Tomah
VAMC pain committec due to my background working in a pharmacist run pain clinic in
conjunction with a board certificd pain specialist while in my residency at Chalmers P. Wylie
VA Ambulatory Care Clinic in Columbus, OH. The interim Chief of Pharmacy at that time was
Dr. Erin Narus who decided the pharmacy was too short staffed for me to spend the time
necessary 1o be the chair of the pain committee; however, she decided I would be the pharmacy
representative for the committee. After questioning the first prescription I was kicked off the
committee by Dr. Houlihan. He told the Union Steward, Diane Strceter that I acted
unprofessional in regards to this specific patient matter. Diane stated, “She was not
unprofessional and she has a witness who wrote a statement stating she maintained her
professionalism.” At this time Ms. Strecter stated she had tried to bring up the issue of starting a
pain clinic and using me as an integral provider in the clinic. Per Ms, Streeter, Dr. Houlihan
stated there will never be a pain clinjc in this facility and if pharmacy takes over pain
management then patients will start dying. If this happens patients will bring their guns to
pharmacy and start shooting. After this incident [ was told by Dr. Narus and Service Line
Manager, Jeff Evanson that I was no longer to call Dr. Houlihan. 1 was instructed to fax him my
recommendations because he is unable to control his temper and faxing was Dr. Houlihan’s
preferred method of contact.

On 12/12/08 1 received a prescription for a Controlled Schedule 11 narcotic printed on a white
piece of paper from Dr. Houlihan. This prescription was a work order copy. Any employee that
had computer access could have printed this prescription off CPRS. At this time the Tomah VA
required all CII prescriptions to be hand written by the provider on the green prescription pad
assigned to each individual provider. Some VA’s were transitioning to using the computerized
form of a CII prescription. This prescription was printed as a work order, not a computerized CII
prescription. As far as I and the other pharmacists were aware we were still requiring the green
prescription copy. [ tried paging Dr. Narus multiple times and did not get a response. The patient
was waiting for the prescription to be filled and was irritated it was taking so long. I decided to
go to Dr. Houlihan's office to ask his secretary to have Dr. Houlihan rewrite the CII on the green
copy. Dr. Houlihan’s office door was open and he heard me talking to his secretary. Dr.
Houlihan came running out of his office yelling at me. He said, “This is a legitimate prescription
and [ will not rewrite the prescription. He yelled I am so sick of you fucking pharmacist! I want
to speak to Erin Narus immediately!” He marched down to out-patient pharmacy and I paged Dr.
Narus again to come to the pharmacy. Dr. Narus and Jeff Evanson came to the pharmacy and had
ameeting with Dr. Houlihan in the back. [ went back to filling prescriptions and 1 could hear Dr.
Houlihan maligning me. [ was never brought into the discussion to defend myself. As it turned
out Dr. Narus and Dr. Houlihan had made a prior agreement that Dr. Houlihan would start to
write the CII prescription on the computerized from due to a previous confrontation he had a
week prior with another pharmacist in regards to misspelling a patients name 3 times. This
change was not communicated with any of the pharmacists. The preseription still had to be
rewritten as requested due to the fact it was a work order, not a prescription written and printed
correctly from CPRS. On 12/15/08 Dr. Narus handed out a new hard copy guideline exclusively
for Dr. Houlihan



319

February 2009: New Chief of Pharmacy Dr. Tom Jaeger and Dr. Savage-Chambers attend a
Medical Executive Meeting. In this meeting Dr. Houlihan again told everyone that I turned him
into the Inspector General. Both parties told Dr. Houlihan that I did not turn him into the
Inspector General.

February 6™ 1 had a meeting with Dr. Jaeger and Union Steward Diane Streeter. This meeting
was to discuss the verbal threat Dr. Houlihan made in the Labor and Management meeting. In
this meeting Dr. Jaeger gave me suggestions of agencies to contact with my concerns. He gave
me the paper work for the Inspector General and JACHO. Dr. Jaeger explained, he thought
JACHO was the best avenue to pursue for reporting the unsafe practices of Dr. Houlihan,

At this point Dr. Jaeger assigned me to the VISN 12 (regional level) Pain Committee. I was also
assigned as the leader of the Opioid Work Group by Tracey Lane from performance
improvement which I was later removed from.

On March 9, 20091 received a prescription from Dr. Houlihan for Methylphenidate Sustained
Release 120mg/day. The max dose of this narcotic stimulant medication is 60mg daily. [
reviewed the patient’s medical record and discovered the patient had previously been on this
dose. I also noted the patient had a strong cardiac history. I did not feel this was a safe dose for
the patient. This medication is a lipid soluble medication. If given too high of a dose the
medication could over saturate the cnzymes used to break the medication down and therefore
build up in the patients system and potentially cause harm such as a cardiac arrhythmia due to
the stimulant properties, I faxcd Dr. Houlihan and asked if the dose could be reduced or if the
medication was not beneficial at a lower dose if he could choose an alternative agent for the
patient. Within a couple of days Dr. Houlihan wrote a new order for the same dosage and
commented on the prescription, “Pt is a large man, fill as is.” This medication is not weight
based for adults. Dr. Savage-Chambers and I resourced with colleagues at the VA in Madison to
see il any doses greater than 60mg have ever been filled. One prescription had been filled for
70mg, other than that dose above 60mg had not been filled. I consulted with many of the clinical
and staff pharmacists and they all felt the medication dosc was unsafe. I gave the prescription to
my previous Interim Chief of Pharmacy, now Qut-Patient Supervisor Dr. Narus who also agreed
the medication dose was unsafe. Dr. Narus was going to talk to Dr. Houlihan. A few days had
gone by and nothing had been done with the prescription. Dr, Narus was called away from work
for personal reasons. T received a call in elinie from one of the out-patient staff pharmacist
Kaleen Larson, RPh. She stated, “The patient is coming to pick up his Methylphenidate and Erin
would like the prescription to be partialed untii further clarification from Dr. Houlihan. [ want
nothing to do with this prescription you need to come over to out-patient and fill this
prescription.” Dr. Narus had written directions on the prescription to give a 7 day supply. There
was also a yellow note stuck to the prescription that stated I was to tell the patient to only take 2
tablets twice daily until further clarification from Dr. Houlihan. There were two separate
problems at hand. It is illegal to partial a CII narcotic prescription unless you do not have
sufticient quantity to dispense the total and then you only have 72 hours to dispense the
remaining or the rest of the prescription is null and void. It is also illegal and unsatfe to tell the
patient to take different directions then what is written on the bottle or what the provider has
prescribed, 1 was not going to illegally partial a prescription and I was not going to tell the
patient to take different directions than what the Dr. had prescribed. Dr. Jaeger was out of the
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office and now so was Dr. Narus. | brought the prescription to my Service Line Manager, Mr.
Jeff Evanson who is not a pharmacist or licensed professional. Mr. Evanson’s response was,
“Why are you trying to cause trouble?” | explained that I wasn’t trying to cause trouble, that this
was an unsafe dose for the patient and | was not going to illegally fill the prescription as I had
been asked to do. He stated, “Why are you trying to throw Erin under the bus?” I again explained
that was not my intention, but the patient was coming to get the prescription at the pharmacy and
neither Dr. Narus nor Dr. Jaeger where available. | was not going to fill the prescription at the
unsafe dose. I was unwilling to fill it illegally and the other pharmacists were not going to fill the
prescription either. Mr. Evanson responded by saying, “If Dr. Houlihan said to fill the
prescription you will fill it. You have no right not to!” I responded by saying, “I am an
individually licensed pharmacist. I am 50% liable for anything that happens to that patient. I in
good conscience cannot fill that prescription just because a provider thinks that I should. It is my
job to make sure that prescription is safe for the patient to take. If something were to happen to
this patient | am liable and I am not willing to compromise patient safety and my ethics. Mr.
Evanson and 1 continued to debate the issue for over an hour. Mr. Evanson stated, “How dare
you claim to be an expert! He asked, why have the other pharmacist filled the medication so
far?” I explained that the other pharmacists told me they were told not to question Dr. Houlihan’s
prescriptions and they were afraid they would be fired if they made a recommendation he did not
agree with. I then told Mr. Evanson that Dr. Houlihan could fire me, but | was going to stand up
and do what was right and safe for the patient. I was not, and will never be willing to
compromise patient safety and my ethics. Mr. Evanson responded by saying, “Houlihan doesn’t
have the authority to fire you, only | can make that decision.” The conversation ended by Mr.
Evanson asking to speak with my Clinical Coordinator Dr. Schroeder. Dr. Schroeder, Dr.
Savage-Chambers and Union Steward Peggy Burke attend a meeting with Mr. Evanson. Both
clinical pharmacist supported and clinically agreed with my decision. Dr. Savage-Chambers
wrote the error up in our good catch log. This is a log of provider errors that are kept track of.
The paticnt did not receive the medication that day. When Dr. Narus returned she spoke with Dr.
Houlihan and the order was changed to 60mg total daily dose.

After this incident Dr. Jaeger asked me to write a standard operating procedure (SOP). He
wanted me to write a procedure that stated if the provider disagreed with the clinical
recommendation that we had to fill the prescription as is. If the pharmacist documented they
clarified the prescription then the liability was no longer placed on the pharmacist. I disagreed
with this and did not feel comfortable making the SOP without legal advice. I called the Iowa
Board of Pharmacy. They advised me that the pharmacist is still liable for those prescriptions
even if there is documentation of clarification. They advised me to not fill anything that was
unsate for the patient. They also recommended I contact Inspector General as it seemed we had a
problem in the Tomah VAMC. I gave Dr. Jaeger this information and wrote the SOP
accordingly.

March 30", 2009 Janice Waldstein a NP from the Wausau Community Based Out-Patient Clinic
emailed Dr. Jaeger to compliment my professional abilities and report our positive interactions
over the previous 5 months she had worked in the CBOC. Dr. Jaeger responded by saying,
“Thank you for the feedback. I agree that Noelle is an exceptional pharmacist. It is always nice
to get this sort of feedback to assure her that her work is appreciated. Thanks.”
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May 12™, 20091 attended the Tomah VAMC pain committee meeting. While in this meeting the
new chair of the committee Dr. Whiteway MD told us that some key stakeholders would be
having a meeting in regards to a proposal for starting a pain clinic. He named some of the key
stakeholders which included himself, Deb Frasher co-chair, Dr. Houlihan, Associate Chief of
Staff, Dr. Picca MD and then he said, “And your colleague Dr. Margaret Hyde. I don’t know her.
Why would she be asked to attend?” [ didn’t explain the situation at the current time as there
were many people around and it was not the appropriate time or the place. After the meeting 1
explained to Dr. Whiteway that Dr. Houlihan and I didn’t exactly sce eye to eye. I gave him
some of the examples of the prescriptions I felt were unsafe for the patient and consequently
refused to fill, as well as some other examples of questionable practices. I also explained that
another clinical pharmacist Dr. Margaret Hyde had been consulting with Dr. Houlihan on some
of his pain patients. Dr. Whiteway told me he received an email that said [ was not to attend the
meeting and that he was to find another pharmacist. At this time Dr. Houlihan named Dr. Hyde.
At this time I told Dr. Whiteway and Deb Frasher NP that if Dr. Houlihan is unwilling to work
with me that it might be in the best interest of the patients and the committee if [ step down.
They agreed and Deb Frasher told me that [ could work from behind the scene to help the
patients and Dr. Hyde. Approximately seven months prior Dr. I{yde approached me in front of
Dr. Savage-Chambers and asked me to teach and guide her in relation to managing diabetic and
chronic pain patients.

May 15", 2009 [ then set up a mecting with Dr. Jaeger and Dr. Hyde. At this time we all agreed
for consistency purposes it needed to be the same person on all committees and clinics. I told Dr.
Jaeger and Dr. Hyde that if the support wasn’t there from the Chief of Staff to be on the pain
committee and in the pain clinie, then I didn’t feel I should be following the individual pain
patients that [ had been making recommendations on. They both agreed and Dr. Jaeger assigned
Dr. Hyde to all the committees in my place. I then gave Dr. Hyde a list of the few patients [ was
still following for specific providers. She agreed to take over the monitoring of these patients.
Most of these patients were now stable so they could have been sent back to primary care.

May 27" , 2009 [ received a prescription from Dr. Houlihan for a prescription that was written
for 1,447mg of Morphine equivalent. This was a 100% increase in dosc for this patient. [ knew
this patient was a difficult patient and that Dr. Hyde was working on this patient with Dr.
Houlihan. I reviewed the medical record with Dr. Savage-Chambers and there was no
documentation at the time as to why Dr. Houlihan was increasing the dose 100% or that the plan
was to admit the patient for observation on June 1%, Dr. Hyde did not have a pager at the time
and was in an infectious disease meeting. The patient again was waiting so I called Dr. Hyde in
her meeting. I asked Dr. Hyde why they were doing 100% increase. [ said, "In most cases a
100% increase at such a high dose is contraindicated. Why would Dr. Houlihan do a 100%
increase if a 25% increase would have been beneficial. Dr. Hyde then raised her voiced at me
and said, “You don’t know what you are tatking about, 1 have been in practice a lot longer than
you. Just because you worked in a pain clinic doesn’t mean you have seen everything. The
patient increased the dose 100% on his own!” The prescription was then filled. Five minutes later
[ saw Dr. Hyde in the hallway. She stated, “They are going to admit that patient for observation
on Monday.” I then asked her why we gave him a 30 day supply of a narcotic medication at that
dangerous dose if he was going to be admitted as an inpatient in 4 days, especially if he was self-
escalating his dose. I also told her after looking back at his refill history that even at the 100%
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increase he should still have enough medication to last until Monday. Dr. Hyde then walked
away. The patient was not admitted on Monday June 1%

Beginning of June I was contacted by Drug Enforcement Administration; DEA investigator
Thomas Hill and asked to comply with his investigation regarding Dr. Houlihan. I agreed to meet
with Mr. Hill (414-839-5682) and did so on June 6th, 2009. [ met with Mr. Hill and my parents
at my apartment in Tomah for about 2 hours. I gave Mr. Hill examples of about 10 of Dr.
Houlihan's patients and the unsafc narcotic prescriptions he was prescribing. The examples
included the unsafe doses, duration, and quantities of these narcotics which are listed in this
report, in addition to examples [ was not specifically involved with. We also discussed the 3
unexplained deaths at the VA over the last couple of months. All of which were Dr. Houlihan's
patients. I gave Mr. Hill the names of another pharmacist and private physician who wished to
help in Mr. Hill's investigation. Mr. Hill informed me the Attorney General would likely be
speaking with me. e said he would be asking for an immediate suspension of Dr. Houlihan's
DEA License. | was advised not to fill anything [ did not feel was safe for the patient or anything
that was outside of the normal scope. Mr. Hill informed me he would be in contact.

Tune 8", 2009 I received a prescription from Dr. Houlihan for the narcotic
Dextromethamphetamine Sustained Release 30mg three times daily. This is usually a once daily
medication. It could at times be a twice daily medication if it wasn’t lasting long enough,
however it should not be used three times a day. The short acting medication is used three times
daily instead. Like the MethyIphenidate prescription the max dose was 60mg/day. It has very
similar pharmacokinetic properties. I again felt uncomfortable with the dosage and the duration. I
initially filled the prescription because I was so sick of fighting. By the time the prescription got
to the front of pharmacy I felt so guilty and afraid it may harm the patient. I took the prescription
back and discontinued the computer order because my name was on the prescription. [ kept the
hard copy intact. I brought the prescription to the attention of Dr. Savage-Chambers for advice.
She agreed the prescription was not appropriate. At this time I went back to the pharmacy to
speak with the patient. The patient said he was taking the medication because he could not focus.
This patient had a diagnosis of schizophrenia and that was the indication listed in his medical
record. This medication is cautioned in such patients especially at high doses. It can cause
hallucinations and mania and the studied dose was listed as 10mg daily per multiple drug
references. The patient presented with both of these symptoms. The patient had enough
medication to last until the 11" so I told the patient I did not feel comfortable dispensing this
medication and there was a question in regards to the safety of his dose. I wanted to look into
more rescarch before making a decision. The patient was in agreement with this plan, however
his wife got very upset and called Dr. Houlihan’s nurse Susan Schmitt. In the meantime, Dr.
Savage-Chambers had sent an email to Dr. Jaeger asking if the medication could be reviewed by
Dr. Picca who is the head of Pharmacy and Therapeutics Committee as Dr. Houlihan was out of
the office. In the meantime Dr. Houlihan’s nurse called me and told me I was to fill that
prescription and that Dr. Houlihan was not available tor consultation. [ told her I was aware, and
the prescription was going to be reviewed by Dr. Picca. She said, “Dr. Houlihan would not be
happy about this and you should just fill the medication as the patient has been on this dose
before.” [ explained to her again, I was not going to fill the medication until I could look into the
toxicology further to make sure it was safe for the patient.
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I asked Dr. Narus if she would fill the prescription, she declined. She agreed it should go to Dr.
Picca for review. The next day I started looking into the toxicology information and more in
depth in the patient’s medical record. I observed a note scanned into this patients chart from an
outside physician. This physician claimed to be following this patient for his chronic pain. The
outside physician was prescribing long acting narcotic OxyContin twice daily for the patient.
The patient had a recent drug test and he tested positive for methadone, another long acting pain
medication. This patient claimed that he was on methadone a long time ago. The patient never
received methadone from any VA. The medication is very long acting, however it should not
show up in a urine drug test after about 3-9 days after discontinuation depending on length of
therapy and varying references. The patient also claimed he was taking his amphetamine “prn”
The provider asked the patient to come back and do another drug test. The patient did not have
one done, so the outside provider was discontinuing his OxyContin. Dr. Houlihan wrote
OxyContin for this patient three times daily. I started to look at the refill dates listed in the letter
scanned from the outside provider and the dates the patient was getting OxyContin from the VA.
The refill dates were only a week or two apart for a 30 day supply. The patient was again in
violation of his pain contract and this allowed me to believe the patient was diverting the
narcotics and taking other narcotic prescriptions illegally. In addition, this same patient left his
cell phone in pharmacy by accident. The Staff Pharmacist, Dave Dettle, RPh picked up the phone
and on the other end a man was trying to buy medication from this patient’s phone.

[ printed this information and highlighted it and gave it to Dr. Jaeger who decided to still fill the
prescription as is per Dr. Picca’s request on June 12, When I gave the information to Dr. Jaeger,
he just looked at me and said, “Whatever!”

June 16™, 2009 at 4:10pm Dr. Jaeger took me in his office and said, “You are going to be fired as
of 4:30pm today. They were going to fire you on Friday June 19", but for some reason they are
going to fire you today instead.” He proceeded to tell me he thought that I was a wonderful
pharmacist and [ was just too progressive for this place. I was going to make a great clinical
pharmacist for some other facility. He stated, “I will write you a letter of recommendation and [
will stand up for you. I will defend you.” He proceeded to give me his ecll phone number and his
personal email. Dr. Jaeger then told me, “If you let them fire you than you will be deemed unfit
for federal employment and [ don’t want to see that happen so [ hope you will resign. You have
to make a decision by 4:30pm today.” I asked, “Why am I being fired,” Dr. Jaeger told me there
were some reports of contact. I asked, “From whom?” He stated, “I was one of them, I didn’t
mean it, and [ tried to take it back, but it was too late. I wanted to take the report of contact back,
but it was taken off of the Interim Service Line Manager Susan Robinson’s desk.” He then
proceeded to explain that neither Susan Robinson nor he knew that I was going to be fired. Dr.
Jaeger stated, “I thought there was going to be a performance improvement plan made.” Dr.
Jaeger then stated, “Please don’t let them fire you.” Dr. Jaeger then asked if I wanted him to
write my letter of resignation. T agreed, and he wrote my letter of resignation on his computer.
He replaced his information on a pre-written letter of resignation with my information, he then
stated, “I’m resigning as of June 26™. I am not going to put up with this, What happened to you
was wrong. | don’t want to work for an organization like this. I am done with the Federal
Government forever.” I then went to Susan Robinson’s office to hand in my resignation and she
told me I needed to go to Dave Dechant’s office in human resources.
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1 proceeded to Dave Dechant’s office accompanied by Union Stewards Diane Strecter and Peggy
Burke. I gave Dave Dechant my resignation form. Dave then said, “You do not have to make this
decision to resign or be terminated until June 30" I then took my resignation form back. He
proceeded to give me a memo of separation. 1 asked Dave for an explanation of why I was being
terminated. He stated, I was in my probationary period and based on “performance issues” I was
not going to become a permanent employee. Dave gave me copies of two repotts of contact. One
was from Dr. Margaret Hyde and the other was from Dr. Tom Jaeger. [ asked Dave how this
could be done. I was never given a verbal or written warning on anything and both of my
performance evaluations were fully successful. The reports of contact were not verified and were
not truthful. Dave responded by saying, “It doesn’t matter they didn’t have to warn you because
you are still in your probationary period.” I later discovered my probationary period end date wa:
July 6™ 2009. At that point in time I was to return to work the next day. Peggy Burke and Diane
Streeter asked for me to be given one day of authorized absence to pull myself together before
returning to work. I then proceeded to the union office where I received a call from Dave
Dechant. I was then granted authorized absence until June 30" and I had to hand in my keys and
badge. At this point all of my computer access was terminated. Later that evening I had a 2 hour
phone conversation with Dr. Jaeger. Dr. Jaeger told Dr, Ashmus, my mother MAJ Johnson, and 1
that he felt coerced into writing the report of contact and if he could, he would take it back. He
agreed to write a retraction statement.

June 17" MAJ Johnson, Dr. Jaeger, Union Steward Diane Streeter and I had a meeting, Dr.
Jaeger again stated he did not know who fired me. He stated, “Neither Susan Robinson or I fired
you.” He also stated again, “I feit coerced into writing the report of contact and if I could, [
would take it back.” He said, “I will be glad to write a retraction statement.” Dr. Jaeger also
stated at this meeting Dr. Houlihan still thinks I turned him into the Inspector General. At this
time Dr. Jaeger also reported, *“I think Dr. Houlihan acts like he is on a cocaine high.”

Junc 17% Thad a mecting with Human Resource Coordinator Dave Dechant, MAJ Johnson, and
Union Steward Diane Streeter. Dave Dechant told us that I turned Dr. Houlihan into the
Inspector General. I again told him I never turned Dr. Houlihan into IG. Dave Dechant said,
“You were fired based on a committee decision compiled of upper management.” He would not
say who made up this committee or divulge who made the actual decision for termination. He
did report it was not Susan Robinson who brought him the reports of contact. I also asked for the
VHA directive that states a probationary employee can be fired without any verbal or written
warning. Mr. Dechant was unable to provide such a VHA directive for probationary employees.
Mr. Dechant stated he contacted Milwaukee Human Resource department who was also unable
to provide such documentation or any directive related to termination of a probationary
employee.

June 17", Dr. Houlihan called a meeting with the two least senior pharmacists. This included Dr.
Heather Ashmus and Out-Patient Staff Pharmacist Rebecca Bell. In this meeting he
professionally slandered me by discussing the terms and conditions of my termination as well as
the differences we incurred. He advised that if they value their job, they would not question him
like I did. He fabricated information by telling them I threw papers in his face and that he was a
Board Certified Pain Specialist. Ie told them he was not the one who “pulled the trigger” on me.
These were interesting choices for words considering Dr. Houlihan threatened about patients
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shooting the pharmacist who took over pain management while in a labor management meeting
with Union Steward Diane Streeter.

June 18" Dr. Jacger resigned from the Tomah VA. Per Dr. Ashmus, Dr. Jaeger stated I'm done
with this place, I'm not ever coming back. I will not stand around and take the fall for Noelle’s
termination.

June 23™1 had a meeting with Associate Director Sandra Gregor, Human Resource Coordinator
Dave Dechant, and Union Steward Kurt Hass. Sandra Gregor reported 1 was fired based on the
reports of contact and the recommendation from Chief of Pharmacy Dr. Tom Jaeger. Dave then
gave me a copy of a new report of contact that Dr. Jaeger had written. This stated he would not
retract his previous report of contact. He stood by his decision that my performance was
considered unsatisfactory due to refusing to fill multiple prescriptions.

I told Sandra Gregor I would like to write a report of contact on the professional slander Dr.
Houlihan had made. She responded by saying, “That is your word against his and the other
pharmacist.” I said exactly! I was fired for reports of contact that were falsified and never
verified. [ was never given verbal or written warning, or the chance to defend my position. She
then stated, “I stand by the decision for termination.” Immediately atter my termination and Dr.
Jaeger’s departure the pharmacist who wrote one of the reports of contact Dr. Hyde was
appointed to the position of Acting Chief of Pharmacy.

Not only is reprisal the norm at Tomah VA in regards to Dr. Houlihan, many of the mid level
and executive level management continued to condone and join in the retaliation with Dr.
Houlihan. They compromised their ethics to do as he said and maintain employment. Once this
has occurred the lies and reprisal continued at all levels to cover the mistakes and errors made by
those in administration. The management practices at the Tomah VA are unacceptable. Despite
all who knew about the dangerous practices both clinical and administrative at the Tomah VA,
no one has been willing to hold any of those employee’s accountable. The facility has created an
atmosphere of intimidation and fear of reprisal in which they have made examples out of several
employees. This has led to further retaliation, reprisal, fear, and continued patient harm. The
Inspector General’s report did substantiate that pharmacist uniformly were fearful to question Dr.
Houlihan or any of his prescriptions due to fear of reprisal. This toxic culture of fear is the worst
possible scenario. If the medication expert who dispenses the medication and is supposed to be
the last safety check is too afraid to do what is right and safe for fear of reprisal, that is when
patient safety is compromised. This was demonstrated by several examples of patient harm and
overdose. The treatment provided to Jason Simcakoski is a prime example of this at all levels. If
providers, pharmacy, and nursing would not have been fearful of retaliation or losing their job
perhaps someone would have stood up and stopped those prescriptions from being dispensed and
administered. The culture of fear at the Tomah VA contributed to the preventable tragedy of
Jason Simcakoski deaths as well as many others. The corruption at the Tomah VA runs very
deep. Those who were willing to compromise patient safety and their ethics will continue to do
so. | fear true reform is impossible as so many unethical practices have oceurred and Veterans
will continue to suffer the ultimate price.
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Post-Hearing Questions for the Reeord
Submitted to Mr. Ryan Honl
From Sen. Tammy Baldwin

“Tomah VAMC: Examining Quality, Access, and a Culture of Overreliance on High-Risk
Medieations”

March 30, 2015

1. Lin Ellinghuysen, the Acting President of the local AFGE union that represents Tomah
VA employees, states in her testimony, which will be entered into the record, that, “The
most vulnerable employees in this type of destructive workplace culture are those with
temporary appointments and recent hires still on probationary status because they have
very limited protections against retaliatory terminations, suspensions and other
unwarranted personnel actions. Management has targeted thesc employees with the
fewest rights to set an example for other employees with permanent status and send a
strong signal as to what will happen to them should they decide to speak up or disagree
with care given to veterans.” Ryan and Noelle - both of you were employed at the
Tomah VA for under a year. You both experienced retaliation for your whistleblowing.
Would you say that your experience is the norm at the Tomah VA? When someone
rocked the boat or questioned Dr. Houlihan’s authority at the VA, what usually
happened?

Answer,

[ think a good solution for increased protections for whistleblowers is to reduce the probationary period
which is currently I year for most employees (I believe 2 years for some clinicians although I may be
incorrect with that) to a 90 days probationary period. There has to be some sort of period to judge the
competence of new employees that allows for their removal if they prove deficient. It could coincide with
the training period which is essentially 90 days since a new employee gets a 30 day and a 90 day formal
review from management. Longer probationary periods only allow for a potentially corrupt management
to abuse the system and terminate an employee who comes in new and reports wrongdoing. In my case, if
it had been a 90 day probationary period, I most likely would have stayed knowing that I would have had
protections through any OIG investigation since they all go longer than 90 days. In the case of Dr.
Kirkpatrick who committed suicide after being terminated within his probationary period months after he
reported wrongdoing about narcotics over prescribing, it would have saved a life as proven by his final
plea to the union of making sure it never happens o anyone again. Right now the system gives full
protection to wrongdoers while those who simply raise concerns about patient harm and safety are left to
the wolves.
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DEPARTMENT OF VETERANS AFFAIRS
Office of Inspector General
Washington DC 20420

MAY 15 205

The Honorable Ron Johnson

Chairman

Committee on Homeland Security
and Governmental Affairs

U.S. Senate

Washington, DC 20510

Dear Mr. Chairman:

Enclosed are the Office of inspector General responses to the post-hearing
questions from the March 30, 2015, hearing “Tomah VAMC: Examining Quality,
Access, and a Culture of Overreliance on High-Risk Medications.” Thank you for
the opportunity to testify and provide the requested additional information.

Sincerely,

ICHARD JJGRIFFI
Deputy Inspector General

Enclosure
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Post-Hearing Questions for the Record
Submitted to Dr. John D. Daigh, Jr.
From Senator Tammy Baldwin

“Tomah VAMC: Examining Quality, Access, and a Culture of Overreliance on
High-Risk Medications”

March 30, 2015

1. Heather Simcakoski testified to two important points that | would ask you to directly
answer:

a. Jason Simcakoski did inform Tomah VA Police about sales of prescribed drugs at
the Tomah VAMC. The OIG also interviewed the Tomah VA Police Chief in the
course of the investigation. Did any allegations of drug sales ever arise from the
Chief in your interviews?

VA OIG Response: The interview between OIG staff and the Tomah VA Police Chief
did not specifically address ailegations of drug sales at the Tomah facility. Following
this interview, we requested all police reports for the past 3 years of drug sales or
related events on the Tomah campus. The Tomah VA Police Chief’s staff told us that
there were no Uniform Offense Reports of anyone selling prescribed or illegal drugs on
the Tomah VA Medical Center campus.

b. Jason Simcakoski had service connected PTSD and was prescribed opioids by the
Tomah VA. His family reported no serious physical conditions requiring pain
medication. The OIG report states that you did not find documentation that opioids
were being used to treat PTSD. Can you tefl me if Jason Simcakoski was one of the
patients reviewed by the OIG?

VA OIG Response: Mr. Simcakoski was not one of the cases reviewed for the
administrative closure, Healthcare Inspection — Alleged Inappropriate Prescribing of
Controlled Substances and Alleged Abuse of Authority, Tomah VA Medical Center,
Tomah, Wisconsin.
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Post-Hearing Questions for the Record
Submitted to Dr. Carolyn Clancy, Ms. Renee Oshinski, and Mr. Mario DeSanctis
From Sen. Tammy Baldwin

“Tomah VAMC: Examining Quality, Access, and a Cuiture of Overreliance on
High-Risk Medications”

March 30, 2015

TO DR. CLANCY:

Question 1: Reports of unexplained deaths of patients at the Tomah VAMC have
been shared with my office and with the committee at today’s hearing. | am
requesting that your team investigate the following individuals and the
circumstances surrounding their deaths:

Jason Simcakoski
Angela Colby
Michael Bobak
Derik McGovern
Kraig Ferrington
Myron Feitz
Brittany Yarley-Bock
Jordan Savor

Chris Vinson Nieves
Dustin Lenzo
Robert Marsh

Three unexplained deaths in the Tomah VA parking lot.

24 death notice or medica! exam calis reported by the Monroe County 911
Communications Center between January 1, 2010 and February 15, 2015 from
the Tomah VAMC. Some of these the individuals listed above may be part of
this count.

Will you ensure that your investigators ook into all of these deaths and the
circumstances surrounding them?

VA Response: VA takes very seriously the death of any patient and is committed to
ensuring that each and every veteran receives the quality care that they have earned
and deserve. Veterans Integrated Service Network (VISN) 12 conducted a local
preliminary review of the records for individuals named above, as well as for the events
reported through Monroe County 911 Communications Center. Tomah VAMC called
the Monroe County 911 Communications Center to request the names of the 24 death
notice or medical exam calls reported by the Monroe County 911 Communications
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Center between January 1, 2010 and February 15, 2015 from the Tomah VAMC and
were referred to the Monroe County Medical Examiner’s office that was unable to
provide those names. In an attempt to find these veterans, Tomah ran a list of all
autopsies from 2007 - 2014. An external review by clinicians outside of the VA is in the
process and is expected to be completed by mid to late July.

In addition, VISN 12 has launched an unprotected, external clinical review of random
cases for the two providers in question. This is being completed by a team of expert
clinicians outside of VISN 12. This review is in process and expected to be completed
this summer.

The Office of the Inspector General is conducting multiple reviews of patients at Tomah;
however, we do not have a comprehensive list of the patients included in their
investigation However, we are aware that Mr. Simcacoski's case is included in their
review.

Question 2: In Mr. Simcakoski's testimony, he states that Jason, who had
service-connected PTSD, was given a 90-day supply of Lorazepam, a
benzodiazepine. VA’s “Clinician’s Guide to Medications for PTSD” notes that
these addictive drugs have potentially negative consequences and should be
used in the short term, for example for 5 days. Frequent reevaluation for side
effects is also recommended.

Dr. Clancy, Marv Simcakoski testified that his son, who suffered from PTSD, was
given a 90-day supply of lorazepam, which is a benzodiazepine. The VA
guidelines state that, “because of these potentially negative effects, it is
recommended that benzodiazepines must be used with great caution in PTSD.
When they are used, short term use [for example, no more than five days] with
frequent re-evaluation for side effects is recommended.” According to Mr.
Simcakoski, Jason’s doctor never reassessed his condition or monitored for side
effects. Why weren’t the guidelines followed in that regard?

VA Response: VA takes very seriously any allegation regarding substandard care.
One of our most important priorities is to keep our patients free from harm while
receiving care at our facilities. The Office of the Inspector General is conducting
multiple reviews of patients at Tomah and VA cannot comment on matters under
investigation because to do so would be premature.

Question 3: Your clinical review findings for Phase 1 of your investigation into
the Tomah medical facility found that Tomah patients were 2.5 times more likely
than the nationai average to be prescribed opioids greater than 400 morphine
equivalents per day and were more likely than the national average to be
prescribed opioid doses between 200-300 morphine equivalents per day. With
respect to the use of benzodiazepines and opioids concurrently, which is
discouraged due to risks of complications, your team found that Tomah was



331

almost double the national average. In your opinion, are these prescribing
practices at Tomah appropriate?

VA Response: Since the prescribing practices at Tomah are at the core of VA’s
ongoing investigation, we are unable to offer a formal opinion on the matter at this time.
However, the clinical review findings for Phase 1 of the VA investigation found mixed
resuits in the use of opioids at the Tomah VAMC. From the fiscal quarter beginning in
July 2012 to the fiscal quarter ending in December 2014 the percent of pharmacy users
receiving an opioid decreased 6% (2,124 to 1,994 Veterans), while the national
percentage decreased 13% (679,376 to 587,762 Veterans). The percent change for
this metric must be considered within the context that Tomah has a lower percentage of
Veterans receiving an opioid compared to the rest of the VVA. The percent of pharmacy
users receiving an opioid or tramadol who are also receiving a benzodiazepine
decreased 9% (611 to 554 Veterans), while the national percentage decreased 24%
(122,633 to 93,352 Veterans). The percent of pharmacy users receiving opioids for
longer than 90 days who also received a urine drug screen to monitor treatment
increased 36% (453 to 712 Veterans, while the national percentage increased 31%
(160,601 to 231,856 Veterans). The percent of pharmacy users who are receiving
doses of opioids greater than or equal to 100 MEDD has not changed (274 Veterans),
while the national percentage decreased 17% (59,499 to 49,356 Veterans)..

Question 3(a): Are these prescribing practices at Tomah consistent with
VHA'’s clinical practice guidelines for prescribing opioids; for prescribing
benzodiazepines; and for prescribing both drugs concurrently?

VA Response: VA is deeply concerned with and is actively addressing the
overuse and dependence on opioid medications by Veterans. After many years
of promoting the aggressive treatment of pain with powerful opioid analgesics,
the United States is in the midst of an epidemic of misuse and abuse of opioid
analgesics. The extent and complexity of our nation's Veterans multiple chronic
pain conditions, including many severe battlefield injuries associated with blasts
and co-morbid traumatic brain injury and/or psychotogical conditions such as
depression and post-traumatic stress disorder, often make effective pain
management clinically challenging and increase the risks for complications due
to both over- and under-treatment with opioids and other therapies.

Per VHA clinical practice guidelines, the use of benzodiazepines and opioids
concomitantly is discouraged due to risks of complications, including apnea and
death. The clinical review findings for Phase 1 of our investigation suggest that
Clinical Practice Guidelines (CPGs) for chronic opioid therapy may have not
been correctly followed. However, as previously stated, our investigation is
ongoing and we are unable to offer a formal opinion on the matter at this time in
the months following the clinical review findings for Phase 1 of the VA
investigation at Tomah VAMC, the medical center has been vigorously pursuing
implementation of the Opioid Safety Initiative (OSI) similar to other VA facilities to
ensure optimal pain management and to safeguard Veterans from harm inherent
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in high-risk medications such as opioids and benzodiazepines. The objective of
OSl is to make the totality of opioid use visible at all levels in the organization
with a particular emphasis on identifying and remediating prescribing practices
that place Veterans at increased risk for adverse outcomes. To assist Veterans,
providers and clinical teams in achieving OSI goals for safer opioid prescribing
practices, an interdisciplinary VHA Task Force assembled a 15 module, peer-
reviewed OSI Toolkit that is continually updated as new information becomes
available, including new evidence-based practices. The OSI Toolkit is accessible
to all VHA clinicians and disseminated widely and repeatedly through muitiple
communication channels and educational formats to faciiitate safe opioid
prescribing practices.

Question 3{a)(1): If yes, do you believe the relevant VHA clinical
practice guidelines should be revised?

VA Response: We agree that it would be useful to update the guidelines
with the latest evidence; a Chronic/Long Term Opioid Therapy Clinical
Practice Guideline Panel is scheduled to begin work in
September/October 2015. However, considerable work has already been
completed in developing specific guidance for safe opioid prescribing in
the Opioid Safety Initiative Toolkit which has been widely disseminated to
VHA clinicians. These documents can be found on the VA Pain
Management Intranet Site,
http://vaww.va.gov/PAINMANAGEMENT/index.asp.

Question 3(a)(2): If no, what actions do you recommend to bring
facilities like Tomah into compliance?

VA Response: Suggested actions would include a clinical consultation by
an expert team followed by action plans to establish competent stepped
clinical care for pain in primary care and in specialty care, as articulated in
VHA Directive 2009-053.

The Tomah VAMC and VISN 12 leadership are committed to providing the
best pain management to Veterans, who need such care. Specific steps
taken at Tomabh in past three months include:

» [Implementation of pain resource folder in computerized medical
record that is easily accessible to providers;

» Provider training on how to better leverage VHA'’s on-line opiate
safety tools;

« Hiring a tracking nurse to help monitor and track Urine Drug Screen
results and actions as part of a continuous monitoring/monitoring
maintenance plan; and

* Provider education: in additional to academic detailing, VISN 12
has sponsored a pain management workshop on June 3, 2015,
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Question 4: The interim clinical findings of your investigation found that Tomah
was almost double the national average when it comes to rates of prescribing
benzodiazepines and opioids concurrently, an unsafe practice that is
discouraged due to risks of complications. As Mr. Simcakoski noted in his
testimony, his son Jason was on so many medications, including a
benzodiazepine and painkillers, the two of them couldn’t keep track. Ultimately,
at the time of his death, Jason was on 15 different prescription drugs, including
anti-psychotics, tranquilizers, muscle relaxants, and opioid painkillers.

Please explain how this practice is allowed to happen if it's discouraged
because it's so dangerous?

VA Response: VA takes very seriously any allegation regarding substandard care.
One of our most important priorities is to keep our patients free from harm while
receiving care at our facilities. VA cannot comment on matters under investigation
because to do so would be premature. The majority of the medications prescribed to
Mr. Simcakoski were classified as pain, anti-psychotic, tranquilizers or muscle relaxant
and this combination was the primary focus point of the clinical review team
assessment. it is not unusual to have a combination of medications in the mental healith
setting. However, to mitigate any risks related to a multi-medication regiment, tools are
now in place to alert providers about periodic reassessment for continuation of therapy.
The clinical review has also resulted in re-education on the use of panel management
tools aimed to help providers when further patient review is needed.

Question 5: What is VA’s protocol for monitoring opioid prescription and
benzodiazepine prescription management for veterans being treated by non-VA
providers — either through the CHOICE Act, or through non-VA provider payment
(fee-basis) arrangements approved by VHA?

VA Response: There is no separate protocol for monitoring opioids and
benzodiazepines prescribed by non-VA providers. Urgent opioid and benzodiazepine
prescriptions are filled in non-VA pharmacies by Veterans who can then submit claims
to VA’s Chief Business Office for reimbursement. Non urgent opioid and
benzodiazepine prescriptions written by non-VA providers are filled by VA and are
therefore monitored as part of the ongoing Opioid Safety Initiative. For Choice patients
who return to VA for care , the clinical record provided to VA by the Choice Third Party
Administrators is available to the VA provider of record who can monitor opioids and
benzodiazepines prescribed by the non-VA provider and if necessary, make
adjustments. Twenty nine VAMCs transmit data to state Prescription Drug Monitoring
programs, which allows queries to the State database to monitor care for all Veterans,
including Veterans who receive non-VA care.
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Question 6: | requested that your investigation team interview every person who
wanted to speak up during the course of your review. In addition, my staff
passed along a list of people who wanted to speak with investigators directly to
your team on the ground in Tomah.

Has your investigation team interviewed everyone who wants to participate in the
investigation, including the list of people who my office passed along?

VA Response: VA takes very seriously any allegation regarding substandard care and
is cooperating with investigators in regards to the investigation. As there are multiple
investigations with a variety of focuses, the Office of Accountability Review and the
Veterans Health Administration are working to ensure a “warm handoff’ between the
teams and that those that wish to speak directly to the investigators.

TO MS. OSHINSKI:

Question 1: Itis apparent to me that VHA lacks ciear and appropriate system-
wide policies and protocols as well as suffers from inadequate oversight of
individual facilities. The dangerous prescribing practices and the widespread
retaliation against employees at Tomah have proven that.

What'’s the proper role of the VISN and the VHA to ensure that facilities under
their management aren’t employing unsafe medical practices? Why didn’t VISN
12 execute their oversight responsibility in the case of Tomah?

VA Response: VHA has identified and responded to challenges in pain management
through policies supporting clinical monitoring, education and training of health
professionals and teams, and expansion of clinical resources and programs. VHA's
Pain Management Directive defines and describes policy expectations and
responsibilities for the National Pain Management Strategy and stepped care pain
model, which is evidence-based and has been adopted by the Department of Defense
(DoD) as well. The VHA approach to managing opioid over-use addresses the problem
of clinically inappropriate high-dose prescribing of opioids with OSI. In addition, VHA is
working to develop interdisciplinary, patient-aligned pain management with the
associated competency to provide safe and effective pain control and quality of life for
Veterans.

Initiatives like OS! allow VISNs and VHA to identify variances in prescribing patterns as
well as opportunities for system changes to ensure safe medical practices. In July
2013, VISN 12 established an Opioid Safety Initiative Steering Commitiee. Each
facility, including Tomah, appointed a physician to serve as the facility Opioid Safety
Initiative point of contact. VISN 12 has been involved in the VHA's development of a
national Opioid Surveillance Dashboard in support of the safety initiative, and expanded
reporting to include the development of customized reports on opioid management at
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the facility and provider level. Medical record informatics solutions were also developed
for provider education and to ensure providers addressed opioid pain care agreements
and urine drug screens monitoring.

Facility-level data is discussed at monthly VISN Pain Committee meetings where sites
share best practices/action plans. VISN 12 further developed supplemental VISN OS!-
based reports to assist local teams in patient-level reviews.

in May 2014, VISN 12 conducted a network-wide survey of pain management resources
and services to help facilitate communication between sites on the development of
alternative treatment options. Provider education occurred concurrently, with sessions
on prescribing and process changes. For example, one session was led by a
psychologist on “How to Set Boundaries with Chronic Pain Patients.” VISN oversight of
the OS! focused on providing the facilities with the tools and training for the
development of local action plans. Trending data on overall opioid usage, urine drug
screens and high dose therapy management serve as a guide for the effectiveness of
local actions.

The facility’s expert on pain management for OSI at the Tomah VA Medical Center was
actively participating with the VISN Pain Committee and OSI focus teams. The review
and action plans for addressing OSI measures were implemented locally and under the
direction of the facility Chief of Staff. Aithough local reviews were conducted on high
dose patient management, the Chief of Staff was responsible for oversight. In
retrospect, the issues identified have raised concerns about how we approach clinical
oversight when a Chief of Staff also serves as a significant provider within a medical
center. As a result of this experience, we are instituting a new process for peer review
at Tomah. Clinicians from other sites will routinely be involved in these reviews and
meetings to ensure outside viewpoints which would not be influenced by the reporting
relationship at the facility.

TO MR. DESANCTIS:

Question 1: | wrote to you on April 7, 2014, requesting that you launch a full
review and investigation into a number of matters under discussion today,
including the concurrent use of benzodiazepines and opioids. Your reply more or
less stated that everything was under control, essentially refuting every concern |
raised with you on behalf of a constituent. in addition, you neglected to inform
my office that the OIG had just finished a 3 year investigation of the facility and—
you told me to contact the Tomah VAMC Associate Chief of Staff, who worked
under Dr. Houlihan, if | had additional questions.

In sum, your letter to me said: nothing to see here and then it referred further
questions about inappropriate prescribing practices to the leadership at the
center of this controversy.



336

Mr. DeSanctis, in light of the evidence of inappropriate opioid and benzodiazepine
prescribing and the tragic death of Jason Simcakoski, do you stand by your
response to me? In retrospect, was everything really under controi?

VA Response: The response provided to your letter of April 7, 2014, was based on the
best information and data available at that time. We will have a better understanding of
what changes may be necessary the OIG review of Jason Simcakoski’s case is
completed. Mr. DeSanctis worked with the Associate Chief of Staff for Mental Health,
who with other staff, performed in-depth chart reviews of every patient enrolled in
Tomah VAMC's residential treatment program for substance abuse in calendar year
2014 (Jan 1- Apr 8, 2014). Tomah VAMC recognized that there continues to be some
professional debate and controversy relating to prescribing benzodiazepines in the
treatment of PTSD, both in terms of general guidelines and in how those guidelines are
applied in individual cases. The facility also noted the responsibility for individual
treatment decisions ultimately lies with the attending physician or other provider
responsible for a Veteran’s care. Their decisions should be informed by the
circumstances, needs, and preferences of that individual patient, and all the information
available at the time. We did highlight in our response the importance of the issues you
raised as it related to our facility, and where we were focusing our improvement efforts
to address those issues. These improvement efforts included:

* Tomah VA participation in the VHA Psychopharmacology initiative to provide
tools to review and drill-down data related to prescribing patterns. This initiative
was established to also analyze cases with Veterans receiving various
treatments, including benzodiazepines, correlated with certain diagnoses.

e The institution of the facility’s Opioid Safety Initiative (OSI) which began in
January 2014 and the multi-disciplinary Pain Management Committee that was
charged with implementing the OSI.

Additionally, at Tomah VAMC, every Veteran's life is valued and respected. The staff
and physicians involved and myself wish we could have prevented Jason Simcakoski's
death. As of March 20, 2015, Mr. DeSanctis has been detailed to VISN 12, serving as
the project lead for the implementation of the Veteran’s Choice Program across the
VISN. The results of the OIG review of Jason Simcakoski's case are still pending, and it
would be premature to state what could have been done differently until it is completed.
Once we receive this final report, the findings will be reviewed by our team and we will
work to resolve the areas requiring improvement.
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