Administrative Closure

Fayetteville, NC VA Medical Centar
MCI #2008-00777-HI.0211

PURPOSE

On August 28, 2008, the complsinant sent a leflar to Representative. Rohin Hayes (R-
NC) alleging that over the past 10 years [BX6)_|endured muitiple episodes of improper
care, unsanitary conditions, and discourteous communications while a patient at the VA
Medical Center (the medical center) in Fayetteville, NC. The complainant reportad that
he brought his concerns to the attention of managers on numercus occasions, but
corrective actions were not taken.

BACKGROQUND

The medical center provides general medical, surgical, and mental haalth services. 1t
operates 80 hospital beds and 62 nursing home beds at its primary site in Fayetteville,
NC., and also provides care at two community based outpatient clinics located in
Jacksonville and Wilmington, NC. The medicai center has affiliation agreements with
several educational instiutions covering 24 different areas of study. The megical center
is part of Veterans Integreted Service Network (VISN) 8.

METHODOLOGY

We reviewed the patients medical records from both the medical center and the
Charleston VAMC., We also reviewed incideni reports, patient complaints, and the
medical center's response to previous complaints by the patient and her husband. We
interviewed staff knowledgeable about the case.

We performed the inspection in accordance with Qualily Standards for Inspections
published ty the President’s Council on Integrity and Efficiency.

Brigf Case Symmary

The patient is e frequent user of madical center services. To promote clanty and
readability, we did not present an exhaustive medical history; rather, we explained the
palient's medical situation as it spedifically refated to the allegation at the time.

The patient is a (b)(3%:38 U.S.C. 5701

veteran with a prAmary medical Tistory thel ncludes Rypertension, hyperipidemia,
asthma, atrial fibriflation, myocardial infarction [P)X5) lirritable bowel syndrome (IBS),

chronic diamh er. PaSl procedures include cardiac
catheterizatian [(b)®) several esophagogasiroduodencsconies’

! Dingnostic endoscopic exarnination of the upper part of the gastrointestingl fract.

-+




removal|(PX6) land rectocele” repair [(P)(6) | The patient has been routinely followed
by the Women's Heaith Clinic, and she has had regular appointiments in the Urology,
Neurclogy, Eye, Visual Impairment, Podiatry, and Nephrology clinics.

(EGDs),,ﬂscopy ®X8 | [umboperitoneat (LP) shunt placement [P)®) | and

The patient and her husband have been receiving care at the medical center since

(b)(6) | In |(B)6) a medical cenler committee met to develop healthcare contracfs

for both the patient and [(b)(6) j this action was taken in response to the

negative and disrespecttul communications with medicel center staff. [In September

2003, the patient signed a "Healthcare Agreemept” which outlinéd her responsibilty to

corduct herself *appropriately.” =fused {o sign a similar agreement as
Wi

it required him to “check in" medical center police prior to each healthcare
appointment,

In|(®X6) | the patient became angry after she was discharged from & 23-hour
observation admission. A *Code Green™ was called to manags the patient’s disruptive
behavior. After this evant, the patient's “Heaithcare Agreement’ was rescinded, and
she transferred her care to the Charteston VA Medfcaf_geﬂgr_(ymg)' At Charleston,
providers removed her LP shunt in[(B)(6) | in|®)XE) she applied for,
and received, approval to refurn to the medical center for health care services. The
atient has been seen in the medical center's smergency room (ER} 20 times since
[(bX®) | Several progress notes reflect providers’ perceptions of somatization.

REPORT FINDINGS

In his Istter, the complainant desctibed mulliple events that he belleved reflacted
improper care or other substandard canditions, During the course of our review,
howaver, we found that, in general, the complainant's allegations either could not bs
substantiated or were directly refuted by documentation in the medical record. While
we determined that same of the allegations were technically accurate, we did not
substantiate the implied inappropriateness of the conditions. In other cases, we could
not confirm or refute the complaint as the alleged event took place anywhere from
sevaral months lo several years ago and did not always include names or dates.
Without detailed information, it is often difficult to determine with certalnty what
happened on a specific date in the remote past.

atio

1. For nearly 10 years,[P"® | has been misdiagnosed at least twice. [*©
repab( nt to the medical center's emergency reom (ER) with severe stomach

pain apt felling her she had gastritis,

We did not substantiata the allegation that the patient was misdiagnosed, The notes do
not show that|(bX8) |repeatedly told the patient that she had gastritis. The medical

? Condltion thet occurs when rectal tissue bulges into the vagina through a rear {n the rectovaginal septu.
? Au interdisciplinary team, incledimg medical center police offfcers, respond when  patient becomes distuptive,




record reflects that|(®X®) | an ER physician, saw the patient on the following dates for the

noted reasons:

[EX8) . | - chest pain. cosigned the note of anolher ER
physician — he did not meke the inilial diagnosis.

[B®) | - chest pain|(®)(6) |admitted the patient to an observation bed
with a diagnosis of gastritis and anxiely. The admission orders reflect ihe
gastritis diagnosis; however, the progress note does not [(b)(8) - for
sinusitis,

(£)(8) |- for unresolved right forearm pain.

B)(8) - for urinary fraquency and chest pain.
Qther than the |(b){6) admission orders, we found no other reference to gastritis
written by |(R)(6) |

As the complainant may have confused|(®X8) [for ancther ER physician, we reviewed
the patient's ER progress notes for the year immediately preceding the LP shunt
removal in[®)E) lto determine if anyone repeatadly told her she had gastritis.

Of the seven ER visits during that time (excluding the ER visit that prompied the
(b)(6) admission), only one ER note, dated |(B)(6) and cormpleted by
(b)(6) | rererences gastritis. This note states :

D/D {differential diagnesisl: EFIGASTRIC PAIN 3 TENDERNESS MOST LIKELY DUE TOQ
GASTRITIS, POSSIBLE H.PYLORI INFECTION,

(b)(6) |ordered a gastroenterclogy (Gl) consult for endoscopy, and prescribed antibiotics,
pam medicatlon, and Prilosec.™ The patient had an EGD on [(b)(6) Ithe.
diagnosis was gastric retention ang gastritis. '

The next mention of gastritis is around|(®)(®) | when [(£X8) |treated her
in the ER and admitted her to the hospital with a diagnosis of gastroenteritis, She was
hespitalized [(5)6) ] Notes by muitiple physicians reflect this diagnosis and
further detail the patient’s explanation that she had eatTuLﬂJmaLiaﬂ;meﬂalumnt
and gotten sick. One note documents that the patient's|(®}8) said
ne contacled the health department who reported that three other peopls had gotten
sick after ealing at this restaurant

2. [PX8} |put her in the hospital overnight.

This s an accurate statement.[tX6) |admitted the patient to an observation bed
secondary to reports of chest pain. The admitting orders, however, refiected diagnoses
of gastritis and anxisty.




3. No physician came to see the patient for 22 hours.

During the{(®)(©) _| admission, the patient was in an observation status. The
physician saw her about 22 hours after admission, noted that she was stabie, and
ordered her discharge.

4. The patient was immediately discharged in severe pain.

The documentation does not support thig allegation. Progress notes from _(b)(ﬁ)
(£)6) | refiect the following:

®X8) | Pt [patient] G/O [complaining of] pain 8/10 on paln scale in back. Pt.
medicated with PRN {as needed] Hydrocodone Smg/500mg x1 tab per orders.
Spouse remains at bedside. Will continue to monitor.

(b)(6) I P! resting quietly in bed with eyes closed. Nao signs of pain or discomfort
noted. Will continue to monitor.

Witnessed pt. atternpting to remove |V in right hand. Writer able to
remove IV with cathater intact, 2x2 applied.

[B)XE} Pt. noted walking by nursing station with bags refusing to skin discharge
paperwork or 1o sign oul AMA {against medical advice]. Nurse menager walking

with pl at this time.
(b)6) | Code GREEN activated, pt was upset and crying @ the elevator. PT left
without signing discharge observation note.

At the patient was observed to be stable with no signs of pain or discomfort.
The physician reexamined the patient and reviewed her laboratory results, then ordered
her discharge a We saw no documented evidence that she was discharged
in severs pain. .

5. Because the patient refused to sign the discharge papers, the Chief of Staff
banned her from the hospital for 1 year.

The patient was discharged on |2)(6) As a result of her apparent disruptive
behavior that prompted a police response, her "Heallthcare Agreement” was revoked.
The patlent transfarred her care to the Charleston VAMC, where she had been a patieni
in the past. She received care at Charleston from [(B)(6) | The
patient then transferrad her care back to the medical center.

6. At this new VA (referring to Charleston), stafl immediately knew the patient was
In severe pain and noted she had a 10-year old shunt in her stomach. Siaft ordered a
STAT myelogram,

Based on the medical record, it doas not appear that the patient was in severs pain

when she first sought care at the th[lggLTn VAMC. After her move to Charleston, the
patient was first seen on [(b)(6) The History & Physical documents, “Chief

Complaint: Here for history and physical. Patikent states that she would ke {0 get




established at the Charleston VA. [Patient] has many medical problems and states that
her main complaint today is her heel spurs that are causing her pain...” The sitending
physician also documented “Denies...abdominal pain..."

She was subseguentty seen on the following dates for the noted reasons:

©X® L ER visit for ractal bieeding and pain fimes 3 weeks,

~ Gl consult — reports 40 ib. weight loss “food goes right through.” No

complaints of abdominat pain. Assessment, {BS exacerhation.

- Gi consult — presented for colonoscopy for 3 year history of diarrhea

and pain; colonoscopy cancelled due to discomfort and need for anesihesia,

[B)6)__]- Computed tomography (CT) of the abdomen with contrast- possible

ovarian cyst. No obsiruction,

(bX6) [ ER visit for abdominal pain - ordered CT, but no etiology found.
Magnetic Resonance Image (MRI) of the lumbar spine completed.

- Colonoscopy and EGD completed — findings were within hormal limits.

Neurosurgery (NS) consult — ordared myelogram to cormeiate dinical

_findings, The myelogram was not a STAT order.
(PX6) I:X-ray of the ebdomen — natas shunt tubing but ne dlinical findings.

ER vigit. The physician documented, “In ruth | explained o the patient
and her husband that | could not think of any further imaging, referrals, analysis
that could be done to betier explain these symptoms.” "Patient and husband did
not 1ake this news very well and despite my attempts to offer reassurance, they
seemed convinced that not enough testing was being done.”

It does not appaar that the patient initially presented to the Charleston VA with severe
pain. About 2 months after her initial presentation, it appears that staff began a work-up
for abdominal pain and that the myelogram was part of this work-up.

7. The myelogram showed that the LP shunt was a problem and the patient went
for immediate surgery to remova the shunt,

Progress notes and consults reflect the following:

[®® T Myelogram compieted. Findings reflect “some clumping of nerve raots
below s level suggesting the possibility of arachnolditis.”

(b)(6) NS note (no visit ~ just phone call) — The primary neurosurgecn
conferred with another neurosurgeon and congideration was given as to whether
the LP shunt may be contributory fo pain. The plan was to discuss in NS

conference.
|(b)(ﬁ) |~ The neurosurgecn documents “MRI and CT myelogram show
mullleve! degenerative changes — shunt catheter coiled in the lumbar thecal sac.

No obvigys root compression is geen... that would explain ber radicular pain.”
(b)(6) LP shunt removed,

* Inflamirarion of the arachnoid lining that surounds the brein and spinef cord. The inflarmmation causes constant
Irritation, stinging, and pain in the lower back and fower limbs,




The myelogram showed that the LP shunt may have contributed to the problem.
Neurosurgeons debated whether to remove it and ultimately deckied to do 3o because it
could be causing problems. Afler the myelogram findings, surgery to remove the shunt
occurred more than a month later, not immediately as alleged.

8. The patient has had nc abdominal pain since.

The patient has_had abdominal pain since as evidenced by her admission for
gastroenteritls In However, it may be true that she has not had the same
type of pain in the same location afier removal of the shun{, The medical record doas
not specifically camment on this distinction.

8. [B)E)_Jmade the patient suffer for nearly a year and never looked at the records to
see she had a shunt.

(‘b)(a) patient only two times in the year preceding the LP shunt removal in
(b)(6) On both occasions, the palient complained primarily of chest pain.
10.  On|®)6) _the patient fail and injured her wrist, )6 yras working in

the ER and fold her she had not fractured her wrist; he just wrapped it in an ace
bandage.

The patient was seen in the ER on [(BX6) | by Q2 | An X-fay was
completed during the visit. The radiolagy report reflects “Bony siructures of the right
wrist are intact with no evidence of fracture or dislocation.” Treatment provided in the
ER included an ace bandage wrap and Ultram {pain killer}, with instructions to follow up
with the Primary Care Provider (PCP).

(b)(8)

11.  On|0X® the patient returned to the ER complaining of wrist pain.

refused to x-ray it and refused fo remove the ace bandage.

After the[®1®) vistt, the patiert was next seen by(®/® fin the ER on[®X8)
for a primary complaint relaied to congestion and sinus drainage. There is no
documented complaint of wrist pain. Treatmant provided was for the sinus condition,

On[b)® | did sea the patient In the ER for unresoived right forearm pain.
His note reflects that the wristhand x-rays completed on ere within normal

mits  [(b)(6)] documented that the patient said her pain killer (Darvon) was nol working.
(b)®) prescribed three Percocet tablets and nofed that the patient had a pain contract.
He referred the palient to her PCP for follow up. [(b)(6) | wrote an addendumn nafing that
the patient was c¢rying and had accused him ol refusing to provide the required
treatment,

We found that the treatment provided by [©/5'| on[®1E) |was reasonable given
the patient’s history and what appeared fo be a normal x-ray from |(£)X8)




12,  The patient went to Primary Care where they removed the ace bandage and
immediately sent her fo x-ray. The x-ray showed a fracture, and orthopedics followed
the patient for a year.

This appears to be an agcurate statement. A new x-ray completed on |(EX0)

showed “"questiopable nondisplaced cortical fractureg of the distal radius.” An x-ray
compieted on|{®X8)  |confirmed “a nondisplaced transverse torus type fracture of the
distal radivs.” The patient was followed by orthopedics for about 1 year,

13.  Over the years, the patient has bean dispensed the wrong medications.

Without specific information related to the dates, medications, and dosages, we had no
way to evaluate this complaint.

14,  On one admission, & male attendant entered the patient’s shower area when she
was naked but the Medical Center Director did not allow anyone to write an Incident
report.

The complainant did not provide enough details about the alleged event for us to
adequalely evaluate the complaint.

§,_ There are multiple medical errors throughout her records. For example,
had a rectocele surgery on This siatement is not true; the patlent never
had a surgery at the Fayetteville VA medical ¢enter.
While it is unclear which progress note the compleipant j i the patient dig
have a rectocele repair at the Charleston VAMC onf®)®) | it appears that
the provider correctly documented the month and day of the procedure, but erroneously
documented the year.

16.  Another example of a medical record arror. The patlent "had a cystocele surgery
in Charleston,” This statement is not true; she has never had a cystocele surgery in her
life.

A [B)8) | Urology note does erroneously refer to a cystocele (fallen bladder)
repair completed at the Charieston VAMC. Later in this same note, the urologist
documents, “! have suggested that cystocele repair is not mdicated and often worsens
irritability symptoms.” This additional statement suggests that the wriler knows the
patient has not had a cystocala repair and that it Is nol recommended in her case.

Other_notes correctly refer to the procedure ag a rectocele repair completed on
)

17, In{P)© the patient was admitted for atrial fibrilation. The nurse did not
wash her hands during an exam and the patient got MRSA [methiciliin-resistant staph
aureus] “in her npse.”




he patlent checked into the ER and was geen by a triage nurse at [eXe) _
(B)(6) .MRSA testing was ordered at and completed at-{b)(ﬁ) Testing
revealed that M colonized In the patient’s noge. A staff nurse using unsanifary
procedures on |(Pi8) would not result in a patisnt testing MRSA positive legs than

10 hours later,

18. When the patient was admitted to the hospital i (bX6) there was an oxygen
line ieft open in the room and there were EKG leads and clumps of hair on the shower
floor.

We cannot confirm or refute this allegation. The medical center could nat provide
terminal cleaning records for the patient's room.

19. A consultation report reads "Consultation terminated because he [complainant]
stated he was contacting his senator.”

It is unclear which consultafion report the complainant is referring to. The complainant
specifically mentioned a urclogis! by name, and also referred to an orthapedist (no
name provided) alleging that they recently told him to leave the office when he said he

was writing to Senator aviewed Uralogy #nd Orlhepedics progress notes
and consultations from|(cX5) to [BY6) |but feund no documentation

refiecting the above statement.
20.  The Patient Advocate made an offensive remark.
We could not confirm or refute this statement. We inteniewed the peatient advocate who

did not have any recall of a negative interaction with the complainant. We found no
documentation (reports of contact or patient advocate reporis) regarding this complaint.

(b))

21. The Chief of Staff “kicked the patient out® of the medical center In
because she was crying and refused to sign the discharge papers.

The patlent was admitted to a 23-hour abservation unit on [(®X®) | The
patient was discharged the following day in stable condition, Records reflect that the
patient became angry and disruplive, and a “Code Green” was called. This event
promptad the medical center's decision {which was supported by the VISN), to revoke
her "Heaithcare Agreement.” The patient was dul ed of this decision in a fetter
dated |®)6)  |and a follow up letler dated®)6) ihe patlent was subsequently seen
at the medical center muttiple times in |(£)(8) | before moving to
Charleston, -

22. The patient was tatked {0 “like a dog" by(®X€) jn Urology. He told her te use a
measiyyring cup from the kitchen to measure her urine output, and then tald her she was
not being truthful about the output (called her & fiar).




A [(bX6) Urclogy nole reflects that the urologist was skeplical about the nightly
unine output totals. An addendum dated [BX6]__ Jreflects that the urologist used an
"erronecus conversi e ' and he changed the output amounts accordinply., A

Urology note dated shows the urologist was skeptical abouf the amount of
nighttime voiding with reported "minimai fluid intake." We interviewed the urologist who
told us that in order to get a precise measure of intake and cutput, he suggested the
patient catalogue all of her nightly fluid intake and cutput in & iog. He reported that he
fotd her she could use any container with measurement markings to calkulate her
output. He denied telling her to use a standard measuring cup from her kitchen.

23. The patient was admitted to a room in |[(E)X6) that had baby roachas. The
nurse told her, “A place like this will have roaches.

The |(b)(5) pest control log shows that a room on the medical floor was treated for
pests; we beligve this to be the patient's assigned mom. We can’t confinn or refute that
a nurse made the above statement,

24, The patient is gefting weaker and rapidly losing weight because of a biadder
problem, but they are not doing anything ta find the problam.

The patient's recent weights are as follows:
(b)(6)

215 [bs.
210 lbs.
205 bs.

In |(bX6) staff documented that they discussed weight management with the
pauént. A 106s of 10 Ibs, over 3 months was a healthy improvement and not indicative
of “rapid” welght foss, The patient has a long-standing and well dotumented history of
overactive bladder and voiding problems “resistant to therapy.” The medical record is
replete with evidence of ongoing efforts to address the patient's condition, symptoms,
and frustrations,

25. Medical center Urology staff never scoped her bladder.

This appears to be an accurate statement. We found no indication in the medical
record that she had a cystoscopy or that the urologiat had every suggested/planned
cystoscopy for the patient.

26. Three years ago another VA [Charleston) found an abrasion in her bladder,

Providers at the Charleston VAMC completed a workup for the patient's bladder igsues,
the resuits of which were “‘nomal.” They did note a nen-tontributery bladder leglon.




CONCLUSION

We did not substantiate that the patient received improper care at the medical center.
Managers provided documentation of their attempts to manage the ongoing
DMpfdints, disruptive conduct, and inappropriate communications. Since the patient’s
madmissbn. the has sent seven complaint fetters; none cof these were
responded to per the instructions of the VISN 6 Public Affairs Officer. The medical

center did respond to another congressional office on|(b)(6) | regarding the
[B)E) iadmlsslon and the fractured wrist event.

The patient's medical record reflects reascnable and ongoing efforts to address and
mansape the patient's muitiple medical conditions. We could not ¢onfirm unsanitary
conditions or discourteous communications. We made no recommendations.

les/
VICTORIA H. COATES
Director

Atlanta Office of Healthcara Inspections

Oclober 31, 2008

10






