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Diear Mg, Lémer:

1 amvin zeceipt of your August 16, 2013 correspondence wihierein you conciade that
allegations raised-by Adam Berg, an employee of the United States Department of Justice,
Federal Bureau of Prisons, constitute a substantial likelihood that g violation of Taw, rules or
regulations has oceurtéd, and that an.abuse of authprity and a specific danger to public health
and safety, have oocuirred, Mr. Berg has made allegations related 1o the Nussing I.)epartment at
the Federal Medical Center (FMC) Rmhestﬁrﬁ in Rechester, Minnesota.

ﬁsrﬁmg to Mr. Berg, FMC Rochester Nursing Department Nursing Assistants failed to
change inmates’ soiled underganments for long periods of time or after instances 6f incontinence,
and did potregularly empty utine from full bed pans, which prevented inmates from being able
to relieve themselves. Mr. Berg alse alleged that FMC Roghester Nursing Department Nursing
Assistants failed to provide physical care 1o an HIV-positive inmate, such as feeding, bathing,
arid dressing.

T"he Office of Special Counsel requested an mv&st:gatsﬁﬁ and report on the allegations
made by Mr., Berg. Please accept this correspondence 55 a sumrary of our investigation and
finidings. It showld be noted that the Attorney General has delegated 10 me authority to review
and sign the report, inaccerdance with 5 US.C. § 1213 (0.

Juhe R. zebrak
- Depisty Chief of Staff
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United Siates Department
Federal Baresi of Prisons - Office of I::wmai Affairs

Reportof 'inv%ﬁgﬁﬁm

1A Case Number 2013-07603
O5C File Num%’}w-lf}i’wi 32349

Subject:  ALLEGED VIOLATION OF LAWS, RULES, OR REGULATIONS AND
ABUSE OF AUTHORITY AND SPECIFIC DANGER TO PUBLIC HEALTH
AND SAFETY AT THE FEDERAL MEDICAL CENTER, ROCHESTER, -
MINNESOTA

This investigation was initiated based upon a whistleblower disclosure alleging that
employees at the United States Department of Justice (DOJ), Federal Bureau of Prisons (BOP),
Federal Medical Center {FMC), Rochester, Minnesota, are responsible for violations of law,
rules, or regulations and engaged in abuse of authority and danger to public health and safety.
The Office of Special Counsel (OSC) received these allegations from Adam Berg, Nursing
Assistant (NA), at FMC Rochester, Minnesota, who consented to the release of his name.

In brief, the a%l&gﬁd:&?&-ii&?ﬁivaﬂfi%'-foifimwiﬁg:‘

s Twa FMC Rochester Nursing Assistants failed to change inmates’ soiled undergarr
for 1ang periods of ume or aﬁa instances of i mwnnnmce, :

= Two PMC Rmhestzr Nursing Asssstmis did not: regu&ariy empty tirine from full bed
pans, which prevented inmates from b&mg abie ’to miicve themselves; and

#  Four FMC Rochester Nursing, Asststams faxled tza pmvzcie pkymcai care such ag feeding,
bathing, and dressing to a- HIV-positive mmaic

{Z)  Conduet of the Investigation

On August 18, 2013, GSC referred this matter to the Aftorney General for investigation;
Thie matter was referred to the United States Department of Justice, Office of the Inspector
General for investigative disposition on August 26, 2013, The OIG deferred the matter fora
BOP, Office of Internal Affairs (OIA) administrative investigation-on September 5, 2013, On
September 5, 2013, the OIA initiated contact with Adam Berg by e-mail and requested an initial
telephone contact to review his complaint with-him. On September 6, 2013, the OIA spoke with
Mr. Berg by telephone and on Septémber 8, 2013, Mr, Berg ¢-mailed what he considered to be
pertinent inmates’ medical records to the OIA. Between Septembir-6, 2013, and November 1,
2013, the OIA reviewed available records for 11 inmates whom Mr. Berg alleged had not
received proper care and treattent from the named Nursing Assistants at FMC Rochester. The




O1A consulted with BOP Central Office Chief Nursing Supeérvisor Michelle Dunwoody
concemning the Nursing Assistant care-at FMC Rochester. Over September11 - {3, 2013, the
OFA visited FMC Rochester {o review relevant documents and to conduct intesviews of 20 BOP
emiployees, six inmate paticnts, and six iimates who worked 48 nursmg care attendants.

3y Swmmary ﬁf:ﬁﬂiiﬁ@ﬁ@ﬁﬁﬁiﬁiﬁd%ﬁ'-tiwiiwasﬁgaﬁﬁm

FMC Rmchestez ig located in Rochestéry. Mizmese:m This administrative BOP facility'
has been in operation since 1985, Male offenders who require chronic care formedical/surgical
and psychiatric conditions are‘housed at the main facility.: Fernale offenders are housed a1 the
Satellite Prison Camp.. Inmates who tequiré medical attention that cannot be provided by the
medical center are routinely taken to. Mayo Cliniey St Mary § Hospﬁai or Roghester Methodist
Hospital, afl of which are loeated in:Rochester, =

A regularly scheduled pmgrm feview of’ ?MC’Rmhﬁsiﬁr’s Health Services deparirient
occurred November 27 =29, 2012. A "program: réview" is a comprehensive audit to determing
palicy compliance and prograny qnahty Prograi reviews are conducted by the BOP Program
Review Division (PRD). : Program seviews typically occur-every three years for all departments
at all BOP facilities, although they occur #iore frequently if significant problems were identified
in % prior program review. ‘The Health Serviges department 4t FMC Rochester: received.a
"Superior” rating - the hlghegﬁwsda}ﬁ ratifg -« in November 2012, :

At the time of tmf_sza 2pragrsm review, the FMC Rochester %mmg department was [ed
by Director of Nursing Liorelei Klema, and Assigtant Director of Nursing and Commander,
Public Health Services Chad Garrett, who supervised 16 Certified Nursing Assistants,

Noted comments from the FMC Rochester Heaiﬁ‘z Servives departnient pit —
included the following: ;

FMC Roclfcster iz endowed with very knowledgeable, highly professional, and
meticulous medical §&fF,, .. This characteristic.and the mtegratad sworks of the Quality
Improvement Programi; méntal and behavieral health, nursing, and long-term care riot
only provide effective:medical care that can ensure compliance 1o all mandatory
programs, but can also set a standard of care in oﬁzﬁr miedical facilities.

On February 3, 2012, FMC Rdchester,r_&mved‘ compliance accreditation from the Joint
Commission: Accreditation of Health Care Organizations (JCAHO) forthe Ambulatory Health
Care, Long Term Care, and Behavioral Health Care programs. The JCAHO Executive Summiary
report noted for all three programs, "As'a result of the accreditation activity conducted on the
above-date(s), there were no Requireinents for Improvement identified.”

“Admmxstrml% facilities are cummmal institutions with a xpmal mission arid are designed {0 house mates of.
all seeurity-tevels. Flowever; the majority sF FMG Rochester frnates are fow security sifenders:
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Allegations 1 and 2, Mr. aerg a:zeged that two FMC Rochester Nursing Assistants
JSuiled 1o change inmutes’ soiled undergarments for long periods of time or after instances of
Incontinence as requived by agency rules. Mr. Berg also alleged that bive FMC Rochester
Nursing Assistaiity did nof reguliorly empty urine from full bed pwu aid prevented nmates
Jrom being able to relieve themselyes, iﬂ vmiaﬁaa &f agency rules.”

Mr. Berg reported that he had: observed and. pcrcmved neglcct a.nd abuse of autl‘wnty by
fellow Nursing Assistants (NAs) Joshua Geier, Jeremiah Lockie, Jessica Nierman, and Heidi
Wiplinger. Mr. Berg stated that his specific concern was that NAs Lockie and Nierman

*regularly” failed to change inmates’ soiled undergarments for Eong periods of time or after
ingtances of incontinence, or had left inmates on bed pans full of urine which kept inmates from
biging able to relieve themselves. Mr. Berg reported that he observed these failures-on-almost 2
daily basis on the 9-2 Long Term Care unit where he worked. Mr. Bergexplained that he
suspected NAs Geier, Lockie, Nierman, and Wiplinger deliberately had failed to provide txm&iy
nursing care fori moonunmt inmates dm:mg the day work shift.

Mr. Berg named the foiiowmg inmates as havmg received improper care: |

rid | i with disposable “Chux pads™ yiaced inside thmr undergarments o they, dié
nﬁi%zavembechmgedas&cqucnﬁy Mr, Berg stated that he reported his concern about this
“double diapering™ to Clinical Nursing Supervisor Mary Porter during March 2013 Mr: Berg
said fellow NA Karisa Rindels informed him that Directorof Nursing Lorelei Klema and
Assistant Director of Nursing Chiad Garrett had held a meeting about “double diapering” at
witich they tald the nursing assistant staff members to stop the practice of "double diapering”
because it wasimproper. Mr. Berg learned from NA Rindels that during the mseting, NA.
Niermarn had admitted she had been placing Chux pads inside inmates’ undergarments. Mr. Berg
stated that, for:s limited period of time, inmates’ undergarments were changed regularly and the
“double diapering” stopped.. Since. .Ium: 2013, however, Mr. Berg noted that he has gbserved
that the aforementioned i mmates i Hients were riot regularly changed mftd the “double
diapering” practice resumed.*

% The QOSC complaint noted that Mr. Berg named NAs Lockie and Nierman as those he-believed had failed 10
provide proper nursing care to incontinent inmates and that the nursing care lapse affected two to five inmates,
During the OlA mvemgation Mr, Berg stated he believed NAs Geier and Wiplinger also failed to provide proper
#iirsing care to incontinent inmates and slleged the total number of inmates who had not received proper nursing
vare wasnine,

3 rChux” “are. disposable ‘pads that are placed on medical examining tables, hospital bads and other areas whers
patients Jieor sit. Chux pads.are used in imspztals nurging hoses and pﬂ%te homes for it} and!m‘ %ldeﬂy patients
who have' biadder control problems,

& Thereisnd-policy fequirement for Nursing Assistants t6 dégument’ mgu!ar toiletinig siich as efm;:rtyiﬂg béd par dr
changing incontinent Inmates' undergarments,
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FMC Rochester’s Patient Care Manual, Bzggg Ulcer Prevention, Managing Moisturs,
statis that skin that is-eithertoo wet.or too dry is at greater risk for hreakdown The Manual
further states, “Incontinence of urine and stool pose the greatestrisk, Moisturize dry skin twice a
day with regular lotion:; For incontinent patients, check incontinence briefs ortoilet every two
howrs, Apply moisture barrier for patients after each episode of incontinence care,”

The OIA's investigation at FMC Rochester included interviews of six mxnates named by
Mr. Berg * Five of the
nafmed inmates denied they had been “double diapered,” had Chux pads placed. inside their
undergarments, had been left on full bed pans, or had been unable to relieve themselves when
needed. The sixth, inma , stated he had not been: "double diapered,” but he added, "The
nursing staff use extra what I call dinner napkins to place inside my pull ups to absorb my urine.
I think it's a:good idea because of my incontinence....Both the nursing staff on the day shift and
night shift use these with me." Inmate JJJ aiso referred to Mr. Berg, "He has helped me. He
has also helped me with placing the extra napkins inside my pull ups so that I.do not leak urine
since the puil ups are too:small for me.” Inmat complained about NAs Geier, Lockie,
and Nierman stating, "I don't believe they have the proper training to assist in this field." Inmate

icated that the day shift WAs did not respond in a imely manner when he pushed his

cail bulton,

Three ofthe nine inmates Mr. Bérg identified ) were
reguired 10, wear urinary catheters some time during the time frame in question. A review of
relevant medical records from June 2013 through mid-September 2013 revealed no evidence that
their catheter care had ever been untimely,

During his OIA interview, Mr. Berg indicated that inmate nursing care attendants who
work on the 9-2 Long Term Care unit could provide witness testimony in support of his
allegations against Geier, Lockie, Nierman, and Wiplinger, Mr. Berg provided OIA witha
Nursing Attendant Schedule list that showed ¢i ght inmates assigned to work on the 9-2 Long
Term Care unit. Six inmates were interviewed® and all six inmate nursing care attendants denied
that they had ever observed any patients on the unit “double diapered," having Chux pads placed
ingide their undergarments, or left on full bed pa s and unabie to relieve themselves. One of the
inmate nursing care aftendants, inmate p . , reported he perceived
that, generally, the NAs were not tirmely in rfespcndmg to <all butfons, and it was common for | an
inmate 1o wait ten or fifteen minutes before nursing staff entered the rootn. Inmat
réported that Mr, Berg in particular was “very slowin responding to call fights,” and that NAs
Pamela Liedebuhr and Karisa Rindels were, “by far the best at responding 1o the call lights.”
Inmate [ further stated, “I do not know of any specific time where an inmate had soiled
himself and staffdid not respond in a timely manner,”

~ During -{he OLA visit to FMC Rochester, Director of iﬁimin:g_l'{}cma-, Assistant Director
of Nursing and Commander, Public Health Services Garrett, Nursing Supervisor Porter, Clinical .

5 Of ihe nine inmates Mr. Berg identified, onie was released [ by the time of the O1A investigation, and twb

nnd-} suffered cognitive impairment and/or dementia‘and were riot ucid enough to be interviewed.
&0 the sight nursing care attendant inmates nained by Mr. Berg, ‘one Inmateé had tansferred from FMC Rodhester
to an eAil§ide dontiact facility and oy inmafe Bad sotworked of the unit§inies Juike 2015
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Director Michael Nelson, and _Ciinical Nurse Specialist and Commander, Public Health Services
Kevin Elker were interviewed about inmate patient care provided by NA staff members o the
4.2 L.ong Term Care'unit.” All denied they had ever observed the aforementioned inmates s
“Jouble diaperad” or heard related complaints from them or the inmate nursing care attendants:
Klema and Porter stated that in March 2013, Mr. Berg had reported to them 2 contern that
nursing assistant staff members on the day shift had been placing disposable Chirx pads inside
incontinent inmates’ undergarments. Klema, Garrett and Porter denied that they ever conducted
any formal meetings or issued anything in writing about the matter. Klema, Garrett, and Porter
recalied that they informally spoke with nursing staff members about the concern of “doiible
diapering.” They denied that any staff member adnuned 1o “double diapering” any of the
incontinent inmates,

Supervisory 'Chapiain-Ricardo Alcoser coordinates FMC Rochester's “Comfort Care™
anid “Palliative Care” programs, in which inmate volunteers assist in caring for hospice care
inmates on the 9-2 Long Term Care unit and elsewhere in the institution. Alcoser denied that he
observed or was ever made aware of any concerns that inmates on the 9-2 Long Term Cure anit
were ever neglected with regard to tauctmg or, Lmderganmmt changmg needs. -

NA Rindels recalied ‘that, several momhs ago, she became aware of a concern that some
of the nursing assistant staff members may have been “double diapering” incontinent inmates on
the 9-2 Long Term Care unit. She claimed there had been a problem with inmate
catheter and, because of this, he had been *“leaking urine” on a fairly constant basis: NA Rindels
stated that she and other nursing staff members had used folded Chux paper type napkins and

placed those hear the top of his undergarments to help absorb the extra leakage. Although she
cauiﬁi not identify who'had raised the concem, she recalied hearing that someone had thought
that placing the folded Chux paper type napkins near the top of inmate [} uidergarmen:s
wirs ¢onsidered "double diapering.” NA Rindels said she had not considered the usé of the Chux
paper type napkins with inmate JJJliffto be “double diapering.™ NA Rindels did'not recall
hearing from Klema or Garrett about the concern. She recalled that Porterhad addtessed the
concern gnd said that if "double diapering" was ocourring with incontinent inmates, such 4
practice was fiot proper and had to stop. NA Rindels denied that when Porter spoke to-the NiAs
about the concern that Nierman admitted she had “double diapered” incontinent inmates; NA
Rindels denied that she specifically said anything 1o Mr. Berg about what Porter had spoket o
thaa NAs. about NA Rindels denied saying to Mr. Berg that Nierman had admitted to*double

diapering” any inmates,

NAs Geier, Lockie, Nierman, and Wiplinger dcﬁied 'that they ever deliberately failed io
regularly change any 9-2 Long Term Care unit inmates' undergarments or had left inmates.on
full bed pans or had failed to properly care for incontinent inmates. They deanied "double
digpering” any of the inmates Mr. Berg specifically named, and they denied that they ever
abiserved any inmates as being "double diapered” with Chux pads or any material placed inside
thieir undergarments. Lockie stated he 'did not remember & concern being raised about "double
diapering” or Chux pads being placed inside inmates' undergarments. Lockie stated he did not
regmember anyone from management addiress any concern about it. Geier, Nierman and
Wiplinger recalled hearing about a concemn sometime during early 2013. Geier and Wiplinger
récalled the concern was addressed at around the same time by Klema and Garrett who said that
"double diapering” was riot acceptableito do: Wiplingérstaed, "I remetnber that Director of
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Nursing Klema and Assistant Diregtor of Nursing Garrett.came: to-the tinit and there was justa
couple.of us nursing assistants, me and Jessica Nierman dnd | think Jeremiah Lockie was also
present.” Wiplinger also.stated, "I remember they asked us if we knew anything about this-being
done and I recall saymg that I was niot'aware of it or had witnessed it but I said | heard that
Maorning Watch nursing assistant staff were saying Day Watch nursing assistant staff were doing
this andivice versa.” Nierman recalled that Klema came to the 9-2 Long Term Care unit and
spoke ‘with nursing staff about'the concern but Nierman did not specifically remember when this
wagor who else veas present.. Nierman siated, *She (Kiems) had asked about what double
chuxing was and she said there had been some complaints thal it was happening. I recall saying
thatl knew it was not me domg it becaase I h&d never }'aeard of i it. * Ni¢rman also added " never

| ’mﬁmber adm;t i “double d;ammg” %ag 1mmm

M. Betgmpoﬂedﬁmhehadobsewedmmm and"
frequently with urine soaked clothing since June 2013 which suggested to him that the day shift
mirsing assistant §taff members:he had named were not tending to the inmates inatimely
fashion. Mr, Berg stated he observed this-daily with regards to i
He stated that with inmate [JJJJ BBl "1t hes been about 90% of the time.” Mr. Berg stated.
that, since June 2013, he has reported to Registered Nurses Nicole Springer, Melissa Rislove,

and Trisha Sublett on an almost daily basisthat he found these inmates “drenched” whenever he.
started his evening work shift. Mr. Berg stated that Licgnsed Practical Nurse David Pease also
observed that inmmigtes were being left with.urine mﬁkﬂﬁ clothmg and pot pmperly fended o by
the day shift NAs. ) i

Registered Nurses Springer, Rxslove, and Sub ctt"_’mr% interviewed. prmger said shc
er observed any inmates onthe 9-2 Lcmg Term Care it “double diapered,” although she
said she had heard about & concern that it was allegedly being dene. Springer reported that with
incontinent inmates, it was not:considered unusual to start her work shift and find that an inmate
had “soaked through his diaper.”” -She said that this would not necessarily indicate that the
inmate had not been tended to by nursing staff mémbers fram the previous work shift. Springer
further explained that what might indicate to her that ar inmate had been in:an undergarment too
fong would be 1o observe that it was "shredding" or "tearing down,” Springer indicated that she
add not-observed this with any of the inmates Mr, Berg specifically named. Springer
scknowledged that Mr. Berg wmplmnﬂd to her about the day shift nursing assistant staff’
members:ina general - vather than specific -~ manner, Springer stated that whenever Mr. Berg
complmnaé o bcr abowtﬁnﬁmg mﬁm&m mmam sa&cd ihwugh their mdergmmcms, she

Rislove reported that she observes incontinent inmates in i'he '9-.-2' Long Term Care unit
with “soaked through” undergarments approximately one or two times a week. She stated she
doeg not perceive this as “overly problematic” and explained that even though an inmate rhay
have had his undergarments changed timely, he could be 50 incontinent that he could be
“soaked” within an hour, Rislove stated she has not observed and did ngt believe any of the §-2.
Long Tervs Care unit’s NAs hiad everacted improperly in thieir care of any inmates on the unit.
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‘Sublett recalled that Mr. Berg mentioned fo her that hie had found inmuates onthe 9-2
Long Term Care unit whose undergarments had-“broken down” and were saturated. Sublett
reported that most of fhe inmates named by Mr. Berg required more care than usual from the
NAs. Subletobserved that, generally, NAs Geier, Lockie, Nierman, and Wiplinger tended to be
“mésn” toward inmates on the 9-2 Long Term Careunit. Asan example, Sublett cited her
abservationthat both-Lockie and Nierman tended 1o not lay inma back:down in bed
whien hié-wanted them to do so. She explained that Tockie and Niermar'had & téhdency fo “go by
theirown schedule™ for laying inmate down to bed rather than his need to'do so, Sublett
said that Lockie and Nierman also did this with-another inma
Aiccording 16 Sublett, she had to resolve this by writing specific orders in'both it
records to lay them down. Sublett also recalled that upon leaving workion ‘ong o¢
somigtime bétween the end.of April to firstof July 2013, when she had ‘worked the day-shift, she
iw:mi Geier comment about inma that he-would- gwe him a-cold shower because he
did not like him. Sublett further mcaiicd that, on one.occasion earlier this ym, shie heard Geier
and Wiplinger joking about not giving i il because b
did not want to wear a soiled bib. Sublett wrote a memorandum dated Sep!mber 23, 2013 ‘o
Directorof Nursing Klema and complained that at'10:00 p.m. on Septemher 22, 2013, she
observed mmatcs_ fully clothed, in.bed, and in “wet diapers.” Sublett
wrote that she learned the i mmates had beenin:bed since 6:00 p.m. and she wrote, “Thus they had
not been changed nor turned and repositioned ; +hours.” Sublett also wrate that on
September13,:2013, she had observed inmate{JJjJfJJJlf with & disposable pull up over the topof a
“blue diaper.” ‘She wrote, "When 1 confronted the nursing assistant (NA: Jacob Averbeck, who
normally works-on another unit buf ‘was assisting onthe 9-2 unit this-date), he didn't know-what
the issue-was. Ithen:reiterated that double diapering is not allowed.” Sublett’s memorandim fo
Klema indicated that she-believed there were NAs working on the other Long Term Care unit
(9-3), who were not aware that the practice'of “double diapering” was improper. :

Licensed Practical Nurse David Peasé stated that ke has never observed NAs Geier,
Nigrman, Lockie or Wiplinger “double diaper” incontinent inmates-on the 9-2 Long Term Care
wnit, He stated he was aware of the concern and that he has bbserved some of the ning inmates
{specifically ,-and former inma ) either“double
diapered” or with Chux pads placed inside theif indergarments. Pease clarified that, during
March 2013, he tended to observe this a few times a w&k Pease said it was around this time
thiat he reported his concernto his supervisor, Porter.” Pease’said that he has observed riniate -
ask to be put to bed or to use a bed pan, and Geier and Lockie would not follow through
at the time of his requests.  Pease stated he was aware that the concern about “double-diapeting™
had beer addréssed, but he did not beligve managementhad adequately addressed it.

Dhuring his OIA interview, Mr. Berg stated, "1 had also observed chiénic skin irritation
problems that most of the inmates I reported about have expetienced from toilet related
problens,” Clinieal Nurse Specialist and Comimander, Public Health Services Kevin Elker, who

7 M. Pease had forwarded une-maif message response 1o Porter on ¥arch 18, 2013: He had swritien to

My, Kenneth LiBore, Esq. at MNnursinghomenegiect.com and wrote, * ave noted that many tuzsing sssistants at

my work plice are using the practice of double diapering. When they do-rounds they simply pull the underlying

pad/diapér but without.changing. Is this i violation 6f state rules. M. LiBore had fesponded: and virote, "1
eppland your ingtincts. Thatpractice is-absolutely a violation and Teads to UTIS and préssure sorés,.."

7




is responsible for the tracking and monitoring of the FMC Rochester Pressure Ulcer Preventior:
(PUP) program, reviewed the medical records of the nine inmates Mr. Berg identified.* Elker .
reported that none of the nine inmates had evidence in their medical fecords of any skin
Breakdown or pressure ulcerations that would be expected in the event of nursing care lapses as
alleged by Mr. Berg. Elker offered his i impression, based on his review of records kept from
March 2013 through August 2013, that the inmate patzenrs had received “cxemplary care” While
houged onthe 9-2 Long Term Care unit during that time period.

During the OlA investigation Mr, Ber rted that when he started his work shift on
August 29, 2013, he observed that inmate had not been bathed by NAs Geier and Lockie
during their work shift, Mr. Berg also reported that Geier and Lockie had not given inmate

his dinner meal tray. Mr. Berg said this was observed by NA Ledebulir and inmate
nursing care attendant . Mr, Bety said he Rp{}ﬂﬁd hiz abswrvanoxz in:an e~-mail message
o Klema. -

i(imaaonﬁrmedﬂmMr B&rghadwmhcmn emmazimcssagcandtcpomdhismmn
that inmate ] had not been bathed'or given his dinner meal tray on August 29,2013, by the
time Mr. Bcrghadmvedfnrhxswﬁrksiuﬁatﬁ(}{}pm Ledebuhr said she did not recall this .
specific incident. confirmed that on August 29, 2013, i had been
left by the day shift nursing assistants (Geier and Lockie) fo be bathed on the evening shift.

NAs Geier and Lockie admitted they had missed giving inmate i vis beth and
dinnier mieal tray on:August 29, 2013, Geier and Lockie denied that they had deliberately or
intentionally failed to give inmate his bath or dinner meal fray thet date, Geier stated,
“We got short<handed that day and if was a fluke and totally uninteational.” Lockie stated, "It
tiud been abusy.day and Geier-and 1 were the.only two nursing assistants that afternoon and I
rezall we had a discharge and admittance to take care of as well.” Lockie also stated, "This was
an igolated incident and wasnot something that regulatly oceutred with him D

A review of the BOP Administrative Remedy inmate complaims records showed that
none of the nine inmates Mr, Berg named as having received improper care from NAs Geier,
Lockie, Nierman, and szhw ever filed any administrative remedy complamts while they
ware at FMC Rochester®

et oeer 0
g Tk

8 DR Elker is 2 Master’s degree prepared nurse with an:Advanced Practical Nuise licensure and he is a Certified
Wound Care Nurse:with several years of experience managing complex wound care for FMC Rochester. CDR'
Elkersiso consults on wound care issues throughout the BOP and he has participated on National workgroups for
the development of National Practice Ciilelines.for the BOP pn Wound Care and the Pressure Ulcer Prevention
Program.

#The purpmeofﬁre BOP Administrative R:medy Program, mmﬁmg 10 BOP Program Statement. 133517, dated
Axgust 20, 2012, "isto aliow an inmate to seck formal review of & issue relating to any aspect of hisher-own
¢onfinement.” Each written request, including appeals, is titig séasitive and records of all inmates’ Admiristrative
Remedy requests/complaints and appeals gre maintained. -
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Allegation 3. Mr. Berg alleged that four FMC Rochester Nursing Assistants Sailed to
provide physical care such as feading bathmg, and drming to an HI Vspasisivé y in
violation of agency rules.

Mr. Berg reported that on & number of oécasions NA Nierman commented that she would

sot provide care for inmate NG ' o was in the hospice

am at FMC Rochester, because he had HIV and she was afraid-of “catching it.” Mr. Berg
ted that, on one occasion during March or April 2013, he, Geier and Nicrman were setting
mpmysmﬁieQ-ZLong?mCmumtmmmeaimom Mr, Berg stated that he heard
Nierman comment about inmate and say, “He took himself off his AIDs meds
because he wants to die here rather than go home.” Mr. Berg stated Nierman also said, “That’s
good, it’s one less mouth to feed.” Mr. Berg said he pefceived that Nierman’s comment about
inrssate [N < mcdical condition 10 bea violation of his privacy because thisre were
other inmates and an inmate worker, whom he could not. spcmﬁcally identify, nearby in the same
rovm. Mr. Berg reported that Nierman told him on another occasion, during May or June 2013,
that she was not comfortable doing “cares” for inmate Mr: Berg stated,
“Hacause of this, she never worked with him.” Mr. Berg reported that he often heard Geir,
Lockie, Nierman, and Wiplinger comment that inmate - was “whiny and
wrinoying” and he did not need any help or would not get any help from them to eat. "Mr, Berg
gaid be mentioned this to his work shift team leader Sublett. Mr. Bc‘rg stated that inwate
T o!d Social Worker Kara Paske and other supervisors and management officials
¢ was being mistreated and not assisted i in feeding, Mr. Berg stated that NAs: Geier,
Lotkie, Nierman, and Wiplinger did not hr.lp mmatc | eat as his-condition
becare worse and he needed more asslstance ST S )

Director of Nursing Klema, Assistant szctar of Nursing Garrett, Supemsoty Nurse
Porter, Registered Nurses Springer and Welch, LPN Pease, Social Worker Paske; Supervisory
Chaplain Alcoser, Clinical Director Nelson, and Nursing Assistants Ledebubr and Rindels wers
interviewed. . All denied that inma ‘had ever complained to.them about not
being fed, bathed, or taken care of by NAs Geier, Lockie, Nierman, or Wiplinger. Sublett
mpomd mat whzie mmatc had cempiamed 10 her abcut Gcwr Lock:c, m

about thew 5ot fccdmg him.

MAs Geier, Lockie, Nierman, and Wiplinger denied that they failed 1y bathe or provide
food and care for intute . They denied ever saying that inmate
: “whiny and anmoying.” Inmaté did vot file ey Administrative
Remedy complaints while he was at FMC Rochester..

A review of the “Non-Medical Orders (NMOS) Activities” records of mmat.
-i‘rom March 2013 through August 2013 showed that Mr. Berg documented six activities,
~ NA Geier documented 26 activities, NA Lockie documented 65 activities, NA Nierman
&mmnm!od 44 activities, and NA W’plmgcr documented one activity, - The'types of sctivities
docimnented consisted of “Assist with Aan-(Actzwnes of D&nly Living),” “Assist with feeding”,

-;x"l’-‘ '

10 inissate —m relesséd o BOP auazody ot August 73, 2013 for depoitation i Mexico sid e

wis nob interviawed,
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“Padliative Care”, “Cast/Splimt”, “Vitals”, “Bath/Shower”, “Wound Care”, “Inputs & Outputs”,
and “Weight”, NA Nierthan wrote a comment on July 25, 201 3-under “Assist with ADLs” that
included, "Reported to the murse, helping inmate with morning cares inmate was very teary eyed
and looked 1o be depressed, said be'had nothing to looge (sic) by ot eating.”

Sublett reported that on sne occasion during June 2013, while at the 9-2 Long Term Carg
unit Nurses’ station, she heard Nierman somment about inmatefj || ]I discontinuing
his medications. Sublett stated that she heard Nigrman say, “Well that's one less mouth to feed.”
Sublelt said she was offended by Nienman’s comment. . Geier recalled that he heard Nigrman say
sorréthing about inmate é:smnnnmng his:medications while they wers in the
itumate television room around lunch tiriie on one occasion, Geier stated he thought that location
was not the:“best place” for Nierman to say something about inmate
medmﬁncmg Geier demed that he heard Nierman comment and say;“That's gaoci, that's one
legs mouth to f :

Nierman denied that she mnen:ed, “That’s good, that’s ong less mouﬁx to feed,” about
inmatcjJ . She conceded that she could have said something about him
discontinuing his medications in an area such as the inmate feeding or television room, but she
did not rcca!l domg so. She stated that she would not have meant for any comment {o be

Brring his OIA interview, Mr. Berg alleged thay, ‘while at the 9-2 Long Term Care nait
Nurgex' station, he hicard NAs Geler and Wiplinger “joking i_if_xdr- bragging” during the early part
of 2013 sbout not feeding inmate . Mr. Berg said he asked them if
they fod ﬂmmte- and they said they had not. Mr. B@zg srami that Pesse and Sublett were
alsd present gt the Nurses® station on this & .

Sublett reported she overheard Geier and Wipli " er jakmg about not giving i
his meal on one occasion during the early part 6f 2013, She recalled the “joking comments™ had
soiething to do ‘with inmate ROt Wanfing to use a. soiled bib. Sublett recalled that Pease
and Berg were also present and ‘i?mi{}eler sand szimgm"s somments were made at the Nurses”
giation.

Pease stated he:did not hear Geier or Wiplinger joke or stherwise:comment about not

feeding inmate JJJ  Pease recalled that inemat told him that Geier and Wiplinger had
said something about not wanting to feed him Traeanse he-did ol wantto wear a “dirty
ozt

@mwdcmed&mhemémyjﬂhngwmmm - - that he had

! gbout not feeding him while he was convérsing at the Nurses® glation and in the
presence of Berg, Pease, Sublett or Wiplinger _
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Wipli tated that she did not remember making any kind 6f eomments about not

feeding inma at the Nurses® sfatton and laughing | abmut it. She'denied that she had ever
withheld Tood from inmatciiilill}

{4y Violation of Laws, Rules, or Regulations
Allegation 1.

The investigation revealed insufficient evidence to support Mr. Berg’s claim that the
Nursing Assistants he identified had failed to change inmates’ soiled undetgarmenits for
fong periods of time or following instances of incontinence. Although thigre appeared fo
be somé instances in which some 6f the incontinent inmates on the 9-2 Lonig Term Care
unit were “double diapered,” there-was insufficient evidence to determine who
specifically had done this. Whilethie investigation revealed no evidence that the
institution's Nursing Departmenit management had held any formal meetings or issued
any written directives that addressed the concern about “double diapering” or placing
Chux-pads inside incontinent inmates’ undergarmems it'was clear that manapement had
advised several of the 9-2 Long Tenn Qam NAs that "donbic diapering" was
inappropriate.

The investigation revealed insufficient eviderice to support Mr. Berg’s claim that the
Nursing Assistants he identified had ever left. mmaws on full bed pans #ind unable to
telieve themiselves:

The investigation revealed insufficient evidence to support Mr. Befg's:¢lilr that the four
Nursing Assistants he identified had failed to pmwde physxcal care: such as feeding,
bathing, and dressing to inmate

‘There:is sufficient vidence to support that NAs Geier and Lockié did not bathe inmate
- piovide him his'dinner meal tray on August 29,2013,

shemmade comments ';about'i
by Berg, Geler, and Sublett.

There is sufficient evidence that NAs Geier s 1phngcr behaved unproféssionally

when they joked abotst not feeding inmats JJJJJf This was witnessed by Berg am!,
Sublett.
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(5) Action tak

en o planned ay g

(A} Changes in agency rules, regulations ur p

FMC Rochester Nursing Departivent titanaigement ﬂhﬂmé formally address with
all nursing staff members that any pmmwz tantamount to “double diapering” or
plicing disposable Chux pads inside incontinent inmates’ undergarmests is
prohibited and may result in disciplinary action. Specific dutumentation about
this should be included in all pertinent local protedure sections of the FMC
Rochester Nursing Care and Patient Care Manuals.

(B) Restoration of any agprieved employes.
Wt ap;_}iiz‘;ah‘%&

(C) Disciplinary sction against any employee.

Discipiinary sction will commmence for employees Joshua Geler, Jeremiah i
¢ Nierman, and Heidi prlmg@ for Inattention to Duty (Gefer and Emﬁm}
and Unprofessional Conduct {Geier, Nierman, and Wiplinger).

(D) Referal to the Attarney Genéral of any evidence of criminal violation.

Not applicable.




