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Mission Failure: Abuse, neglect prevalent at many state veterans
homes

by M. Scott Carter and Bob Sands
Published: May 3rd, 2012

Editor’s Note: Reporter M. Scott Carter has been
investigating problems with the state’s veterans centers
for nearly a year. That effort was joined by OFTA
reporter Bob Sands, who contributed to this report.
OETA ran Sands’ version of this story during the May
4th, 2012 Oklahoma News Report. View the video here.

TULSA - Allan Kraft survived three years as a soldier in
World War II.

Drafted just two months after his 18th birthday, Kraft
joined the 103rd Infantry and was sent to Marseilles,
France, to fight the German army. He fought in
Germany, France and Austria and, in the spring of 1945,
after the 103rd joined with the 45th Infantry Division,
was part of the group that helped liberate about 32,000
prisoners of war from the Dachau Concentration Camp.

After the war he was discharged, returned home,
married and started a family and a series of successful
businesses. Then, in 2008 Kraft began showing signs of
dementia. Unable o provide around-the-clock care for
As\ilgnslﬁﬁgég g\?ésri?]nh?; \\Lvr?égcw;; ?t' their father, Kraft’s children, Michael and Susan, placed

the Claremore Veterans Center. Kraft, him in the Claremore Veterans Center on March 17,
his daughter said, was chemically 2011
restrained by the center and left :

unattended and slumped in his L . .
wheelchair for several hgurs. (Photo Living at the center almost killed him.

courtesy Susan Kraft)

Pattern of mistreatment

Across the state, many veterans have suffered a similar fate.

And though state lawmakers, elected officials and veterans groups claim that Oklahoma offers
high-quality long-term care for veterans, an investigation by The Journal Record and OETA News
shows a pattern of mistreatment of patients, including abuse, theft, neglect, rape aliegations and,
in some cases, premature deaths at several of the state’s seven veterans centers.

"I know of at least three veterans that were killed at our center because of negligent care,” said
Dr. Pamela Hiti, who served as the medical director at the Norman Veterans Center from 2006 to

2011,
Doc’s story

John Gordon Rollins, a World War II veteran known by most as Doc, lived at the Norman Veterans
Center.

Rollins quit medical school to join the Army, serving as a radio operator during the Battle of the
Bulge. And, like Kraft, he received numerous medals.

After he returned to the states, he finished his medical degree and established a practice in
Purcell. But, by 1990, heaith problems forced him to retire. Over the next decade, Rollins battled
a series of ailments, including the loss of his right leg below the knee and Alzheimer’s disease.

Rollins was admitted to the Norman Veterans Center in 2002, where he lived for about eight years
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with few problems, his wife said.
In 2011 he was transferred to the center’s E2 wing.

Frail and needing high-level medical care, Rollins declined rapidly. His wife said the downturn was
caused by poor medical care at the center. She said Rollins was dropped while being moved on
Sept. 7, when the staff ignored a doctor’s order to use a lift.

The next day, he died.

Lawsuits pending

Cases similar to those of Kraft and Rollins are documented in court records, police reports, federal
and state inspection reports, medical records and photographs. The documents show a pattern of
substandard care. In other cases, residents had money and belongings taken by staff members or
were verbally abused, those records show.

At least six lawsuits alleging negligent medical treatment are pending in state courts. Those
lawsuits follow many others that, over the past several years, have been adjudicated, most in
favor of the plaintiffs.

The problems go back at least a decade. Documents show:

* On June 8, 2000 Harold Nichwander, a quadriplegic resident of the Claremore Veterans Center,
was admitted to Claremore Regional Hospital with a fractured femur and because he was vomiting
fecal material. A police report, taken at the time Nichwander was admitted to the Claremore
hospital, notes that “someone that cares for the patient” could have caused Nichwander’s injuries.

Officials at the Claremore center were unable to account for Nichwander’s injuries. And though the
center denied abusing Nichwander, court records indicate the Oklahoma Department of Veterans
Affairs settled the claim with Nichwander’'s family in 2005.

* On Dec. 19, 2006, 93-year-old David Shelton, who had suffered a stroke, was taken to the
Norman Veterans Center. Three weeks later, on Jan. 5, Sheiton died after losing more than 20
percent of his body weight. In 2007, Shelton’s family sued the Norman center and the Oklahoma
Department of Veterans Affairs over his death. Shelton’s family won the case and the maximum
allowable award - $175,000.

A decision by the Okiahoma Court of Civil Appeals in March 2011 upheld the ruling.

* Roger Butts, who was being treated for grand mal seizures and Hepatitis C, was kicked out of
the Norman center on Feb. 16, 2007. His sister, Beverly Channel, said Butts got the boot because
he got into a shouting match with the center’s director, Bob Weeks.

Weeks, now retired, did not respond to numerous calls seeking comment, but a letter Weeks sent
to the patient said Butts was involuntarily discharged because his health had improved to the
point he no longer needed their services.

Just two months later, Butts was found dead at the Range Motel in Tecumseh. A report from the
state medical examiner’s office lists Butts’ cause of death as a seizure disorder, the same problem
he was treated for at the Norman Veterans Center.

* In June 2008 Mike Simmons, paralyzed from multiple sclerosis, complained about the quality of
care at the Norman center. In October of that year, Simmons received a letter from Weeks, who
wrote that the veteran would be involuntarily discharged on Thanksgiving Day because the center
was unable to meet Simmons’ needs. Simmons has waged a four-year court battle to remain at

the center, where he continues to live.

* In March 2011, 47-year-old Donald Demonbreum was charged with using excessive force while
caring for four patients at the Ardmore Veterans Center. The charges allege Demonbreum had
been abusing residents since 2010. He is awaiting trial.

During the police investigation, Sgt. Kevin Norris told the Ardmore Ardmorite, staff members at
the center had been aware of complaints against Demonbreum for months, but failed to report it
to police. That revelation led to the June 2011 resignation of the center’s administrator, Greg
Robertson.
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* On June 28, 2011, Jeremy Craig Lyday, a 27-year-old employee of the Norman Veterans Center,
was charged with one count of rape and two counts of forcible oral sodomy against patients with
advanced dementia. Lyday’s case is pending in Cleveland County District Court.

In 2011, several high-level ODVA staff members and the Norman Veterans Center medicai
director resigned, citing concerns about veterans’ treatment.

Hiti, the medical director who resigned, said she gave up the position because too many veterans
were being hurt.

“It's absoiutely disgraceful,” she said.

Hiti said the problems have spread across the state because there is little oversight of center
administrators and other staff.

“It’s systemic,” she said. "I used to be part of the medical directors group. We would get together
and review each other’s cases, and they are happening at every center. The administrators feel
empowered to decide everything. The problems are not going to go away until they improve
staffing, provide better training and stop the administrators from making medical decisions.”

Vast differences

Federal officials have also raised concerns about conditions at several of the centers. Annual
inspections by a Department of Veterans Affairs contractor show vast differences in the quality
and performance of each center.

For example, at the Clinton Veterans Center, federal inspectors recorded no patient or medical
care probiems.

At Lawton, however, the 2011 inspection noted that medications were not administered according
to recommendations. The inspection detailed how a patient’s feeding tube wasn’t turned off while

receiving the anti-seizure medicine Dilantin.

According to the report, a nurse said she was not aware the feeding tube needed to be turned off
for one hour before and one hour after the medication was given.

The Claremore center’s 2010 inspection, the most recent available, revealed serious problems.

The problems were so severe that federal investigators informed the administrator, Cindy Adams,
that her center’s status would be reduced to provisionally certified until nine deficiencies were
corrected.

The Norman center’s 2011 inspection, conducted in September, gave the center a clean report
despite the fact that a staff member had been charged with raping and sodomizing two residents
just three months earlier.

Cleveland County sheriff's records show that deputies were dispatched to the center at least six
times in 2011 for complaints including larceny, sexual battery and assault and battery.

Hiti questioned the quality of the federal inspections.

"People don't worry about them,” she said. "They almost always know when they (the inspectors)
are coming and they clean things up. I know I was part of that.”

Little state oversight
Unlike jails and nursing homes, Oklahoma'’s veterans centers have little state oversight.

Prior to 2000, the centers were inspected by the nonprofit Joint Commission on Accreditation of
Healthcare Organizations, the Department of Veterans Affairs and the state Department of Health.
The Department of Veterans Affairs stopped using the Joint Commission and in 2003 the
Oklahoma Legislature took the centers off the OSDH inspections list, leaving the VA's annual
inspections as the only form of supervision.

Reports of patient abuse go to the state Department of Human Services, which confirmed more
than 20 incidents of abuse, neglect, sexual abuse, exploitation and verbal abuse spread among
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the seven centers from April 2010 to April 2012, Fifty-three additional reports could not be
substantiated.

State Department of Health reports drafted before the 2003 change in oversight reveal that the
centers had serious problems even a decade ago, including the following:

¢ Staff members at Clinton who failed to report incidents of bone fractures suffered by residents
and who were not trained in federal, local and state reguiations governing the facility.

» Staff members at Ardmore who failed to notify the state Health Department within 12 hours of
incidents with injuries.

« Staff members at Norman who failed to properly provide infection control techniques in the care
and cleaning of medical equipment and who failed to keep accurate written records of medicines

administered to residents.

o Staff members at Sulphur who failed to assess the safety of physical restraints used on
residents.

¢ Staff members at Talihina who failed to report allegations of resident abuse, neglect or
misappropriation of resident’s property.

The problems, Hiti said, haven't gone away.

“Administrators are not handling these issues,” she said. “"And the state isn’t doing a good job of
follow-up.”

Veterans center administrators remain close-mouthed about the problems.

Telephone calls to administrators in Claremore, Norman, Talihina and Lawton were not returned,
and an interview request sent to ODVA Executive Director Martha Spear was declined. Instead,
Spear issued a statement via email.

“Please consider this statement as our response to your request for an interview,” Spear wrote.
“The Oklahoma Department of Veterans Affairs via the Oklahoma War Veterans Commission is the
official state agency charged with the responsibility for carrying out the veterans program in the
state of Oklahoma. The Oklahoma Department of Veterans Affairs strives to give our heroes a
healthy and happy home as they have sacrificed so much for us.”

Spear wrote that throughout the state, specialized long-term care is provided in seven Oklahoma
veterans centers.

“These seven centers are home to approximately 1,427 veterans,” she wrote. “As part of our
continued efforts to provide our residents with comfort and dignity, a state-of-the-art food service
facility has recently been completed at the center in Clinton, and a laundry and ancillary services
project to include new facilities for physical therapy, laboratory-X-ray and pharmacy has recently
been completed at the Ardmore center.

“Additionally, an expansive 62-bed project is currently under way at the Sulphur center to include
new facilities for pharmacy, physical therapy, laboratory-X-ray, recreation, medical records and
social services,” Spear wrote. “The project also includes a new chapel and auditorium. Every
center has ongoing projects and programs which will upgrade the quality of life and improve the
care provided to Oklahoma’s heroes. All seven centers have recently been awarded full compliance
ratings by the United States Department of Veterans Affairs.”

While Spear wouldn’t comment on problems at the centers, Secretary of Veterans Affairs, retired
Air National Guard Maj. Gen. Rita Aragon, called the problems appalling.

“This breaks my heart,” Aragon said. “Just one death, just one assault is too many. This isn‘t
something we can tolerate.”

Aragon said she has asked for two investigations into the ODVA and its veterans centers by state
Auditor and Inspector Gary Jones. Jones, however, said he has not received a formal request.

Aragon hasn't found cooperation from ODVA’s Spear, either.
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“When I ask for information on it, I'm told, literally with a hand in my face, ‘We don't work for
you, you're just the governor’s liaison,”” Aragon said.

On Thursday evening, Gov. Mary Fallin called the problems horrible.
“This isn’t something we can tolerate,” the governor said. “This is something that has to be fixed.”

Fallin said her first step would be to name a new set of commissioners to the state’s War Veterans
Commission, the agency that hired the ODVA executive director and has oversight of the state’s
veterans centers.

‘He didn’t deserve this’

The families of Doc Roliins and Allan Kraft said ODVA officials provided little help, and, in many
cases, ignored their requests for patient care information.

Kraft’s children have filed a negligence claim with the state. And on March 16, Arveda Rollins, Doc
Rollins’ widow, filed a lawsuit claiming employees of the Norman Veterans Center negligently

caused her husband’s death.

Rollins’ lawsuit also names the center’s administrator, Christy Howell, and the Norman center’s
director of nursing, Mary Clifton, as defendants.

“Howell’s deliberate, repeated and ongoing failure to address complaints ... was a permanent,
widespread and well settled practice, constituting a custom, practice or policy of deliberate
indifference to Rollins’ safety,” according to the lawsuit.

Rollins said Howell was deliberately indifferent to Rollins’ medical needs. She said Clifton’s actions
caused repeated improper transfers of her husband, leading to unnecessary trauma and fatal

internal bleeding.

“After John died, I went to the administrator, who told me she would have his death investigated,”
Arveda Rollins said. "She said she would notify me when it was completed.”

But Rollins, who visited her husband daily, was never interviewed for the investigation, nor was
she contacted when the investigation was completed. Rollins said it wasn't until she’d made
repeated phone calls to the Norman center’s administrative offices that Howell met with her.

“"She said she'd finished the investigation and said no one saw anything,” Rollins said. “She said
there was nothing she could do.”

Rollins said she was never given a written report of the investigation.

On March 12, just two days before Rollins’ lawsuit was filed, Tulsa attorney Lou Bullock sent a
claim letter to the Oklahoma Department of Central Services on behalf of Allan Kraft's children,
Michael and Susan.

That claim, like Rollins’ fawsuit, alleged mistreatment, neglect and abuse.

“Kraft had lost cognitive skills, weight and sustained greater injuries at the hands of the ODVA
than during his entire World War II combat tour in Europe,” the letter said.

Those injuries occurred in spite of the fact that Allan Kraft’s adult children saw their father at the
center daily.

“Given the poor quality of the care, it was impossible for them to protect him while he resided at
the center,” the letter said.

Kraft’s family is making four claims against the ODVA, and seeking $500,000 in damages. The
letter charges that the center unreasonably prescribed psychotropic medications, in spite of Food
and Drug Administration warnings against their use in elderly patients with dementia. In addition,
Builock’s letter said the center gave psychotropic medications to Kraft against the orders of the
patient’s daughter, a physician who had obtained a durable power of attorney to care for her

father.

Bullock’s letter said the center used unreasonable and unnecessary physical restraints, provided
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inadequate and negligent medical care and involuntarily discharged Kraft in violation of his due
process rights.

Kraft is currently living at the Autumn Leaves Nursing Home in Tulsa, his daughter said.

"My father went to war when he was asked and he served honorably,” Susan Kraft said. “But
when he needed the state, the state didn't help. He didn't deserve this. I don't think it's too much
to ask that someone who fought for us, a soldier who went to war, be allowed to live out the

twilight of his life in peace and dignity.”
ALSO SEE:

Calls for veterans center reform not heeded
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WVC chairman: Lack of oversight led to problems in veterans
system

by M. Scott Carter
Published: August 22nd, 2012

OKLAHOMA CITY - Mired in problems,
faced with more than a half-dozen
negligence claims and wrongful-death
lawsuits, the Oklahoma Department of
Veterans Affairs and its governing body,
the War Veterans Commission, lost the
public’s trust, the commission’s new
chairman told a legislative panel Tuesday.

Speaking at an interim meeting of the
Oklahoma Senate’s Veterans and Military
Affairs Committee, new WVC Chairman
Richard Putnam said the state’s veterans
system had suffered from a lack of
oversight and direction.

War Veterans Commission Chairman Richard Putnam
speaks to a legislative panel Tuesday. (Photo by .
Brent Fuchs) “We lost your trust and we’re trying to get

it back,” he said.

Putnam told lawmakers the new commission - which has been in office only since July ~ was
charged by Gov. Mary Fallin with quickly replacing the ODVA's current leadership.

*I do believe there was inadequate oversight and that has led to current conditions,” Putnam
said. “This commission has been very carefully put together. One of the first things we have
been tasked to do is replace the leadership in ODVA. We are moving to extend our own
influence, authority - however you want to say that - more overtly into the ODVA processes.”

Putnam’s statement contradicts a letter distributed to the WVC by former ODVA Executive
Director Martha Spear in July. In her letter, Spear wrote that she was retiring to take care of her

husband.

Spear was forced out of her $100,000-per-year position after reports were published that
showed officials with the Claremore Veterans Center misled the state medical examiner’s office
about the causes for the death of World War II veteran Jay Minter.

Spear had worked for the ODVA for 46 years.

On Tuesday, state Secretary of Military and Veterans Affairs Rita Aragon toid lawmakers that
Spear and previous members of the WVC refused her requests for information about Minter’s

death.

“I contacted one member (of the old commission) and was told that information was outside of
my scope of responsibility,” she said. "So [ did not get any information.”

Aragon said Spear told her that Minter’s death, while tragic, was not suspicious.

“The information I was given by the director was that it was tragic death but there had been no
culpability and that the family was happy with the results,” she said. “That was the story I was
given. In other words, the death of Mr. Minter was a result of his age.”

A report issued by the state medical examiner’s office showed that Minter died as a result of
thermal injuries to more than 50 percent of his body. Minter’s widow, Frances, has filed a
negligence claim with the state over her husband’s death.
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Aragon told lawmakers that she worried that previous deaths at the centers were caused by
negligence.

“It’s been one of my greatest fears,” she said. "We have seven wrongful-death suits sitting right
now. I wonder daily and nightly. I look at how many of those have occurred in the past when no
one was watching.”

Roy Griffith, the ODVA'’s acting deputy director and administrator of the Talihina Veterans Center,
told lawmakers that veterans center staff members were obligated to report cases of suspected
abuse. Griffith said at his center those incidents were investigated by a team he appointed.

“1 appoint a team of three, and also inform the headquarters office and DHS adult protective
services,” he said. “Once the investigation is done, if there is any kind of discipline, we
coordinate with headquarters about the disciplinary action.” RS

The system works, Griffith said.

Griffith said the system is constantly being audited by state and federa! officials. He said the VA
regularly inspects each veterans center. Griffith said those inspections were performed by
Ascellon, a private contractor hired by the VA.

Asked if center staff had prior notice of the inspections, Griffith told lawmakers the inspections
were unannounced, adding that veterans center staff was only aware of the month the inspection

would take place.

“Not prior notice but we do know the month,” he said. "Like if I'm a December guy, I'm going to
get it in December. You know the month but you don‘t know the day.”

However, emails obtained by The Journal Record contradict Griffith’s statement.

In a message from Nancy Gallup, administrator of the Sulphur Veterans Center, Gallup warned
several other ODVA staff members of her center’s upcoming inspection. Gallup’s email included
the exact day of the Ascellon inspection and the date when the inspection would be completed.

*1 confirmed with Matthew Fox (an official with the Oklahoma City VA Medical Center) that the
inspection team will be here next Tuesday, Jan. 11,” Gallup wrote. “They wili do a full survey and
should complete it on the 13th. If there is anything that you know of that we need to do before

they arrive, please let me know.”

Emails from several ODVA and veterans center staff members also warn other centers and staff
what the VA inspectors are looking for.

WVC chairman: Lack of
oversight led to problems in
veterans system

By M. Scotf Carter <!'- By M. Scott Carter -
Oklahoma City / Capitol bureau reporter. Contact: 405-278-2838,

scott.carter@journalrecord.com, @JRMScottCarter.
Posted: 10:35 PM Wednesday, August 22, 2012
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War Veterans Commission Chairman Richard
Putnam speaks to a legislative panel Tuesday. (Photo by Brent Fuchs)

OKLAHOMA CITY - Mired in problems, faced with more than a half-dozen negligence claims and
wrongful-death lawsuits, the Oklahoma Department of Veterans Affairs and its governing body,
the War Veterans Commission, lost the public’s trust, the commission’s new chairman told a

legislative panel Tuesday. :

Speaking at an interim meeting of the Oklahoma Senate’s Veterans and Military Affairs
Committee, new WVC Chairman Richard Putnam said the state’s veterans system had suffered
from a lack of oversight and direction.

“We lost your trust and we're trying to get it back,” he said.

Putnam told lawmakers the new commission - which has been in office only since July - was
charged by Gov. Mary Failin with quickly replacing the ODVA’s current leadership.

"I do believe there was inadequate oversight and that has led to current conditions,” Putnam
said. "This commission has been very carefully put together. One of the first things we have been
tasked to do is replace the leadership in ODVA. We are moving to extend our own influence,
authority - however you want to say that - more overtly into the ODVA processes.”

Putnam’s statement contradicts a letter distributed to the WVC by former ODVA Executive
Director Martha Spear in July. In her letter, Spear wrote that she was retiring to take care of her
husband.

Spear was forced out of her $100,000-per-year position after reports were published that
showed officials with the Claremore Veterans Center misled the state medical examiner’s office
about the causes for the death of World War II veteran Jay Minter.

Spear had worked for the ODVA for 46 years.

On Tuesday, state Secretary of Military and Veterans Affairs Rita Aragon told lawmakers that
Spear and previous members of the WVC refused her requests for information about Minter’s
death.

"1 contacted one member (of the old commission) and was told that information was outside of
my scope of responsibility,” she said. “"So I did not get any information.”

Aragon said Spear told her that Minter’s death, while tragic, was not suspicious.

“The information I was given by the director was that it was tragic death but there had been no
culpability and that the family was happy with the resuits,” she said. "That was the story I was
given. In other words, the death of Mr. Minter was a result of his age.”

A report issued by the state medical examiner’s office showed that Minter died as a result of
thermal injuries to more than 50 percent of his body. Minter's widow, Frances, has filed a
negligence claim with the state over her husband’s death.

Aragon told lawmakers that she worried that previous deaths at the centers were caused by
negligence.
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“It's been one of my greatest fears,” she said. “We have seven wrongful-death suits sitting right
now. I wonder daily and nightly. I took at how many of those have occurred in the past when no
one was watching.”

Roy Griffith, the ODVA’s acting deputy director and administrator of the Talihina Veterans Center,
told lawmakers that veterans center staff members were obligated to report cases of suspected
abuse. Griffith said at his center those incidents were investigated by a team he appointed.

*1 appoint a team of three, and also inform the headquarters office and DHS adult protective
services,” he said. "Once the investigation is done, if there is any kind of discipline, we
coordinate with headquarters about the disciplinary action.”

The system works, Griffith said.

Griffith said the system is constantly being audited by state and federal officials. He said the VA
regularly inspects each veterans center. Griffith said those inspections were performed by
Ascelion, a private contractor hired by the VA,

Asked if center staff had prior notice of the inspections, Griffith told lawmakers the inspections
were unannounced, adding that veterans center staff was only aware of the month the inspection
would take place.

“Not prior notice but we do know the month,” he said. “Like if I'm a December guy, I'm going to
get it in December. You know the month but you don’t know the day.”

However, emails obtained by The Journal Record contradict Griffith’s statement.

In a message from Nancy Gallup, administrator of the Sulphur Veterans Center, Gaillup warned
several other ODVA staff members of her center’s upcoming inspection. Gallup’s email included
the exact day of the Ascellon inspection and the date when the inspection would be compieted.

"I confirmed with Matthew Fox (an official with the Oklahoma City VA Medical Center) that the
inspection team will be here next Tuesday, Jan. 11,” Gallup wrote. “They will do a full survey and
should complete it on the 13th. If there is anything that you know of that we need to do before
they arrive, please let me know.”

Emails from several ODVA and veterans center staff members also warn other centers and staff
what the VA inspectors are looking for.

“VA is here doing their inspection and will be back Wednesday,” wrote Cheryl Strong, a nurse
manager at the Norman Veterans Center.

“Please pass this on to the patient care attendant staff so we can assure all the microwaves,
refrigerators, etc., are clean. We need to makes sure the residents are dressed nicely in the AM.
Make sure there are no expired meds, insulin, etc on your units and that the med rooms are
organized and clean.”

Griffith said the VA inspected centers any time there was a complaint.
“They did that with the Claremore thing,” he said. “They come out any time.”
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Aragon: Restore state inspections of veterans centers
by M. Scott Carter
Published: September 24th, 2012

OKLAHOMA CITY - The state secretary of
military and veterans affairs said Monday
she would support a move that required
Oklahoma veterans centers to be inspected
again by the state Health Department.

Retired Air Force Gen. Rita Aragon,
appointed by Repubiican Gov. Mary Fallin
as VA secretary in 2010, said she would
€ncourage members of the Oklahoma
Legislature to restore the law requiring the
inspections. Journal Record stories have
detailed cases of abuse, neglect, assault,
rapes and deaths at several state veterans

Retired Air Force Mag". Gen. Rita Aragon, Veterans centers.
Affairs secretary, right, (Photo by M."Scott Carter)

4

I believe that will happen and I would

encourage that to happen,” Aragon said. “I
believe the Legislature and the War Veterans Commission are convinced the centers need an
additional layer of inspection.”

Funded with state revenue, federal funds and payments from veterans, Oklahoma'’s seven
veterans centers were originally inspected by the state Health Department and by the federal

Department of Veterans Affairs until 2003.

After the Oklahoma Legislature repealed state inspections, the VA outsourced its examination of
the facilities to a private company, Ascellon. In Oklahoma, federal VA inspections occur regularly
each year and staff members are usually aware of when inspections will take place.

Those changes occurred despite a federal study by the Office of Management and Budget -
released in 2000 - that said state inspections were more rigorous and discovered more problems
than federal examinations.

Aragon said new leaders at the Oklahoma Department of Veterans Affairs and the WVC are
pushing veterans center staff members to always be ready for an inspection.

“If you're doing what you're supposed to be doing, then you should always be inspection-ready,”
she said. “That's a military thing.”

She said the changes were part of a major overhaul of the state’s veterans system and its
administrative office. Aragon said those changes would include new oversight, more authority for
the governor, better training for staff members and a reorganization of the ODVA central office.

"The War Veterans Commission is taking a very active role,” she said. “They are working hard to
gather information and improve the system.”

War Veterans Commission Chairman Richard Putnam told lawmakers the agency is working to
restore the public’s trust.

"We lost your trust and we're working to get it back,” he said.

f However, at least one veterans center resident said he has a wait-and-see attitude about the
changes.
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“The system has been broken for a long time,” said Mike Simmons, a resident at the Norman
Veterans Center. “And it's going to take a while to improve it.”

Simmons, who fought a three-year court battle to remain at the Norman center, said it has been
his experience that some areas of the system have been improved, but more work remains.

"My impression is that our VA centers need another agency’s involvement to improve,” he said.
“When it's just left up to them (the ODVA), that’s when all the problems start happening. I think
they definitely need to go back under Health Department inspection. That way the veterans who
live at the centers and their families will have someplace to go if there are problems.”

State lawmakers will continue their examination of the ODVA and its veterans centers on
Thursday, when the state Senate’s Veterans and Military Affairs committee holds its second
meeting at the state Capitol.
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OKLAHOMA CITY - Staff members of the Oklahoma Department of Veterans Affairs hid more than $9
million in federal funds from members of the Oklahoma Legislature during the 2009 budget crisis, documents
obtained by The Journal Record show.

Buried deep in budget documents and ODVA financial data, records indicate that the ODV A had $9.197 million in federal
reimbursement funds on hand when its staff members testified at legislative hearings in December 2009.

During the hearings, neither Martha Spear, the agency’s executive director, nor Acting Deputy Director Roy Griffith said
anything about more than $9 million in federal funds, but instead told lawmakers the agency could not afford a budget cut.
Records show that the funds were hidden in other portions of the agency’s budget.

The money was part of an initiative from the federal VA to retroactively refund the cost of caring for veterans who were
listed as 100-percent disabled. Previously, the VA only covered about 70 percent of the cost.

Passed by Congress in 2008, the program refunded millions of dollars back to veterans’ families and state veterans
departments to repay the costs of caring for veterans who were 100-percent disabled.

In Oklahoma, more than $9.6 million was paid back to veterans and their family members, while another $9.197 million
was paid back to the state’s veterans system.

Under state law, the Office of State Finance and state lawmakers should have been notified about the funds.

However, documents show that the ODVA received a standstill budget that year due in part to statements made by Spear
and Griffith. Spear announced her retirement in August. She is on family medical leave until her Nov. I retirement.
Griffith is also the administrator of the Talihina Veterans Center.

During the legislative hearing, Spear, Griffith and other ODVA staff members said any funding cuts would send the
agency into a death spiral and prevent it from capturing federal money needed to pay for the care of veterans living at
state centers. An ODVA financial officer told lawmakers that additional cuts to the agency would also cause major
problems for the centers and could force agency staff members to turn away veterans needing help.

Yet even while the ODVA leadership testified and painted a dark, foreboding image of the agency’s budget situation,
documents show that the millions in federal money had been placed in various departments within the agency just prior to
the legislative hearings.

Moving the funds prevented legislative staff and analysts with the Office of State Finance from discovering the federal
windfall.

Records show that the funds were placed in departments that included personnel, construction and other agency programs.
Once the agency’s appropriation was approved and had passed the Legislature, those funds were moved back into the
ODVA general revenue fund.

Internal ODV A budget documents indicate that the funds were eventually used to leverage more than $20 million in
federal stimulus funds, including a $2.7 million renovation for the Ardmore Veterans Center, a $6.9 million renovation of
the Clinton Veterans Center dining and food service facility and $5.8 million for telecommunications and telemedicine
infrastructure.

At that time, Oklahoma was one of the few states that had funds to qualify for matching federal funds from the VA for
construction projects.

State Rep. Joe Dorman, the Rush Springs Democrat who called for an legislative study of the state veterans system, said
he was surprised that agency officials would mislead lawmakers.

“I’m disappointed,” Dorman said. “We ask those questions because we are serious about trying to prioritize spending.
When agencies are less than candid, it makes the process that much more difficult.”

Dorman said the revelations cast a shadow over the agency’s financials.

“It makes me wonder what else they are hiding,” he said. “And it makes me question how those funds were spent.”
Telephone calls to Spear and Griffith were not returned. '

ODVA funding facts

OKLAHOMA CITY - With three different revenue streams, the Oklahoma Department of Veterans Affairs and its seven
veterans centers receive funds from their residents, state appropriations and payments from the federal government.

Often called the three-legged stool approach, each set of funds represents roughly one-third of the agency’s budget. In
addition to its state funds, the agency receives payments by each veteran who is a resident at one of the seven centers.
Each center also receives a per-diem payment for the total number of veterans living there.

Data from the Office of State Finance shows that the ODVA has a total budget of more than $134 million for the 2012
fiscal year. Those funds include $102.2 million for personnel services; $17.3 million for administrative expenses; about
$10.4 million for furniture, fixtures and property; more than $4.2 million for programs, awards and general assistance; and
$178,633 for travel.

As part of that FY 2012 budget, state and federal funds are provided for each of the state’s seven veterans centers,
including $24,884 million for the Claremore center, $16,163 million for the Ardmore center, $15,438 million for the
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Clinton center, $24,518 million for the Norman center, $15,585 million for the Sulphur center, $17,207 million for the
Talthina center and $21,813 million for the Lawton center.

Additionally, about $2.33 million is appropriated for the ODV A main office, another $2.3 million for its claims
administration department, $1.7 million for claims and benefits and $11.3 million for statewide capital improvement
projects.

M. Scott Carter,
Capitol Bureau Reporter
The Journal Record
(405) 278-2838 - Downtown
(405) 524-7777 - Capitol bureau
scott.carter@journalrecord.com
www.journalrecord.com
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OKLAHOMA CITY - The Claremore Veterans Center was cited for 15 standards that were not in
compliance with federal VA regulations, including the administration of the program, abuse and
the proficiency of nurse aides, records from a 2012 inspection of the center showed.

Buried in a mountain of documents provided to members of the Oklahoma Senate’s Veterans
and Military Affairs Committee, the inspection ~ conducted just days after World War II veteran
Jay Minter was scalded to death in May - listed standard after standard where the center failed.

"The center failed to effectively and efficiently attain or maintain the highest practical physical,
mental and psychological well-being of each resident,” the inspection team from the federal
contractor Ascellon wrote.

Inspectors added that the center was found not to be in substantial compliance with federal
Department of Veterans Affairs standards, resident behaviors and facility practices.

“An immediate jeopardy situation was determined to exist on May 16, 2012,” the inspection
team wrote.

Centers that have been placed under the immediate jeopardy designation can, if the situation is
not corrected, have their VA stipends and certification revoked.

Claremore staff members, investigators wrote, failed to follow their own policy on patient neglect
to ensure resident safety while in the shower room. The inspection team also noted that the
center failed to monitor and implement their policy and procedure on monitoring bath
temperatures when bathing residents and failed to ensure and monitor that the tubs were
maintained in a safe operating condition.

"It was determined that the above findings had caused or were likely to cause serious injury,
harm, impairment or death to a resident,” the inspection team wrote.

Speaking at last week'’s legislative hearing, Glenda Davenport, Claremore’s interim
administrator, downplayed the ugly inspection results.

*I'm kind of taking over in a big role, moving on from the event that happened in May,”
Davenport told lawmakers.

Davenport became interim director after the abrupt resignation of administrator Cynthia Adams.
Adams and her husband, Ken - who worked as the center’s physician assistant ~ were cited in
Minter’s death.

At least two other investigations, including an investigation from the Department of Human
Services, Aging Services Division, noted that Ken Adams attempted to mislead investigators
about the nature of Minter's death, saying the veteran died of natural causes.

A subsequent report from the state medical examiner’s office noted that Minter died from
thermal injuries and had burns on more than 50 percent of his body.

Last week, Davenport told lawmakers that Claremore center officials formed special investigation
teams to review abuse allegations.

“Any time there is an abuse allegation that neglect, abuse, exploitation - anything like that - has
occurred, we put together a three-person team,” she said.

Following the VA inspection, staff members at the Claremore center submitted a corrective
action plan. However, in a July 24 email to Jan Gentry, an official with the federal VA, Ascelion
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inspector Marilyn Kiotz wrote that Claremore’s plan for correction was not acceptable.

Klotz wrote that Claremore’s corrective plan did not address what measures would be put into
place or systemic changes made to ensure that the deficient practice would not occur.

Oklahoma Department of Veterans Affairs Acting Deputy Director Roy Griffith said the agencies
were trying to move beyond hiring the lower 20 percent of applicants.

"We're trying to move to hiring the top 20 percent, because we're taking care of wartime
veterans and they deserve it,” he said.
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