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Reform of State Veterans Homes: addressing failures to protect those from abuse and neglect who so honorably defended our nation. 
Rep. Morrissette
· Study in Response to Journal Record stories about veteran nursing home failures.
See presentations a and b
Jim Lyall, Associate Director

Community Service Council

· Our country has been at war for 11 years and when veterans return, they are seeking assistance from the community. Most are married and have children; the government needs to also take care of the families.

· PTSD and physical disabilities are results of fighting wars for many soliders.
· Ideally, it is in everyone’s best interest to keep veterans out of homes.

· In Mr. Lyall’s opinion, Oklahoma lacks comprehensive statewide leadership to prioritize needs of veterans and planning long term goals to establish response to our veterans.

· Military officials, legislative leaders and state agency leadership need to be collectively invested in this commitment.

· US Veterans Department also needs to involved.

Kimberly Bowles, Assistant Administrator

Sulphur Veterans Center

· Provided an overview of center’s policy to respond to allegations of abuse. When a complaint is received from a social worker, it is handed to administrator immediately, who works the complaint.

· Allegations of abuse and neglect are reported to the appropriate division in DHS or relevant licensing board (nursing license board if allegation is against a nurse). 
· The center trains everyone to report any suspicions of abuse. It is not the employee’s job to decide, it is their job to report. 
· Most allegations do not end up being confirmed abuse. 
· If an atmosphere of intimidation exists, as suggested by persons present at the meeting, the proper response would be to educated employees from the top down. The more employees you have, the more difficult it is to communicate effectively. 

· The committee asked how assessable the center is to complaints or suggestions. Ms. Bowles stated that each floor has a suggestion box. There is also an anonymous survey sent out annually, and if a veteran is unable to respond then the survey is sent to the family.

· Employees have been discharged for several reasons including verbal abuse or saying something that would be hurtful to the veteran’s emotional status.
· The committee noted that VA hospital issues are within the domain of the federal government. This committee is dealing with the seven long term care facilities that the state has direct input to make differences. These facilities deal with WWII, Korea and Vietnam veterans- the elderly veterans. It is important to be aware of the different areas of responsibility. This study is mostly about the allegations made brought by the Journal Record article.
Mike Simmons

Veteran and Resident of Veterans Home in Norman, OK
· Suggested the Oklahoma legislature should return the seven veteran centers and Department of Veterans Affairs to DHS oversight with all surveys and official complaint investigations done by DHS.
· Provided an overview of his background as a disabled veteran.
See presentation c
Roy Griffith, Administrator
Talihina Veterans Center
rgriffith@odva.state.ok.us 
· The Talihina Center follows a suspected abuse policy where employees do not have to know an instance of abuse took place, the employee only has to suspect abuse to be required to report it.

· Provided an overview of the abuse allegation process. 
· The committee explored the idea of camera surveillance systems and discussed the legality of such surveillance as it relates patients’ rights. Suggested having the patient consent for a camera in their room.

· All CNAs get training of about 2 months including suspected abuse. Turnover rate is 31% a year. Noted low salaries and salary schedules.
· Committee noted that there is a market disparity with centers close to bigger metro areas which will affect longevity.
· Would like to have a comparative of the issues that the private sector facilities face as compared to the seven centers that the state is responsible for.

Terry Wilkerson, Interim Administrator

Lawton Vet Center
twilkerson@odva.state.ok.us 
· Also provided an overview of the investigation process when there is an allegation of abuse which includes contacting DHS Adult Protective Services

· Ms. Wilkerson stated that Mr. Simmons case should have been investigated. 
· Ms. Wilkerson believes the Lawton Center has a good process in place when suspected abuse is reported. Families, employees, veterans or anyone who sees or suspects abuse can report it. 

John McReynolds, Interim Executive Director

Oklahoma Veterans Affairs

· Also provided overview of the investigation process that involves DHS and the District Attorney’s office. 
· Noted that his office has records of allegations on file for the last several years. 
· DHS does not look into every complaint; there are criteria that determine which complaints DHS will investigate. 

Susan Simmons

Sister of Mr. Simmons 
· Suggested that veterans center employees need additional training. 

See presentation d

Mark Newman, Director

Office of State and Federal Policy 

Oklahoma State Department of Health 
· All the facilities that the State Department of Health inspects are posted on our website.
· Committee noted that there are two different stories being told. Administrators are saying that the procedures for alleged abuse are being followed and the current process works well, and the residents are telling a different story of abuse. 

· Noted that the administrator is responsible for employee actions as a leader. Employees need to have the fear that they will be severely reprimanded if they fail to report abuse.
· DHS does not conduct facility inspections or annual surveys. DHS only responds to complaints.

· Centers are required to meet USDVA requirements for per diem.

· Suggested the possibility of creating an office of inspector general established under a state agency or commission.

· Noted that if the legislature raises employees’ salary at the centers, then they would also need to consider health professional employees at the department of mental health and other similar departments.
· Any internal complaint process will have a bad perception. Suggested an objective and thrid party to investigate complaints.

Pamela Powell,
Former nurse at Clinton Veterans Center

· Testified about incidents where veterans were removed from a center for psychiatric reasons or alcohol abuse. When this happens, the veteran sometimes become homeless. Suggested they should instead receive treatment.

· Specifically provided an account of such instance where she picked up a homeless veteran at a casino and brought him to her home. Ms. Powell called an ambulance to transport him to hospital and was in ICU for 13 days.
· The committee noted that Ms. Powell worked at the Clinton Center for 9 months prior to being dismissed.
· Provided an overview of complaint process at the Clinton Center. Director is responsible for finding a solution for the resident unless so serious that needs to be directed to DHS.

· Ms. Powell does not believe that the complaints were taken seriously.

· Recommends that the centers should be more receptive to ombudsman.
· A long term care Ombudsman for DHS stated that her role is to make recommendations but does not have enforcement authority.

C. Ralph Henderson,
VVA Chapter #216, Tulsa, OK

· Suggested that the veterans centers are all understaffed and recommends that the centers be funded so that they can properly hire the best qualified people to take better care of veterans.
· Noted that veterans give up their social security and pensions in order to be admitted to the veterans center. Expressed concern that the state veterans centers are not providing state of the art care when veterans can receive better care at private sector for the amount they are giving up.
· The committee explored response times when a veteran pushes a call button from their bed. 
· Representatives from Sulphur and Talihina Centers stated that their policy for a response time is five minutes. Mr. Simmons stated the standard response time is 15 in Norman.
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