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FAX (360) 753-Frd9

2278 Zapitol Blvd.

PO Box 40911
O’ympia, WA 98504-09?1 E-MAIL fnf&pabepab-smte.wa.us
. " STATE OF WASHINGTON
PERSONNEL APPEALS BOARD
HOME PAGE www.wa.gov/pab RECEIVED
DEC 2 0 1999

Department of Corractions
AS Human Resources

December 17, 1999

Mark Anderson
Teamsters Local 313

In House Counsel

220 S. 27" Street

Tacoma, WA 98402-2701

,

RE: Gloria Wagner v. Department of Corrections, Reduction in Salary Appeal,
Case No. RED-99-0057

Dear Mr. Anderson:

Enclosed is a copy of the order of the Personnel Appeals Board in the above-referenced matter. '
The order was 2ntered bv the Board on December 17, 1999.

Sincerely,

BN N

Don Bennett
Executive Secretary

DB:kw
Enclosure

cc: Gloria Wagner, Appellant

Elizabeth Delay Brown, AAG
Jennie Adkins, DOC
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REC=iy D
D211 1399

BEFORE THE PERSONNEL APPEALS BOA RMISEAL: ddiixe
STATE OF WASHINGTON

——

~
!

GLORIA WAGNER,

Appellant, CASE NO. RED 99-0057

. v
MOTION AND ORDER

DEPARTMENT OF CORRECTIONS, OF DISMISSAL

Respondent.

Nt Nt s N St gt N ) amt “ug? o

The appellant hereby notifies the Personnel Appeals Board that Respondent, the
Department of Corrections. has rescinded the disciplinary action previously imposed,
converting the reduction in pay to a letter of reprimand.

Because the Personnel Appeals Board has no jurisdiction over corrective actions,

appellant now brings this motion to withdraw the above-entitled appeal.

/
Signed at Tacoma, Washington, this /2 day of Jpmps 1999.

Tk (Gtrtsgrr—
Mark A. Anderson. WSBA # 26352
Attomney for Appellant

Teamsters Local No. 313
MOTION AND ORDER OF DISMISSAL 220 South 27th Street
Tacoma, WA 98402-2701
(253) 627-0103
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This matter came on regularly before the Personnel Appeals Board on the
consideration of the request of the Appellant to withdraw his/her appeal. The Board
having reviewed the files and records herein, being fully advised in the premises, and it

appearing to the Board that the Appellant has requested to withdraw his/her appeal, now

enters the following;

ORDER
NOW, THEREFORE, IT IS HEREBY ORDERED that the Appellant's request to

withdraw his/her appeal is granted and the appeal is dismissed.

-

DATED this | 7~ day of| Ja,..bis 1999.

WASHINGTON STATE PERSONNEL APPEALS BOARD .

At T fhoelas

Teamsters Local No. 313
MOTION AND ORDER OF DISMISSAL 220 South 27th Street
Tacoma, WA 98402-2701
(253) 627-0103
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] LA e‘:‘j’ AuG 2 1599
BEFORE THE PERSONNEL APPEALS BOARD Depanmont ot =c... ~aq
AS Human Rescuices
STATE OF WASHINGTON
Case No. RED-99-0
GLORIA WAGNER, ; me e 057
Appellant, ; NOTICE OF RESCHEDULING
) APPELLANT’S MOTION FOR SUMMARY
vs. ) JUDGMENT
DEPARTMENT OF CORRECTIONS, ) (ORAL ARGUMENT REQUESTED)
)
Respondent. )
)

Notice is hereby given of rescheduling the hearing on Appellant’s Motion for Summary
Judgment. The hearing will be held in the Personnel Appeals Board Hearing Room, 2828 Capitol
Boulevard, Olympia, Washington, Monday, October 18, 1999, beginning at 1:30 p.m.

Pursuant to WAC 358-30-060(<4) any aﬁidav{ts to be filed in support of a motion shall be
served with the motion at least twenty-one days prior to the date scheduled for consideration of the
motion. Responses to the motion and any opposing affidavits shall be filed and served at least ten
days prior to the date scheduled. Any reply and any counter affidavits by the moving party shall be
filed and served at least three days prior to the date scheduled.

If the services of an interpreter are needed, notify Personnel Appeals Board staff. The

hearing site is barrier free and accessible to the disabled.

DATED this 28* day of July, 1999.

WASHINGTON STATE PERSONNEL APPEALS BOARD

Vi frsomes

Teresa Parsons. Hearings Coordinator
(360) 664-0479

cc:  Gloria Wagner, Appellant
Mark Anderson, Attormey
Rob Kosin, AAG
Elizabeth Delay Brown, AAG 4
Jennie Adkins, DOC 1 1 2 O

Personnel Appeals Board
2828 Capitol Boulevard
Olympia, Washington 98504
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JUL 16 1993
Dgpanment of WEWSRE THE PERSONNEL APPEALS BOARD
STATE OF WASHINGTON -
GLORIA WAGNER, g Case No. RED-99-0057
Appellant, ; NOTICE OF SCHEDULING
j APPELLANT’S MOTION FOR
vs. ) CONSOLIDATION (FOR PURPOSE OF
DEPARTMENT OF CORRECTIONS, ) SUMMARY JUDGEMENT ONLY)
) (ORAL ARGUMENT REQUESTED)
Respendent. ) .
)

Notice is hereby given of setting Appellant's Motion for Consolidation (For Purpose Of
Summary Judgement Only). The Board will hear oral argument on Monday, August 16, 1999,

beginning at 1:30 p.m., in the Personnel Appeals Board Hearing Room, 2828 Capitol
Boulevard, Olympia, Washington.

Pursuant to WAC 338-30-042(1) . . . written motions and any supporting affidavits shall be
filed and served not less than five days before the date on which the motion has been noted for
consideration by the board . . .; responses to the motion and any opposing affidavits shall be filed

and served not less than one day before the date on which the motion has been noted . . .

DATED this 13* day of July, 1999.
WASHINGTON STATE PERSONNEL APPEALS BOARD

MCWZ 4{' /&n}orm ,.Cn/

Teresa Parsons, Hearing;’ Cdordinator j
(360) 664-0479

ce:  Gloria Wagner, Appellant
Mark Anderson. Attorney
Elizabeth Delay Brown, AAG
Jeanie Adkins, DOC

Personnel Appeals Board
2828 Capirol Boulevard
Olympia, Washington 98504 -
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2828 Capitol Blvd.

:)?y:;ia.‘ov:rnso&oen E-MaiL fymﬁfm
STATE OF WASHINGTON RECE|vE
PERSONNEL APPEALS BOARD b
HOME PAGE www.wa.gov/pab JUN -1 1999
May 27, 1999 R anLot Corrctions

Uman Resourepg

RE:  Gioria Wagner v. Department of Corrections, Reduction in Salary Appeal,
Case No. RED-99-0057

Dear Ms. Wagner:

This lerter is to acknowledge receipt of vour appeal by the Personnel Appeals Board on May 12, 1999.
The Board will conduct a hearing of vour appeal on a date to be determined. The time it takes to .
schedule a hearing date is affected by the availability of the parties and the number of appeals pending
before the Board.

You may attempt to resolve this appeal with the assistance of one of the Board’s contracted mediators. If
mediation is jointly requested by the parties before June 28, 1999, a mediator will be assigned to mest
with the parties in a good faith effort to negotiate a resolution of the appeal.

If vou are represented by a union representative or an anorney, please encourage him or her to coordinate
a request for mediation with the appointing authority of the emploving agency, or the assistant attorney
general who represents the agency. You may initiate this contact directly if you are not represented.
Appeals assigned to mediators will be returned after sixty (60) days if the parties are unable to agree
upon a date for mediation, and then scheduled for hearing on the Personnel Appeals Board calendar.

Please note that pursuant to WAC 338-30-190, all furure correspondence or filings to the Personnel
Appeals Board need to also be served on the opposing side.

Sincerely,

T e R

Don Beanett
Executive Secretary

DB:kw

cc: Mark Anderson, Local 313
Linda Dalton, SAAG
Jennie Adkins, DOC

zkwinewappliwagner.doc 1 1 2 2 ‘



APPEAL FORM

WASHINGTON STATE PERSONNEL APPEALS BOARD PH:  SCAN 321-1481 REC§§
2828 Capitol Blvd. (360) 586-1481 )

-
Q.ﬂvv »-
Vi)

- i

P.0. Box 40911 - FAX: (60) 753-03MAY 1 9 joq
Olympia, WA 98504-091(1 =89

Jimib st vitbin e S A S L O R O T B SR
iu:_u:.m-nm INRVREN RUST FRATRIEES tAHEERD thiH G |
Bt e, -,|.‘-_m.~-w,m,.k;aim.m,ait-stzim«sn-,iii\.u'-u_r-v:&ﬁ:t@ﬁﬁkdl&éﬁii;lM‘-_-_v-. ACORYOU ERBEHTRAALT L R
. —=
PRINT OR TYPE - SIGN ON PAGE 2 'K? D-‘??—dc‘@'7 |
PART L APPELLANT IDENTIFICATION -

NAME: Wagner, Gloria
(Last name, first name, middle inittat)

tome aporess:_ Y

W
(Clty, state and code)

PHONE NUMBERS: WORK: (360) 794 - 2200 -

(Include area code)
vove,_INN

EMPLOYING AGENCY OR INSTITUTION: Denartment of Correcticns

AGENCY OR INSTITUTION THAT TOOK ACTION YOU ARE APPEALING:__ Special 0ffenders Unit

PART il. REPRESENTATIVE'S NAME, ADDRESS AND TELEPHONE NUMBER:
Mark A. Anderson 220 South 27th Street
In-House Ccunsel Tacoma, WA 38302
Ta ctar | 21 N k (_253) 627-0103
Q er : ngtitiea: g
PART ll1. TYPE OF APPEAL

!
CHECK ONE QF THE FOLLOWING TO INDICATE THE TYPE OF APPEAL YOU ARE FILING:
XXX

a. Disciplinary: (check applicable action(s). )
Dismissal, Suspension, Demotion, XXX Reduction in Salary;

b. Disability Separation;
c. Ruie or Law Violation (complete Part 1V. of this form);
d. Redﬁction in Force/Layoff (complete Part IV. of this form);

e. Allocation (position classification) (complete Part V. of this form};

f. Declaratory Ruling (see WAC 358-20-050);

Exemption of Position. 1 1 9»3

[ ]




PARTIV. RULE VIOLATION OR REDUCTION-IN-FORCE APPEALS ONLY

What Rule(s) or Law(s) do you believe were violated?

Explain the particular circumstances of the alleged violation:

How were you adversely afTected by the alleged violation?

What remedy are you requesting in this case?

PART YV, ALLOCATION APPEALS ONLY

Has there been a review of your allocation? Yes No

If 30, by whom?

What i3 your present classification?

To which class do you think your position should be allccated?

%fé A May 10, 1999

SIGNATURE OF APPELLANT OR REPRESENTATIVE DATE SIGNED
Mark A. Anderson, In-House Counsel -

ﬁeamsters Local No. 313 . ' L
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** CONFIDENTIAL ***
- DEPARTMENT OF CORRECTIONS

E@EWE[

APR 21 1888

DISCIPLINARY ACTION AUTHORIZATION oFFiGe OF THE ATTORNEY GENEF

LAGCR & PERSONNEL DivViSIC!
Giloria  Wagner
Employes’s Name
! 2/4/99 RECOMMENDED ACTION:
Received at Headguarte
Oata Recatv e " Reduction in Pay: RIP 5% x 6 months/$
i (Percentage/Length) (Total S Angoum)
- RN 2 Demotion to:
Employea's Jab Clasaification (306 Ciassricaton)
sSQC Suspension: /S
Empioyee’s Jop Laocaton {Length) (Total S Loss)
Dismissal:
Chris Graham (Effective)
Assigned Personnel OfficerPhone 2 4‘ - ,_&" &1

Oate completed form faxed to PO

The attached disciplinary action has been reviewed as noted beiow.

"This infarmation is provided under the

attomey/client relationship and invckes that pnviiege, It should be considered CONFiDENTIAL in nature.”

Initials/Title Date Approve  Disapprove Comments
' HR Administrator L-["'Z,O l/
: P/ o
; L= g — =y
: AAG
e |21 v
: Appropriate Deputy Lf / @1/ q? ‘ p\/
: Secretary

T il

v

Please hand deliver to all reviewers and retum to Leslie Carrigg, HR , 8th Floor, upen completion.

1125



DRAFT
PERSONAL AND CONFIDENTIAL DELIVERY

Gloria Wagner

Ms. Wagner:

This is official notification that you will be reduced in salary within your

present classification as a Registered Nurse 2 with the Department of

Carrections at the Special Offender Unit of Monrce Correctional Complex,

Range 45N, Step P, 33801 per month, to Step N, $3617 per month, effective
to inclusive. (NOTE: 3% FOR SIX MONTHS)

This disciplinary action is taken pursuant to the Civil Service Law of
Washington State, Chapter 41.06 Revised Code of Washington, and the Merit
System Rules, Title 356 Washington Administrative Cede (WAC) Section 356-
34-010 (1) (a) Neglect of duty, (b} Gross misconduct, (i) Willful violation of the
published emplaying agency or department of personnel rules or regulations
and 356-34-020, Reduction {n Salary - Demotion - Procedures.

Specifically, you neglected your duty, committed an act of gross misconduct
and willfully violated published agency rules, when, on 7/22/98, you failed
to provide a physical assessment of Inmate and you also failed

to document his medical complaint in the infirmary log, as well as, Inmate
-medical file.

The evidence indicates that you received a call in the infirmary at
approximately 6:10 PM on 7/22/98 from Karen McLellan, Correctional
Officer 2 onjunit, that Inmatc.was complaining that he was having
trouble getting air. You in turn asked C/0O McLellan if Inmateffffwas having
a problem speaking, to which C/O McLellan respended, “ne”. You then
atated to C/O McLellan that you were starting medication lines, that this
was a usual complaint from Inmatc. that his cell was probably hot and

1126 -
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Wagner - Page 2

stuffy, and told C/O McLellan to have Inmateitake a cool shower to heip
him feel better. You also told C/0 McLellan, “if he continues to complain,
call me back.” You continued with medication lines and heard no more from
the unit. As you finished medication lines, you informed RN 2 Mike Kalina
of C/O McLellan's call regarding Inmate [J Without physically assessing
Inmate- complaint and as you had heard nothing more from the unit staff
regarding Inmate complaint, you and RN 2 Kalina decided it was not an
emergent situation and RN 2 Kalina agreed to check on InmateMac
lockdown medication line, which was at approximately 8:30 PM. When RN2
Kalina checked on Inmate{lf he was observed to be asleep and snoring,
There was no indication that RN2 Kalina communicated with Inmate o
check his physical status or with unit staff regarding any further complaints
that Inmatejiimay have made. )

At approximately 10:34 PM on 7/22/98, which waa after your shift and you
were no longer in the institution, C/0 2 James Smith contacted the
infirmary and asked RN 2 Leann Cave to check on Inmate fJ C/0 Smith
further reported to RN 2 Cave that Inmatc.'xad not changed positions in
approximately ninety minutes and that his feet appeared pale. RN 2 Cave
indicated that she was unaware of any complaint from Inmatc.as there
had bezn no documentation of any complaint from him in the infirmary log
nor in Inmate -medical record. It should be noted that Inmate.dicd in
his c=ll that evening. ‘

During the Administrative Comments investigation of this incident, you
indicated to Ella Ray Sigmund, CMHPM and Acting Associate
Superintendent, that Inmatc. had made similar complaints in the past and
that they were not always documented.

An Employee Conduct Report initiated on 8/3/98 describing this incident in
greater detail is attached (Attachment #1) hereto and incorporated herein.

Inrnatc. complaint of having difficulty getting air was significant to his
documented physical problem of which all medical staff, including yourself,

were aware. The knowledge of this medical significance is information you
should have responded to.

The Department of Corrections Employee Handbook states, in part, under
Department Objectives, on pages 1 and 2:

The department’s main objectives are to:

- Ensure safety for...offenders; (emphasis added)

1127

69%Z v6eL @9 231440 TI3INNOSA3Id dSH Wd TZT:vd 66—-0T-4dY



b

Wagner - Page 3

- Treat all offenders...fairly and equitably; (emphasis added)

- Mest the national standards appropriate to the State of
Washington (emphasis added)

and also states, in part, under Code of Ethiea on page 2:

High moral and ethical standards among correctional
employees are essential for the success of the department’s
programs. Thae Department of Corrections subscribes to a
code of unfailing honesty, respect for dignity and
individuality of human beings, and a commitment to

- professjonal and compagsionate service. (emphasis added) -
and further states, in part, under Department Expectations, on page 2:

As a representative of the Dcpar}.mcnt of Corrections, you will be
expected to:

s B8erve cach offendsr with appropriate concern for their
welfare...(emphasis acded)

On 11/24/93, you acknowledged receipt of the June 1993 Employee
Handbook, further agreeing to become familiar with and have a thorough
knowledge and understanding of its contents. Copies of pages | and 2 of the
1993 Employee Handbook (Attachment #2), and your acknowledgment of its
receipt (Attachment #3) are attached hereto and incorporated herein.

The classification questionnaire (CQ) for your RN 2 position, HB36, which
outlines its duties states, in part, under "Employee’s Statement of Duties™:

Provide ongoing nursing treatment and smergency
treatment as necesaary. (emphasis added)

Maintains professional nursing care.integrity as it applies
to...delivery of servics. (emphasis added)

A copy of the CQ for your position, HB36, is attached (Attachment #4) hereto
and incorporated herein.

As an employee and Registered Nurse 2 with the Department of Corrections
at the Special Offender Unit of Monroe Correctional Complex, you have a

1128
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Wagner - Page ¢

duty and obligation to:

1. Adhere to ita policies and procedures, which are designed to
ensure the efficient and effective management of the Department’s
programa;

2. Ensure the safety for offenders; to treat all offenders fairly and
equitably; and to meet the national standards appropriate to the
State of Washington,

3. Ensure the high moral and ethical standards the department
expects of its employees 0 ensure the success of its programs;

4. Perform your duties in a professional, competent and
compassionate manner;

S. Meest the expectations of the agency as a whole; and
6. Serve each offender with appropriate concern for their welfare.

Inmatc. complaint of having difficulty getting air is significant to his
decumented overall medical condition, which all medical staff, including
yourself, were aware or should have been aware. Given his overall medical
condition, there was, according to Dr. Jonas, WSRU Contract Physician, who
[ had review this incident, medical significance to his complaint, which you
should have responded to. Even though you indicated during the course of
the investigation of this incidexnt that Inmate .1ad made numerous medical
complaints of a similar nature, it was noted in a review of hig medical chart
that those “similar” complaints had not been charted.

Additionally, while you relied on the observation of a correctional oificer that
he was able to speak, it should be noted that correctional officers are not
medical staff and are not qualified nor are they expected to conduct medical
assessments of inmates. Also, while you did not hear back from unit
correctional staff of any further complaints from Inmate. you took no

. affirmative action after completing medication lines to ascertain his physical

status in person or by calling urit staff to check on him. Instead, you waited
until approximately 8:30 PM to have Inmate.checked on by RN2 Kalina.
Finally, even though you had recsived an indication from correctional staff of
Inmate-physica.l complaint, you failed to appropriately document that
complaint in either the infirmary log or his medical chart.

1129 -
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Wagner - Page S
By your behavior in this incident, you have clearly demonstrated:

. 1. A neglect of your duty and obligation to meet the reascnable
ectations of the Department that you would adhere to its
_,é%i_,e?md procedures; that you would ensure for the safety of its
c&fp inmates and treat all offenders fairly and equitably; to meet the
\'0 national standards appropriate to the State of Washington; and
" that you would perform your duties in a professional, competent
and compassionate manner, serving each offender with appropriate
concern for their welfare. These charges are based on your
behavior of failing to appropriately provide a physical assessment of
InmataYafter receiving a call at 6:10 PM on 7/22/98 from a
correctional officer who said Inmate{f§was complaining that he was
having trouble getting air; your failure to take any affirmative
action, after completing medication lines, to ascertain hig physical
status or calling unit staff to check on him until approximately 8:30
PM; and your failure to document his medical complaint in the
infirmary log and Inmare{iill medical file. This lack of
documentation failed to provide the next shiit nurse with necessary
information nesded to properly assess Inmateffjlater that evening,
During the Administrative Comments meeting with Ms. Sigmund,
you also indicated that you did not document in his medical file
any of the numerous similar complaints that he had made about
his difficulty getting air and that his complaints were many and
delusional in nature and that you did not document them as well.

2. A neglect of your duty to mest the reasonable expectations outlined
in your Registered Nurse 2 gosition’s Classification Questionnaire,
HB36, to provide ongoing nursing treatment and emergency
treatment as necsssary; and to maintain professional nursing care
integrity as it applies to delivery of service. These charges are
based on your behaviors of failing to appropriately provide a
physical assessment of Inmatefi.fter receiving a call at 6:10 PM on
7/22/98 from a correctional oftficer who said Inmate.was
complaining that he was having trouble getting air; and your failure
to take any affirmative action, after completing medication lines, to
ascertain his physical status or calling unit staff to check on him
until approximately 8:30 PM; and your failure to document his
medical complaint in the infirmary log and Inma.tc- medical file.
This lack of documentation failed to provide the next shift nurse
with necessary information nesded to properly assess Inmate-
later that evening.

1130
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Wagner - Page 6

3. A willful violation of the Department of Corrections Employee
Handbook by your failure to: assist the department in meseting its
objective of ensuring the efficient and effective management of its
programs; to ensure the safety of ita offenders and to treat all
offenders fairly and equitably; meet the national standards
appropriate to the State of Washington; meet the moral and ethical
standards of the department that you would perform your
Registered Nurse 2 duties in a professional and competent manner;
and to serve each offender with appropriate concern for their
welfare. These charges ara based on your behaviors of failing to
appropriately provide a physical assessment of Inmate Baster
receiving a call at 6:10 PM on 7/22/98 from a correctional officer
who said Inmate.was complaining that he was having trouble
getting air; your failure o take any affirmative action, after
completing medication lines, to ascertain his physical status or
calling unit stail to check on him until approximately 8:30 PM; and
your failure to docume=nt his medical complaint in the infirmary log
and Inmate-mcdical chart. This lack of documentation failed to
provide the next shift nurse with necessary information needed to
properly assess Inmate [} later that evening.

4. Gross misconduct by your blatant and flagrant disregard for the
stated objectives and ethics of the Department of Cocrections to
ensure the safety of offenders; to treat all offenders fairly and
equitably; to meet the national standards appropriate to the State
of Washington; and to subscribe to a code of unfailing honesty,
respect for dignity and individuality of human beings, and a
commitment to professional and compassionate service, all of which
adversely impacts the Department's ability to carry out its mission
and functions. These charges are based on your behaviors of
failing to appropriately provide a physical assessment of Inmate,
after receiving a call at 6:10 PM on 7/22/98 from a correctional
officer who said Inma.te-was complaining that he was having
trouble getting air; your fajlure to take any affirmative action, after
completing medication lines, to ascertain his physical status or
calling unit staff to check on him until approximately 8:30 PM; and
your failure to document his medical complaint in the infirmary log
and Inmate. medical chart. This lack of documentation failed to
provide the next-shift nurse with necessary information needed to
properly assess !nmate.later that evening.

1131
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Wagner - Page 7

In reviewing your personnel file { find:

1. A Memo of Counseling dated 9/24/98, from your supervisor, RN 3
Bollinger, which addressed your behavior of 8/31/98, dispensing
medication to Inmate and failing to immediately chart that
information, as required by law and as further directed by Ella Ray
Sigmund, CMHPM in a memo to RN's dated 8/13/98. By your failure to
do so, you were directly responsible for an overdose of medication
received by Inmate

A copy of the foregoing document from your personnel file is attached
(Attachment #5) hereto and incorporated herein.

In conclusion and full consideration of the foregoing, | have detarmined to

reduce your salary as a Registered Nurse 2 as indicated in paragraph one of
this letter.

Under the provisions of Washington Codes 358-20-010 and 040, you have
the right to appeal this action to the Personnel Appeals Board, 2828 Capitol
Boulevard, Olympia, Washington, 58504, within thirty (30) days from the
effective date stated in paragraph one of this letter.

The Merit System rules (WACS), Department of Corrections’ policies, Monroe
Correctional Complex-Special Offeader Center Field [nstructions and the
Collective Bargaining Agreement are available for your review upon request.

Kenneth DuCharme
Superintendent

| KD:cg
Attachments

cc: Dave Savage, Deputy Secretary, 0CO
: Eldon Vail, Assistant Deputy Secretary, QCO
Phil Stanley, NW Regional Administrator
Jennie Adkins, Human Resources Administrator, OAS
Linda Dalton, Senior Assistant Attorney General

Cheryl Landers, NW Region Human Resource Manager
Bob Riordan, MCC Human Resource Manager
Personnel File

1132
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DEPARTMENT OF CORRECTIONS | S EMPLOYEE PROFILE

) Psge One of Two
Name . Classification
.\/\/dj,deﬂ -C/ot‘?“’\ . ﬁc‘jz‘sfe‘“/ Avese oL
Status " | current Range/Step Amount P10 Date (Aflacts?)
)Oe.&m o-J?»’+ Ys /,0 ’5’:330/ —_—

PROPOSED ACTION: Dismissa/

[DATES ]
fom /[ o [/ No.otMomns |: TOTAL LOSS

RANGE/STEP

From To %) ®

A. PERSONNEL/PAY ACTIONS (information obtainad from P-2 Documents): Original date of hire, date{s) of agenqﬁnémuwn
transfer(s), data(s) of promaticn(s), date(s) of pay changa(s) due ta disciplinary action(s), etc. List anly information which is relavant to
the action being proposad.

EFFECTIVE DATE | TYPE OF ACTION DISCIPUNARY?
1 2 /,,7//3 7 | OATE OF HIRE T —
2 /o/f/¢/ Travstie Lrem WSR o Soc —
3 »

U Abavae section mntinue& on Page Two
B. EMPLOYEE PERFORMANCE EVALUATIONS

| DATES (Mo/Yr) Ratings * Ratings * | Ratings* | Ratings * | Ratings * | Type Commaents (Note it EPE is part
' From To Far Excoeds | Excaeds Normal Minimum | FailsMin. | *°* of Discipiinary Lattar)
921/96"° 9/51/9 7 Ac  |BoE A
9/21/as 9/21/0¢C Ao |8 E 7
9/21/99'© 2/31/ast Heco |B e A
3/11/93 ' 9/21/9y 0 AB E A
Thi/e2® 9/21/03 ABcolE A
G/21/91"° 9/21/9.2 A B <k A
j3/e/70° 2/21/01 .4 =pE A
/o/59 1© /o0 A p 1B = A
D Abova saction continued an Page Two ¢ List Performance Dimensions: ¢ Indicate Type of Evaiuation:
. A = Accomplishment of Job Requitamants P « Probationary
B8 = Job Knowladge and Competanca A = Annual
C « Job Raliability T = Tral
D « Parsonal Relations S = Special

E « Communications Skills

DOC 3104 (49%) Page One F = Parformance as Suparvisor
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DEPARTMENT OF CORRECTIONS

EMPLJUYEE CONDUCT REPORT

THIS FORM TO BE USED IN COMPLIANCE WITH POLICY DIRECTIVE NO. 857.005

INSTRUCTIONS AND TIME LIMITS:

1. The person making the report shall provide a clear description of the incident under “*Description of Incident"
and, with any witness(es) or person(s) having knowledge, shall sign in the space provided and submit to the
supervisor of the involved employee within fourteen (14) calendar days after the date of discovery of an

~ employee’s alleged misconduct.

2. The form shall be submitted to the employee involved who shall complete the “Employee’'s Statement’’ and
return the report to his/her supervisor within seven (7) calendar days following the date of receipt.

3. The appropriate supervisor shall review the facts of the incident, complete the ‘‘Supervisor's Report” and
submit the report to the Office Head within seven (7) calendar days following the date of receipt.

4. The Office Head or designated rapresentative shall review and within thirty (30) calendar days following the
date of receipt determine whether misconduct has occurred. This shail be reported under “Administrative

Comments” and shared with the employee. When the supervisor and Office Head are the same person, the
supervisor's supervisor shall complete the Administrative Comments. -

WPLOVERIE® Gloria Wagner h«i’?:“é"‘-‘“é%‘éé’i‘él Offender Center
TSITION TTLE SATE CF (NTIDENT ~ TWME GF INCDENT
RN 2 7/22/98 6:10PM  [Jam [Jem

DESCRIPTION OF INCIDENT:

ON 7/22/98 AT APPROXIMATELY 6:10 PM, YOU WERE NOTIFIED BY CO
KAREN MCLELLAN THAT INMATE WAS

COMPLAINING THAT HE “WAS HAVING TROUBLE GETTING AIR.” YOU

INSTRUCTED CO MCLELLAN TO HAVE INMATE TAKE A COLD
SHOWFER
— BN MEMO-YOU- PREPARED-TO- RN TERESA BOLEINGER FOLHNDICATED

THAT “INMATE (i HAD COMPLAINED SEVERAL TIMES IN THE PAST
ABOUT HOW HE COULDNT BREATHE IN HIS CELL” AND THAT AS YOU
“ASSUMED IT WAS THE HEAT AND STUFFINESS [N HIS CELL” YOU TOLD €O
MCLELLAN “A COOL SHOWER MIGHT BE HELPFUL.” AS YOU WERE DOING

E = THE-UMNT;
INFORMING RN2 MIKE KALINA OF INMATE COMPLAINT AND FOR
2 f T NVEDS:

ON'S5/18/19/720 1998, YOU WERE PRESENT WHEN RN3 BOLLINGER GAVE A
VERBAL DIRECTIVE TO ALL RN2'S PRESENT THAT THEY WERE TO
PHYSICALLY ASSESS ANY INMATE WHO COMPLAINED OF ANY PHYSICAL

ABNORMALITY-

%ﬂ::_/) . . POSDRNTITLE s — S ORAeT 7 N 'DA!E
v//gg/mﬂgq : s,/?/\/( -3 ;j'/////(Z 2{%%4 ﬁ,ﬁ.g g‘jZo’ éE:
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August 10, 1998

On 7/22/98 at a i 6:10 PM, C/0O Karen McLellen called the infirmary
and informed me /M was complaining that he was “having trouble
getting air”, [ asked “Is he having problems speaking?” she said “No”. I told her [ was
just starting med lines, that this was a usual complaint from him, that his cell was

- probably hot and stuffy. Itold C/O McKellen that a cool shower would probably help
him feel better. I also said “If he continues to complain call me back™. I then did med
lines and heard no more from the unit.

As soon as we finished med-lines, [ informed Mike Kalina, RN I of C/O
McKellan’s call. We decided it was not emergent and M. Kalina, RN II agreed to check
on him at lockdown med-line since he was doing that side anyway. At 8pm as we were

leavini to do Jockdown medications, I reminded M. Kalina, RN II to check on I'M

. He said he would. After checking with staff on the unit and listening to 'M
usual snoring, he noticed nothing amiss and returned to the infirmary.

UM {24 no history of respiratory or cardiac problems. He was very
somatic and often times delusional. He would frequently say, “I can’t breathe in this cell,
could you talk to someone and see if I can go outside and get some fresh air.” He was
never in any acute respiratory distress, his speech normal and clear, so [ would give him
reassurance and apologize for having no control over his lock down status.

The incident was not ignored. Because of his history of many somatic
complaints, we did not feel it was emergent and since we received no cail back from the
unit, we thought that the situation had resolved. It is common practice to assess I/M’s,
especially those on lockdown status on the unit at lockdown med lines.

C/})W;L A\ \,\\)o,u\m\ €

Gloria M. Wagner, RN I

cc: Mike Wilson
Teamster Business Associate
Local 313
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Employee Conduct Report: Gloria Wagner, RN 2
September 21, 1998

Administrative Comments:

On August 3, 1998, you were issued an Employee Conduct Report (ECR) by Teresa
Bollinger, RN 3. Itis alleged misconduct occurred by you on the evening of July 22,
1998, when you failed to respond to provide a physical assessment on offen

) after receiving a call in the infirmary at 6:10 PM from Karen Mclellan,

Correctional Officer on JUnit. It was later that same evening [ died in his cell
on f}-Unit.

Findings of this Review:

According to RN 3 Teresa Bollinger, on the dates of May 18, 19, and 20, 1998, you were
present when she gave a directive to all RN 2’s that they were to physically assess any
inmate who complained of any physical abnormality. This directive was based on a
memo directive this writer sent to Mrs. Bollinger. You report not being aware of this
directive on July 22, 1998.

You assumed-was complaining about his difficulty getting air because it was
a hot night and instructed CO Mclellan to have take a cold shower and to call
back if his problems persisted. Although by your own report and the report of others this
was a common complaint of, CO Mclellan did not call back.

You were in the middle of doing med lines when you received the call from CO
Mclellan.

You did not document this call in the infirmary log or— medical file. Nor had
you documented in his medical file any of the numerous similar complaints that he had
about his difficulty getting air. You state complaints were many and often
delusional in nature and that you do not document them always. You acknowledge
knowing that if nurses do not document offender’s complaints in their medical files and if
offenders do not make the same complaints to their treating physicians, then they will not
have this information.

You verbally reporte complaint to RN 2 Mike Kalina who looked in on-
at approximately 8:30 PM to find him snoring as he slept. There was no verbal
communication at this time betwesn and Mr. Kalina.

CO Taylor observed- 1ng on the floor naked about 9:30 PM. According to
Mr. Taylor’s report, at that time indicated he felt better after taking a shower.

a difficult offender to assess for medical probiems because he
complained often about a number of medical problems, some of which could be verified
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as not real and he was delusional (his belief system was idiosyncratic and often could not
be verified).

According to Dr. Jonas, MD.,-treating physician, the aforementioned
complaint of having difficulty getting air is significant to his documented physical
problem of which all medical staff, including yourself, were aware. The knowledge of
this medical significance should be information commonly known among nurses,
according to Dr. Jonas. You state knowing the problem becomes a medical concern at
the time s/he becomes neumoniatic.

Persons prescribed psychotropic medications are more susceptible to the effects of heat
than are the general population. You indicate not having knowledge of this on the date of
July 22, 1998.

You recently became certified as a psychiatric nurse and the above information was not
included in the material you read for the exam you took to become certified.

You state you or any of the other nurses would never.deliberately harm an inmate.

Conclusion: This reviewer finds misconduct for failing to respond to an offender
complaining of having a medical problem (who later died), for the following reasons:

1. A COis not a medically trained person therefore s/he relies on the medical expertise
s/he cannot be relied on to provide a medical assessment of an offender ‘s physical
complaints, nor should s'he be placed in the position to assume legal liability for
having done so.

1~

Although it was stated in Ms. Lareau’s investigative report at the time RN 3 Bollinger
verbally gave the physical assessment directive, included was not a time frame for

meeting with the offender after receiving a complaint, as not physically
assessed at any time during the evening of July 22, 1998.

2

The fact that it was an unusually hot evening is all the more reason why RN 2
Wagner should have been more concemed for the welfare of] Her

assumption he was having a minor reaction to the heat should have been confirmed or
not by a physical assessment .

4. The fact that{J Ml <peatedly made the same complaint about having difficulty
getting air should have raised a red flag to Ms. Wagner to (1.) do a physical
assessment and (2) document this complaint in his medical chart for the treating
physician to further assess. And to provide recorded information to nurses working
the following shifts. As this information was not documented in any location, the fact

complained of having a physical problem did not get passed on to the next
shift of nurses. RN 2 Cave reports she did not know of this complaint when she was
called to look in onizt 10:34 PM, by CO Smith.

- 1137



5. Although you were in the middle of doing med lines, you could have requested that
correctional officers brin the infirmary for assessment while holding
off on having the next group of offenders sent to med line.

Additonal Comments:

In addition to this writer’s findings of misconrduct for failure to respond to an offender’s
physical complaint, your failure to document i medical file what according
to Dr. Jonas, M.D. is pertinent medical information is also reason for misconduct. This
lack of documentation failed to provide RN 2 Cave with necessary information she
needed to properly assess [ 1ater that evening.

Ella Ray Sigmund, Office Head
Ll Mﬁww 7’
@e«/ % WMW/—/ & o Sy
- /597"
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CHASE RIVELAND

Sacretary
- STATE OF WASHINGTON
DEPARTMENT OF CORRECTION
SPECIAL QFFENDER CENTER ’
P.O. Box 514 - Park Place + Monroe, Washington 98272-0514

9/9/98

TO: Gloria Wagner \

FROM: Ray Sigmund W

) Acting Associate Suferintendent

SUBJECT: ADMINISTRATIVE MEETING

[ am scheduling a meeting with you on 9/10/98 at 2:30 p.n. in my office to discuss the Employee
Conduct Report initiated by your supervisor. Attached please find copies of the foilowing
documents:

e Employee Conduct Report
o Employee Rights Pursuant to Article 8.2 of Institutions CBA

The purpose of this meeting is to give you an opportunity to explain your account of the incident
prior to my making a decision as to whether or not misconduct cccurred.

- You are entitled to have an employee representative present at this meeting. No copies have

been sent to your representative. If you choose to have an employee representative presentit is- -
your responsibility to forward these documents to him/her yourself.

BB
Att: (2)

cc: Linda Gilstrap, Personne!
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Chronological Description of Incident

C/O McLellan was'unit Booth Officer on Shift I, July 22 1998. It was a very hot

night and the air conditioners were not working well. C/O McLellan said that/ Y

was acting normally during her shift and not yelling that night. At approximately

1810 activated the cell intercom by yelling that he was having trouble getting
air. C/O McLellan replied to {JJJlfbat she would notify the infirmary, and said that
she sent an officer to check on him (I did not corroborate this.) C/O McLellan said that
had enough breath to activate the intercom, which took a fairly loud noise to
activate. C/O McLellan said that this was the only time that she knew of on this shift
which [ lfcomplained or activated the intercom. She said that [P
known to have many complaints, but could not recall exactly if he had complained of
trouble gettirig his air, or indeed any of his specific complaints, in the past. C/O McLellan
said that there was nothing i presentation which was unusual or which
alarmed her. She also said that the nurses had always been very attentive t

and had always evaluated his complaints in a timely fashion. For her part, she said, she
always relayed the inmates’ complaints to medical without delay.

That night, RN2 Wagner was conducting medication lines when she received the call from

Unit Booth C/O McLellan, stating tha was complaining of having
trouble getting air. RN2 Wagner asked C/O McLellan if| as having problems
speaking, and was told that he was not. Since it was such a hot mght, RN2 Wagner
thought perhaps the heat was bothering and suggested to C/O McLellan that a
cool shower might help. RN2 Wagner turther asked C/O McLellan to call her back i

had any more probiems; C/O McLellan's memo did corroborate this. RN2 Wagner

said that she did not hear back from the unit, and 50 assumed as feeling
better.

RN2 Wagner said that she completely trusted C/O McLellan and the rest of the unit staff
to follow through with d let her know if he was having further problems.

She (and several other nurses- Atchison, Cooper-Schmidt, and Kalina) said that.
complaint of having trouble getting enough air was a frequent complaint for him,
that he was never in any respiratory distress when evaluated for this complaint, and that he
frequently included the request to go outside and get some fresh air, saying that he couid
not get enough air in his cell. RN2 Wagner said that she had no reason to believe - either
from past medical history or the presentation of his complaint that night - that
was in any danger or that this was different in any way trom previous similar

complaints.

At about 1830-1845, after tinishing the dinner medication lines, RN2 Wagner told Mike
Kalina, RN2, about* complaint and her conversation with C/O McLellan. The
Shitt [II nurses split up their nursing duties, and that evening it was the responsibility of
Mike Kalina RN2 to respond to non-emergency complaints on.,"nit. They decided that
since this was a frequent complaint and hitherto without objective findings for

)
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and since they had not heard back from the unit, RN2 Kalina would check on -
at the 2000 medication rounds.

C/O McLellan stated that one of the officers who saw about this time said that
he was puffing a little, but nothing out the ordinary for him. id take a cool
shower, and the officers could hear him “whooping and hollering” in the shower (which
did not, as RN2 Kalina later pointed out, indicate respiratory distress.)

Mike Kalina, RN2, and an officer checked on at about 2030. RN2 Kalina said
that was asleep and snoring quite loudly (this was corroborated by C/O
McLellan’s 7/23 memo) as was his habit. ﬂrespirations at that time were even
and regular and he appeared, when seen through the cell window, to be merely asleep and
in no distress. Attempts made to awaken, y calling and knocking were of no
avail. RN2 Kalina said that since these medications were voluntary medications, an

was known to sleep through this medication pass (despite the noise of the calling
and knocking) nothing seemed out of the ordinary.

At some time between 1300 and 2200 (the exact time has not been determined) a religious
volunteer ( Dan Dierdortt) visite_ He thought tha was “really out
of it” that night. He was unable to communicate with or the first time in
“numerous visits.” The volunteer said that he did not think was in a life
threatening situation and so did not ask an officer to check on him. In retrospect,
however, he sai ‘looked like a man with a high fever.”

C/O Benda ChCCkeW abour 2130 and {25 lying on the cell floor.
‘(Immediately after, death I asked several people who knew-lf lying
on the floor and/or being naked was unusual for him. No one thought it was very out of

the ordinary for him. Thus was before my investigation and I do not remember who or
when [ asked, though.) C/O Benda aske if he was feeling OK and according

to C/O Benda.- replied “Yes, I'm a lirtle hot, I took a shower, I’'m OK.”

[ did not think it appropriate to interview, nor to include any information from a
“declaration” written by SOC Inmate Sean Morin #912839. This is the inmate who could
be heard yelling on the videotape of the entry o ell the night he died. The
point of Mr. Morin’s letter is to debunk and expose actions and inactions by the nursing
and custody staff. This memo is included in the packet of memos.
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Nursing Interviews

RN3 Bollinger wrote the ECR. She alleges that RN2 Wagner chose not to go see.

-on the unit when C/O McLellan relayedil:omplaint. RN3 Bollinger
stated that on May 18, 19, and 20, 1998 she announced at the noontime nursing meeting
that all nurses were to physically assess any inmate who complained of any physical

abnormality. Her concern is that RIN2 Wagner neglected her duty by failing to physically
assésshat the time of his complaint.

In my interview with RN3 Bollinger on 8/24, she stated that she had informed the nurses
that they must bring down to the clinic and physically assess all patient complaints of
potentially severe problems such as chest pain, shortness of breath, severe abdominal pain,
etc. RN3 Bollinger says that she did not state a timeframe within which these problenis
were to be assessed, nor put her directive in writing, nor have the nurses sign that they had
received this directive. RN3 Bollinger estimated that the SOC nursing staff receives 10-20
notifications of physical problems each week. not all of them severe. Further, when asked
if she thought that the nurses should assess the 20" instance of a particular complaint by a
particular patient like the 1%, she replied “yes.”

[ asked RN3 Bollinger what her thoughts were on the nurses performing “telephone
triage” of patient complaints, that is, trving to ascertain over the telephone which
complaints were significant enough to warrant physical assessment. While stating that the
nurses have to use their clinical judgment to ascertain which problems are significant
enough to warrant the patient being brought down to the clinic and assessed, she also
stated thar it was not the officers’ job to judge what was an emergency or even to describe
how the inmate appeared to them. (I happen not to agree with this last thought - the
officers are trained observers and are well abie to describe in layman’s terms how someone
looks. This is not asking the officers to make a medical judgment or call.)

Every nurse interviewed expressed the deep frustration and concern that they did not have
enough time on their shifts to complete their tasks, and many thought the latter half of
Shift IIT was the busiest and most difficuit (although nights was, as well.) The general
opinion was that there was no “slack™ time between about 1615 and 2200; any urgency or
emergency must be carefully evaluated for its significance because of the impact on the
shift duties. Some examples given were: giving the "dinner” medications too late could
impact the " bedtime” medications because many medications cannot be given too close
together. One nurse runnung late could adversely impact the” bedtime” medication line for
the whole institution. And many times there would be more than once special (time-
consuming) problem per shift, such as an inmate requiring an involuntary shot or ather
medication as well as an urgency or emergency.

When asked, RN3 Bollinger stated that she had filed the ECR because RN2 Wagner had
not followed the directive concerning physical assessment, and because she did not think
that RN2 Wagner had used good medical judgment. RN3 Bollinger, also when asked,
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stated that the reason she filed the ECR was for “someone else to investigate (the
situation) and make a decision on whatever needed to be done.”

In interviews with all of the seven full-time nurses at SOC, when specifically asked if they
remembered RN3 Boilinger “announcing the expectation that every time an inmate voiced
a physical complaint he would be visualized and assessed by a nurse," four - including
RN2 Wagner - replied no, one replied no but it was standard operating procedure to do
s0, and two replied that they had heard her say this in the past but couldn’t remember
where or when.

Included in the ECR packet were DOP Policy 620.020 and TRCC Field Instruction
620.020 “ Inmate Deaths.” Neither of these seems applicable to this part of the situation.
Also included is TRCC Field Instruction 610.020 “Inmate Heaith Emergencies” which
states “The following conditions constitute a medical necessity for emergency
transfer:.... Any clinical situation that presents as life threatening or requires physician-
level intervention. ..i.e. ...respiratory impairment...””

Investigative Statement

1. Appropriate communication occurred between nursing staff and custody staff.
Nursing staff had asked for a “call back” if (i had any further problems and a
second call was neither made nor received.

2. Telephone triage is a necessary tool in this setting and must be used with accurate
observations and reporting by custody staff combined with the use of good nursing
judgment.

J

3. None of the nurses or officers who wrote memos or were interviewed about.
omplaint of the evening of 7/22 thought he was having respiratory
impairment or that he was experiencing a life threatening probiem..
“whooped and hollered” in his cool shower that evening. RN2 Kalina assesse

sleeping (snoring) respirations as “rhythmic and regular” on his (RN2 Kalina’s)
2030 follow-up ofﬂ complaint. told C/O Benda at 2130 that he
was OK. The one incongruity is in the religious volunteers’ description of his visit with
- but the only potentially relevant observation which the volunteer made on
that was done in retrospect

4. It is unclear whether RN3 Bollinger’s verbal directive to visualize and assess every
inmate who complained of a severe physical abnormality reached all the staff.
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August 10, 1998

This memo is being written in response to the incident on 7/22/98 involving I/'M
In my memo dated 7/24/98, I described the events on the swing shift that [

encountered before going off duty.

I was asked to check in on I/M.during lockdown med line, which I did.
When I came to his cell, I noted that he was snoring loudly, which was not unusual for
him. His breathing pattern was even and regular. ad a usual snoring habit
that could be heard without the aid of the overhead speaker system. IM{JiJJRIso has
slept through the med lines at 8:00 PM, which because he was not on involuntary meds
was always listed as a refusal. When I checked we attempted to awaken him
by tapping keys on the window, opening the food slot, calling out to him, knocking on
the door but he continued to sleep as evidenced by his rhythmic snoring. Idid not notice
any change in his skin color, evidence of sweating or other abnormalities. C/O McLellan
stated that when his cool shower he was whooping and hollering when he
turned the shower on. This was not indicative of someone in respiratory distress. C/O
McLellan also stated the erbalized the “he felt berter” following the shower.
After talking with the unit staff and listening to and visualizing I/ [ had no
reason to believe that this was anything more than his usual somatic compiaint,

I want to add also, that other staff has witnessed I/'M izarre and somatic
behavior. UM {JJJJhes made the complaint of not being able to get air, that he’s cured
his disease through prayer, people were entering his cell and were raping him during the
night. He has also stated that people were entering his cell at night and drinking his
blood, how he was Martin Luther King, Jr. re-incarnated. When I/'M as brought
to the infirmary for blood draws, he would request to have all his blood removed. He
also offered to perform sex acts for C/O’s or Nurses to gain his freedom from his cell.
He was also known to repetitively request of anyone that would listen, if they could buy
him a “rock”, because he hadn’t had any crack cocaine for a long time. [ have had the
occasion to have mplain that hehas difficulty breathing while taking
medications, drinking juice and smiling at me after finishing the juice.

Michael T. Kalina, RN [I
ce: Mike Wilson

Teamster Business Associate
Local 313
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EMSD . L AL ey s e
From: MCLELLAN KAREN - 2
Date: Thursday 23-Jul-98 at 8 53pm o 3
Subject: INMATE q
ON 7-22-98' AT APPROXIMATELY 6: 10 ™ mn:_ CALLED TEE i s
6
7
8

UNIT BOOTH AND ASKED ME TO-CALL THE INFIRMARY AND TELL THEM THAT HE WAS
HAVING TROUBLE GETTING ATR. I CALLED AND TALKED TO R.N. WAGNER WHO TOLD
ME 70 HAVE DNVATE JJJJ TAKE A COLD SHOWER. SHE ASKED ME TO LET HER
KNOW IF HE DID NoT GET BETTER. AFTER INMATE MM TOOK HIS SHOWER I EAD 9
C/0 TAYLOR CHECK ON HIM. HE'WAS LAYING DOWN AND APPEARED TO BE KEY. 10
ABOUT A HALF HQUR LATER C/O BENDA CHECKED AND FOUND THE SAME THING. 11
DURING 8:30 MEDS. R.N. KALINA AND I WENT TO IM&ATE_CELLANDFOUND 12
HIM ASLEEP AND SNORING. 13
AT APPROXIMATELY 9:30 P.M. C/0 BENDA WENT TO INMATE /W CELL TO 14
CHECK ON HIM, HE WAS LYING ON THE FLOOR. C/O BENDA SAID ARE YOU OK? 15
aTE @Es2ID "YES I'M JUST A LITTLE HOT, I TOOK A SHOWER AND AM 16

FEELING BETTER". BE THEN LEET THE TIER. : o i 17
C/0 KAREN MCLELLAN : 18

cc:  BOLLINGER TERESA ' . . DCC-DP-=G1-THA 19

*** End of Message *** .

Function:

Functions(1/6) : PF2=NExt 3=ENd 4=MEnu 5=Find 6=AMend 7=BWd 8=FWD pfl=help
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Dan L Dierdortt
U 07(29198 09:15 AM

po—o

Ta: Sister Rene, SOC Manroe

o .

suvject: (NG v 722108

{ came in on Weds. eve. and began my usual visits to all four tiers in . unit.

When | was talking to other inmates on the tier (where was located), | could hear him moan
and talk incoherently. When | went to visit him | was supased, as he had no clothes on. He was
lying on his bed, and [ said are you OK?*

He said something | could not understand, maved quickly to the floor of his cell,lay on the ﬂoor,
-and acted physically and mentally. upset. In retrospect, | would say he looked like a man with a

hi er. | don't think he knew | was visiting him. This was the first time in numerous visits that
and | were unable to talk to each other.

i asked-f he wanted mie to pray about anything. He did not answer, so | praved that God
waould give him peace. When { left that tier | casually 'said to a woman officer tha was
really out of it tonite, and did not have a stitch of clothing on. | did not ask an officer to check on
him, nor did | believe that he was in a life threatening situation.

Sister, [ am available to talk to someone at SOC ar to.speak to the family.

B B
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ST ATE OF WASHINGTON
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MEMORANDUM
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DEPARTMENT OF CORRECTIONS
MEMORANDUM
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STATEOF WASHINGTON
DEPARTMENT OF CORRECTIONS
MEMORANDUM -

© LT Chdpacs o 7-23-78

FROM: &/5 Blowd C | SUBJECT: / A -

hpad was cold Add SEFN At ~his Time e Mt Das

re ” A 72
raded &F.L/M-- R Zodd sa:d TAAT he ad +a be

turded on his back 4o oheck Foc A hent bewt Ra 72 4d

T»aulzfo.- Zathe meddde and -
:fL‘ e Tor~ned h: M OYec Arﬂc{ plr’cca

e P ch{ Cisde ded fo— A Henetle
st bért"f;. /7£ 74:s +:

Was At-The wppees Torsy /o
WAS AL —fre (

~ Codteol AC44e A B4,

1154

00 02-110 (391) awW-t

G
3
:



DEHAVEN. BARRY ' DOC-DP-G{-BDI 7 jUL-98 -
SPECTAL QFFNDR CTR - : :

14736 FERRY ROAD

MONROE ' WA 98272-6006

-

od
o .

FROM: DEHAVEN BARRY DOC-DP-Gi-BDI 23-JUL-98 65:14:54
SPECIAL QFFNDR CTR
1673Q@ FERRY ROAD
MONROE WA 98272-6G00

~sussect: /v Y DOC-DF-G{-BD3/HA%

/TO CONNER LARRY . DGC-DF-G1-LC3 0K
/FROM DEHAVEN HARRY DQC-DF-:{-BD3 UK

/DATE THURSDAY ZI-— UL - AT 5:2346M1 (14
/SUBJECT I/M ’ QK

AT APPRUX 6@47 HUURS ‘I RECEIVED A CALL FROM C/0 JIM SMITH ASKING ° WHERE
THE SGT. was HE INFORMED ME THAT INMATE [ HAD NOT AFFEARED. TO  MOVE
SINCE THEY CAME ON SHIFT.

I CONVACYED THE SGT. AND HE WENT TO THE "UNIT. ALONG WITH RN 2 "LEA A&NN
CAVE Y THEN CONTACTED LT. CONNER OVER Af TRCC AND ADVISED HIM THAT uE
HAD & FOSSIRLE SITUATIOM AT RUC. HE ADVISED #ME TQ KEEF HIM FOSTED.

SHORTLY THERE AFTER LT. CUNNER RETURNED AND LT. CONMNER SGT7. MILAN., C/0'S
BROWN. NETHERYAOW. TAYLOR AND RN 2'S RICHARD TGDD AND LEA ANN CAYE WENT
TO ENTER THE CEiL 7O CTHECK OGN INMATE

C/70 SMITH NOTIFIED HE AT G127 HOURS THAT THEY WERE ENTERING THE CELL. AT
AFFROX @139 I AS NOTIFIED 2Y C/0 SMITH THAT IT AFFERARED AS IF THE
INMATE WAS DECEASED. AT €133 LY. CONNER NOTIFIED ME THAT THE INMATE WAS
DECEASED. AT 9134 SHNO FAC 911 OFZRATOR 193 WAS CONTACTED EY ME AND
ADVISED THAT WE HaD AN LINHMATE THAT WAS DECZASEL AND WE NEETEL MONROE
FOLICE aMP THE SMNO CO. H“EDICAL EXAMINER.

AT 0159 FOLICE CFFLCER MARTINEZ ARRIVED ON SITE. AT €20¢ AN -INFORMAL
RING AT

COUNT WAS CONDUCTED FER FOLICY. ALL INMATES ACCOUNTED FO& CLEeR:
0297, .

AT THIS TImME C/9 WETHERTON RELIEVED ME OF MAIN CONTROL DUTIES AND I
ASSISTED LT. CLCONNER IN GATHERING INFORMATION ON  THE INMATE - AND
COMMUNICATING WITH THE BUTY GFFICER AMND OVHER REWULRED STaFF. I Was SeNT
TO THE UNIT WiTW IHE MEDICAL EXAMINER AND STO0D BY AWARLTING  FURTHER
INSTRUCTZIONS.

I GE&3CORTED THE #OULICe TO THE UMIT TO IMNTERVIEW INM&ATES anMb OFF THE
UNIT., THIS ENDED MY FARTICIFATION IR THIS EMERGENLCY SiTUATION.

C/0 BARRKRY DEHAVEN -
# o# EMD OF MEISAGE = % FRIMTED OR S3I-JUL-P2 AT 9S5:29:2? Has



STATE OF WASHINGTON
DEPARTMENT OF CORRECTIONS
SPECIAL QFFENDER CENTER
P.0. BOX 514 -PARK PLACE - MONROE, WASHINGTON 98272 - 0514

-

TO: Lt Conner, Larry DATE: 07/23/98

FROM: Sgt Milaa, Toay SUBJECT:
Unit /

At or about 0055hrs [ received a eall from C/O Smith that the aurse was coming up to thie Uait tq see
0-to haviag not moved at all o our shift and he was being unrespoansive.
At 010Shrs [ arrived on the Unit 2nd RN Todd stated tha seemed to be breathing, but-was
unresponsive. RN Todd, CfO Brown and C/Q Taylor were trying to get 0 response to them
aalling to him and they also tried throwing socks and water at him. Still he was unrespoansive [ asked
if he was asleep and breathing, RN Todd stated that he appeared to be breathing and
asleep. [ recommended that we let him sleep, but would call the Lt to get the olcay to open the Cell,
Lt. Conner stated that he was on his way back to SOC and to wait for him to arrive. When the Lt
did arrive the Video Camera and Mat were brought up to the Uanit and A Eatry Debriefing was done.

At012 Conner attempted to get M to respoase to Staff, No Response was received
from So [ gave the arder to opea Q Brown and C/O Taylor with myself entered the
cell. The mat was placed o

Tayloc to place bis arms behin

t whi unqdid aot mov. was ordered by CJO
is baclk, No respanse 'O Taylor took!y the right
arm and tried ta place it behind his back, but the arm would not maove that easily so. Lt Conner had
RN Todd come in and c.heckﬁ out. At which time RN Todd stated that m::s Deceased

and that at this time CPR and any kind of First Aid would not help. At 0133hrs add stated that
hcdl was closed as a Crime scene by Lt. Conner.

was Deceased. At 0145hrs
tirs the Monroe Police Dept Officer C. Martinez on grounds and at 0222hrs he was an A-
Unit to view the crime scene,

At 0325hrs Saohomish Couaty Coroner D. Selove MD arrived and was taken to the crime scene,

At 0403hrs was removed from his cell by the Saohomish Céunty Coroner and 3t 0407hrs
the cell was closed for investigation

At 0422hrs as'removed from the Uait

‘At 0503hrs was removed from SOC grounds by the Snchomish
County Coroner.

Staff [avolved:

- Lt. Conaer, L. Shift Lt

" Sgt. Milan, T. Shift Sgt.
CfO Dehaven, B. Maia Control

_C/O Browg,C.  Mat !/ RM
C/Q Taylor, M.  Mat/ Unit Staff
C/O Smith, J. Unit Staff
C/O Netherton, S. Camera Operator
RN Todd, R. Medical Scaff
RN Cave, L. Medical Scaff N
End of Report:

-
-
..
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STATE OF WASHING TON
DEPARTMENT OF CORRECTIONS
MEMORANDUM
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DEPARTMENT ©F CORRECTIONS
MEMORANDUM

s %o\\mcg»r N e 7 } 2 3)%

sROM: 6\)}‘[1 ree RO SUEJEC-

Ot Q/DOUJX bl% AR *7L;DJ% CJo K Mau&wm
callzd ‘H‘\Z W\(m&\q 40 ’(?‘.QOY‘T 1\&

Was Cmno\a.mc%c; ok o&xor-‘mz’SS ol DeeTin . _L_
aprad et \'uS 5022¢h covnded ond A dad
an T 403 e e Wit downg repdhies and.

1 ad c,bmo\w-u_d DR Rnss o She
QoS ahouk oW Yo condat Drackh e we QU -
o ponol N mzsded o Op_oeh end QU bome

oo U goawemidh \% W the heot and
wa@c\x\sw T Ao\l e (o 4
oo\’ Nnc\ﬂq’ ook Dz hwo%ﬂ arx & hs
Conhnizd Yo otgaun o pleass ol my
ek, U also uommwtdrk\z. orher P norse
Muka Walno,  as \-\\jz A O\omg md@%z
Nk o do e loddewn  mads ek bhe weudd
o hﬁ,mc N e T sl x\c\’hw\q Stackhee
Sxom Wt ol D _caoMunich M‘L‘L A.k-)ma‘umhap(

\Dsm c1sownal
\»-SCQ [A%Y e)d/\/
'O
115b




e —

INTRODUCTION
The Employee Handbook is designed to acquaint you with the
Department of Corrections and state employment. Guidelines and
job-related information are given to assist you in the performance of
your assigned duties. Itis intended as a supplemeat to departmental
directives, state laws, Merit System Rules and facility or office
procedures. If you need further information or clarification, you
should contact your supervisor or personnel representative. They can
provide you with answers or refer you to the location of the specific
tules or source decuments.

DEPARTMENT OBJECTIVES .
In May of 1981, the Washington State Legislature established the . =
Department of Corrections, separating it from the Department of RO e
Social and Health Services. . R &

The department’s mission is to promote public safety by providing
facilities and services to evaluate, control, and redirect the behavior
of adult felony offenders commutted to our jurisdiction by the courts.
In carrying out our mission. the department cooperates with other
state criminal justice systems and endeavors to assure that offenders
charged to our care are prepared for release and reintegration into the
community.

o 2 Bed e Y
i

"
e,

The deparument’s main objectives are to:

« Ensure safety for the pubiic, staff and otfenders;

;

* Punish the offender for violating the law, generally through the
denial of libenty:

l%‘lﬂ

+ Treat all offenders and staff fairly and equitably:

+» Reflect in the system the values of the community by avoiding .
idleness, adopting the work ethic, providing opportunities for seif- s
improvement, providing tangible rewards for accomplishments,
and sharing the obligation of the community:;

« Effectively and efficiently manage resources:

gy

Ve
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* Provide for restitution;
* Be accountable to the citizens of the state;

* Meet the national standards appropriate to the State of Washington.

CODE OF ETHICS

High moral and ethical standards among correctional employees are
essential for the success of the department’s programs. The Depant-
ment of Corrections subscribes to a code of unfailing honesty,
respect for dignity and mdividualify of human beings, and a commit-
meat 1o professional and compassionate service.

e e me——— -

DEPARTMENT EXPECTATIONS
L As a new employee of the department. you will have many things to
e o learn. not the least of which will be the cxgg_:u_x_ti_gng._g_f,yﬁ? supe_ry;f
P DA sor, your co-workers, and the agency as a whole. To assist you with

this responsibility, following is a list of some departmental expecta-
tions for your study. Familiarize yourself with the list so that you
may understand and fulfill the duties of your position.

e As a representative of the Department of Corrections, you will be
. expected to:

* Positively represent Washington State govemment (o everyone you
me=t. You are our best public relations agent:

Dress appropriately for your job classificaton and duties. Clothing
may not have mortos, logos, or adverntisements that may be of-
fensive or in conflict with the goals of the Department;

» Wear issued uniforms only as authorized:

+ Be a good citizen, obey laws while on and off-duty. Your conduct
- off duty may reflect on your fitness for duty:

T ) . ¢ Trea fellow staff with dignity and respect;

* Be impartial, understanding and respectful to offenders;

o et e
Iy
-
1)

« Serve each offender with appropriate concem for their welfare and
with no purpose of personal gain;

- o ————— e e e o,
- - - B T LY Y L i i

gy
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| C/J,\OT \\a'\, }‘/\ L\)&Lo;m,‘(’

Employee Name (Please Print)

ACKNOWLEDGEMENT OF RECEIPT OF
DOC EMPLOYEE HANDBOOK

I acknowledge receipt of the June 1993 Washington State Deparﬁnent
of Corrections Employee Handbook and agree to become familiar

with and have a thorough knowledge and understanding of the
contents.

Chone b&u)aom | Ul

Empioyee Signature Date ‘

Original - Personnel File

Attachment 3
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STATE OF WASHMINGTOM

S.F. 570 - cussmcmon QU° TONNAIRE -
Iov 1/89) (POSITION OESCR J PER.Ga]
:F 1. AGENCY NAME 1 2. POSITION NO.
SMAGED AMEAS ARE COMPLITED AY OEPARTWENT OF PERSONKRL Department of Carrections . HB 3¢

TMPLOYEE'S Al (Lass Fast, menel EnCRE NG, |‘suaumensv | S POSIION ACTION WG
DAVIS, Tamara J. : 794-2236 | uceney [ ewore !

AVISIONs WS TITUTION /SECTIONFUMT WAL, STOP 7. SUBMITTED FOR

DOP/SOC/Infirmary NM-84 L—x uPoATE [ reaLocanon (5 esraausiment —_ onwa
MECIATE SUPERVISGA'S NAME PHONE NO. ~T T MMEDIATE SUPERWISGA'S GLASS TITLE

Fran Bartlev 794-2236 . Registered Nurse 3

RESENT CLASS TTTLE ZLASS COOE | PROPGSED CLASS T j CLASS CGOE
Registered Nurse 2 J632 '

NORING TITLE (I citterems mman Class feited i 2SS TE s

b = e A,
Rhe LA LA 5 543z
iwﬂ'gx:g”f. Weth mms R mhf'g:géem UU“\‘EOSNWS 12. wRS. OF #ORK Il "&... 7 “ﬂ::‘!;é ‘tqtij 'm lr PAY. RANGE-
0 19 7 40 hrs./ wk_ i o R )

"GCATION OF EMPLOVMENT —r ———

Special Offencer Center, Monroe, 'VA l R smogpgie Ay | 0% 27 ,@’/Zﬁ?/
- OF TIME, .22 EMPLOYEE'S STATEMENT OF DUNES i i 7

Ay DWKI AEAD INSTRUCTIONS CAREFULLY BEFQRE COMPLETING THIS SECTICN. |

UST THOSE OOTIES FIRST WHICH QCCUPY MOST OF YOUR TIME. UNOERLINE YCUR MOST RESPONSIBLE | = -r=u. == =

mo. [Jwmi ouTY. i

tUUnder the supervision of the RN 3, the RN 2 provides comorehensive
| nursing care services in the clinicai setting of the Special Offender “Zenter, |.
ja_ l038-bed aquit correctional facilitv providing intensive therapeutic |.=
: community servicas 10 mentallyv ill offenders.

40%,: Accurately set up, adminster, and record all medications, such as major; -
. tranquilizers, neuroieptics, anti-parkinsonian meds, antibiotics, and anti- |
| convulsant medications, as we!l as others as ordered.

lﬂ"'- 12t up, distribute, and record all decanoate meds, mamtammg the tracking; -
nethod and document any side effects. P

10% Assist psychiatrist with med reviews on units. Complete all orders and

relay 0 pharmacy. Assist P.A.s when needed. Partcipate in case!

management on all units. !

10%. Enter computer data for upcoming psychiatric appointments. Order batch ;. ..

~reports. . R
. . . . :;;. ";‘.’ﬁnv-
10%. Provide ongoing nursing treatment and emergencCy treatment as necessary. | . ... - 77 -tel
5% Clear inmates for food service and keep accurate documentation. N UCf 2z 7991

5% Obtain scheduled and emergency EKGs. Assist P.A. with sick call and
, minor surgery.

g 4
I N N -
'

5% Provides for the safety, security, and sanitation of supplies, equipment, and e
. cavE e .
: the Infirmary area. " ) y

5% - Maintains professicnal nursing care integrity as it applies to appearance, |

behavior, demeanor, and delivery of services. Performs other work as L el
required.

Attachment _;__Z—-_aw
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Kegus~'on of Health t'rotessions—uUniorm Disciplinary Act

(3) The license holder shall sign a waiver allowing the
program to release information to the disciplining authority
if the licensee does not comply with the requirements of this
section or is unable to practice with reasonable skill or
safety. The substance abuse program shall report to the
disciplining authority any license holder who fails to comply
with the requirements of this section or the program or who,
in the opinion of the program, is unable to practice with
reasonabie skill or safety. License holders shall report o the
disciplining authority if they fail to comply with this section
or do not complete the program's requirements. License
holders may. upon the agreement of the program and
disciplining authority, reenter the program if they have
previously failed to comply with this section.

(4) The treatment and pretreatment records of license
holders referred to or voluntarily participating in approved
programs shall be confidential, shall be exempt from RCW
42.17.250 through 42.17.450, and shall not be subject to
discovery by subpoena or admissible as evidence except for
monitoring records reported to the disciplining authority for
cause as defined in subsection (3) of this section. Monitor-
ing records relating to license hoiders referred to the pro-

.gram by the disciplining authority or relating to license
holders reported 1o the disciplining authority by the program
for cause, shall be released to the disciplining authority at
the request of the disciplining authority. Records held by the
disciplining authority under this section shall be exempt from
RCW 42.17.250 through 42.17.450 and shall not be subject
to discovery by subpoena except by the license holder.

(5) "Substance abuse.” as used in this section. means the
impairment, as determined by the disciplining authority, of
a license holder's professional services by an addiction to, a
dependency on. or the use of alcohol. legend drugs. or
controlled substances.

(6) This section does not affect an employer’s right or
ability 10 make employment-related decisions regarding a
license holder. This section does not restrict the authority of
the disciplining authority to take disciplinary action for any
other unprofessional conduct. .

(7) A person who. in good faith, reports information or
takes action in connection with this section is immune from
civil liability for reporting information or taking the action.

(2) The immunity from civil liability provided by this
section shall be liberally construed to accomplish the
purposes of this section and the persons entitled to immunity
shal! include:

(1) An approved monitoring freatment program;

(ii) The professional association operating the program;

(iii) Members. employess. or agents of the program or
association;

(iv) Persons reporting a license holder as being impaired
or providing informaton about the license holder’s impair-
ment; and

(v) Professionals supervising or monitoring the course
of the impaired license holder’s reatment or rehabilitation.

(b) The immunity provided in this section is in addition
to any other immunity provided by law. [1993 ¢ 367 § 3;
1991 ¢ 3 § 270: 1988 c 247 § 2]

Legislative intent~1988 ¢ 247: “Existing law does not provide for

a program for rehabilitation of health professionals whose competency may
be impaired dJue to the abuse of alcohst and ather drugs.

(1997

18.130.175

It is the inteat of the legislature that the disciplining authorities seck
ways lo identify and support the rehabilitation of health professionals whose
practice or competency may be impaired due to the abuse of drugs or
alcohol. The legislarure intends that such health professicnals be rested so
that they can retum to or continue to practice their professicn in 2 way
which safeguards the public. The legistature specifically intends that the
disciplining authorities establish an altemative program to the aaditional
;d:n]inisxralive proceedings against such health professionals.” (1988 ¢ 247

RCW 18.130.180 Unprofessional conduct., The
following conduct, acts, or conditions constitute unprofes-
sional conduct for any license holder or applicant under the
jurisdiction of this chapter:

(1) The commission of any act involving moral turpi-
tude, dishonesty, or corruption relating to the practice of the
person’s profession, whether the act constitutes a crime or
not. If the act constitutes a crime, conviction in a criminal
proceeding is not a condition precedent to disciplinary
action. Upon such a conviction, however, the judgment and
sentence is conclusive evidence at the ensuing disciplinary
hearing of the guilt of the license holder or applicant of the
crime described in the indictment or informatian, and of the
person’s violation of the statute on which it is based. For
the purposes of this section, conviction includes all instances
in which a plea of guilty or nolo contendere is the basis for
the conviction and all proceedings in which the seatence has
been deferred or suspended. Nothing in this section abro-
gates rights guaranteed under chapter 9.96A RCW;

(2) Misrepresentation or concealment of a material fact
in obtaining a license or in reinstatement thereof:

(3) All advertising which is false, fraudulent, or mis-
leading;

(4) Incompetence, negligence, or malpractics which
results in injury to a patient or which creates an unreason-
able risk that a patient may be harmed. The use of a
nontraditional treatment by itself shall not constitute unpro-
fessional conduct, provided that it does not result in injury
to a patient or create an unreasonable risk that a patient may
be harmmed:

(5) Suspension. revocation, or restriction of the
individual's license to practice any health care profession by
competent authority in any state. federal, or foreign jurisdic-
tion, a certified copy of the order, stipulation, or agreement
being conclusive evidence of the revocation, suspension. or
restriction:

(6) The possession, use, prescription for use, or distribu-
tion of controlled substances or legend drugs in any way
other than for legitimate or therapeutic purposes. diversion
of controlled substances or legend drugs, the violation of any
drug law, or prescribing controlled substances for oneself:

(7) Violation of any state or federal statute or adminis-
rative rule regulating the profession in question, including
any statute or rule defining or establishing standards of
patient care or professional conduct or practics;

(8) Failure to cooperate with the disciplining authority
by:

(a) Not furnishing any papers or documents:

(b) Not furnishing in writing a full and complete
explanation covering the matter contained in the complaint
filed with the disciplining authority:

—

D (Ch. 18.130—g. 11}
Attachment — ;

1162



Practical and Registered Nursing

(ii) Medical and surgical nursing.

(iii) Parenv/child nursing with only an assisting role in
the care of clients during labor and delivery and those with
complications.

(iv) Gerlarric nursing.

(v) Mental health nursing.

(vi) All nursing courses shall include components of
restorative, rehabilitative and supportive care.

(vii) Laboratory and clinical practice in the functions of
the practical nurse, including but not limited to, administra-
tion of medications, common medical surgical techniques
and related client teaching.

(viii) Concepts of client care management.

FOR REGISTERED NURSE PROGRAMS:

(a) Instruction in the physical and biological sciences
and shall include content drawn from the areas of anatomy
and physiology, physics. chemistay, microbiology, pharma-
cology and nutrition, which may be integrated, combined, or
presented as separate courses.

(b) Instruction in the social and behavioral sciences and
shall include content drawn from the areas of communica-
tions, psychology, sociology and anthropology, which may
be integrated. combined, or presented as separate courses.

(¢) Theory and clinical experiences in the areas of
medical nursing, surgical nursing, obstetric nursing, nursing
of children and psychiamric nursing, which may be integrated,
combined. or presented as separate courses. Baccalaureate
programs also shall include theory and clinical experiences
in community health nursing.

(d) History. trends. and legal and ethicat issues pertain-
ing to the nursing profession. which may be integrated.
combined. or presented as separate courses. Baccalaureate
programs shall include study of research principles.

(e) Opportwnities for the student to learn assessment of
needs, planning, implementation. and evaluation of nursing
care for diverse individuals and groups. Baccalaureate
programs shall include the swdy and practice of leadership.

() Clinical experiences in the carc of persons at each
stage of the human life cycle. These experiences shall
include opportunities for the student to learn and have direct
involvement in, responsibility and accountability for nursing
care in the areas of acute and chronic illnesses, promoton
and maintenance of wellness. The emphasis placed on these
areas, the scope encompassed. and other allied experiences
offered shall be in keeping with the purpose. philosophy. and
objectives of the program.

(g) Opportunities for the student to participate in mult-
discipiinary health care.

{Statutery Authority: RCW 18.79.110. 95-21-072, § 246-840-575. filed
10/16/95, effective 11/16/95.)

WAC 246-340-700 Standards of nursing conduct or
practice. The purpose of defining standards of nursing
conduct or practice through WAC 236-840-700 and 246-840-
710 is to identify responsibilities of the nurse in health care
settings and as provided in the Nursing Practice Act. chapter
18.79 RCW. Violation of these standards may be grounds
for disciplinary action pursuant to chapter 18.130 RCW.
Each individual. upon entering the practice of nursing,
assumes a measure of responsibility and public trust and the
corresponding obligation to adhere to the standards of

(1398)

246-840-575

nursing practice. The nurse shall be responsible and
accountable for the quality of nursing care given to clients.
This responsibility cannot be avoided by accepting the orders
or directions of another person. The standards of nursing
coaduct or practice ‘include, but are not [imited to the
following: ;

FOR REGISTERED NURSES:

(1) Nursing process:

(a) The registered nurse shall coilect pertinent cbjective
and subjective data regarding the health stats of the client. -

(b) The registered nurse shall plan and implement
nursing care which will assist the client to maintain or retum
to a state of health or wiil support a dignified death.

(c) The registered nurse shall communicate significant
changes in the client’s status to appropriate members of the
health care team. This communication shall take place in a
time period consisicnt with the client’s aeed for care.

(d) The registered nurse shall document, on essential
client records, the nursing care given and the client's
response to that care.

(2) Delegation and supervision: The registered nurse
shall be accountable for the safety of clients receiving
nursing service by:

_(a) Delegating selected nursing functions to others in
accordance with their education, credentials, and demonstrat-
ed competencs.

(b) Supervising others 10 whom he/she has delegated
nursing funcuons.

(3) Other respoasibilities:

(a) The registered nurse shall have knowledge and
understanding of the laws and rules regulating nursing and
shall function within the legal scope of nursing practice.

(b) The registered nurse shall be responsible and
accountable for practice based on and limited to the scope of
her/his education, demonstrated competence. and nursing
expericnce.

{c) The registered nurse shall obwin insqucton. supervi-
sion., and consultation as necessary before implementing new
or unfamiliar techniques or practices.

(d) The registered nurse shall be responsible for main-
wining current knowledge in hister field of practice.

(e) The registered nurse shall conduct nursing practics
without discrimination.

(f) The registered nurse shalil respect the client’s right 0
privacy by protecting confidendial informadon.

(g) The registered nurse shall report unsafe nursing acts
and practices. and illegai acts as defined in WAC 246-840-
730.

FOR PRACTICAL NURSES:

{4) The licensed practical nurse. functioning under the
direction and supervision of other licensed health care
professionals as provided in RCW 18.79.060, shall be
responsible and accountable for his or her own nursing
judgments, actions and competence.

(5) The licensed practical nurse shail practics practical
nursing in the state of Washington only with a cucrent
Washington license.

(6) The licensed practical nurse shall not permit his or
her license to be used by another person for any purpose.

é (Ch. 216810 WAC—p. 17]
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246-8340-700

(7) The licensed practical nurse shall have knowledge of
the statutes and rules governing licensed practical nurse
practice and shall function within the legal scope of licensed
practical nurse practice.

(8) The licensed practical nurse shall not aid, abet or
assist any other person in violating or circumventing the
laws or rules pertaining to the conduct and practice of
licensed practical nursing.

(9) The licensed practical nurse shall not disclose the
contents of any licensing examination or solicit, accept or
compile information regarding the contents of any examina-
tion before, during or after its administration.

(10) The licensed pracdcal nurse shall delegate actvities
only to persons who are competent and qualified to under-
take and perform the delegated activities, and shall not
delegate 10 unlicensed persons those functions that are to be
performed only by licensed nurses.

(11) The licensed practical nurse, in delegating func-
tions, shall supervise the persons to whom the functions have
been delegated. .

(12) The licensed practical nurse shall act to safeguard
clients from unsafe practices or conditions, abusive acts, and
negiect.

(13) The licensed practical aurse shall report unsafe acts
and practices, unsate practice conditions, and illegal acts to
the appropriate supervisory personnel or to the appropriate
state disciplinary board or commission.

(14) The licensed practical nurse shall respect the
glient’s privacy by protecting confidential information, unless
required by law (o disclose such information.

(15) The licensed practical nurse shall make accurate.
intelligible entries into records required by law, employment
or customary practice of nursing, and shall not falsify.
destroy, alter or knowingly make incorrect or unintelligible
entries into client’s records or emplover or employee
records.

(16) The licensed practical nurse shall not sign any
record attesting to the wastage of controlled substances
unless the wastage was personally witnessed.

(17) The licsnsed practical nurse shall observe and
record the conditions of a client, and report significant
changes to appropriate persons.

(18) The licensed practical nurse may withhold or
modify client care which has been authorized by an appro-
priate health care provider, only after receiving directions
from an appropriate person. uniess in a life threatening
situation.

(19) The licensed practical nurse shall leave a nursing
assignment only after properly reporting to and notifying
appropriate persons and shall not abaadon clients.

(20) The licensed practical nurse shail not misrepresent
his or her education and ability to perform nursing proce-
dures safely.

(21) The licensed practical nurse shall respect the
property of the client and employer and shall not take
equipment. materials, property or drugs for his or her own
use or benefit nor shall the licensed practical nurse solicit or
borrow money, materials or property from clients.

(22) The licensed practical nurse shall not obtain,
possess. distribute or administer legend drugs or controiled
substances to any person, including self, except as directed
by a person authorized by law to prescribe drugs.

{Ch. 246-830 WAC~p. 18]

actical and Registered Nursing

(23) The licensed practical nurse shall not practice
nursing while affected by alcohol or drugs, or by a mental,
physical or emotional condition to the extent that there is an
uadue risk that he or she, as a licensed practical nurse,
would cause harm to him or herself or other persons.

(24) It is inconsistent for a licensed practical nurse to
perform functions below the minimum standards of compe-
tency as expressed in WAC 246-840-715.

(Sattory Authorty: Chapeer 18.79 RCW, 97-13-100, § 246-840-700, filed
6/18/97, effective 7/19/97.)

WAC 246-840-705 Functions of a licensed practical
nurse. A licensed practical nurse is one who has met the
requirements of the Washington state Nurse Practice Act,
chapter 18.79 RCW. The licensed practical nurse recognizes
and is able to meet the basic needs of the client, and gives
nursing care under the direction and supervision of the
registered nurse or licensed physician to clients in routine
nursing situations. In more complex situations the licensed
practical nurse functions as an assistant to the rogistered
nurse and carries out selected aspects of the designated
nursing regimen.

A routine nursing situation is one that is relatively fres
of scientific complexity. The clinical and behavioral state of
the client is relatively stable and requires abilities based
upon a comparatively fixed and limited body of knowledge.

In complex situations, the licensed practical nurse
facilitates client care by meeting specific nursing require-
ments to assist the registered nurse in the performance of
nursing care.

The functions of the licensed practical nurse makes
practical nursing"a distinct occupation within the profession
of nursing. - The licensed practical nurse has specific roles in
nursing in direct relation to the length, scope and depth of
his or her formal education and experience. [n the basic
program of practical nursing education, the emphasis is on
direct client care.

With additonal preparation, through continuing educa-
tion and practice, the licensed practical nurse prepares to
assume progressively more complex nursing responsibilities.

(Starutory Authority: Chapter 18.79 RCW. 97-13-100. § 246.840-705. filed
/18197, effecave 7/19/97.)

WAC 246-840-710 Violations of standards of
nursing conduct or practice. The following will serve as
a guideline for the nurse as to the acts. practices, or omis-
sions that are inconsistent with generally accepted standards
of nursing conduct or practice. Such conduct or practice
may be grounds for action with regard to the license to
practice nursing pursuant to chapter 18.79 RCW and the
Uniform Disciplinary Act, chapter 18.130 RCW. Such
conduct or practice includes, but is not limited to the
following:

(1) Failure to adhere to the standards enumerated in
WAC 246-340-700(1) which may include:

(a) Failing to assess and evaluate a client’s status or
failing to institute nursing intervention as required by the
client’s condition.

(b) Willfully or repeatedly failing to report or document
a client’s symptoms, responses, progress, medication, or
other nursing care accurately and/or intelligibly.

7 (U1398)
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(c) Willfully or repeatedly failing to make entries,
altering entries, destroying entries, making incorrect or
illegible entries and/or making false eatries in records
pertaining to the giving of medication, treamments, or other

" nursing care.

(d) Willfully or repeatedly failing to administer medica-
tions and/or treatments in accordance with policy and
procedure.

(e) Willfully or repeatedly failing to follow the policy
and procedure for the wastage of medications where the
nurse is empioyed or working.

(f) Willfully causing or contributing to physical or
emotional abuse to the client.

(2) Failure to adhere to the standards enumerated in
WAC 246-840-700(2) which may include:

(a) Delegating nursing care function or responsibilities
to a person who the nurse knows or has reason to know
lacks the ability or knowledge to perform the function or
responsibility, or delegating to unlicensed persons those
functions or respoasibilities the nurse knows or has reason
to know are to be performed only by licensed persons. This
section should not be construed as prohibiting delegation to
family members and other caregivers exempted by RCW
18.79.040(3), 18.79.050. 18.79.060 or 18.79.240.

(b) Failure to supervise those to whom nursing activides
have been delegated. Such supervision shall be adequate to
prevent an unreasonable risk of harm to clients.

(3) Failure 1o adhere to the standards enumerated in
WAC 246-840-700(3) which may include:

(a) Performing or attempting to perform nursing
techniques and/or procedures for which the nurse lacks the
appropriate knowledge, experience, and education and/or
failing to obtain instruction, supervision and/or consultation
for client safety.

(b) Violating the confidentiality of information or
knowledge conceming the client. except where required by
law or for the protection of the client.

(¢) Writing prescriptions for drugs unless authorized to
do so by the board.

(4) Other violatons:

(a) Appropriating for personal use medication, supplies.
equipment, or personal items of the client, agency, or
institution.

(b) Practicing nursing while impaired by any mental,
physical and/or emotional condition to the extent that the
person may be unable to practice with reasonable skill and
safety.

(c) Willfully abandoning clients by leaving a nursing
assignment without transferring responsibilities to appropriate

personne! or caregiver when continued nursing care is

required by the coadition of the client(s).

(d) Practicing nursing while impaired by alcohol and/or
drugs.

(e) Conviction of a crime involving physical abuse or
sexual abuse relating to the practice of nursing.

(Statutory Authority: Chapter 18.79 RCW. 97-13-100. § 236-840-710. filed
6/18/97. effective 7719197 |

WAC 246-840-715 Standards/competencies.
Minimum standards of competency expected of beginning
licensed practical nurses include the following:

(U398

246-840-710

(1) Standard I - The practical nurse assists in imple-
menting the nursing process. The nursing process is defined
as a systematic approach to nursing care which has the goal
of facilitating an optimal level of functioning for the client,
recognizing cultural and' religious diversity.

The components of the nursing process are assessing,
planning, implementing and evaluating. Written and verbal
communication is essential to the nursing process.

Competencies:

(a) Assessment - Makes observations, gathers data and
assists in identification of needs and problems relevant to the
client.

(i) Makes basic observations of clients’ safety and
comfort needs.

(ii) Identifies physical discomfort and environmental
threats to client safety.

(iif) Identifies basic physiological, emotional, sociologi-
cal, cultural, economic, and spiritual needs.

(iv) Coilects specific data as directed.

(v) Identifies major deviation from normal.

(vi) Selects data from established sources reievant to
client’s needs or problems.

(vii) Coilaborates in organizing data.

(viii) Assists in formulating the list of clients' needs or
problems.

(ix) Identifies major short-term and long-term needs of
clients.

(b) Planning - Contributes to the development of
approaches to meet the needs of clients and families.

(i) Develops client care plans, utilizing a standardized
aursing care plan.

(i1) Assists in setting priorties for nursing care.

(i) Participates in client care conferences.

{c) Implementation - Carries out planned approaches to
client care.

(i) Carries out nursing actions developed in care plan to
cnsure safe and etfective nursing care.

(ii) Performs common therapeutic aursing techniques.

(iii) Administers medications safely and accurately,
within institutional policies and procedures. and with
knowledge of the medication being administered.

(d) Evaluation - Utilizing a standard plan for nursing
care, appraises the effectiveness of client care.

(i) Collaborates in data collection relevant to outcome
of care.

(ii) Assists in comparing outcome of care to formulated
objective.

(iii} Assists with adjustments in care.

(iv) Reports outcome of care given.

(2) Standard II. The practical nurse uses communica-
Gon skills effectively in order to function as a member of the
nursing team. Communication is defined as a process by
which information is exchanged between individuals through
a common system of symbols, signs, or behaviors that serves
as both a means of gathering information and of intluencing
the behavior and feelings of others.

Competencies:

Applies beginning skills in verbal, nonverbal and written
communication, recognizing and respecting cultural diversity
and respecting the spiritual beliefs of individual clients.

(a) Uses common medical terminology and abbrevia-
tions.

(Ch. 246-340 WAC—p. 19}
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evaluate the performance of the nursing assistant, including
direct observation of the skill and ability of the nursing
assistant to perform the delegated nursing task. The nurse
must also reevaluate the patient’s condition, the care provid-
ed to the patient, the capability of the nursing assistant, the
outcome of the task, and any problems. Frequency of
supervision is at the discretion of the registered nurse to
ensure safe and effective services are provided. Reevalua-
tion and documentation must occur at least every sixty days.

(2) A registered nurse may assume delegating responsi-
bilities from the delegating registered nurse for the delega-
tion process, provided the registered aurse assuming respon-
sibility knows the patient through their assessment, the skills
of the nursing assistant, and the plan of care. This may
include a reevaluation of the patieat by the nurse assuming
responsibility for deiegation. The nurse assuming the
responsibility for delegation from another nurse is account-
able and responsible for the delegated task. The nurse must
document the following in the patient’s record:

(2) The reason and justification for another nurse
assuming responsibility for the delegation;

(b) The nurse assuming responsibility must agree, in
writing, to perform the supervision: and

(c) That the nursing assistant and patient have been
informed of this change.

(Stanutory Authority: Chapeer 18.79 RCW. 96-05-060. § 236-340-950, filed
21996, effective 3/21/96.}

WAC 246-840-960 Accountability, liability, and
coercion. (1) The registered nurse and nursing assistant are
accountable for their own individual actions in the defegation
process. The delegated task becomes the responsibility of
the person to whom it is delegated but the registered nurse
retains overall accountability for the nursing care of the
patient, including nursing assessment. evaluation. and
assuring documentation is completed.

(2) Nurses acting within the protocols of their delegaton
authority shall be immune from liability for any action
performed in the course of their delegation duties.

(3) Nursing assistants following written delegation

instructions tfrom registered nurses for delegated tasks shail.

be immune from liability.

(4) The nursing care quality assurance commission shall
take no disciplinary action against nurses following delega-
tion protocols appropriately.

(5) Complaints regarding delegation of specific nursing
tasks may be reported to the aging and adulit services
administration of the department of social and health services
or via a toll-{ree telephone number.

(6) All complaints specifically related to nurse-delega-
tion shall be referred to the nursing care quality assurance
comrmission.

(7) No centified community residential program for the
developmentally disabled, licensed adult family home, or
licensed boarding home contracting to provide assisted living
services may discriminate or retaliate in any manner against
a person because the person made a complaint or cooperated
in the investigation of a complaint.

(8) No person may coerce a nurse into compromising
patient safety by requiring the nurse to delegate if the nurse
determines it is inappropriate 10 do so. Nurses shall ot be

2398
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subject to any employer .cprisal or disciplinary action by the
Washington nursing care quality assurance commission for
refusing to delegate tasks or refusing 10 provide the required
training for delegation if the nurse determines delegation
may compromise patient safety.

(9) Nursing assistants shall not be subject to any
employer reprisal or disciplinary action for refusing to accept
delegation of a nursing task.

{Stamutory Authority: Chapter 18.79 RCW. 96-05-060, § 246-340-960, filed
219096, cffective 3/21/96.)

- WAC 246-8340-970 Rescinding delegation. (1) The
registered nurse may rescind delegation of the nursing task
based on the following circumstances which may include,
but are not limited to:

(a) When the nurse believes patient safety is being
compromised;

(b) When the patient’s condition is no longer stable and
predictable; '

(c) When the frequency of staff umover makes delega-
tion impractical to continue in the setting;

(d) When there is a change in the nursing assistant’s
willingness or competency to do the task:

(¢) When the task is not being performed correctly: or

(f) When the patient or authorized representative
requests that the delegation be rescinded.

(2) In the event delegation is rescinded. the delegating
registered nurse assumes responsibility for performing the
task or initiating and participating in developing an alterna-
tive plan to ensure the continuity for the provision of the
task.

(3) The delegating registered nurse must document the
reason for rescinding delegation of the task and the plan for
ensuring continuity of the task.

{Santory Authonity: Chapter 18.79 RCW  96-15-060, § 146-340-970. filed
219196, effective 3121/96.]

WAC 246-340-980 Evatuation of nurse delegation.
The nurse must participate in recordkesping as required by
the secretary of health o facilitate evaluatioa.

[Stuutory Authonry: Chapter 18.79 RCW. 96-15-060, § 2465-340-980. filed
U19/96, effective 321/96.}

WAC 246-840-990 Fees and renewal cycle. (1)
Licenses for practical nurse and registered nurse must be
renewed every year on the practitioner’s birthday as provided
in chapter 246-12 WAC, Part 2.

(2) Licenses for advanced registered nurse must be
renewed every two vears on the practitioner's birthday as
provided in chapter 246-12 WAC. Pamt 2.

(3) The following nonrefundable fees shall be charged
by the health professions quality assurance division of the
department of health. Persons who hold an RN and an LPN
license shall be charged separate fees for each license.
Persons who are licensed as an advanced registered nurse
practitioner in more than one specialty will be charged a fee
for each specialty:

8 (Ch. 246-840 WAC—p. 29]
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STATE OF WASHINGTON

DEPARTMENT OF CORRECTIONS

OFFICE OF CORRECTIONAL OPERATIONS
TWIN RIVERS CORRECTIONAL CENTER / SPECIAL OFFENDER CENTER
PO BOX 514 + Monroe, Washington 98272-0514 « (360) 794-2200
FAX (360) 794-2314

September 24, 1998

TO: Gloria Wagner Re«nstered Nurse 2

FROM: Teresa Bm Ré‘s ered Nurse 3 | o

Regarding: Memo of Counseling

An incident occurred during the 4:00 i.m. med line on 8 /31/98 in which you

dispensed medication to I/M and then failed to immediately
chart this fact, as required by law and as further directed by Ella Ray Sigmund
in a memo to RN’s dated 8/13/98. By your signature on Ms. Sigmund’s memo,
you acknowledged that you were aware of the du'ecnve prior to the occurrence
of this 8/31/98 incident. -

I sent you an e-mail on 9/12/98 to refresh your memory relative to the content
of Ms. Sigmund’s 8/13/98 directive.

By your failure to adhere to lawfully mandated and management reinforced
prescribed procedure in the process of medication distribution, you were
directly responsible for the overdose of medication received by [ /M-on
the evening of 8/31/98. Such neglect of duty at the least caused considerable
discomfort for [/ M-and if you persist in such practice, could présent a’
future situation of life-threatening proportion.

N
[ am now advising you that any future disregard of Ms. Sigmund’s 8/13/98
directive regarding medication charting procedures will result in further
corrective/disciplinary action up to and including dismissal from your
employment with the Department of Corrections.

cc: Personnel file

TB:ap
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~ 1 was preseat on May 18, 19 and 30, 1998; when RN3 Teress Bollinger
stated she gave a verbal directive regarding inmate compiaints.

1 do not recall hearing the alleged verbal directive stating nurses will

physically assess any inmate camplaining of a physical abnormality. :
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I WAS NOT PRESENT ON MAY 18, 19, 20, 1998, WHEN TERESA
BOLLINGER, THEN ACTING TEMPORARY RN3, GAVE A VERBAL
DIRECTIVE REGARDING INMATE COMPLAINTS. [ DO NOT
RECALL HEARING THE ALLEGED VERBAL DIRECTIVE STATING
NURSES WILL PHYSICALLY ASSESS ANY INMATE COMPLAINING
OF A PHYSICAL ABNORMALITY,
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*** CONFIDENTIAL **
DEPARTMENT OF CORRECTIONS
DISCIPLINARY ACTION AUTHORIZATION

Gleia Wagner

Employee's Name
i .
] 2/4/99 RECOMMENDED ACTION:
Received at Headquarters
i Cate atHeada ReductioninPay:  RIP 5% x 6 months/$
| . {Percentage/Langth) (Total S Amount)
! _RN2 Demotion to: ‘
Employee's Job Classification (Job Classfigaton)
SOC Suspension: /S
Employee’s Job Location i . {Lengthj (Total S Loss)
Dismissal:
: Chris Graham (Effective)
: Assigned Personnel Officer/Phone #
Oate completed form faxed to PO

The attached disciplinary action has been reviewed as noted below. "This information is provided under the
attomey/client relationship and invokes that privilege. It should be considered CONFIDENTIAL in nature.”

Initials/Title Date Approve Oisapprove Comments

HR Administrator L{-—L@ \/

ARG 490

Appropriate Deputy }b
Secretary
DOC Secretary N?

Please hand deliver to all reviewers and retum to Leslie Camrigg, HR , 8th Floor, upon completion,
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“* CONFIDENTIAL ***
DEPARTMENT OF CORRECTIONS
DISCIPLINARY ACTION AUTHORIZATION

Gicria  Wagner

Employea’s Nams
214/99 l RECOMMENDED ACTION: l
Oate Recsaived at Heagquarters N
9 : Reduction in Pay: /3 l
. ) i (PercantagesLangth) {Tatat S Amount)
-~ RN2 ' Oemation to: 1
] ficat H °
Employee's Jab Classification ; {Joo Classific:ation) i
i i
socC . Suspension: s :
Employee’s Joo Lacaton ; (Langth) (Total S Loss) :
' Dismissal: Susp f/by dismissal
Chns Graham L (Effectve)

Assigned Personnei OfficersPhone 3 4 —_ 5 _q\q

Oate completed ‘orm faxed 10 PO !

The attached disciplinary action has been reviewee as noted below. "This information is pravided under the
attomey/client relationship and invokes that privilege. It should be cansidered CONFICENTIAL in nature.”

Ccmments !

i ; ,
| initials/Title : Oate Approve Oisapprove

Z, / 7 HR Administratpr
¥ o

! Appropriate Oeputy
Secretary
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DRAFT

Date

PERSONAL AND CONFIDENTIAL DELIVERY

Ms. Wagner:

4

This is official notification of your suspension without pay from your poaition
as a Registered Nurse 2 with the Department of Corrections at the Special
Offender Unit of Monrce Correctional Complex from _date__ to __date__to
be followed by your immediate dismissal at the end of your regularly
scheduled shift on __date.

This disciplinary action is taken pursuant to the Civil Service Law of
Washingron State, Chapter 41.06 Revised Code of Washington, and the Merit
System Rules, Title 356 Washington Administrative Code (WAC) Section 356-
34-010 (1) (a) Neglect of duty, (h) Gross misconduct, (i) Willful violation of the
published employing agency or department of personnel rules or regulations
and 356-34-040, Dismissal - Notificatian, and 356-34-050, S8uspension -
Followed by Dismissal.

‘Specifically, you neglected your duty, committed an act of gross misconduct
and willfully violated published agency rules, when, on 7/22/98, you failed
to meet the basic standards of nursing cars in physically assessing a medical

complaint by [nmathand you also failed to document his
medical complaint in the infirmary log, as well as, [nmate.medical file.
The evidence indicates that you received a call in the infirmary at
approximately 6:10 PM on 7/22/98 from Karen McLellan, Correctional
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Officer 2 onfffj unit, that Inmate was complaining that he was having
trouble getting air. You in turn asked C/O McLellan if Inmateffwas having
a problem speaking, to which C/O McLellan responded, “no”. You then
stated to C/O McLellan that you were starting medication lines, that this
was a usual complaint from [nma.tc. that his cell was probably hot and
stuffy, and told C/O McLellan to have Inmareffftake a cool shower to help
him feel better. You also told C/O McLellan, °if he continues to complain,
call me back.” You continued with medication lines and heard no mare from
the unit. As you finished medication lines, you informed RN 2 Mike Kalina
of C/O McLellan's call regarding Inmate‘ Without physically assessing
Inmate. complaint and as you had heard nothing more from the unit staff
regarding Inmate complaint, you and RN 2 Kalina decided it was not an
emergent situation and RN 2 Kalina agreed to check on Inmate -
lockdown medication line, which was at approximately 8:30 PM. When RN2
Kalina checked on Inmate e was observed to be asleep and snoring.
There was no indication that RN2 Kalina communicated with Inmatefifto
check his physical status or with unit staff regarding any further complaints
that lnmatehuay have made.

At approximately 10:34 PM on 7/22/98, which was after your shift and you
were no longer in the institution, C/Q 2 James Smith contacted the
infirmary and asked RN 2 Leann Cave to check on lnmatc. C/0O Smith
further reported to RN 2 Cave that Inmatefffhad not changed positions in
approximately ninety minutes and that his fest appearsd pale. RN 2 Cave
indicated that she was unaware of any complaint from Inrnate.as there
had besn no dgcumentation of any complaint from him in the infirmary log
nor in Inmat:imcdical record. C

During the Administrative Comments investigation of this incident, yo
indicated to Ella Ray Sigmund, CMEPM and Acting Associate
Superintendent, that Inmateffjhad made similar compiaints in the past and
i e not always documented. [tsfiouid teoted-that
that evemng

lnmate.died in his cell

An Employee Conduct Report initiated on 8/3/98 describing this incident in
greater detail is attached (Attachment #1) hereto and incorporated herein.

Imnato-complaint of having difficulty getting air ia significant to his
documented physical problem of which all medical stafY, including
yourself, were aware. The knowledge of this medical significance is
information you should have responded to.

The Department of Corrections Employee Handbook states, in part, under
Department Objectives, on pages | and 2:
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The department’s main objectives are to:
- Ensure safety for...offeaders; (emphasis added)
 Treat all offenders...fairly and equitably; (cmphasis added)

+ Meet the national standarda appropriate to the State of
Washington (emphasis added)

and also states, in part, under Code of Ethics on page 2:

* High moral and ethical standards among correctional
employees are essential for the success of the department’s
programs. The Department of Corrections subscribes to a
code of unfailing honesty, respect for dignity and
individuality of human beings, and § commitment to
professional and compassionate service. (emphasis added)

and further states, in part, under Department Expectations, on page 2:

As a representative of the Department of Corrections, you will be
expected to:

» 8erve each offender with appropriate concern for their
welfars... (emphasis added)

On 11/24/93, you acknowledged receipt of the June 1953 Emplayee
Handbook, further agresing to become familiar with and have a thorough
knowledge and understanding of its contents. Copies of pages 1 and 2 of the
1993 Employee Handbook {(Attachment #2), and your acknowledgment of its
receipt (Attachment #3) are attached hereto and incorporated herein.

The classification questionnaire (CQ) for your RN 2 position, HB36, which
~outlines its duties states, in part, under “Employee’s Statement of Duties™

Provide ongoing nursing treatment and emergency
treatment as necessary. (emphasis added)

Maintains professional nursing care integrity as it applies
to...delivery of service. (emphasis added)
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- A copy of the CQ for your position, HB36, is attached {Attachment #4) hereto
and incorporated herein.

RCW 18.130, Regulation of Health Professions - Uniform Diaciplinary
Act, states, in part, under RCW 18.130.180, Unprofessional conduct,
subparagraph 4:

The following conduct, acts, or conditions constitute

unprofessional conduct for any license holder or applicant under
the juriadiction of this chapter:

“.(4) Incompetencs, negligence, or malpractice which results
in injury to a patient or which creates an unreasonabie
risk that a patient may be harmed. (emphasis added)

A copy of RCW 18.130.180 {4) is attached (Attachment #35), hereto and
incorporated herein.

WAC 246-840, Practical and Registared Nursing, states, in part, under
WAC 246-840Q-700, Standards of nursing conduct or practice:

...Each individual, upon entering the practice of nursing,
assumes 2 measure of responaibility and public trust and the
corresponding obligation to adhere to the standards of
aursing practice. The nurse shall he rasponsible and
accountable for the quality of nursing care givea to clients.
The standards of nursing conduct or practice include, but
are not limited to the following:

FOR REGISTERED NURSES:
{1) Nursing process:

(a) The registered nurse shall collect pertinent obj‘ectlve and
subjective data regarding the health status of the client.

(c) The registered nurse shall communicate significant.
changes in the client’s status to appropriate members of
the heaith cars team. This communication shall take 3
place in a time period consistent with the client’s need .
for care. :
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(d) The registsred nurse shall document, on essential client

records, the nursing care given and the client’s response
to that care.

(3) Other responsibilities:

() The registersd nurse shall have knowledge and
understanding of the laws and rules regulating nursing and
shall function within the legal scope of nursing practice.
(emphasis added)

A copy of WAC 246-840-700, Standards of nursing conduet or practice:
FOR REGISTERED NURSES, is attached (Attachment #6} hereto and
incorporated herein.

WAC 246-840, Practical and Registered Nursing, states, in part, under

WAC 246-840-710, Violations of standards or nursing conduct or
practice:

The following will serve as a guideline for the nurse as to the
acts, practices or omissions that are inconsistent with
generally accspted standards of nursing conduct or
practies...8uch conduct or practice includes, but is not
limited to the following:

(1) Failure to adhers to the standards enumerated in WAC
246-840-700(1) which may include:

" (a) Failing to assess and svaluate a client’s status or
falling to institute nursing interveation as required by
the client’s condition.

(b) Willfully or repeatedly failing to report or document a
client’s symptoms, responses, progress,

medication, or other nursing care accurately and/or
intelligibly.

(c) Willfully or repeatedly failing to make entrics, altering
entries, destroying entries, malking incorrect or
illegible entries and/or making false entries in records
pertaining to the giving of medication, treatments, or
other nursing care. (emphasis added)

A copy of WAC 246-840-710, Violations of standards of nursing or
practice, is attached (Attachment 47) hersto and incorporated herein.
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WAC 246-840, Practical and Registered Nursing, states, in part, under

WAC 246-840-960, Accountability, Uability, and coercion, subparagraph
1

(1) The regiastered nurse and aursing assistant are
accountable for their own individual actions in the
delegation process. The dslegatad task becomes the
responsibility of the person to whom it is delegated but
the registered nurse retains overall accountability for the
aursing care of the patient, inciluding nursing
assessmaent, evaluation, and assuring documentation !s

_ completed. (emphasis added)

A copy of WAC 246-840-960, Accountability, liability, and coercion, is

attached (Attachment #8) hereto and incorporated herein.

You were aware, or should have been aware of the foregoing provisions of -
RCW 18.13.180 and WAC’s 246-840-700, 246-840-710, and 246-840-960,
as evidenced by the fact that you have been a licensed Registered Nurse
within the State of Washington since gaining employment with the
Department of Corrections on 9/21/87.

As an employee and Registered Nurse 2 with the Department of Corrections
at the Special Offender Unit of Monrae Correctional Complex, you have a
duty and obligation to:

1. Adhere to its policies and precedures, which are designed to
ensure the cfficient and effective management of the Department’s

programs;
2. Ensure the safety for offenders; to treat all offenders fairly and

equitably; and to meet the national standards appropriate to the
State of Washington;

3. Ensure the high moral and ethical standards the department
expects of its employees to ensure the success of its programs;

4. Perform your duties in a professional, competent and
compassionate manner;

5. Meet the expectations of the agency as a whole.

6. Serve each offender with appropriate concern for their welfare; and
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7. Meet the department's expectations that you would meet the laws
and regulations of the State of Washington regarding nursing care
and the standards of nursing conduct or practice, required for
licensure as a registered nurse, which includes: the accountability
for the quality of nursing care given to a client; and the gathering
and documentation of pertinent data regarding the health status of
the client in essential medical records.

Inmate {} complaint of having difficulty getting air is significant to his
documented overall medical condition, which ail medical staff, including
yourself, were aware or should have besn aware. Given his overall medical
condition, there was, according to Dr. Jonas, WSRU Contract Physician, who
[ had review this incident, medical significance to his comglaint, which you
should have responded to. Even though you indicated during the course of
the investigation of this incident that inmate@ had made numerous medical
complaints of a similar nature, it was noted in a review of his medical chart
that those “similar” complaints had not been charted.

Additionally, while you relied on the observation of a correctional oificer that
he was able to speak, it should be noted that correctional officers are not
medical staff and are not qualified nor are they expected to conduc: medical
assessments of inmates. Also, while you did not hear back from unit
correctonal stafl of any further complaints from [nmate@ you took no
affirmative action after completing medication lines to ascertain his physical
status in person or by calling unit staff to check on him. [nstead you waited
until approximately 8:30 PM to have Inmate flfchecked on by RN 2 Kalina.

Finally, even though you had reczived an indication from correctional staff of
lnmate. physical complaint, you failed to appropriately document that
complaint in either the infirmary log or his medical chart.

By your behavior ir: this incident, you have clearly demonstrated:

1. A neglect of your duty and obligation to meet the reasonatle
expectations of the Departument that you would adhere to its
policies and procedures; that you would ensure for the safety of its
inmates and treat all offenders fairly and equitably; to mest the
national standards appropriate to the State of Washington; that you
would perform your duties in a professional, competent and
compassionate manner, serving each offender with appropriate
concern for their welfare; and that you would meet the laws and
regulations of the State of Washington regarding nursing care and
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the standards of nursing cenduct or practice required for your

licensure as a registered nurse. These charges are based on your

behavior of failing to appropriately provide a physical assessment of

Inmatef after receiving a call at 6:10 PM on 7/22/98 from a

correctional officer who said Inmate fwas complaining that he was
having trouble getting air; and your failure to take any affirmative

v action, after completing medication lines, to ascertain his physical
status or calling unit staif to check on him until approximately 8:30
PM.

2. A neglect of your duty to mest the reasonable expectations of the
Department that you would obey all laws while on ducy, which |
included the laws and regulations of the State of Washington
regarding nursing care and the standards of nursing conduct or
practice reguired for your licensure as a registered nurse, to
include: accountability for the quality of nursing care given 0 a
client; and the collection and documentation of pertinent data
regarding the health status of the client in essential medical
records. These charges ars based on your failure to decument his
medical complaint in the infirmary log and Inmate ¥ medical file.
This lack of documentation failed to provide the next shift nurse
with necessary information neesded to properly assess Inmat
later that evening. During the Administrative Comments mesting
with Ms. Sigmund, you also indicated that you did not decument in
his medical file any of the numerous similar complaints that he had
made about his difficulty getting air and that his complaints were
many and delusional in nature and that you did not document
them as well. :

3. A neglect of your duty to meet the reasonable expectations outlined
in your Registered Nurse 2 gosition’s Classification Questionnaire,
HB2386, to provide ongoing nursing treatment and emergency
treatment as necessary; and :0 maintain professional nursing care
integrity as it applies to delivery of service. These charges are based
on your behavior of failing to appropriately provide a physical
assessment of Inmate.aiter receiving a call at 6:10 PM on
7/22/98 from a correctiona! officer who said Inmate.was
compiaining that he was having trouble getting air; your failure to
take any affirmative actor, after completing medication lines, to
ascertain his physical status or calling unit staff to check on him
until approximately 8:30 PM; and your failure to document his
medical complaint in the infirmary log and Inmate medical
chart. This lack of documentation failed to provide the next shift
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nurse with necessary information needed to properly assess Inmate

.latcr that evening.

4. A willful violation of the Department of Corrections Employee

Handbook by your failure to: assist the department in meeting its
objective of ensuring the efficient and effective management of its
programs, the safety of its offenders, that all offenders would be
treated fairly and equitably, and that the national standards
appropriate to the State of Washington would be met; meet the
moral and ethical standards of the department that you would
perform your Registered Nurse 2 duties in a professional and
competent manner; meet the expectations of the department that
you would obey all laws while on duty, which inciudes the laws and
regulations of the State of Washington regarding nursing care and
the standards of nursing conduct or practice required for your
licenisure as registered nurse; and tn serve each offender with
appropriate concern for their welfare. These charges are based on
your behavior of failing to appropriately provide a physical
assessment of Inmateifafter receiving a call at 6:10 PM on
7/22/98 from a correczional officer who said Inmatefffwas
complaining that he was having wouble getting air; your failure to
take any affirmative action, aftar completing medication lines, to
ascertain his physical status or calling unit staff to check on him
until approximately 8:30 PM; and your failure to document his
medical complaint in the infirmary log and Inmate medical
chart. This lack of documentation failed to provide the next shift
nurse with necessary information needed to properly assess Inmate

B latcr that evening.

S, Gross misconduc: by your blatant and flagrant disregard for the

stated objectives and ethics of the Department of Corrections to
ensure the safety of offenders; to treat all offenders fairly and
equitably; to meet the national standards appropriate to the State
of Washington; and to subscribe to a ccde of unfailing honesty,
respect for dignity and individuality of human beings, and a
commitment to professional and compassionate service, all of which
adversely impacts the Deparartment's ability to carry out its
mission and functions. These charges are based on your behavior
of failing to appropriately provide a physical assessment of [nmate
ter receiving a call at 6:10 PM on 7/22/98 from a correctional
officer who said Inmate.was complaining that he was having

trouble getting air; your failure to take any aflirmative action, after
completing medication lines, to ascertain his physical status or
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calling unit staff to check on him until approximately 8:30 PM; and
your failure to document his medical complaint in the infirmary log
and Inmate@ilf medical chart. This lack of documentation failed to
provide the next shift nurse with necessary information needed to
properly assess Inmate. later that evening.

In reviewing your personnel file [ find:

1. A Memo of Counseling dated 9/24/98, from your supervisor, RN 3
Bollinger, which addressed your behavior of 8/31/98, dispensing
medication to Inmat< il 2nd failing to immediately chart that
information, as required by law and as further directed by Ella Ray |
Sigmund, CMHPM in a memo to RN's dated 8/13/98. By your failure to
do so, you were directly resconsitle for an overdose of medication
received by Inmatc. (Attachment 49)

A copy of the foregoing document from your personne file is attached
(Attachment #9) hereto and incorgorated herein.

On 11/24/98, I met with you at a pre-termination meeting. Alsc present
was Mike Wilson, Business Agent, Teamsters Local #313, and your employee
representative; Mark Anderson, Attorney, Teamsters Local #313; Dinnie
Bumham, Teamaster Local #313 Sheg Staward; Bob Ricrdan, Human
Resource Manager, Monroe Correczional Complex (MCC); Linda Gilstrap,
Personnel Officer at the Special Offender Unit (SOU); and Chris Graham,
newly appointed Personnel Officar at the Special Offender Unit, as an
observer. The purpose of the mestng was to give you the opportunity to
present me with any informaticn that you wanted me to consider prior to my
making a decision.

At the meeting, Mr. Wilson indicated that six out of the seven registered
nurses at SOU had indicated that they had not received the verbal directive
from RN 3 Bollinger to physically assess any inmate who complained of any
physical abnormality at the mestings or 5/18, 5/19, and 5/20/98. He
additionally indicated that 7/22/$8 was the hottest day of the year and that

- your decision not to physically assess lnmatc.complaint of nat getting air

was based to an extent on that fact. Mr. Wilson also indicated that [nmate
had been at SQU for four years and had many similar complaints, which
when physically assessed, were determined to be medically unfounded. Mr.
Wilson also indicated that later in the evening of 7/22/98, CO Benda
reported that Inmatc.was lying on the floor and when asked if he was
okay, Inmate-responded “Yes, I'm a litdle hot...] took a shower, I'm OK.”

r
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Finally, Mr. Wilson presented a magazine article that spoke to the physical
aspect of dehydration of patients who were on psychotropic drugs.

Mr. Wilson went on to indicate that there was no reason for you to decument .
Inmate.complaint. as when RN 2 Mike Kalina checked on Inmate@at
8:30PM, Inmate. reported that he was OK. Mr. Wilson stated that physical
complaints are only documented when the inmate is not okay. He further
indicated that if you had received more complaints from Inrnatc. you would
have gone to physically assess him, but, since you hadn't received any and
RN2 Kalina had reported that Inmate' was okay, there wasn't a need to
physically assess him.

In response to Mr. Riordan’s indication that physical assesament and
medical charting of Inmatc. physical complaints were essential to the
attending physician in formulating medical history and follow-up and were
required by nursing practic2 and standards nf nursing practice, Mr.
Anderson indicated that you had not violated nursing practices or laws as
RN2 Kalina was the one who assessed [nmatefff} discussed his report to you
that the Inmate had said he was okay, and it should have been RN2 Kalina
who should have documented/charted that assessment.

Ms. Burnham indicated that the manner in whic¢h you responded to Inmate
- complaint through Correctional Officer MclLellan, i.e., phone triage, was a
standard practice throughout Monroce Carrectional Cempiex.

Finally, Mr. Wilson indicated that you had worked within Monroe
Correctional Complex at the Washington State Reformatory and SOU for the
past 11 years, had no previous corrective/disciplinary actions noted in your
personnel record, and, in fact, your performance evaluations were above
average. Accordingly, he asked that the misconduct be withdrawn.

With respect to the foregeing issues/information presented to me at our
meeting, the following is provided:

1. Issue: Six out of seven registered nurses at SOU indicated that
they had not received the verbal directive {rom RN 3 Bollinger to
physically assess any inmate who complained of any physical
abnormality at meetings on 5/18, 5/19, and 5/20/98.

Mr. Wilson indicated that he could get signed statements {rom the
six of the seven RN's he spoke with (which included you and RN 2
Kalina) to support his claim. Mr. Wilaon subsequently provided

copies of three memorandums signed by you and four other RN2’s

4"
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indicating that they were present on the dates of the meetings, but
did not recall hearing the verbal directive from RN 3 Bollinger to
phyaically assess any inmate complaining of a physical
abnormality; another memorandum signed by Linda Fluke,
Corrections Health Care Specialist 2, that indicated that she may
have been at the meetings on 5/18 and 19, but, not on 5/20, and
did not recall hearing or hearing about the directive from RN 3
Bollinger; and a memorandum from RN 2 Roy Darnell, that
indicated that while he was not at the meetings, he did not recall
hearing about the alleged directive from RN 3 Bollinger.

Based on the foregoing, | am making a finding of no misconduct.
relative to the allegation that vou failed to {ollow the verbal directive
from RN 3 Bollinger to physically assess an inmate any time they
complained of a physical abnormality.

Copics of the foregoing memorandums submitted regarding this
issue are attached (Attachment #10) hereto and incorporated
herein.

. Issue: Many similar complaints from I[nmatejill which when

physically asseased, were determined to be medically unfounded.

[t is interesting to note that, while on the one hand Mr. Wilson
made the indication that six of seven registered nurses indicated
that they had not received Ms. Bollinger’s verbal directive to
physically assess inmate comglaints, on the other hand he made
this statement regarding previous “similar” physical complaints
made by Inmate [t should te noted here, that when | had
medical staff review [nmate .medical file for a one year period,
documentation revealed that he was seen, on average, 1-2 times per
month by nursing stafl; at least one time per month by a
Carrectional Health Care Specialist; and only one entry
documenting a medical encounter by nursing staff while ne was on
his living unit. [t is apparent to me from this statement, that if
nursing staff had been physically assessing Inmato fJlf medicat
complaints, they were not appropriately documenting/charting
those complaints in his medical file, which as previously indicated,

would not meet WAC 246-840-700, Standards of Nursing Conduct
or Practice. :

Additionally, in speaking with Ms. Sigmund regarding mentally ill
inmates, which is the reason for InmateffjJf being treated at SOU,
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she reiterated to me that those inmates oftentimes have difficulty in
verbalizing/communicating the exact nature of their medical
complaints, and, accordingly, that is the very reason that their
physical complaints should always be medically assessed.

3. Issue: There waa no reason for you to document Inmate
complaint, as when RN 2 Kalina checked on him at 8:30PM, Inmate
'ndicatcd- he was okay; Mr. Wilson's further indication that
physical complaints are only documented when the inmate is not
okay; and that, according to Mr. Wilson, should you have racaived

more complaints from [nma.tc. you woulid have gone to physically
assess him.

Neither Mr. Wilson nor [ are medical professionals. Accordingly, I
spoke with Dr. Jonas, WSRU contract physician, who in turn
indicated to me, that, in his opinion, [nmates{fifffphysical
complaint was of medical significancs to him and that, givea
Inmats ] overall medical condition, such a complaint should

not only have been documentead, but, physically assessed, as
well.

. lssue: Phone triage being a standard practice throughout Monroe
Correctional Compiex.

While phone triage may be appropriate in non-emergent situations,
i.e., a cold, headache, tcothache, severe ankle pain from an ankle
injury, etc., as [ indicated to Ms. Burnham during our mesting, it
has always been my expectation, during my tenure as
Superintendent of the Washington State Reformatory, that nursing
staff would physically assess inmate physical complaints that could
be potentially life-threatening. As [ indicated to you in lssue #4, it
was the medical apinion of Dr. Jonas, that given the overall medical
condition of Inmateff} his physica! complaint of not being able to
“get air”, was of medical significance, should have been physically
assessed, then, documented. Accordingly, phone triage in this
incident demonstrated poor nursing judgment on your part, a
failure of you to meet acceptable standards of nursing care
expected of a licensed registered nurse, and was an inappropriate
response to his physical complaint.

In conclusion and full consideration of the foregoing, [ have determined to
dismiss you from your position as a Registered Nurse 2 with the Department
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of Corrections at Monroe Correctional Complex as indicated in paragraph
one of this letter. :

Under the provisions of Washington Codes 358-20-010 and 040, you have
the right to-appeal this action to the Personnel Appeals Board, 2828 Capitol
Boulevard, Olympia, Washington, 98504, within thirty (30} days from the
effective date stated in paragraph one of this letter.

The Merit System rules (WACS), Department of Corrections’ policies, Monroe

Correctional Complex-Special Offender Center Field Instructions and the
Collective Bargaining Agreement are available for your review upon request.

Superintendent

KDC:cg
Attachments

ce: Dave Savage, Deputy Secretary, OCO
Eldon Vail, Assistant Deputy Secretary, OCO
Phil Stanley, NW Regional Administrator
Jennie Adkins, Human Resources Administrator, OAS
Linda Dalton, Senior Assistant Attorney General
Cheryl Landers, NW Region Human Resource Manager
Bob Riordan, MCC Human Resource Manager
Personnel File
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With respect to the foregoing issues/information presented 1o i
following is provided: P me at our meeting, the

1. Issu?: Six out of seven registered nurses at SOU indicated that they had not
received the verbal directive from RN 3 Bollinger to physically assess any

inmate who complained of any physical abnormality at meeti /
$/19, and 5/20/98. y y at meetings on 5/18,

Mr. Wilson indicated that he could get signed statcments from the six of the
seven RN's he spoke with (which included you and RN 2 Kalina) to support
his claim. However, he never produced those statements at our mecting, nor
at any subscquent meetings [ had with him concerning you. Additionally, in
speaking with RN 3 Bollinger, she emphatically recalls presenting that

" directive {from Ms. Sigmund at mectings on the dates indicated. She further
recalled writing a note on a copy of the email from Ms, Sigmund that the

- directive had been presented to all nursing staff, which Ms. Sigmund informed
me, she recalls receiving and reviewing.

2. Issue: Many similar complaints from Inmate.which when physically
assessed, were determined to be medically unfounded.

It is interesting to note that, while on the one hand Mr. Wilson made the
indication that six of seven registered nurses indicated that they had not
received Ms. Bollinger’s verbal directive to physically assess inmate
complaints, on the other hand he made this statement regarding previous
“similar” physical complaints made by e @l [t should be noted here, that
when [ had medical staff review Inmate il medical file for a one year period,
documentation revealed that he was seen, on average, 1-2 times per month by
nursing staff; at least one time per month by a Correctional Health Care
Specialist; and only onc entry documenting a medical encounter by nursing
staff whilc he was on his living unit. It is apparent to me from this statement,
that if nursing staff had been physically assessing Inmate.medical
complaints, they were not appropriately documenting/charting those
complaints in his medical file, which as previously indicated, would not meet
WAC 246-840-700, Standards of Nursing Conduct or Practice.

Additionally, in speaking with Ms. Sigmund regarding mentally ill inmates,
which is the reason for Inmat. being treated at SOU, she reiterated to me
that those inmates oftentimes have difficulty in verbalizing/communicating the
exact nature of their medical compiaints, and, accordingly, that is the very
reason that their physical compiaint should always be medically assessed.

3. lssue: There was no reason for you to document Inmathomplaim. as
when RN 2 Kalina checked on him at 8:30PM, Inmategfindicated he was
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okay; Mr. Wilson’s further indication that physical complaints are only

documented when the inmate is not okay; and tha i i
. ; t, according to Mr. Wil
should you have received more complaints from Inmated;gu '»\:ould ha?r:n'
gone to physically assess him.

Ngithcr M. Wilson nor [ are medical professionals. Accordingly, I spoke
‘wnl'g Dr. Jonas, WSRU contract physician, who in turn indicated 10 me, that,
in his opinion, Inmatesjiii physical complaint was of medicat significance to
him and that, given Inmate §loverall medical condition, such a complaint
should ot only have been documented, but, physicaily assessed, as well,

g Issue: Phone triage being a standard practice throughout Monroe Correctional
Complex,

While phone triage may be appropriate in non-emergent situations, i.c., a cold,
headache, toothache, severe ankic pain from an aakle injury, etc., as
indicated to Ms. Burnham during our meeting, it has always been my
expectation, during my tenure as Superintendent of the Washington State
Reformatory, that nursing staff would physically assess inmate physical
complaints that could be potentially fife-threatening. As [ indicated to you in
Issue #4, it was the medical opinion of Dr. Jonas, that given the overall
medical condition of Inmati'iis physical complaint of not being able 10 “get
air”, was of medical significance, should have been physically assessed, then,
documented. Accordingly, phone triage in this incident demonstrated poor
nursing judgment on your part, a failure of you to meet acceptablie standards of
nursing care expected of a licensed registered nurse, and was an inappropriate
response to his physical complaint.

b

9(19/99
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DRAFT

Date

PERSONAL AND CONFIDENTIAL DELIVERY

Gloria Wiier

Ms. Wagner:

This is official notification of your suspension without pay from your position
as a Registered Nurse 2 with the Department of Corrections at the Special
Offender Unit of Monroe Correctional Complex from __date__ to _ date__

be followed by your immediate dismissal at the end of your regularly
scheduled shift on __date.

This disciplinary action is taken pursuant to the Civil Service Law of
Washington State, Chapter 41.06 Revised Code of Washington, and the Merit
System Rules, Title 356 Washington Administrative Code (WAC) Section 356-
34-010 (1) (a) Neglect of duty, (d) Insubordination, (h) Gross misconduct, (i)
Willful violation of the published employing agency or department of
personnel rules or regulations and 356-34-040, Dismissal - Notification,
and 356-34-050, Suspension - Followed by Dismissal.

Specifically, you neglected your duty, were insubordinate, committed an act
of gross misconduct and willfully violated published agency rules, when, on
7/22/98, you failed to provide a physical assessment of Inmate

and you also failed to document his medlca.l complaint in the infirmary log,

as well as, InmatefjJif medical file.

The evidence indicates that you received a call in the infirmary at
approximately 6:10 PM on 7/22/98 from Karen McLellan, Correctional
Officer 2 on.unit, that Inmate S was complaining that he was having
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trouble getting air. You in turn asked C/O McLellan if Inmate lfwas having
a problem speaking, to which C/O McLellan responded, “no”. You then
stated to C/O McLellan that you wege starting medication lines, that this
was a usual complaint from Inmatef@§ that his cell was probably hot and
stuffy, and told C/O McLellan to have Inmate. take a cool shower to help
him feel better. You also told C/O McLellan, “if he continues to complain,
call me back.” You continued with medication lines and heard no more from
the unit. As you finished medication lines, you informed RN 2 Mike Kalina
of C/O McLellan’s call regarding Inmate{flj You and RN 2 Kalina decided it
was not an emergent situation and RN 2 Kalina agreed to check on Inmate @i
at lockdown medication line, which was at approximately 8:30 PM. At that
time, Inmate as snoring and there was no verbal communication between
RN 2 Kalina and Inmate{jjj}

At approximately 10:34 PM on 7/22/98, C/0 2 James Smith contacted the
infirmary and asked RN 2 Leann Cave to check on Inmate. C/O Smith
further reported to RN 2 Cave that Inmate.had not changed positions in
approximately ninety minutes and that his feet appeared pale. RN 2 Cave
indicated that she was unaware of any complaint from Inmatefffjas there had
been no documentation of that complaint.

During the Administrative Comments investigation of this incident, you
indicated to Ella Ray Sigmund, CMHPM and Acting Associate
Superintendent, that Inrnate.had made similar complaints in the past and
that they were not always documented. It should be noted that Inmat

died in his cell that evening.

An Employee Conduct Report initiated on 8/3/98 describing this incident in
greater detail is attached (Attachment #1) hereto and incorporated herein.

On May 18, 19 and 20, 1998, you were present in the infirmary when RN 3
Teresa Bollinger, your supervisor, gave a verbal directive to all RN 2’s that
they were to physically assess any inmate who complained of any physical
abnormality. This directive was based on a memo provided by Ella Ray
Sigmund, CMHPM.

Inmate. complaint of having difficulty getting air is significant to his
documented physical problem of which all medical staff, including yourself,
were aware. The knowledge of this medical significance is information you
should have responded to.

The Department of Corrections Employee Handbook states, in part, under
Department Objectives, on pages | and 2:

The department’s main objectives are to:
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- Ensure safety for...offenders; (emphasis added)
- Treat all offenders...fairly and equitably; (emphasis added)

- Meet the national standards approprﬁte to the State of
Washington (emphasis added)

and also states, in part, under Code of Ethics on page 2:

High moral and ethical standards among correctional
employees are essential for the success of the department’s
programs. The Department of Corrections subscribes to a

* code of unfailing honesty, respect for dignity and
individunality of human beings, and a commitment to
professional and compassionate service. (emphasis added)

-

and further states, in part, under Department Expectations, on page 2:

As a...employee of the department, you will have many things
to learn, not the least of which will be the expectations of
your supervisor....and agency as a whole...(emphasis added)

As a representative of the Department of Corrections, you will be
expected to:

e Be a good citizen, obey all laws while on and off
duty...(emphasis added)

¢ Serve each offender with appropriate concern for their
welfare and with no purpose of personal gain. (emphasis
added)

On 11/24/93, you acknowledged receipt of the June 1993 Employee
"Handbook, further agreeing to become familiar with and have a thorough
knowledge and understanding of its contents. Copies of pages 1 and 2 of the
1993 Employee Handbook (Attachment #2), and your acknowledgment of its
receipt (Attachment #3) are attached hereto and incorporated herein.

The classification questionnaire (CQ} for your RN 2 position, HB36, which
outlines its duties states, in part, under “Employee’s Statement of Duties™:
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Provide ongoing nursing treatment and emergency
treatment as necessary. (emphasis added)

Maintains professional nursing care integrity as it applies
to...delivery of service. (emphasis added)

A copy of the CQ for your position, HB36, is attached (Attachment #4) hereto
and incorporated herein.

RCW 18.130, Regulation of Health Professions - Uniform Disciplinary
Act, states, in part, under RCW 18.130.180, Unprofessional conduct,
subparagraph 4:

The following conduct, acts, or conditions constitute

unprofessional conduct for any license holder or applicant under
the jurisdiction of this chapter:_

(4) Incompetence, negligence, or malpractice which results
in injury to a patient or which creates an unreasonable
risk that a patient may be harmed. (emphasis added)

A copy of RCW 18.130.180 (4) is attached (Attaéhment #5), hereto and
incorporated herein.

WAC 246-840, Practical and Registered Nursing, states, in part, under
WAC 246-840-700, Standards of nursing conduct or practice:

...Each individual, upon entering the practice of aursing,
assumes a measure of responsibility and public trust and
the corresponding obligation to adhere to the standards of
nursing practice. The nurse shall be responsible and
accountable for the quality of nursing care given to clients.
The standards of nursing conduct or practice include, but
are not limited to the following:

FOR REGISTERED NURSES:
(1) Nursing process:

(a) The registered nurse shall collect pertinent objective and
subjective data regarding the health status of the client.

(c) The registered nurse shall communicate significant
changes in the client’s status to appropriate members of
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the health care team. This communication shall take

place in a time period consistent with the client’s need
for care.

(d) The registered nurse shall document, on essential client

records, the nursing care given and the client’s response
to that care.

(3) Other responsibilities:

(a) The registered nurse shall have knowledge and
understanding of the laws and rules regulating nursing and
shall function within the legal scope of nursing pract:ce.

- (emphasis added)

A copy of WAC 246-840-700, Standards of nursing conduct or practice:
FOR REGISTERED NURSES, is attached {Attachment #6) hereto and
incorporated herein.

WAC 246-840, Practical and Registered Nursing, states, in part, under
WAC 246-840-710, Violations of standards or nursing conduct or
practice:

The following will serve as a guideline for the nurse as to the
acts, practices or omissions that are inconsistent with
generally accepted standards of nursing conduct or
practice...Such conduct or practice includes, but is not
limited to the following:

(1) Failure to adhere to the standards enumerated in WAC
246-840-700(1) which may include:

(a) Failing to assess and evaluate a client’s status or
failing to institute nursing intervention as required by
the client’s condition.

(b} Willfully or repeatedly failing to report or document a
client’s symptoms, responses, progress, medication, or
other nursing care accurately and/or intelligibly.

(c) Willfully or repeatedly failing to make entries,
altering entries, destroying entries, making incorrect or
illegible entries and/or making false entries in records
pertaining to the giving of medication, treatments, or
other nursing care. (emphasis added)
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A copy of WAC 246-840-710, Violations of standards of nursing or
practice, is attached (Attachment #7) hereto and incorporated herein.

WAC 246-840, Practical and Registered Nursing, states, in part, under
WAC 246-840-960, Accountability, liability, and coercion, subparagraph
1:

(1) The registered nurse and nursing assistant are
accountable for their own individual actions in the
delegation process. The delegated task becomes the
responsibility of the person to whom it is delegated but
the registered nurse retains overall accountability for the
nursing care of the patient, inciluding nursing ’
assesament, evaluation, and assuring documentation is
completed. (¢emphasis added)

A copy of WAC 246-840-960, Accountability, liability, and coercion, is
attached (Attachment #8) hereto and incorporated herein.

You were aware, or should have been aware of the foregoing provisions of
RCW 18.13.180 and WAC'’s 246-840-700, 246-840-7 10, and 246-840-960,
as evidenced by the fact that you have been a licensed Registered Nurse
within the State of Washington since gaining employment with the
Department of Corrections on 9/21/87.

As an employee and Registered Nurse 2 with the Department of Corrections
at the Special Offender Unit of Monroe Correctional Complex, you have a
duty and obligation to:

1. Adhere to its policies and procedures, which are designed to
ensure the efficient and effective management of the Department’s
programs;

2. Ensure the safety for offenders; to treat all offenders fairly and

equitably; and to meet the national standards appropriate to the
State of Washington;

3. Ensure the high moral and ethical standards the department
expects of its employees to ensure the success of its programs;

4. Perform your duties in a professional, competent and
compassionate manner;
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5. Meet the expectations of your supervisor and the agency as a
whole.

6. Serve each offender with appropriate concern for their welfare; and

7. Meet the department’s expectations that you would meet the laws
and regulations of the State of Washington regarding nursing care
and the standards of nursing conduct or practice, required for
licensure as a registered nurse, which includes: the accountability
for the quality of nursing care given to a client; and the gathering
and documentation of pertinent data regarding the health status of
the client in essential medical records.

By your behavior in this incident, you have-clearly demonstrated:

1. A neglect of your duty and obligation to meet the reasonable
expectations of the Department that you would adhere to its
policies and procedures; that you would ensure for the safety of its
inmates and treat all offenders fairly and equitably; to meet the
national standards appropriate to the State of Washington; that you
would perform your duties in a professional, competent and
compassionate manner, serving each offender with appropriate
concern for their welfare; and that you would meet the laws and
regulations of the State of Washington regarding nursing care and
the standards of nursing conduct or practice required for your
licensure as a registered nurse. These charges are based on your-
behavior of failing to appropriately provide a physical assessment of
Inmate ter receiving a call from a correctional officer who said
Inmateglwas complaining that he was having trouble getting air.
After asking the correctional officer if the inmate was having a
problem speaking and being told “no”, you told the correctional
officer that you were starting medication lines, that this was at
usual complaint from lnmate.that his cell was probably hot an¢}
stuffy, and that the inmate should take a cool shower to make him
feel better. You told the correctional officer “if he continues to
complain, call me back.” You then continued with the medication
lines. LN

2. A neglect of your duty to meet the reasonable expectations of the .
Department that you would obey all laws while on duty, which *
included the laws and regulations of the State of Washington
regarding nursing care and the standards of nursing conduct or
practice required for your licensure as a registered nurse, to
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include: accountability for the quality of nursing care given to a
client; and the collection and documentation of pertinent data
regarding the health status of the client in essential medical
records. These charges are based on your failure to document his
medical complaint in the infirmary log and Inmate{Jmedical file.
This lack of documentation failed to provide the next shift nurse
with necessary information needed to properly assess Inmate if
later that evening. During the Administrative Comments meeting
with Ms. Sigmund, you also indicated that you did not document in
his medical file any of the numerous similar complaints that he had
made about his difficulty getting air and that his complaints were
many and delusional in nature and that you did not document
them as well.

3. Insubordination by your failure to follow your supervisor’s verbal
directive on May 18, 19, and 20, 1998 at the noontime nursing
meeting, that all RN’s were to physically assess any inmate who
complained of any physical abnormality. These charges are based
on your failure to document his medical complaint in the infirmary
log and Inmate {medical file. This lack of documentation failed to
provide the next shift nurse with necessary information needed to
properly assess Inmate Wiater that evening,

4. A willful violation of the Department of Corrections Employee
Handbook by your failure to: assist the department in meeting its
objective of ensuring the efficient and effective management of its
programs, the safety of its offenders, that all offenders would be
treated fairly and equitably, and that the national standards
appropriate to the State of Washington would be met; meet the
moral and ethical standards of the department that you would
perform your Registered Nurse 2 duties in a professional and
competent manner; meet the expectations of the department that
you would obey all laws while on duty, which includes the laws and
regulations of the State of Washington regarding nursing care and
the standards of nursing conduct or practice required for your
licensure as registered nurse; and to serve each offender with
appropriate concern for their welfare. These charges are based on
your behaviors of failing to appropriately provide a physical
assessment of Inmateflf after receiving a call from a correctional
officer who said Inmate .was complaining that he was having
trouble getting air; and your failure to document his medical
complaint in the infirmary log and Inrnate.rncdical file. This lack
of documentation failed to provide the next shift nurse with
necessary information needed to properly assess inmatefliater that
evening. :
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5. A willful violation of the duties of your Registered Nurse 2 position’s
Classification Questionnaire, HB36, to provide ongoing nursing
treatment and emergency treatment as necessary; and to maintain
professional nursing care integrity as it applies to...delivery of
service. These charges are based on your behaviors of failing to
appropriately provide a physical assessment of Inmate.a.ﬂ:er
receiving a call from a correctional officer who said Inmate [ was
complaining that he was having trouble getting air; and your failure
to document his medical complaint in the infirmary log and Inmate

‘medical file. This lack of documentation failed to provide the
next shift nurse with necessary information needed to properly
assess Inmate.later that evening.

7. Gross misconduct by your blatant and flagrant disregard for the
stated objectives and ethics of the Department of Corrections to
ensure the safety of offenders; to treat all offenders fairly and
equitably; to meet the national standards appropriate to the State
of Washington; and to subscribe to a code of unfailing honesty,
respect for dignity and individuality of human beings, and a
commitment to professional and compassionate service, all of which
adversely impacts its ability to carry out its mission and functions.
These charges are based on your behaviors of failing to
appropriately provide a physical assessment of Inrnate.a.ftcr
receiving a call from a correctional officer who said Inrnate'was
complaining that he was having trouble getting air and your failure
to document Inmate. medical complaint in the infirmary log and
Inmate-medical file. This lack of documentation failed to provide
the next shift nurse with necessary information needed to properly
assess Inrnate' later that evening.

In reviewing your personnel file [ find:

1. A Memo of Counseling dated 9/24/98, from your supervisor, RN 3
Bollinger, which addressed your behavior of 8/31/98, dispensing
medication to Inmate*, and failing to immediately chart that
information, as required by law and as further directed by Ella Ray
Sigmund, CMHPM in a memo to RN’s dated 8/13/98. By your failure to
do so, you were directly responsible for an overdose of medication
received by InmateffJjj

A copy of the foregoing document from your personnel file is attached
(Attachment #9) hereto and incorporated herein.
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On 11/24/98, I met with you at a pre-termination meeting. Also present
was Mike Wilson, Business Agent, Teamsters Local #313, and your employee
representative; Mark Anderson, Attorney, Teamsters Local #313; Dinnie
Burnham, Teamster Local #3 13 Shop Steward; Bob Riordan, Human
Resource Manager, Monroe Correctional Complex (MCC); Linda Gilstrap,
Personnel Officer at the Special Offender Unit (SOU); and Chris Graham,
newly appointed Personnel Officer at the Special Offender Unit, as an
observer. The purpose of the meeting was to give you the opportunity to
present me with any information that you wanted me to consider prior to my
making a decision.

At the meeting, Mr. Wilson indicated that six out of the seven registered 07(«/ Vﬂ
nurses at SOU had indicated that they had not received the verbal directive 'ﬂ’ z,k
from RN 3 Bollinger to physically assess any inmate who complained of any (f?)"b
physical abnormality at the meetings on 5/18, 5/19, and 5/20/98. He
additionally indicated that 7/22/98 was the hottest day of the year and that

your decision not to physically assess Inmate . complaint of not getting air

was based to an extent on that fact. Mr. Wilson also indicated that Inmate.
had been at SOU for four years and had many similar complaints, which

when physically assessed, were determined to be medically unfounded. Mr.
Wilson also indicated that later in the evening of 7/22/98, CO Benda

reported that Inmate .was lying on the floor and when asked if he was okay,
Inmate @responded “Yes, I'm a little hot...I took a shower, 'm OK.” Finally,

Mr. Wilson presented a magazine article that spoke to the physical aspect of
dehydration of patients who were on psychotropic drugs.

Mr. Wilson went on to indicate that there was no reason for you to document
Inmate. complaint, as when RN 2 Mike Kalina checked on Inmate. at
8:30PM, Inmate.reported that he was OK. Mr. Wilson stated that physical
complaints are only documented when the inmate is not okay. He further
indicated that if you had received more complaints from Inmate.you would
have gone to physically assess him, but, since you hadn'’t received any and
RN2 Kalina had reported that Inmate.was okay, there wasn't a need to
physically assess him.

In response to Mr. Riordan’s ipdication that physical assessment and
medical charting of Inmate physical complaints were essential to the
attending physician in formulating medical history and follow-up and were
required by nursing practice and standards of nursing practice, Mr.
Anderson indicated that you had not violated nursing practices or laws as
RN2 Kalina was the one who assessed Inmate. discussed his report to you
that the Inmate had said he was okay, and it should have been RN2 Kalina
who should have documented/charted that assessment.
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Ms. Burnham indicated that the manner in which you responded to Inmate
- complaint through Correctional Officer McLellan, i.e., phone triage, was a
standard practice throughout Monroe Correctional Complex.

Finally, Mr. Wilson indicated that you had worked within Monroe
Correctional Complex at the Washington State Reformatory and SOU for the
past 11 years, had no previous corrective/disciplinary actions noted in your
personnel record, and, in fact, your performance evaluations were above
average. Accordingly, he asked that the misconduct be withdrawn.

In_conclusion and full consideration of the foregoing, I have determined to A""’r
om your position as a Registered Nurse 2 with the Department Sw.S F

g (fons at Monroe Correctional Complex as indicated in paragraph

one of thxs letter. l\/

Under the provisions of Washington Codes 358-20-010 and 040, you have ' 7
the right to appeal this action to the Personnel Appeals Board, 2828 Capitol
Boulevard, Olympia, Washington, 98504, within thirty (30} days from the

effective date stated in paragraph one of this letter.

The Merit System rules (WACS), Department of Corrections’ policies, Monroe
Correctional Complex-Special Offender Center Field Instructions and the
Collective Bargaining Agreement are available for your review upon request.

Kenneth DuCharme
Superintendent
KDC:cg
Attachments

cc: Dave Savage, Deputy Secretary, OCO
Eldon Vail, Assistant Deputy Secretary, OCO
Phil Stanley, NW Regional Administrator
Jennie Adkins, Human Resources Administrator, OAS
Linda Dalton, Senior Assistant Attorney General
Cheryl Landers, NW Region Human Resource Manager
Bob Riordan, MCC Human Resource Manager
Personnel File
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Jennie - Please excuse the delay in processing this letter of discipline. The superintendent
has vacillated back and forth in deciding if Ms. Wagner should be terminated or heavily
" reduced in salary and reassigned to TRCC. He has met with the union on numerous

occasions, the last meeting being on 1/22. He decided at that time to terminate Ms.
Wagner.
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6 recyciad paper

STATE OF WASHINGTON
OEPARTMENT OF CORRECTIONS
OFFICE OF CORRECTIONAL OPERATIONS

MONROE CORRECTIONAL COMPLEX - SPECIAL CFFENDER UNIT
PO BOX 514 ~ Monroe, Weshington 382720814

May 6, 1999

PERSONAL AND CONFIDENTIAL DELIVERY

Gloria Wier

Ms. Wagner:

This is official notification that you will be reduced in salary within your
present classification as a Registered Nurse 2 with the Department of
Corrections at the Special Offender Unit of Monroe Corrcctional Complex,
Range 45N, Step P, $3801 per month, to Step N, $3617 per month, effective
May 24, 1999 to November 24, 1999 inclusive.

This disciplinary action is taken pursuant to the Civil Service Law of
Washington State, Chapter 41.06 Revised Code of Washington, and the Merit
System Rules, Title 356 Washington Administrative Code (WAC) Section 356-
34-010 (1) (a) Neglect of duty, (b} Gross misconduct, (i) Willful viclation of the
published employing agency or department of personnel rules or regulations

- and 356-34-020, Reduction in Salary - Damotion - Procedures.

Specifically, you ncglected your duty, committed an act of gross misconduct
and willfully violated published agency rules, when, on 7/22/98, you failed

to provide a physical asscssment of inmare R and you also failed

to document his medical complaint in the infirmary log, as well as, Inmate

B cdical fle.

The evidence indicates that you received a call in the infirmary at
approximately 6:10 PM on 7/22/98 from Karen Mclellan, Correctional
Officer 2 on. unit, that Inmate f# was complaining that he was having
trouble getting air. You in turn asked C/O McLellan if Inmatefffwas having
a problem speaking, to which C/O MclLellan responded, “no*. You then
stated to C/0O Mclellan that you were starting medication lines, that this
was a usual complaint from Inmate fJJ] that his cell was probably hot and
stuffy, and told C/O McLellan to have Inmate fftake a cool shower to help
him feel better. You also told C/O McLellan, *if he continues to complain,
call me back.” You continued with medication lines and heard no more from

“Working Together for SAFE Communities®
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stuffy, and told C/O McLellan to have Inmate [flake a cool shower to help
him feel better. You also told C/O Mclellan, “if he continues to complain,
call me back.” You continued with medication lines and heard no more from
the unit. Asyouﬁnishedmedicationlines.youinformedRNZMichalina
of C/O McLellan’s call regarding Inmate [} Without physically assessing
complaint and as you had heard nothing more from the unit staff
regarding Inmatc- complaint, you and RN 2 Kalina decided it was not an
emergent situation and RN 2 Kalina agreed to check on Inmate.a.t
lockdown medication line, which was at approximately 8:30 PM. When RN2
Kalina checked on lnmate. he was observed to be asleep and snoring.
There wasa no indication that RN2 Kalina communicated with Inmatz{ff to
check his physical status or with unit staff regarding any further complaints
that Inmate §may have made. .

At approximately 10:34 PM on 7/22/98, which was after your shift and you
were no-longer in the institution, C/O 2 James Smith contacted the
infirmary and asked RN 2 Leann Cave to check on Inmateff} C/O Smith
further reported to RN 2 Cave that Inmate. had not changed positions in
approximately ninety minutes and that his feet appeared pale. RN 2 Cave
indicated that she was unaware of any complaint from Inmateffjas there
had been no documentation of any complaint from him in the infirmary log

nor in Inmate f§medical record. It should be noted that Inmateff] died in
his cell that evening.

During the Administrative Comments investigation of this incident, you
indicated to Ella Ray Sigmund, CMHPM and Acting Associate

Superintendent, that Inmate.had made similar complaints in the past and
that they were not always documented.

An Employee Conduct Report initiated on 8/3/98 describing this incident in
greater detail is attached (Actachment #1) hereto and incorporated herein.

lnmate. complaint of having difficulty getting air was significant to his

documented physical problem of which all medical staff, including yourself,

‘were aware. The knowledge of this medical significance is information you
should have responded to.

The Department of Corrections Employee Handbook states, in part, under
Department Objectives, on pages 1 and 2:

The department’s main objectives are to:

- Ensure ufefy for...offenders; (emphasis added)

12
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- Treat all offenders...fairly and equitably; (emphasis added)

. Meet the national standards appropriate to the State of
Washington (emphasis added) -

and also states, in part, under Code of Ethics on page 2:

High moral and sthical standards amoang corractional
employees are essential for the success of the department’s
programs. The Department of Corrections subscribes to a
code of unfailing honesty, respect for dignity and -
individuality of human beings, and a commitment to

" profeasional and compassionate service. (emphasis added)
and further states, in part, under Department Expectations, on page 2:

As a representative of the Depaz"tmcnt of Corrections, you will be
expected to:

s Serve each offender with appropriate concern for their
welfare...(emphasis added)

On 11/24/93, you acknowledged receipt of the Junc 1993 Employee
Handbook, further agreeing to become familiar with and have a thorough
kmowledge and understanding of its contents. Copies of pages 1 and 2 of the
1993 Employee Handbook {(Attachment #2), and your acknowledgment of its
receipt (Attachment #3) are attached hereto and incorporated herein.

The .cla.ssiﬁcati_on questonnaire (CQ) for your RN 2 position, HB36, which
outlines its dutics states, in part, under “Employee’s Statement of Dutics”:

Provide ongoing nursing treatment and emergency
treatment as necessary. (emphasis added)

Maintains prafessional nursing care integrity as it applies
to...delivery of sexvice. (emphasis added) P

A copy of the CQ for your position, HB36, is attached (Attachment #4) hereto
and incorporated herein.

As an empl9ycc and Registered Nurse 2 with the Department of Corrections
at the Special Offender Unit of Monroe Correctional Complex, you have a
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duty and obligation to:

1. Adhere to its policies and procedures, which are designed to
ensure the efficient and effective management of the Department’s
programs;

2. Ensure the safety for offenders; to treat all offenders fairly and
equitably; and to meet the national standards appropriate to the
State of Washington;

3. Ensure the high moral and ethical standards the department
expects of its employees to ensure the success of its programs;

4. Perform your duties in a pmfessxonal competent and
compassionate manner;

S. Meet the expectations of the agency as a whole; and
6. Serve each offender with appropriate concern for their weifare.

Inmam-complaxm of having difficulty getting air is significant to his
documented overall medical condition, which all medical staff, including

yourself, were aware or should have been aware. Given his overall medical
conditdon, there was, according to Dr. Jonas, WSRU Contract Physician, who
I had review this incident, medical significance to his complaint, which you
should have responded to. Even though you indicated during the course of
the investigation of this incident that Inmatc.ha.d made numerous medical
complaints of a similar nature, it was noted in a review of his medical chart
that those “similar” complaints had not been charted.

N
Additionally, while you relied on the observation of a correctional officer that
he was able to speak, it should be noted that correctional officers are not
medical staff and arc not qualified nor are they cxpected to conduct m¢d1c31
assessments of inmates. Also, while you did not hear back from unit
correctional staff of any further complaints from Inmate. you took no
affirmative action after completing medication lines to ascertain his physical
status in person or by calling unit staff to check on him. Instead, you waited -
until approximately 8:30 PM to have Inmate fchecked on by RN2 Kalina.,
Finally, even though you had received an indication from correctional staff of
lnmat.phyma.l complaint, you failed to appropriately document that®

complaint in either the infirmary log or his medical chart. o
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By your behavior in this incident, you have clearly demonstrated:

1. A neglect of your dury and obligation to meet the reasonable
expectations of the Department that you would adhere to its
policies and procedures; that you would ensure for the saféty of its
inmates and treat all offenders fairly and equitably; to meet the
national standards appropriate to the State of Washington; and
that you would perform your duties in a professional, competent
and compassionate manner, serving each offender with appropriate
concern for their welfare. These charges are based on your
behavior of failing to appropriately provide a physical assessment of
Inmate(f] after receiving a call at 6:10 PM on 7/22/98 from a
correctional officer who said Inmatc.was complaining that he was
having trouble getting air; your failure to take any affirmative
action, after completing medication lines, to ascertain his physical
status or calling unit staff to check on him until approximately 8:30
PM; and your failure to document his medical complaint in the
infirmary log and [nmate . medica] file. This lack of
documentation failed to provide the next shift nurse with necessary
information needed to properiy assess Inmatc.latzr that evening.
During the Administrative Comments meeting with Ms. Sigmund,
you also indicated that you did not document in his medical file
any of the numerous similar complaints that he had made about
his difficulty getting air and that his complaints were many and
delusional in nature and that you did not document them as well.

2. A neglect of your duty to meet the reasonable cxpectations outlined
in your Registered Nurse 2 position’s Classification Questionnaire,
HB36, to provide ongoing nursing treatment and emergency
treatment as necessary; and to maintain professional nursing carc
integrity as it applies to delivery of service. These charges are
based on your behaviors of failing to appropriately provide a
physical assessment of [nmatcjifafter receiving a call at 6:10 PM on
7/22/98 from a correctional officer who said Inmatefffwas
complaining that he was having trouble getting air; and your failure
to take any affirmative action, after completing medication lines, to
ascertain his physical status or calling unirt staff to check on him
until approximately 8:30 PM; and your failure to document his
medical complaint in the infirmary log and InmateffJJ} medical file.
This lack of documentation failed to provide the next shift nurse

with necessary information needed to properly assess Inma
later that evening.
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3. A willful violation of the Department of Corrections Employcf: -
Handbook by your failure to: assist the department in meeting its
objective of ensuring the efficient and effective management of its
programs; to ensure the safety of its offenders and to treat all
offenders fairly and equitably; meet the national standards
appropriate to the State of Washington; meet the moral and ethical
standards of the department that you would perform your
Registered Nurse 2 duties in a professional and competent manner;
and to serve each offender with apprapriate concern for their
welfare. These charges are based on your behaviors of failing to
appropriatcly provide a physical assessment of Inmate f§ after
receiving a call at 6:10 PM on 7/22/98 from a correctional officer
who said Inmate' was complaining that he was having trouble
getting air; your failure to take any affirmative action, after
completing medication lines, to ascertain his physical status or
calling unit staff to check on him until approximately 8:30 PM; and
your failure to document his medical complaint in the infirmary log
and inmate WPnedical chart. This lack of documentation failed to
provide the next shift nurse with necessary information needed to
properly assess Inmate {flater that evening.

4. Gross misconduct by your blatant and flagrant disregard for the
stated objectives and ethics of the Department of Corrections to
ensure the safety of offenders; to treat all offenders fairly and
equitably; to meet the national standards appropriate to the State
of Washington; and to subscribe to a code of unfailing honesty,
reapect for dignity and individuality of human beings, and a
commitment to professional and compassionate service, all of which
adversely impacts the Department’s ability to carry out its mission
and functions. These charges are based on your behaviors of
failing to appropriately provide a physical assessment of InmatefJJJj
after receiving a call at 6:10 PM on 7/22/98 from a correctional
officer who said Inmate fflwas complaining that he was having
trouble getting air; your failure to take any affirmative action, after
completing medication lines, to ascertain his physical status or
calling unit staff to check on him until approximately 8:30 PM; and
your failure to document his medical complaint in the infirmary log

- and Inmate Jf medical chart. This lack of documentation failed to
provide the next shift nurse with necessary information needed to
_ properly assess Inmate fJiater that evening.
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In reviewing your personnel file I find:

1. A Memo of Counseling dated 9/24/98, from your supervisor, RN 3
Bollinger, which addressed your behavior of 8/31/98, dispensing .
medication to Inmate and failing to immediately chart that
information, as required by law and as further directed by Ella Ray
Sigmund, CMHPM in a memo to RN’s dated 8/13/98. By your failure to

do so, you were directly responasible for an aoverdose of medication
received by Inmate‘

A copy of the foregoing document from your personnel file is atmched
(Attachment #5)} hereto and incorporated herein.

In concludion and full consideration of the foregoing, | have determined to

reduce your salary as a Registered Nurse 2 as indicated in paragraph one of
this letter.

Under the provisions of Waasbington Codes 358-20-010 and 040, you have
the right to appeal this action to the Personnel Appeals Board, 2828 Capitol
Boulevard, Olympia, Washington, 98504, within thirty (30) days from the
effective date stated in paragraph one of chis letter.

The Merit System rules (WACS), Department of Corrections’ policies, Monroe
Correctional Complex-Special Offender Center Field Instructions and the
Collective Bargaining Agrecment are available for your review upon request.

e

Kenneth DuCharme
Superintendent

KD:cg
Attachments

cc: Dave Savage, Deputy Secretary, 0CO
Eldon Vail, Assistant Deputy Secretary, OCO
Phil Stanley, NW Regional Administrator
Jennie Adkins, Human Resources Administrator, OAS
Linda Dalton, Senior Assistant Attorney General
Cheryl Landers, NW Region Human Resource Manager
Bob Riordan, MCC Human Resource Manager
Personnel File
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STATE OF WASHINGTON
DEPARTMENT OF CORRECTIONS

OFFICE OF CORRECTIONAL OPERATIONS

MONROE CORRECTIONAL GOMPLEX - SPECIAL OFFENDER UNIT
PO 80X 514 « Monroe, Washington 98272.0514

May 6, 1999

3

PERSONAL AND CONFIDENTIAL DELIVERY

Glorj er

Ms. Wagner:

This is official notification that you will be reduced in salary within your
present classification as a Registered Nurse 2 with the Department of
Corrections at the Special Offender Unit of Monroe Correctional Complex,
Range 45N, Step P, $3801 per month, to Step N, $3617 per month, effective
May 24, 1999 to November 24, 1999 inclusive.

This disciplinary action is taken pursuant to the Civil Service Law of
Washington State, Chapter 41.06 Revised Code of Washington, and the Merit
System Rules, Title 356 Washington Administrative Code (WAC) Section 356-
34-010 (1) (a) Neglect of duty, (h) Gross misconduct, (i) Willful violation of the
published employing agency or department of personnel rules or regulations
and 356-34-020, Reduction in Salary - Demotion - Procedures.

Specifically, you neglected your duty, committed an act of gross misconduct
and willfully violated published agency rules, when, on 7/22/98, you failed
to provide a physical assessment of Inmate and you also failed
to document his medical complaint in the infirmary log, as well as, Inmate
medical file.

The evidence indicates that you received a call in the infirmary at
approximately 6:10 PM on 7/22/98 from Karen McLellan, Correctional
Officer 2 on nit, that Inmate as complaining that he was having
trouble getting air. You in turn asked C/O McLellan if Inmatefffvas having
a problem speaking, to which C/O McLellan responded, “no”. You then
stated to C/O McLellan that you were starting medication lines, that this
was a usual complaint from Inmate. that his cell was probably hot and
stuffy, and told C/O McLellan to have Inmate.take a cool shower to help
him feel better. You aiso told C/O McLellan, “if he continues to compiain,
call me back.” You continued with medication lines and heard no more from

“ycled paper “Working Together for SAFE Communities”
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stuffy, and told C/O McLellan to have Inmate. take a cool shower to help
him feel better. You also told C/O McLellan, “if he continues to complain,
call me back.” You continued with medication lines and heard no more from
the unit. As you finished medication lines, you informed RN 2 Mike Kalina
of C/O McLellan’s call regarding Inmate ] Without physically assessing
Inmate.complaint and as you had heard nothing more from the unit staff
regarding Inmate. complaint, you and RN 2 Kalina decided it was not an
emergent situation and RN 2 Kalina agreed to check on Inmateffffat
lockdown medication line, which was at approximately 8:30 PM. When RN2
Kalina checked on Inmateff he was observed to be asleep and snoring,
There was no indication that RN2 Kalina communicated with Inmateffifto
check his physical status or with unit staff regarding any further complaints
that Inmatef may have made.

At approximately 10:34 PM on 7/22/98, which was after your shift and you
were no longerin the institution, C/O 2 James Smith contacted the
infirmary and asked RN 2 Leann Cave to check on Inmate{filf /0 Smith
further reported to RN 2 Cave that Inmate.had not changed positions in
approximately ninety minutes and that his feet appeared pale. RN 2 Cave
indicated that she was unaware of any complaint from Inmate.as there
had been no documentation of any complaint from him in the infirmary log
nor in Inmate. medical record. It should be noted that Inmatefffldied in
his cell that evening. )

During the Administrative Comments investigation of this incident, you
indicated to Ella Ray Sigmund, CMHPM and Acting Associate
Superintendent, that inmatelhad made similar complaints in the past and
that they were not always documented.

An Employee Conduct Report initiated on 8/3/98 describing this incident in
greater detail is attached (Attachment #1) hereto and incorporated herein.

Inmate-complaint of having difficulty getting air was significant to his
documented physical problem of which all medical staff, including yourself,
were aware. The knowledge of this medical significance is information you
should have responded to.

The Department of Corrections Employee Handbook states, in part, under
Department Objectives, on pages 1 and 2:

The department’s main objectives are to:

- Ensure safety for...offenders; (emphasis added)
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- Treat all offenders...fairly and equitably; (emphasis added)

- Meet the national standards appropriate to the State of
Washington (emphasis added)

and also states, in part, under Code of Ethics on page 2:

High moral and ethical standards among correctional
employees are essential for the success of the department’s
programs. The Department of Corrections subscribes to a
code of unfailing honesty, respect for dignity and
individuality of human beings, and a commitment to
professional and compassionate service. (emphasis added)

and further states, in part, under Department Expectations, on page 2:

As a representative of the Depariment of Correctons, you will be
expected to:

e Serve each offender with appropriate concern for their
welfare...[emphasis added)

On 11/24/93, you acknowledged receipt of the June 1993 Employee
Handbook, further agreeing to become familiar with and have a thorough
knowledge and understanding of its contents. Copies of pages 1 and 2 of the
1993 Employee Handbook (Attachment #2), and your acknowledgment of its
receipt (Attachment #3) are attached hereto and incorporated herein.

The classification questionnaire (CQ) for your RN 2 position, HB36, which
outlines its duties states, in part, under “Employee’s Statement of Duties”:

Provide ongoing nursing treatment and emergency
treatment as necessary. (emphasis added)

Maintains professional nursing care integrity as it applies
to...delivery of service. (emphasis added)

A copy of the CQ for your position, HB36, is attached (Attachment #4) hereto
and incorporated herein.

As an employee and Registered Nurse 2 with the Department of Corrections
at the Special Offender Unit of Monroe Correctional Complex, you have a

1
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duty and obligation to:

1. Adhere to its policies and procedures, which are designed to
ensure the efficient and effective management of the Department’s
programs; .

2. Ensure the safety for offenders; to treat all offenders fairly and

equitably; and to meet the national standards appropriate to the
State of Washington;

3. Ensure the high moral and ethical standards the department
expects of its employees to ensure the success of its programs;

4. Perform your duties in a professional, competent and
compassionate manner;

S. Meet the expectations of the agency as a whole; and
6. Serve each offender with appropriate concern for their welfare.

Inmateffffcomplaint of having difficuity getting air is significant to his
documented overall medical condition, which all medical staff, including
yourself, were aware or should have been aware. Given his overall medical
condition, there was, according to Dr. Jonas, WSRU Contract Physician, who
I had review this incident, medical significance to his complaint, which you
should have responded to. Even though you indicated during the course of
the investigation of this incident that Inmatefff had made numerous medical
complaints of a similar nature, it was noted in a review of his medical chart
that those “similar” complaints had not been charted.

Additionally, while you relied on the observation of a correctional officer that
he was able to speak, it should be noted that correctional officers are not
medical staff and are not qualified nor are they expected to conduct medical
assessments of inmates. Also, while you did not hear back from unit
correctional staff of any further complaints from Inrnate. you took no
affirmative action after completing medication lines to ascertain his physical
status in person or by calling unit staff to check on him. Instead, you waited
until approximately 8:30 PM to have Inmate.checked on by RN2 Kalina.
Finally, even though you had received an indication from correctional staff of
Inmat. physical complaint, you failed to appropriately document that .
complaint in either the infirmary log or his medical chart.
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By your behavior in this incident, you have clearly demonstrated:

1. A neglect of your duty and obligation to meet the reascnable
expectations of the Department that you would adhere to its
policies and procedures; that you would ensure for the saféety of its
inmates and treat all offenders fairly and equitably; to meet the
national standards appropriate to the State of Washington; and
that you would perform your duties in a professional, competent
and compassionate manner, serving each offender with appropriate
concern for their welfare. These charges are based on your
behavior of failing to appropriately provide a physical assessment of
Inmate.after receiving a call at 6:10 PM on 7/22/98 from a
correctional officer who said Inmate. was complaining that he was
having trouble getting air; your failure to take any affirmative -
action, after completing medication lines, to ascertain his physical
status or calling unit staff to check on him until approximately 8:30
PM; and your failure to document his medical compiaint in the
infirmary log and Inmatcfjjfmedical file. This lack of
documentation failed to provide the next shift nurse with necessary
information needed to properly assess Inmate.later that evening.
During the Administrative Comments meeting with Ms. Sigmund,
you also indicated that you did not document in his medical file
any of the numerous similar complaints that he had made about
his difficulty getting air and that his complaints were many and
delusional in nature and that you did not document them as well.

2. A neglect of your duty to meet the reasonable expectatuons outlined
in your Registered Nurse 2 positon’s Classification Questionnaire,
HB36, to provide ongoing nursing treatment and emergency
treatment as necessary; and to maintain professional nursing care
integrity as it applies to delivery of service. These charges are
based on your behaviors of failing to appropriately provide a
physical assessment of Inmat.after receiving a call at 6:10 PM on
7/22/98 from a correctional officer who said Inmate.nas
complaining that he was having trouble getting air; and your failure
to take any affirmative action, after completing medication lines, to
ascertain his physical status or calling unit staff to check on him
until approximately 8:30 PM; and your failure to document his
medical complaint in the infirmary log and Inmateffffmedical file.
This lack of documentation failed to provide the next shift nurse
with necessary information needed to properly assess [nmat
later that evening.
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-3. A willful violation of the Department of Corrections Employee
Handbook by your failure to: assist the department in meeting its
objective of ensuring the efficient and effective management of its
programs; to ensure the safety of its offenders and to treat all
offenders fairly and equitably; meet the national standards
appropriate to the State of Washington; meet the moral and ethical
standards of the department that you would perform your
Registered Nurse 2 duties in a professional and competent manner;
and to serve each offender with appropriate concern for their
welfare. These charges are based on your behaviors of failing to
appropriately provide a physical assessment of Inmateffffafter
receiving a call at 6:10 PM on 7/22/98 from a correctional officer
who said Inmatefwas complaining that he was having trouble
getting air; your failure to take any affirmative action, after
completing medication lines, to ascertain his physical status or
calling unit staff to check on him until approximately 8:30 PM; and
your failure to document his medical complaint in the infirmary log
and Inmate- medical chart. This lack of documentation failed to
provide the next shift nurse with necessary information needed to
properly assess Inmate.later that evening.

4. Gross misconduct by your blatant and flagrant disregard for the
stated objectives and ethics of the Department of Corrections to
ensure the safety of offenders; to treat all offenders fairly and
equitably; to meet the national standards appropriate to the State
of Washington; and to subscribe to a code of unfailing honesty,
respect for dignity and individuality of human beings, and a
commitment to professional and compassionate service, all of which
adversely impacts the Deparunent’s ability to carry out its mission
and functions. These charges are based on your behaviors of
failing to appropriately provide a physical assessment of Inmate.
after receiving a call at 6:10 PM on 7/22/98 from a correctional
officer who said Inmate.was complaining that he was having
trouble getting air; your failure to take any affirmative action, after
compieting medication lines, to ascertain his physical status or
calling unit staff to check on him until approximately 8:30 PM; and
your failure to document his medical complaint in the infirmary log

-and Inmate-medical chart. This lack of documentation failed to
provide the next shift nurse with necessary information needed to
properly assess Inmate-.ater that evening.
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-In reviewing your personnel file I find:

1. A Memo of Counseling dated 9/24/98, from your supervisor, RN 3
Bollinger, which addressed your behavior of 8/31/98, dispensing .
medication to Inma and failing to immediately chart that
information, as required by law and as further directed by Ella Ray
Sigmund, CMHPM in a memo to RN’s dated 8/13/98. By your failure to
do so, you were directly responsible for an overdose of medication
received by Inmat

A copy of the foregoing document from your personnel file is attached
(Attachment #5) hereto and incorporated herein.

In conclusion and full consideration of the foregoing, I have determined to

reduce your salary as a Registered Nurse 2 as indicated in paragraph one of
this letter.

Under the provisions of Washington Codes 358-20-010 and 040, you have
the right to appeal this action to the Personnel Appeals Board, 2828 Capitol
Boulevard, Olympia, Washington, 98504, within thirty (30) days from the
effective date stated in paragraph one of this letter.

The Merit System rules (WACS), Department of Corrections’ policies, Monroe
Correctional Complex-Special Offender Center Field Instructions and the
Collective Bargaining Agreement are available for your review upon request.

Kenneth DuCharme
Superintendent

KD:cg
Attachments

cc: Dave Savage, Deputy Secretary, OCO
Eldon Vail, Assistant Deputy Secretary, OCO
Phil Stanley, NW Regional Administrator
Jennie Adkins, Human Resources Administrator, OAS
Linda Dalton, Senior Assistant Attorney General
Cheryl Landers, NW Region Human Resource Manager
Bob Riordan, MCC Human Resource Manager
Personnel File
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OEPARTMENT OF CORRECTIONS

EMPL (EE CONDUCT REPORT

THIS FORM TO BE USED IN COMPLIANCE WITH POLICY DIRECTIVE NOQ. 857.005

INSTRUCTIONS AND TIME LIMITS:

1. The person making the report shall provide a clear description of the incident under *Description of Incident’*
and, with any witness(es) or person(s) having knowledge, shall sign in the space provided and submit to the
supervisor of the involved employee within fourteen (14) calendar days after the date of discovery of an
employee's alleged misconduct.

2. The form shall be submitted to the employee involved who shall complete the “Employee's Statement” and
return the report to his/her supervisor within seven (7) calendar days foilowing the date of receipt.

3. The appropriate supervisor shall review the facts of the incident, complete the ““Supervisor's Report” and
submit the report to the Office Head within seven (7) calendar days following the date of receipt.

4. The Office Head or designated representative shall review and within thirty (30) calendar days following the
date of receipt determine whether misconduct has occurred. This shail be reported under “Administrative
Comments' and shared with the employee. When the supervisor and Office Head are the same person, the
supervisor's supervisor shall complete the Administrative Comments.

SMPLOYEE INVCLVED 1 ORGANIZATICNAL UNIT

Gloria Wagner MCC - Special Offender Center
SOSINON DTLE | OATE OF RGOENT : 1 TIME OF WCDENT
RN 2 17/22,98 6:10PM  [Jam [Jem

DESCRIPTION OF INCIDENT:

ON 7/22/98 AT APPROXIMATELY 6:10 PM, YOU WERE NOTIFIED BY CO
N 1 WADS
COMPLAINING THAT HE “WAS HAVING TROUBLE__Q_E’ITING AIR.” YOU

INSTRUCTED CO MCLELLAN TO HAVE INMATE il TAKE A COLD
SHOWER

THAT “INMATE {JJJJJf HAD COMPLAINED SEVERAL TIMES IN THE PAST

ABOUT HOW HE COULDN'T BREATHE IN HIS CELL” AND THAT AS YOU

“ASSUMED IT WAS THE HEAT AND STUFFINESS IN KIS CELL” YOU TOLD CO

MCLELLAN ‘A COOL SHOWER MIGHT BE HELPFUL.” AS YOU WERE DOING
1 L T I\OT

INFORMING RN2 MIKE KALINA OF INMATE COMPLAINT AND FOR

4 4 [ I\

ON 5718719720 1998, YOU WERE PRESENT WHEN RN3 BOLLINGER GAVE A
VERBAL DIRECTIVE TO ALL RN2’S PRESENT THAT THEY WERE TO
PHYSICALLY ASSESS ANY INMATE WHO COMPLAINED OF ANY PHYSICAL

—ABNORMALITY:

INITJATED B8Y: e 5 _ — i
PPty [NC-3 V7 Mq, Ak3 230
~WITNESS(ESR <~ a ‘ G —

l

NAME

NAME - POSITION NTLE \ ‘sscmmns OATE

FOSITION TIMLE SIGNATURE

2
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August 10, 1998

On 7/22/98 at approximately 6:10 PM, C/O Karen McLellen called the infirmary
and informed me I/M_wzs complaining that he was “having trouble.
getting air”. I asked “Is he having problems speaking?” she said “No”. I told her I was

just starting med lines, that this was a usual complaint from him, that his cell was
probably hot and stuffy. Itold C/O McKellen that a cool shower would probably help
him feel better. [ aiso said “If he continues to complain call me back”. I then did med
lines and heard no more from the unit.

As soon as we finished med-lines, I informed Mike Kalina, RN I of C/O
McKellan’s call. We decided it was not emergent and M. Kalina, RN II agreed to check
on him at lockdown med-line since he was doing that side anyway. At 8pm as we were
leaving to do lockdown medications, I reminded M. Kalina, RN II to check on I'M

He sdid he would. After checking with staff on the unit and listening to /M ~
usual snoring, he noticed nothing amiss and returned to the infirmary.

had no history of respiratory or cardiac problems. He was very
somatic and often times delusional. He would frequently say, “I can’t breathe in this cell,
could you talk to someone and see if I can go outside and get some fresh air.” He was
never in any acute respiratory distress, his speech normal and clear, so I would give him
reassurance and apologize for having no control over his lock down status.

The incident was not ignored. Because of his history of many somatic
complaints, we did not feel it was emergent and since we received no call back from the
unit, we thought that the situation had resolved. It is common practice to assess /M’s,
especially those on lockdown status on the unit at lockdown med lines.

. \ .
C;])rf\u. L\ \.\}C\y‘m\ U
Gloria M. Wagner, RN II
cc: Mike Wilson

Teamster Business Associate
Local 313



Employee Conduct Report: Gloria Wagner, RN 2
September 21, 1998

Administrative Comments:

On August 3, 1998, you were issued an Employee Conduct Report (ECR) by Teresa
Bollinger, RN 3. It is alleged misconduct occurred by you on the evening of July 22,
1998, when you failed to respond to provide a physical assessment on offender

after receiving a call in the infirmary at 6:10 PM from Karen Mclellan,

Correctional Officer on@Unit. It was later that same evening SN died in his cell
on‘Jnit.

Findings of this Review:

According to RN 3 Teresa Bollinger, on the dates of May 18, 19, and 20, 1998, you were
present when she gave a directive to all RN 2’s that they were to physically assess any
inmate who complained of any physical abnormality. This directive was based ona
memo directive this writer sent to Mrs. Boilinger. You report not being aware of this
directve on July 22, 1998.

You assumeHNas complaining about his difficulty getting air because it was
a hot night and instructed CO Mclellan to havef ke 2 cold shower and to call

back if his problems persisted. Although by your own report and the report of others this
was a common complaint of - CO Mclellan did not call back.

You were in the middle of doing med lines when you received the call from CO
Mclellan.

You did not document this call in the infirmary log or- medical file. Nor had
you documented in his medical file any of the numerous similar complaints that he had
about his difficulty getting air. You state {fcomplaints were many and often
delusional in nature and that you do not document them always. You acknowledge
knowing that if nurses do not document offender’s complaints in their medical files and if

offenders do not make the same complaints to their reating physicians, then they will not
have this information.

You verbally reporte omplaint to RN 2 Mike Kalina who looked in on.
at approximately 8:30 PM to find him snoring as he slept. There was no verbal
communication at this time betwezn/jJJJJJJJJ# and Mr. Kalina.

CO Taylor observed_ lying on the floor naked about 9:30 PM. According to
Mr. Taylor’s report, at that time indicated he felt better after taking a shower.

was a difficult offender to assess for medical problems because he
complained often about a number of medical problems, some of which could be verified



as not real and he was delusional (his belief system was idiosyncratic and often could not
be verified).

According to Dr. Jonas, M.D., _ treating physician, the aforementioned
complaint of having difficulty getting air is significant to his documented physical
problem of which all medical staff, including yourself, were aware. The knowledge of
this medical significance should be information commonly known among aurses,

according to Dr. Jonas. You state knowing the problem becomes a medical concemn at
the time s/he becomes neumoniatic.

Persons prescribed psychotropic medications are more susceptible to the effects of heat

than are the general population. You indicate not having knowledge of this on the date of
July 22, 1998.

You recently became certified as a psychiatric nurse and the above information was not
included in the material you read for the exam you took to become certified

You state you or any of the other nurses would never deliberately harm an inmate.

Conclusion: This reviewer finds misconduct for failing to respond to an offender
complaining of having a medical problem (who later died), for the following reasons:

L.

A CO is not 2 medically trained person therefore s/he relies on the medical expertise
s/he cannot be relied on to provide a medical assessment of an offender ‘s physical
complaints, nor should s/he be placed in the position to assume legal liability for
having done so.

Although it was stated in Ms. Lareau’s investigative report at the time RN 3 Bollinger
verbally gave the physical assessment directive, included was not a time frame for
meeting with the offender after receiving a complaint, [l was not physically
assessed at any time during the evening of July 22, 1998.

The fact that it was an unusually hot evening is all the more reason why RN 2
Wagner should have besn more concerned for the welfare of” Her
assumption he was having a minor reaction to the heat should have teen confirmed or
not by a physical assessment .

The fact tha-repeatedly made the same complaint about having difficulty
getting air should have raised a red flag to Ms. Wagner to (1.) do a physical
assessment and (2) document this complaint in his medical chart for the treating
physician to further assess. And to provide recorded information to nurses working
the following shifts. As this information was not documented in any location, the fact

complained of having a physical problem did not get passed on to the next
shift of nurses. RN 2 Cave reports she did not know of this complaint when she was
called to look in on [ =t 10:34 PM, by CO Smith.

20



S. Although you were in the middle of doing med lines, you could have requested that
correctional officers bring the infirmary for assessment while holding
off on having the next group of offenders sent to med line. ;

Additonal Comments:

In addition to this writer’s findings of miscornduct for failure to respond to an offender’s
physical complaint, your failure to document in edical file what according
to Dr. Jonas, MLD. is pertinent medical information is also reason for misconduct. This
lack of documentation failed to provide RN 2 Cave with necessary information she
needed to properly assess that evening.

Ella Ray Sigmund, Office Head
Doty Barcadt ermbaptur—) & v E Y
7-/5-97" ] |



Secretary
STATE OF WASHINGTON
DEPARTMENT OF CORRECT lONS
SPECIAL OFFENDER CENTER
P.0. Box 514 - Park Place * Monroe, Washington 98272-0514

9/9/98

TO: Gloria Wagner

FROM: Ray Sigmund ?

' Acting Associate S tendent

SUBJECT:  ADMINISTRATIVE MEETING

[ am scheduling a meeting with you on 9/10/98 at 2:30 p.n. in my office to discuss the Employee

Conduct Report initiated by your supervisor. Attached please find copies of the foilowing
documents:

« Employee Conduct Report
o Employee Rights Pursuant to Article 8.2 of Institutions CBA

The purpose of this meeting is to give you an opportunity to explain your account of the incident
prior to my making a decision as to whether or not miscoaduct occurred.

« - You are entitled to have an employee representative present at this meeting. No copies have
been sent to your representative. If you choose to have an employee representative present-it is”
your responsibility to forward these documents to him/her yourselif.

BB
At (2)

ce: Linda Gilstrap, Personnel

12




Chronological Description of Incident

C/O McLellan was'unit Booth Officer on Shift IIT, July 22 1998. It was a very hot
ight and the air conditioners were not working well. C/O McLellan said th
as acting normally during her shift and not yelling that night. At approximately
activated the cell intercom by yelling that he was having trouble getting
air. C/O McLellan repiied t she would notify the infirmary, and said that
she sent an officer to check on him (I did not corroborate this.) C/O McLellan said that
had enough breath to activate the intercom, which took a fairly loud noise to
activate. C/O McLellan said that this was the only time that she knew of on this shift
which-complained or activated the intercom. She said thaqvas
known to have many complaints, but could not recall exactly if he had complained of
trouble getting his air, or indeed any of his specific complaints, in the past. C/O McLellan
said that there was nothing i resentation which was unusual or which ~
alarmed her. She also said that the nurses had always been very attentive t

and had always evaluated his complaints in a timely fashion. For her part, she said, she
always relayed the inmates’ complaints to medical without delay.

That night, RN2 Wagner was conducting medication lines when she received the call from

.Unit Booth C/O McLellan, stating that as complaining of having
trouble getting air. RN2 Wagner asked C/O McLellan 1 as having problems
speaking, and was told that he was not. Since it was such a hot mght, RN2 Wagner

thought perhaps the heat was bothering and suggested to C/O McLellan that a
cool shower might help. RNZ Wagner further asked C/O McLellan to call her back i

had any more problems; C/O McLellan’s memo did corroborate this. RN2 Wagner
said that she did not hear back from the unit, and so assume was feeling
better.

RN?2 Wagner said that she complezely trusted C/O McLellan and the rest of the unit staff
to follow through witd and let her know if he was having further problems.
She (and several other nurses- Atchison, Cooper-Schmidt, and Kalina) said that.
omplaint of having trouble getting enough air was a frequent complaint for him,
that he was never in any respiratory distress when evaluated for this complaint, and that he
frequently included the request to go outside and get some fresh air, saying that he could
not get enough air in his cell. RN2 Wagner said that she had no reason to believe - either
fro past medical history or the presentation of his complaint that night - that
was in any danger or that this was different in any way from previous similar
complaints.

At about 1830-1845, after finishing the dinner medication lines, RN2 Wagner told Mike
Kalina, RN2, about -complaint and her conversation with C/O McLellan. The
Shift I nurses split up their nursing duties, and that evening it was the responsibility of
Mike Kalina RN2 to respond to non-emergency complaints on.Unit. They decided that
since this was a frequent complaint and hitherto without objective findings for_



- 2

and since they had not heard back from the unit, RN2 Kalina would check or—
at the 2000 medication rounds.

C/O McLellan stated that one of the officers who saw about this time said that
he was puffing a little, but nothing out the ordinary for him. did take a cool
shower, and the officers could hear him “whooping and hollering” in the shower (which
did not, as RN2 Kalina later pointed out, indicate respiratory distress.)

Mike Kalina, RN2, and an officer checked o t about 2030. RN2 Kalina said
thax— was asleep and snoring quite loudly (this was corroborated by C/O
McLellan’s 7/23 memo) as was his habit. irespirations at that time were even
and regular and he appeared, when seen through the cell window, to be merely asleep and
in no distress. Attempts made to awaken y calling and knocking were of no
avail. RN2 Kalina said that since these medications were voluntary medications, an

was known to sleep through this medication pass (despite the noise of the calling
and knocking) nothing seemed out of the ordinary.

At some time between 1800 and 2200 (the exact time has not been determined) a religious
volunteer ( Dan Dierdorff) visite
of it” that night. He was unable to communicate with
“numerous visits.” The volunteer said that he did not think as in a life
threatening situation and so did not ask an officer to check on um. In retrospect,
however, he said—“looked like a man with a high fever.”

C/O Benda checked on bout 2130 an as lying on the cell floor.
(Immediately after death [ asked several people who knew if lying
on the floor and/or being naked was unusual for him. No one thought it was very out of
the ordinary for him. This was before my investigation and [ do not remember who or
when [ asked, though.) C/O Benda asked [ JEJJ¢ he was feeling OK and according
to C/0 Benda,-replied “Yes, I'm a little hot, I took a shower, I'm OK.”

[ did not think it appropriate to interview, nor to include any information from a
“declaration” written by SOC Inmate Sean Morin #912839. This is the inmate who could
be heard yelling on the videotape of the entry o cell the night he died. The
point of Mr. Morin’s letter is to debunk and expose actions and inactions by the nursing
and custody staff. This memo is included in the packet of memos.

1 22 7



Nursing Interviews

RN3 Bollinger wrote the ECR. She alleges that RN2 Wagner chose not to go see{JJi]

on the unit when C/O McLellan relay complaint. RN3 Bollinger
stated that on May 18, 19, and 20, 1998 she announced at the noontime nursing meeting
that ail nurses were to physically assess any inmate who complained of any physical

abnormality. Her concern is that RN2 Wagner neglected her duty by failing to physically
ass&ssé at the time of his complaint.

In my interview with RN3 Bollinger on 8/24, she stated that she had informed the nurses
that they must bring down to the clinic and physically assess ail patient complaints of
potentially severe problems such as chest pain, shortness of breath, severe abdominal pain,
etc. RN3 Bollinger says that she did not state a timeframe within which these problems
were to be assessed, nor put her directive in writing, nor have the nurses sign that they had
received this directive. RIN3 Bollinger estimated that the SOC nursing staff receives 10-20
notifications of physical probiems each week, not ail of them severe. Further, when asked
if she thought that the nurses should assess the 20" instance of a particular complaint by a
particular patient like the 1*, she replied “yes.”

[ asked RN3 Bollinger what her thoughts were on the nurses performing “telephone
triage” of patient complaints, that is, trving to ascertain over the telephone which
complaints were significant enough to warrant physical assessment. While stating that the
nurses have to use their clinical judgment to ascertain which problems are significant
enough to warrant the patient being brought down to the clinic and assessed, she also
stated that it was not the officers’ job to judge what was an emergency or even to describe
how the inmate appeared to them. (I happen not to agree with this last thought - the
officers are trained observers and are well abie to describe in layman’s terms how someone
looks. This is not asking the officers to make a medical judgment or call.)

Every nurse interviewed expressed the deep frustration and concern that they did not have
enough time on their shifts to complete their tasks, and many thought the latter haif of
Shift ITI was the busiest and most difficult (although nights was, as well.) The general
opinion was that there was no “slack” time between about 1615 and 2200; any urgency or
emergency must be carefully evaluated for its significance because of the impact on the
shift duties. Some examples given were: giving the "dinner” medications too late could
impact the " bedtime” medications because many medications cannot be given too close
together. One nurse running late could adversely impact the” bedtime” medication line for
the whole institution. And many times there would be more than once special (time-
consuming) probiem per shift, such as an inmate requiring an involuntary shot or other
medication as well as an urgency or emergency.

When asked, RN3 Bollinger stated that she had filed the ECR because RN2 Wagner had

not followed the directive concerning physical assessment, and because she did not think
that RN2 Wagner had used good medical judgment. RN3 Bollinger, also when asked,
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stated that the reason she filed the ECR was for “someone else to investigate (the
situation) and make a decision on whatever needed to be done.”

In interviews with all of the seven full-time nurses at SOC, when specifically asked if they
remembered RN3 Bollinger “announcing the expectation that every time an inmate voiced
a physical complaint he would be visualized and assessed by a nurse,” four - including
RN2 Wagner - replied no, one replied no but it was standard operating procedure to do
so, and two replied that they had heard her say this in the past but couldn’t remember
where or when. '

Included in the ECR packet were DOP Policy 620.020 and TRCC Field Instruction
620.020 “ Inmate Deaths.” Neither of these seems applicable to this part of the situation.
Also included is TRCC Field Instruction 610.020 “Inmate Health Emergencies” which
states “The following conditions constitute a medical necessity for emergency
transfer:....Any clinical situation that presents as life threatening or requires physician-
level intervention. ..1.e. ...respiratory impairment...” *

Investicative Statement

1. Appropriate communication occurred between nursing staff and custody staff.
Nursing staff had asked for a “call back” ifi had any further problems and a
second call was neither made nor received.

™

Telephone triage is a necessary tool in this setting and must be used with accurate
observations and reporting by custody staff combined with the use of good nursing
judgment.

3. None of the nurses or officers who wrote memos or were interviewed abour-
omplaint of the evening of 7/22 thought he was having respiratory
impairment or that he was experiencing a life threatening problem..

“whooied and hollered” in his cool shower that evening. RN2 Kalina assesse

sleeping (snoring) respirations as “rh ic and regular” on his (RN2 Kalina's)
30 follow-up of complaint. old C/O Benda at 2130 that he .
was QK. The one incongruity is in the religious volunteers’ description of his visit with

but the only potentially relevant abservation which the volunteer made on
that was done in retrospect

4. [t is unclear whether RN3 Bollinger’s verbal directive to visualize and assess every
inmate who complained of a severe physical abnormality reached all the staff.
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Da.n L Dierdarff
:|3 0212919&09'15 AM
To: Sister Rens, SOC Monroe

cc: .
S (< 722
{ came in on Weds eve. and began my usual visits to all four ders in unit.
When { was talking to other inmates on the tier (where located], | could hear him moan
and talk incoherently. When | went to visit him | was supnsed, ‘as he had no clothes on. He was
lying on his bed, and | said © are you OK?"
He said something | could no nd, moved quickly to the floor of his cell lay on the floor,
and acted physically and mentally upset. In retrospect, | would say he looked like a man with a

. | don't think he knew | was visiting him. This was the first time in numergus visits that
d | were unable to talk to each ather:
if he wanted me to pray about anything. He did not answer, so i p that God
would give um peace. When | left that tier | casually said to a woman officer that

really out of it tonite, and did not have a stitch of clothing on. | did not ask an officer to check on
him, nor did { beliave that he was in a life threatening situation.

Sister, | am available to talk to someone at SOC or to speak to the family.

»
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EMSD mmm:— .+, .Read Mode Line: L e
To: - WAGNER GLORIA o " X-DP-G1-GWD
From: MCLELLAN KAREN ' DOC-DP-G1-KS6
Date: Thursday 23—Jul—98 at 8:53pm -
Subject: INMATE
oN 7-22-98 AT APPROXIMATELY 6:10 PM INVATE (NN c2ri:p == Y
UNIT BOOTE AND ASKED ME TO-CALL THE INFIRMARY AND TELL THEM THAT HE WAS
HAVING TROUBLE GETTING AIR. I CALLED AND TALKED TO R.N. WAGNER WHO TOLD
ME TO HAVE INMATE TAKE A COLD SHOWER. SHE ASKED ME TO LET HER
KNOW IF HE DID NoT GET BETTER. AFTER INMATE (il ToOK EIS SHOWER I HAD
C/0 TAYLOR CHECK ON HIM. HE-WAS LAYING DOWN AND APPEARED TO BE KEY. 10
ABOUT A HALF HOUR LATER C/O BENDA CHECKED AND FOUND THE SAME THING. 11
DURING 8:30 MEDS. R.N. KALINA AND I WENT TO INVATE/SJJEEW CELL AND FOUND 12
HIM ASLEEP AND SNORING. ' - 13
AT APPROXIMATELY 9:30 P.M. C/0 BENDA WENT TO INVATE/NNENY CELL TO 14
CHECK ON HIM, HE WAS LYING ON THE FLOOR. C/0 BENDA SAID ARE YOU OK? 15

WO O~ e W N

INMATE SAID "YES I'M JUST A LITTLE HOT, I TOOK A SHOWER AND- AM 16

FEELING BETTER". HE THEN LEFT THE TIER. - 17
C/0 KAREN MCLELLAN 18

cc: BOLLINGER TERESA DCC-DP-G1-THA 19

*** End of Message *** "

Function:

Functions(1/6): PF2=NExt 3=ENd 4=MEnu 5=Find 6=AMend 7=BWd 8=FWD pfl=help
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O
STATE OF WASHINGTON
DEPARTMENT OF CORRECTIONS
SPECIAL OFFENDER CENTER
P.0. BOX 514 -PARK PLACE - MONROE, WASHINGTON 98272 - 0514

-

TO: Lt Conner, Larry ' DATE: 07/23/93

'FROM: Sgt. Milac, Tony SUBJECT;
Unit 4

At or about 0055hes I received 2 call fram C/O Smith that the nurse was coming up to tlie Unit to see
do t-chaving nat moved at alf on our shift and he was being unrespansive.
At rs [ arrived on the Unit and RN Todd stated tha eemed to be breathing, but was
unresponsive. RN Todd, C/O Brown and (YO Taylor were trying to ge 0 respoase to them
calling to him and they also tried throwing socks and water at him. Still he was unresponsive. I asked
if he was asleep and breathing, RN Todd stated that he appeared to be breathing and
asleep. [ recommended that we let him sleep, but would call the Lt. to get the okay to open the Cell.
Lt Conner stated that he was aa his way back to SOC and to wait for him to arrive. When the Lt.
did arrive the Video Camera and Mat were brought up to the Unit and A Eatry Debriefing was done.
At 0127hrs Lt. Coaner attempted to get M 0 respanse to Staff, No Respanse was received
from, So [ gave the order to ope: Brown and C/O Tavlor with myself entered the
celL The mat was placed on at which tim did not mov was ordered by C/O
Taylor to place his arms behind his back, No respoase . C/0 Taylor toolqby the right
arm and tried to place it behind his back, but the arm would not move that easily sa. Lt Conner had

RN Todd come in and chec out. At which time RN Todd stated that U'MM«as Deceased
{ First Aid would not help. At 0133hrs odd stated that

and that at this time CPR and any,
cell was closed as a Crime s¢ene by Lt. Conner.

was Deceased, At 0145hrs
At 0150hkrs the Monroe Police Dept. Officar C. Martinez on grounds and at 0222hrs he was on A-
Unit to view the crime scene,

At 0325hrs Snohomish County Coraoner D. Selove MD arrived and was taken to the crime scene,
At 0403hrs Um::s removed (rom his cell by the Sachomish County Coroner and at 0407hirs
the cell was closed tor lavestigation.

At (422hrs UM
At 0503hrs M
Caunty Coroner.

was removed from the Unit.
was removed from SOC grounds by the Saohomish

Staff [avolved:

. Lt. Coaner, L. Shift Le.

Sgt. Milag, T. Shift Sgt.

'C/O Dehaven, B. Main Control
C/O Brown, C. Mat/RM

C/O Taylor, M. Mat/ Unit Scaff
CJ/O Smith, J. Unit Staff

C/Q Nethertan, S. Camera Operator
RN Todd, R. Medical Staff
RN Cave, L. Medical Staff N
End of Report:
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STATE OF WASHINGTON
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T0:  DEHAVEN BARRY 'DOC-DP-G1-BDI ._-JUL~98 65:29:24 -
SPECIAL OFFNDR CTR : =
16730 FERRY ROAD
MONROE Wa 98272-6066
FROM: DEHAVEN BARRY DOC-DP-G{-BD3 23-JUL-98 65:14:54
SPECIAL OFFNDR CTR
16730 FERRY ROAD
MONROE WA 98272-0060
sussecT: 14 (Y DOC-DP-G1-BD3/HA%
/TO CONNER LARRY UGC-DF-G{-LC3 0K
/FROM DEHAVEN HARRY DOC-DF-G{-BL3 0K
/DATE THURSD&Y 23-JUL-78 AT S5:234M . K
/SUBJECT I/M 0K
AT APPROX 9047 HUURS I RECEIVED & CALL FRON C/0 JIM SMITH ASKING WHERE
THE SGT. WAS HE INFORMED ME THAT INMATE HAD NOT AFFEARED TO MUVE
SINCE THEY CAME ON SHIFT.
I CONYACTED THE SG7. AND HE WENT T3 VHE UNIT. ALONG WITH RN 2 LZa  AMN
CAVE I THEM CONTACTED Lf. CONNER GVER Al TRCC AND ADYISED HIM THAT wE
HAD A FOUSSIBLE SITUATIGN AT SUC. HE ADVISED ME TO KEEF HIM FOSTED.
SHORTLY THERE AFTER LY. CUMNMER RETURNED AND LT. COMNER $GT. HIL&N. C/0°'%
BROWN. NETHERION.. TAYLOR AND RN 2'S RICHARD TGDD AND LEA ANN CAVE WENT
10 ENTER THE CELL TQ CHECK ON INMATE
C/0 SMITH NOTIFIED ME AT €127 HOURS THAT THEY WERE ENTERING THE CELL. AT
AFERUX 130 I WAS NUTIFIED BY C/Q SHITH THAT IT AFFEARED AS IF  THE
INMATE WAS DECEASED. AT §134 LT. CONNER NOTIFIED ME THAT THE INMATE WAS
DECEASED. AT 9134 SNC FAC P11 OFERATOR 193 WAS CONTACTED BY HE  AND
ADVISED THAT WE HAD AN 1MHATE THAT WAS DECEASED AND WE NEEDEL  HOMROE
FOLICE AdD THE SNO CG. HEDICALL EXAMINER.
A1 845 FOLICE OFFICENR MARTINEZ ARRIVED OM SITE. AT 6268 A ~ INFORHAL
COUNT  WAS COMDUCTED FER FOLICY. ALL INMATES ACCLUNTED FOR CLEARING AT
2z09%.
A7 THLS TINZ 0/U WETHERTON RELIEVED ME OF NAIN COMTROL BUTIES AND I
ASSISTED  LT. iWeER [ GATHERING  IHFORM&ATTON ON TRE WA R AnD
COGMMUNTCATING WITH THE LUlY GFFICER AND OVHER REWULRED STAFF. I WAS SENT
TO THE UNIT WITH (HE AZDICAL EXAMINER AND STOUD  8Y AWRLTING  FURTHER
INSTRUCT IUNT.
I ESCORVED  HE  FOLICE TO THE URNIT 70 [WTERVIEW IWMATES ABD  OFF  THE
LNIT. THIS ENDED MY FARTICIFATION IH THIS EMERGENCY SITUATION
C/0 RARRY DEHAVEN -
% % END OF MESSAGE % % PRINTED ON -JUL-92 AT §5:29:29 Mas
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DEPARTMENT OBJECTIVES

.

INTRODUCTION

The Employee Handbook is désigned to acquaint you with the
Departrneat of Corrections and state cmployment. Guidelines and
job-related informarion are given to assist you in the pecformance of
your assigned duties. It s intended as a supplement to departmental
directives, state laws, Merit System Rules and facility or office
procedures. [f you aeed further information or.clarification, you
should contact your supervisor or personnel representative. They can

provide you with answers or refer you to the location of the specific
rules or source documeats.

In May of 1981, the Washington State Legistature established the
Deparument of Corrections, separating it from the Department of
Sacial and Health Services.

The deparument’s missioa is to promote public safety by providing
facilities and services to evaluate, control, and cedirect the behavior
of adult felony offenders committed to our jurisdiction by the courts.
[n carrying out our mission, the department cooperates with other
state criminal justice systems and endeavars to assure that offenders
charged to our care are prepared for release and reintegration into the
community.

The deparunent’s main objectives are to:

« Ensure safety for the public, staff and offenders:

« Punish the offender for violating the law, generally through the
denial of liberty:

« Treat all offenders and staff fairly and equitably:

+ Reflect in the system the values of the community by avoiding
idleness, adopting the work ethic, providing opportunities for setf-
improvement, providing tangible rewards for accomplishments,
and sharing the obiigation of the community;

Effectively and efficiendy manage resources;
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* Provide for restitution;
+ Be accountable to the citizens of the state;

* Meet the national standards appropriate to the State of Washiagton.

CODE OF ETHICS

High moral and ethical standards among cortectional employees are
esseatial for the success of the department’s programs. The Depart-
ment o ions subscribes to a code of unfailing hogesty,
respect foc dignity and individ@alicy of human beings, and 2 commit-
meat o professional and compassionate service.

DEPARTMENT EXPECTATIONS

As 1 new employee of the deparument, you will have many things to
learn, not the least of which will be the &pecq_lig_q_sg_{ywxgcpi
soc, your co-workers, and the agency as a whole. To assist you with
this responsibility, following is a list of some departmental expecta-
tions for your study. Familiarize yourseif with the list so that you

may understand and fulfill the dutes of your position.

As a representative of the Deparument of Corrections, you will be
expected to:

mect. You are our best public reladons agent;

Dress appropriately for your job classification and duties. Clothing
may not have mortos, logos, or advertisements that may be of-
fensive oc in conflict with the goals of the Department; » =

Wear issued uniforms only as authorized;

off duty may reflect on your fitness for duty;
Treat fellow staff with dignity and respect;

Be impartial, understanding and respectful to offenders;

with no purpose of personal gain;

B D e e L T e
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- Positively represent Washington State govermnment to everyone you

Be a good citizen, cbey laws while on and off-duty. Your conduay

Serve each offender with appropriate concem for their weiface and
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Employee Name (Please Print)

ACKNOWLEDGEMENT OF RECEIPT OF
DOC EMPLOYEE HANDBOOK

I acknowledge receipt of the June 1993 Washington State Department
of Corrections Employee Handbook and agree to become familiar

with and have a thorough knowledge and understanding of the
contents. - :

 Ollove Ko | WUl

E_rﬂpioyee Signature N Date

Original - Personnel File
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SF.s70 @ CLASSIFICATION QUESTIONNAIRE |
(Hew, 17053, (POSITION CESCRY bt |

———— PER.Q
1. AGEMCY NAME Z POSINON NO.
SHACED AMIAS ARE .COMPLITED BY OSPARTRENT uff PERIONMEL Department of Corrections HB 36 ~
T EMPLOYEE'S WAME (Last, Fost, tatiat) PHONE NO, +. SUBMTTED BY

DAVIS, Tamara J.

794-2236 | Oaceer Deawores

S. POSITION AGTION NO.

i OIVISION/SETITUNGHY SECTION/UNIT MR, STCOP 7. SUBAMTTED FGR .
DOP/SOC/Infirmary NM-34 (Gqueoare __D REALLOCATION O estaausasent O oneer
i MMMEDIATE SUPTRVISOR'S NAME PHONG MO, DAMEDIATE SUPERVISORS CLASS THILE

Fran Bartley

s o) e ara § ——

794-2236 Registered Nurse 3

1. PRESENT CLASS TITLE ¢ CLASS COOR

Registered Nurse 2

3632

2. WORKING TITLE (if c:iterews (han ciaas lite)

CLASS COOE

RNC
T, EMPLOYAENT, With Gwor. WITH PRESENT CUTES i
TEARS WMONTHS YEARS MONTHS |
16 10 7 i

3. LOCATION GF EMPLOYMENT
Special Offender Center, Monroe, YA

‘2, + OF TOMGs 23, EMPLOYEE'S STATEMENT OF QUTIES

30“ DWK READ INSTRUCTIONS CAREFULLY BEFORE COMPLETING THIS SECTION.

= LIST THOSE DUTIES FIRST WHICH OCCUPY MOST OF YCUR TIME. UNDOERLINE YOUR MOST RESPONSIBLE

NAmo. [Jvm ouTY.
Under the supervision of the RN 3, the RN 2 provides comoprehensive
nursing care services in the clinical setting of the Soecial Qffender enter, &3
a |08-bed adult correctional facilitv providing intensive therapeutic [
communitv services to mentally ill offenders. N

40%| Accurately set up, adminster, and record all medications, such as major
tranquilizers, neuroleptics, anti-parkinsonian meds, antibiotics, and anti-
convuisant medications, as well as others as ordered.

{e~- Za2t up, distribute, and record all decancate meds, maintaining the tracking
.nethod and document any side effects.

109% Assist psychiatrist with med reviews on units. Complete all orders and

; relay to pharmacy. Assist P.As when needed. Participate in case
. management on all units.
10% i Enter computer data for upcoming psychiatric appointments. Order batch |.
i reports.
10%i Provide ongoing nursing ireatment and emergency treatment as necessary.
i
]

5% ; Clear inmates for food service and keep accurate documentation.

5% . Obtain scheduled and emergency EKGs. Assist PLA. with sick call and
minor surgery.

5% ! Provides for the safety, security, and sanitation of supplies, equipment, and
the {nfirmary area.

5% | Maintains professional nursing care integrity as it applies to appearance, |.
behavior, demeanor, and delivery of services. Performs other work as {=u-
required.
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A———— .

o, EMPLOTES WIDWN THG AGENCY WHOSE CUTIES ARE T [ CLASSIFICATION MILE WORKING TVTLE
- - SAMF Rl | .
A Meredith Gjovig } RN 2
. 4 i
e i
23. UNTS SUPERVISED (it acoicynie), NQ. OF EMPLOYEES 6 EACKH, ALSGQ ATTACH 8% = 11" CRGAMIATION CHAAT
N/A !

2. SUBORDINATE EMPLOYEES REPORTING OIRECTLY TO THS POSITION-=sGHEST PAY RANGE FIRST.
ey ———
MAME OR NUMBER i CLASSWFICATION TITLE

~ N/A

8.

é
:

o

0.

E (Munder) ADDITIONAL EMPLOYEES REPORTING WECI'LY TO Tte3 POSITION.
7. OFFICE MACISNES, EQUWPMENT. fOOéS. HOTOR VEMCLES, ETC. OPEﬂA‘IED GHN Q8. PERCENT OF TWE
Copier, Autoclave, Equipment commen to nursing care services, motor vehicle.

‘20, ACDITIONAL COMPENSATION (RQCM. BOARD, LAUNORY, CLATIHING, ETC.) RECEIVED (N ADDITION TO CASH SALARY

N/A - ;
mz‘, n“‘:" ™E S; ATEMENTS . . SIGMATURE OF EMPLOYEE 0. DATE -
AINED HMEREIN ARE MY OWH AN
ARE ACCURATE AND COMPLETE. k/ LIl 1L ) ﬂzz bt A /d//’-’f /f"’ /
.. IMMED!ATE SUPERVISOR'S STATEMENT
. E AGREE D BISAGREE WITH EMPLOYEE'S STATEMENTS, EXPLAIN (Attacn A Sheeta. # N

—
32. X acreg C.' CISAGREE WitH EMPLOYEE'S STATEMENT AS TO 14OST AESPCNSISLE QUTY (TEM 23, EXPLAIN.

3. SUPERVISION RECUIRED Y POSITION
o —
D CLOSE. '.:g SPOT CHECX e UITLE —EMPLOYEE RESPONSIBLE FOR g QTHER EXPLAIN (TEM
OETALED BASIS INLY JEVISING QWN WORK METHCDS CHECKED

34. EQUCATION REQUIRED Y POSITION

— — ~ —
3 ess ruan {_ teGH SCHOOL ' some ¢ cowece L_! GRAGUATE
+HMGH SCHOCL GRAQUATION COLLEGE GRADUATICN sTuoy
MAICA MO, OF YEAAS REQ'D. OEGREE {KIND)

Graduation from an accredited School of Professional Nursing.

3S. EXPERIENCE AEQIRRED BY POSITON (KIND AND LENGTH OF TIME)
One year professional nursing experience. Bachelor's degree involving major study in nursing may:
substituted for general nursing experience, but not for psychiatric nursing experience.

8. SPECIAL KNOWLEDGE. SKILLS. LANGUAGE. LICENSE. CERﬂﬁlC-\I‘E ETC REQUIRED AY POSITION.
Valid WA Sta ..je License to practice as a registered nurse;

«rcqmred.i

7. SIGNATURE QF MMECIATE SUPERVISOA ?::. TTLE dN 3 3% OATE
/ n ot .- ‘Registereg Nurse ",
ég:J;-”/v,;. il 2 g ISAVA Bki/i
/ DEPARTMENT HEAD'S STATEMENT :

40, COMMENTS AS TO ACCURACY ANO COMPLETENESS OF STATEMENTS Y EMPLOYEE AND MMEDIATE SUPERVISOR.
(Artach Adaionst Shewta o Hecesnary)

41, @ AGREE D OCISAGREE wiTh STA!\ENTS 4 ITEMS 34, 35, AND 38 COMMENT

/ £ i - p
B T e L W Y




STATE OF WASHINGTON

DEPARTMENT OF CORRECTION S
OFFICE OF CORRECTIONAL OPERATIONS
TWIN RIVERS CORRECTIONAL CENTER / SPECIAL OFFENDER CENTER

PO BOX 514 ~ Monroe, Washington 98272-0514 - {360) 794-2200
FAX (360) 794-2314

September 24, 1998

TO: Gloria Wagncr Registered Nurse 2
FROM.: Teresa Bo T, ﬁ%‘ éi'ed Nurse 3 ' | o

Regarding: Memo of Counseling

An incident occurred during the 4:00 p.m. med line on 8/31/98 in which you
dispensed medication to I/M and then failed to immediately
chart this fact, as required by law and as further directed by Ella Ray Sigmund
in a memo to RN’s dated 8/13/98. By your signature on Ms. Sigmund’s memo,
you acknowledged that you were aware of the directive prior to the occurrence
of this 8/31/98 incident. -

[ sent you an e-mail onn 9/12/98 to refresh your memory relative to the content
of Ms. Sigmund’s 8/ 13/98 directive.

By your failure to adhere to lawfully mandated and management reinforced
prescribed procedure in the process of medication distribution, you were
directly responsible for the overdose of medication received by [/ M-:n
the evening of 8/31/98. Such neglect of duty at the least caused considerable
discomfort for I/ M-and if you persist in such practice, could present a
future situation of life-threatening proportion. ,

[ am now advising you that any future disregard of Ms. Sigmund’s 8/13/98
directive regarding medication charting procedures will result in further
corrective/disciplinary action up to and including dismissal from your
employmeént with the Department of Corrections.

cc: Personnel file
TB:ap
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