From: Cheryl Felak [mailto:cherylfelak@msn.com]
Sent: Sunday, July 10, 2016 10:18 PM
To: Marshall, Shannon "Sam" (DOH) <Sam.Marshall@DOH.WA.GOV>; Marshall, Shannon "Sam" (DOH)
<Sam.Marshall@DOH.WA.GOV>; Bardi, Janna (DOH) <Janna.Bardi@DOH.WA.GOV>; Alexanian, Dan A
(DOH) <Dan.Alexanian@DOH.WA.GOV>
Cc: DOH Agency Health Equity <Equity@doh.wa.gov>; DOH HSQA Complaint Intake
<HSQAComplaintIntake@DOH.WA.GOV>; Brandt, Gail (DOH) <Gail.Brandt@DOH.WA.GOV>
Subject: Medical/nursing neglect and Abuse at ICF/ID - please advise

Hello,
I have an inquiry regarding the lack of oversight by the Department of Health at the
Intermediate Care Facilities for those with Intellectual Disabilities. (ICF/ID) in our state. It is
clear from reading the Code of Federal Regulations (Title 42 §431.610) that there is to be
coordination of oversight of these healthcare facilities by both the social service agency and the
agency which is responsible for establishing and maintaining health standards for private or
public institutions that provide services to Medicaid beneficiaries. I am unclear how this
oversight is being done and when the last survey or inspection was done at any of the ICF/IDs in
our state (Fircrest Residential Habilitation Center, Yakima Valley School, Rainier School,
Lakeland Village) by the Department of Health.
The ICF/IDs in Washington State propose to provide a full continuum of care including primary
care for the residents. There is a “healthcare” clinic on site which is staffed by the Medical and
Nursing professionals who provide the primary care to the residents. As a guardian of a resident
and as an advocate I was under the impression that the “healthcare clinic” had oversight from the
Department of Health to ensure the policies and procedures were up to the community standard
of care and that there was some quality assurance system in place to ensure the quality of care
provided also met the standard of care.
During the past 5 years that my son lived at Fircrest he suffered from neglect and abuse from
the medical/nursing team. He now has lifelong complications from their failure to provide the
standard of care, even with my repeated (and ignored) requests for various tests and
treatments to be considered. The issues of neglect and abuse are system wide and therefore I
cannot just point to one provider as the neglectful person but I can point to the system and
prove a multitude of abuse and neglect instances which not only caused pain and suffering but
also severe medical problems some of which will he will have lifelong complications from the
neglect of care.
During the time that these issues were occurring I was communicating with the team but they
would refuse to listen to me or respond appropriately. This not only caused delay of
treatments but they also denied prescribed treatments for him and falsified medication records
indicating that medications were given when in fact they were not. This falsification of records
then makes it appear that the prescribed treatment was not working and therefore stronger
medications were prescribed when they may not have been needed to be used if the original
prescriptions were applied as ordered.

I have great concern about this issue. Fircrest “self-reported” in June 2015 after I wrote that
there was neglect of care in regards to their refusal to splint a swollen ankle that had just
recovered from a serious sprain. Being swollen and tender so soon after a sprain without the
additional support of a splint could cause more damage and pain. They did not follow their
written nursing policy regarding the treatment of sprains yet the investigation done by
Residential Care Services found that the “allegations were unfounded.”
There was a fracture with swelling and bruising in my son’s foot in December 2015. The nursing
and medical staff refused to get an xray for 2 days even though I specifically requested this to
be done. I finally took my son to the ER to have the x-ray done and he did have a fracture
(which was later discovered to be due to the inappropriate application of another splint by
nursing staff in June 2015) and was placed in a walking boot for protection. This incident
prompted a second investigation and again the allegations were “unfounded.” I do have
photos and videos of my son during assessments which clearly show that he had pain, swelling
and bruising and these were shared with the investigator.
It was after these investigations that I met with the administrative team and questioned why
there had not been any professional peer review of the medical/nursing allegations of neglect
and abuse but that the investigation was only reviewed by a social worker who would be
unable to assess if the medical/nursing standard of care had been met. The administrative
team did not have an answer for this.
I then contacted the Department of Health to inquire into the license for this clinic and found
out the DOH does not license it or provide any oversight other than the individual professional
licenses of the providers themselves. Even though DOH has oversight of over 71 other state
institutions for healthcare the ICF/ID is not included. I would like to know why the DOH does
not also oversee the healthcare at these health facilities.
I have filed complaints listing individual medical and nursing providers but given the complexity
of the system and the fact that it may not be just one person but the whole system that is
causing the neglect and abuse these complaints have not been followed up on or have been
denied an investigation. I have sent a complaint to the Washington State Pharmacy Quality
Assurance Commission regarding the series of falsification of records of over 8 medications (no
response from them for follow up) and also the Manager of Health Services at Washington
State HealthCare Authority who was unable to provide any assistance other than to say that she
understood what I was communicating and there appears to be no oversight of the healthcare
at the ICF/ID.
In addition to the complaints to Residential Care Services in DSHS and those mentioned above I
have also contacted Disability Rights Washington. Again, yes, I am correct there is no oversight
but, again, there seems to be no solution or investigative process to appropriately validate or
negate the allegations of medical/nursing neglect and abuse by investigators who are

knowledgeable and aware of the professional healthcare policies and standards and able to
make a determination if appropriate care was given.
Below are excerpts taken from the DOH website and I have several allegations of abuse and
neglect in each of the highlighted areas. I have also included what an inspection in a
Residential Treatment Center entails and wonder why these standards are not being met in the
ICF/ID? And also I have included a listing of the various facilities and agencies which the DOH
inspects and which a complaint could be filed against – again the ICF/ID is missing from this
list.
There is a major health inequity problem with regards to the healthcare of some of our state’s
most vulnerable populations. Health inequities exist when there is a difference in
health outcomes across different groups of people, and that difference is caused by
something:
▪ Systematic (carefully planned)
▪ Avoidable
▪ Unfair and unjust
It is clear from the definition above taken from the DOH website on Health Equity that
there is a major problem that needs attention paid to it to remedy the situation.
I would like to know how I have these issues actually investigated by a healthcare
professional who will be impartial and knowledgeable about the various healthcare abuses
that my son endured.
I would also like to know who to work to remedy this situation so that there is DOH
oversight of the healthcare at the ICF/IDs.
If there is a specific person or department I should contact regarding my concerns, please
let me know and I will follow up. I have hit a dead end with DSHS trying to investigate this
issue and it is extremely frustrating given that so many people rely on this setting for their
healthcare and my experience (and the experience of many others who I have talked to)
has been that the medical and nursing care is far from meeting the community standard
quality of care.
Thank you very much for any assistance that you may offer me and my son,

Ms. Cheryl Felak, RN,BSN
Because We Care – Beyond Inclusion
Seattle, WA
www.becausewecare1.com
e-mail: cherylfelak@msn.com

Dear Ms. Felak:
Thank you for your recent e-mail inquiry to the Washington Department of Health (DOH)
related to oversight by the Department of Health at the Intermediate Care Facilities for those
with Intellectual Disabilities (ICF/ID) in our state.
Although I recognize your concerns, DOH does not have jurisdiction over your son’s facility or
the facility related systemic issues identified in your e-mail. As you discovered on our website,
while the Department of Health has oversight for health professions, regulation of facilities is
shared with the Department of Social and Health Services (DSHS). The Department of Health
does not regulate Intermediate Care Facilities for those with Intellectual Disabilities.
(ICF/ID). The facility you identified falls under “long term care” and is regulated by DSHS
Residential Care Services (RCS) under the DSHS Aging and Long Term Support Administration
(ALTSA).
Our Complaint Intake Unit has opened a complaint related to the alleged series of falsification
of records of over eight medications. The case number is 2016-7529PH. This will be reviewed
by the Washington State Pharmacy Quality Assurance Commission. Similarly, we have
forwarded your inquiry to the medical commission and nursing commission regarding any
alleged misconduct by doctors and/or nurses.
In response to your specific questions:
“I would like to know how I have these issues actually investigated by a healthcare
professional who will be impartial and knowledgeable about the various healthcare
abuses that my son endured.”
The state agency responsible for oversight of ICF/ID facilities is DSHS RCS. I understand from
your e-mail that you are not satisfied with DSHS’ response. I will reach out to my counterpart
at DSHS to share your concerns.
“I would also like to know who to work to remedy this situation so that there is DOH
oversight of the healthcare at the ICF/IDs.”
As stated above, at both the federal and state level, DOH is responsible for certain facilities
while DSHS is responsible for others. Additionally, state institutions are not licensed by DOH as
health facilities. To answer your question, I can only suggest that you discuss your request with

state and federal legislators, as legislative action would be necessary to change regulatory
authority.
Please let me know if you have any additional questions.
Sincerely,
Shannon Beigert
Director, Office of Investigation and Inspection
Department of Health
Health Systems Quality Assurance

Various Notes on continued problems and no accountability or quality assurance
measures in place.
I have written to many people and am just getting the run around. I do have a contact in CMS that
works with the surveys and certification and am waiting to hear back – no accountability in our state for
the healthcare at the RHC – at least at Fircrest.
I did receive the attached letter form Secretary Lashway yesterday – my questions are not answered and
the same rhetoric about how they take allegations seriously. One issue is the amount of false
documentation being done yet they use that as their “proof” – it’s false – several years of medication
errors that went unchecked – meds not given and documented as given in addition to meds not given
but documented as given.
Below is my response to Secretary Lashway and those who had been cc’d on her letter to me. (Evelyn
Perez, Donald Clintsman, Candace Goehring, Brenda Aguirre-Rogers)
“Thank you for the response letter. Below are just a few of the issues of abuse and neglect that my son
endured while at Fircrest. I am not reassured that the investigators see no problems with this type of
care. My hope was that if I brought these issues to the attention of the agency that is supposed to be
concerned with issues of abuse and neglect that some action would be taken – at least in the form of
education to the providers so that they are able to meet the community standards of care. My hopes
are gone– I’m left with major disappointment and disgust at the total lack of ability to acknowledge a
problem exists.
Think about these issues occurring to one of your loved ones – would you still say the allegations were
unfounded?

•

Missed diagnosis of fecal impaction – refused to obtain abdominal xray requested by
Biochemical Geneticist to assess change in bowel habits consistent with
neurodegeneration. After months of continued problems mother took son to ER for
diagnosis and follow up treatment from Gastro-Intestinal Specialist -

•

Refusal to obtain throat culture for suspected strep throat when TF had known
underlying condition that necessitates aggressive treatment of any strep
infection. TF did have strep throat and developed rare complication requiring lifelong treatments

•

Refusal to take TF to medical treatment appointments for above complication.

•

Nursing staff unable to properly apply medications – refusal to allow mother to teach
nursing staff how to work with TF and have compliance led to increase behavior
combativeness and restraining TF without consent and refusal of nurses to apply
medication (but chart they did)

•

Inability of nursing staff to apply splints to feet/ankles – putting outside shoe, on
wrong foot, upside down.

•

Improper application of one splint led to fracture of left foot – splint was to have
been applied to right foot

•

Refusal to treat sprained ankle with splint for 5 days (right foot)

•

Refusal to obtain xray to rule out fracture for 2 days (fracture was present - left foot)
– mother had to take TF to ER for diagnosis and treatment

•

Several years of medications documented as given but were not administered – false
documentation

•

Refusal to address issues of long standing anemia, weight loss, and inflammation

•

Provider suddenly reducing psychotropic medications to manage mania/psychosis
without consultation with mother or psychiatrist – coincided with a move to a new
unit and led to increase agitation.

•

Provider suddenly writing orders for TF to be in wheelchair for 2 weeks - 10 days
after fracture diagnosed and TF okayed to be ambulatory with boot/cast on by
outside primary care and radiologist. Fircrest provider never saw xray report but
independently decided TF needed to be in wheelchair and provider refused to have
discussion regarding her decision – TF was then unable to attend his work due to this
MD order.

Sometimes a photo is worth a thousand words

If this was your child’s foot what would be your plan for care?
As you can see in the photos, my son’s foot was swollen, bruised (and painful as evidenced in
video link). I had requested that they order an xray (standard of care for this type of injury) and
it was denied for 2 days at which point I took him to the emergency room myself and it was
confirmed that he had a fracture and was placed in a cast/boot. Unfortunately, the registered
nurses who were caring for my son were not able to assess this injury appropriately - this is her
explanation given to the investigator in regards to the day of December 19, 2015 – at the time
the video was taken.

I’m very sorry for the lack of accountability that I have witnessed but mostly I’m sorry that vulnerable
people are being hurt by those who have the responsibility to care for them. “
If you have made it all the way to the end of this long letter there is much, much more proof and
documents I have to indicate abuse and neglect – but one of the major issues is that there is NO
professional peer review of the healthcare standards at the RHC or the quality (or lack of) provided
there.

I am also attaching one of the investigation reports and a memo stating the allegations were
unfounded. I have tried to work with the “team” at Fircrest since 2011 regarding healthcare issues and
it has been one fiasco after another. Even when taking my son to community providers any meds or
treatments need to be approved by the Fircrest MDs and re-written for them to administer or provide –
this causes a huge problem and power struggles especially when the providers at Fircrest do not feel the
need to communicate with parents and guardians regarding any healthcare issue. One response that I
got from the previous superintendent who was also the medical director regarding lack of
communication and collaboration with parents/guardians as part of the team was “some things are
team decisions and others are just medical decisions” which basically said they had no respect or
regard for my input of concerns when it came to the healthcare of my son. Unbelievable. Another time
I was told “I will conduct the conversations” when I was trying to communicate a problem with frequent
nosebleeds and a history of his nose needing to be cauterized. The MD did not want to discuss it yet my
son was also having problems with anemia at the time but the MD wanted to discuss something else –
something I already knew about and didn’t need to have explained to me.
Excerpts from Investigation that are also concerning:

Dr. Milligan was notified at least 3 times that I (Cheryl Felak, mother/guardian/RN) had
concerns about swelling/bruising/pain and self report of Thomas and had requested to have
an xray to rule out a fracture – which is the standard of care for an injury of this type. Dr.
Milligan seemed to think that I (as his mother) was asking for a routine xray that was not
needed.
The fact that Dr. Milligan had “issue” about an investigation or think that his professional
medical judgement should be questioned is of a concern to me. Professional Peer review
should be a given for healthcare professionals.

It is of great concern that the nurses were unable to assess pain in a person who does not
answer yes/no questions reliably and also does not report pain. It is a fact that behavior
changes can indicate pain and the nurses did note some behavior problems and assaults by
Thomas – maybe these were indications of pain for him yet they totally missed that and only
went by their assessment question of “are you in pain?” to which he would answer “no”.

Findings:
1. This investigation was not done by a healthcare professional who could assess if the
standard of care was met and appropriate actions taken
2. The investigation only centered on the paperwork aspect of the situation – totally
missing the point of standard of care and ability of the nurses to do assessments and
act accordingly based on those assessments.
3. The Nursing procedure was not followed though the investigator states it was not
violated.

