The Sheldon Family Story
4/12/10

Mr. Don Moody

Office of the Public Guardian

Santa Clara County, CA

Dear Mr. Moody,

I’m writing to you about the suffering my brother, Peter Edises, endured at the end of his life, hoping that you might be able to prevent another such tragedy.  I understand that you’re a deeply compassionate man, but I’ve been too distressed to call you.

Peter was a resident of [name of care center removed] in Santa Clara.  His Public Guardian was [guardian name removed].  

It was a shock to call XXX on March 18th and find that  Peter had been extemely ill and sent to Santa Clara Medical Center three weeks before, on February 21, and that I hadn’t been notified.  I only found out when a package I’d mailed to Pete was returned from XXX with no explanation, and I phoned for one.  

A staff member told me that XXX has a rule not to notify the family of patients who became ill.  Once the patient leaves XXX, the patient’s conservator is entirely responsible for the patient.

When I then called GUARDIAN, he told me that he had called XXX and asked if there was anyone he should notify about Peter’s illness and hospitalization, and was told “no”. 

Please see, as an addenda, the paragraphs at the end of this letter concerning my relationship to Pete while at XXX. They underscore the incomplete, inaccurate record-keeping that led XXX to tell Mr. Bongato there was no one he need contact about Peter’s illness. 

According to GUARDIAN, he and I “never knew each other.”  He didn’t remember that we’d talked about the state of Pete’s clothes and Pete’s habit of trading shoes for cigarettes several years before.  He said I was simply “listed as a relative” in Peter’s files.  However, he added that he was “in the process of notifying me” about Peter’s illness.  But this phone conversation was taking place on March 18th , more than three weeks after Peter was hospitalized -- on Feb 21st --and placed on a ventilator! 

All those weeks alone in the hospital, struggling to breathe and assuming he was abandoned, when the two people who loved him – myself and a dear friend, Kathleen Lum, who visited him at XXX every month – could have been at his bedside!

GUARDIAN told me that he is the conservator for 90 patients.  I know and regret that Public Guardian offices are chronically understaffed and underfunded.   But maybe the breakdown of communications that left my brother dying alone could be repaired with a few changes in protocol. 

Here are some ideas and suggestions.

· Coordinate the patient’s Public Guardian records with those of the facility where the patient lives and make sure these records are complete and up to date

· Institute procedures or refine your record keeping to make sure that concerned relatives don’t fall through the cracks 

· Make sure to notify relatives in the patient’s file in cases of terminal illness in a timely fashion, so that they might reach out to the patient before it’s too late  

· Create a handout for relatives that states the public guardian’s  responsibilities and how relatives, might stay apprised about the patient’s status (for example: I didn’t know how important making regular contact with GUARDIAN was in terms of keeping tabs on Peter, but assumed my interactions with XXX were what was necessary) 

The Santa Clara Medical Center’s response was the only bright chapter in this story.  Once I found out Pete was there – on that same March 18th , the day before he died! -- and let the Center know I existed, a doctor called in a few hours and filled me in on Peter’s condition.  I was put through to his room, where attendants were kept at his bedside day and night to make sure he didn’t pull out his oxygen tube.  A kind nurse’s aide held the phone up to his ear -- he couldn’t talk – while I told him I loved him and was flying out to see him the next day. 

But that night, he died. In the morning, as I was about to leave for California, I checked my phone service; Pete’s doctor had left me the message that he had passed away.

I’m grateful to GUARDIAN for whatever he was able to do for Peter over the years. But I implore you to educate your staff on the importance of notifying those relatives and concerned parties at once when patients are seriously ill.  It’s too late for Pete, but not for the others who are completely dependent on you.

Sincerely,

Nina Sheldon

Addenda re: my relationship to Peter and the staff at XXX:

I’ve met and talked to [Name Removed], XXX administrator; to the XXX therapist; and by phone to his physician.

Just within this past year, on being notified that XXX was planning to place Pete in less supervised care, I sent a letter to at least four supervisors at XXX pleading to keep him there for his safety, and was reassured by XXX that it was dropping the matter for the time.

I’m grateful for their decision. But what this also illustrates is that while the administration at XXX knew that Peter had a sister who was deeply concerned about his safety and comfort, this either never entered his records or wasn’t available to the XXX staff when it was needed.  Or perhaps some staff members aren’t trained to access essential information.

Twice a month, I talked – and sang! – with Pete on the phone and then sent him a package.  I also paid a family friend, Kathleen Lum, to visit him once a month. This past August, when I visited Peter from New York, both Ms. Lum and I made sure that our contact information was in the hands of the staff at Station 3, asking them to notify us in case of emergency. 






~~~~~~~

The Billing's Family Story

On Saturday evening, January 16, 2005, I opened the first bill that had come from Weiss Memorial Hospital for my brother, Jim Cooper.  It read:  


December 17, 2004


CRITICAL CARE, FIRST HOUR, $681.00


INSERT EMERGENCY AIRWAY, $426.00

Jim had moved to the city for a fresh start in the summer and we had not heard much from him.  He was never a great communicator and we often spoke about how "Oh, he's fine, he's just busy."  Besides, we told our mother, if something ever happened to him, someone would be sure to let us know.

The following morning, Sunday, January 17, 2005, after church, I called Weiss Memorial to inquire if my brother was still there.  After being transferred many times, an ICU secretary bluntly told me that Jim had died a month ago, December 17, 2004.  Stunned, I asked, "Where is he now?" and my call was transferred to Admitting where I discovered that Jim was indeed still there  . . . downstairs in their morgue.  Horrified, I said we would come into the city in the morning.

The next day, Monday, my sister Teresa and her husband John, my husband and I drove into Weiss Memorial.  The manager of Admitting took us into a small office and asked, "What do you know?"  Huh?  We really didn't know anything.  He kept telling us that he couldn't share any information with us.  Dumbfounded by his muteness, we pleaded for someone else we might talk with.  We were walked upstairs to a prayer room, to wait.

After a long time, a Nursing Executive arrived and announced that she wouldn't be of much help either but then proceeded to ask "What do you know?"  By this time my heartbreak and frustration overflowed.  Their lack of compassion, almost indifference, was stunning.  Why were we so unwelcome?  Their only concern was, "What do you know?"  How could we know anything?  That's what we were there for.

We asked if there was some place where we could get some water, sit and talk.  We just really wanted to connect with someone and piece things back together.  We were devastated.  After being warned about the appearance of a month old body, John went to the morgue.  He identified the body and collected Jim's belongings.  We kept asking, "How could this happen?"  "What really happened?"  The circular explanation offered was that the death certificate was not satisfactory to the Medical Examiners office, that the doctor was on family medical leave, that the Medical Examiner wouldn't take the body because of the error and since the ME never got the body.  And they really couldn't say much more.  Apparently the death certificate was still incomplete at that time.

Hoping to meet and speak with someone who had actually cared for my brother, we returned to the hospital three different times before eventually going away broken.   It was just too painful and too confusing.  On the last visit we finally saw Jim's doctor.  She said she had never met my brother and only spoke with the hospital by phone and didn't complete the first death certificate until two weeks after he had died.  

Jim had been working at running the kitchens (and staying) at a homeless shelter near Weiss Memorial.  He was brought to the hospital, unconscious and never able to speak for himself and it appears that he had no advocate at Weiss.  Inside his wallet, along with his drivers license and other ID was a list of family names and phone numbers.  While they took the time to check his ID for a billing address, his date of birth and social security number, they must have never looked any further.  Perhaps, assuming he was homeless too.  I must say, even homeless folks have hurting families who love them.  Jim was admitted to the ER at six in the morning and died about 9 in the evening.  All through that long day, none of the family listed in his wallet nor anyone where he was working and living was contacted.   Somebody could have been there with him and that hurts.  And what about stashing a body in the basement for a month?  Does that happen a lot?  

Mistakes happen every day and the first person who assumed, "He must just be a homeless guy" made a horrible mistake.  I can forgive that.  However, dozens of people must have had the opportunity to correct that mistake and did not.  "Doesn't this guy have any family?"  "Are you sure?"

We do not know what kind of medical care Jim received.  "Adequate", is what we guess, and we are grateful for that.  Sadly, we will never really know.  

But we did get a bill.

The Brass Family Story

My name is Jan Brass.  I live in North Little Rock, Arkansas.

On June 4, 2002, my son, Matthew David Brown, was admitted to Scripps Mercy Hospital, San Diego.  He was very ill and was brought in my ambulance.  He was able to give them my telephone number.  He was admitted to the hospital and was in much pain.  From his records, it appears that he became agitated and would or could not give them any information regarding review of systems, etc.  Again, my telephone number was on the ambulance service run sheet.  Matt also had his Arkansas Driver's license in his wallet with his name and our address on it.  The hospital never contacted me to inform me of his admission.

Matt died the next day, June 5, 2002.  I was never notified.  He was sent to the coroner, who also never contacted me.

I received a statement from the ambulance service around the middle or last part of June.  The statement showed that Matt was taken to Scripps.  Since I had not heard from Matt since Mother's Day, I immediately called Scripps and inquired about him.  I was told that he was admitted on June 4 and was discharged on June 5.  I assumed he was fine. 

After still not hearing from my son, I began calling to see if anyone had seen him.  Finally, in August, I wrote the chaplaincy service at Scripps to see if they would check his records to see where he was discharged or to see if they had had further contact with him. We were called on August 23, 2002,

and advised that our son had died on June 5 and was given the coroner's telephone number.  

The coroner still had our son's body but had made no effort to contact us even though they had in their possession our son's Arkansas Driver's license with our address on it.  I don't know if the hospital had given them the ambulance run sheet which had our telephone number on it or not.  

Since it had been almost three months, we had to have our son's body cremated.  We brought him home and had his funeral.  

Needless to say, we are all still in shock.  My son had a substance abuse problem but always kept in contact with us.  

We now have a lawsuit filed against Scripps and the San Diego County Coroner for failure to notify us as next of kin.  Your law went into effect in California January 2002.  The hospital has told us that they had no duty to notify, they have requested the suit be dismissed based upon a couple of cases of failure to notify that were dismissed prior to the law becoming effective. 

My goal with the lawsuits is to not have this happen to anyone else.  How many times has it  happened?  I just don't want any other family to go through what we are going through.  Thinking about my son being there for almost three months is just devastating.  

If the hospital had contacted me when he was admitted, I would have had time to get there to be with him when he died.  I could have seen him, touched him, prayed for him, had a priest anoint him.  Due to their failure to notify, none of this happened.  

Jan Brass

The Roberts' Family Story

Lillian Roberts's son David was in an accident near her home in Crowne Point Indiana.  He was taken to a hospital only ten miles from her home, yet despite the fact that he was unconscious and in critical condition and that they found her information as his emergency contact, Lillian wasn't called for two days.  The call came from the coroner's office where her son was taken when he passed away late that night.  She would have had plently of time to get to the hospital and be with her son, if only she'd been called.  When questioned why they didn't call her, the hospital first said that he had been at that hospital for some routine tests for before being hired for a new job.  On the application he said that he was single – so they didn't bother calling anyone.  Later they said they tried to call Lillian and received no answer.  When she proved she had been home it changed to no answering machine.  Later it was proven that they never made any attempt at all, and her son David was simply left to die alone, basically due to hospital's indifference. 
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Hospital Bill Is Family's Only Clue

Relatives Weren't Notified of Md. Man's Hit-and-Run Death
By Yolanda Woodlee

Washington Post Staff Writer
Tuesday, January 20, 2004; Page B05 
The family of Joynal Abedin worried for more than two weeks after the father of four failed to return home from work the week before Christmas. 

Then, on Jan. 5, Abedin's wife, Razia Begum, received a $17,000 bill from Washington Hospital Center in the mail. She rushed to the hospital with family friends to see whether it had anything to do with her husband. 

Because of federal privacy laws, Begum had to wait one more day before her fear was confirmed: Her husband had been killed in a hit-and-run accident in Prince George's County. 

He was just a two-minute walk from their home in Silver Spring. Although he was carrying identification, some of it contained a previous address, and Prince George's County police had been unable to locate his family, police officials said. 

Cpl. Diane Richardson said yesterday that an officer had gone to the Hyattsville address listed on Abedin's driver's license but did not find the family there. At the time, Abedin was still alive. 

But Abedin's family and friends are asking why police could not find the family when the hospital could find the correct address to send a bill, and why police did not match the victim's identity with a missing person's report the family filed with Montgomery County police. 

It is not clear whether police continued to check on Abedin's condition or whether the hospital notified police of Abedin's death. Police said they do not routinely match unidentified adult victims with computerized missing person's reports. 

Family friends said that Abedin's youngest child, Zakir, 13, called a Montgomery County detective every day to ask whether officers had found his father, who moved to the Washington area from Bangladesh 10 years ago. 

LeRoy Tillman, a spokesman for Washington Hospital Center, said it was not the role of hospital officials to notify the family. 

"It is the responsibility of the authorities investigating the incident to identify the injured person and to notify their family members or next of kin," Tillman said. "We could not legally release any information about the patient's identity because of federal confidentiality laws. It would have been inappropriate." 

The saga of Abedin's death, first reported on Fox 5 News, has angered many in the Bangladeshi community. The Embassy of Bangladesh and others in the community donated money to help pay for Abedin's family to accompany his body to Bangladesh for burial. 

Wasim Ashraf, head of the embassy's consular section, said Abedin had a green card and was an "excellent worker" who had previously served as a domestic aide in the homes of several ambassadors. 

"That really hurt us," Ashraf said. "Anyone who came across him was impressed with his work, and they really liked him." 

Abedin, 50, a chef at an Adelphi Indian restaurant, was hit about 10:30 p.m. Dec. 18 while crossing the street after getting off the bus at New Hampshire Avenue and Metzerott Road in Adelphi, according to Prince George's police. He was taken to Washington Hospital Center, where he died just after midnight. His body was sent to the D.C. medical examiner's office, according to hospital officials. 

Kazi Arif Hossain, 38, a longtime friend of Abedin's, said: "I'm really, really upset about how they handled this, the hospital and the police, especially the police, because he had a phone book in his pocket" with family information. "He had a wallet with his ID." 

Hossain said he was troubled that the family learned of Abedin's fate only after receiving the hospital bill. Because Abedin's wife does not speak English, Hossain went with her to the hospital. 

Hospital officials told Hossain that federal law prohibited them from releasing any information on the patient. For the next 16 hours, they pleaded with police and hospital officials to tell them whether they knew the whereabouts of Abedin. 

"Can you tell me what happened to this person?" Hossain said he asked repeatedly of hospital officials. "Is he still alive or dead?" 

On Jan. 6, Hossain was finally told to go to the D.C. medical examiner's office, where it was confirmed that Abedin was dead. 

"I said, 'It can't be true. He's been missing almost two weeks. He died on Dec. 19, and nobody contacted us,' " Hossain recalled saying. "If we hadn't got a hospital bill, we may not have found my friend." 

Staff writer Lisa Rein contributed to this report. 
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May 15, 2005

 
Ruth Holladay

Nurse goes the extra mile to track down runner's kin

Tammy G. Meyer couldn't stop worrying about the young man lying in the cardiac critical-care unit at Methodist Hospital.

Heavily medicated, he was unconscious, breathing with a ventilator. Meyer is a registered nurse on the floor. She knew it was vital for his family to be there when he came around.

But how to find them? All the staff knew is that he was Gregory Stoll, 26, Broad Ripple. He had collapsed in cardiac arrest at the finish line of the OneAmerica 500 Festival Mini-Marathon on May 7. Race officials had no emergency contact information for him.

Meyer is 30, a wife and mother of two young sons. She works the 7 p.m. to 7 a.m. weekend shift. She became a nurse to help people. So nobody was surprised when she pulled out the Indianapolis phone book and called the six Stolls there -- with no luck.

Next she got her patient's cell phone number, through admitting. The area code was San Francisco. Eighteen Stolls were listed. She called every one. Again, nothing.

By 11:30 p.m., Meyer quit hunting, but she never gave up. At her Greenfield home the next morning, she kept thinking about what else she could do. Her husband, Brian, took their boys to a Mother's Day cookout so she could rest. But she couldn't sleep.

She concentrated on Stoll's mother. "What if it was one of my boys?" she wondered. When her own mother called, she asked for prayers.

On the West Coast, Christine Stoll, 55, had received her first Mother's Day call at 7 a.m. from Brent Stoll, her older son. She waited to hear from Greg, a computer programmer in Indy. She and her husband, Don, knew he had run the race Saturday. She was positive he would call.

Tammy Meyer returned to work Sunday to excellent news: The day-shift nurse had gotten Stoll's e-mail from race organizers. That linked him to Princeton University.

Meyer searched for his name on the school's Web site. Bingo -- Greg Stoll is a talented athlete. She found stories and photos. Not only did she know then that the Princeton alum was her patient, she learned he had graduated from a Lake Forest, Calif., high school.

"At 6 p.m. Sunday, the phone finally rang," said Chris Stoll, a history teacher. "It was a lady at the other end. She kept asking questions: 'Do you have a son named Greg? Does he live in Indianapolis? Can you tell me his address?' "

The call was emotional for Meyer, as well as for Stoll. "It was the hardest thing I have ever had to do -- to tell her that he had cardiac arrested."

Chris and Don Stoll arrived early Monday in Indianapolis. They were with Greg when he came to. He is recovering, his mother said.

The Stolls have identified one goal in this ordeal: They want all races to require emergency contacts. Stoll has no history of heart disease. "If this can happen to him, it could happen to anyone," his mother said.

He registered online. Emergency contact was not on the form. Organizers expected runners to write that on their bibs, but many ignore it, as Stoll did.

Jeff Graves, the Mini's executive director, said Friday the form now includes an emergency contact slot, added this past week. Stoll's experience is why.

The family's focus now is on Greg's health. They are grateful for the good care he has received at Methodist. Especially from his nurse. "When she called, it was more like mother to mother than nurse to patient's family," Chris Stoll said. "She never gave up."

Ruth Holladay's column appears Sunday, Tuesday and Thursday. You can reach her at (317) 444-6405 or via e-mail at ruth.holladay@indystar.com
