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A CONTINUED ASSESSMENT OF DELAYS IN
VETERANS’ ACCESS TO HEALTH CARE

Tuesday, April 19, 2016

COMMITTEE ON VETERANS’ AFFAIRS,
U. S. HOUSE OF REPRESENTATIVES,
Washington, D.C.

The Committee met, pursuant to notice, at 10:30 a.m., in Room
334, Cannon House Office Building, Hon. Jeff Miller [Chairman of
the Committee] presiding.

Present: Representatives Miller, Lamborn, Bilirakis, Roe,
Benishek, Huelskamp, Coffman, Wenstrup, Walorski, Abraham,
Zeldin, Costello, Bost, Brown, Takano, Brownley, Ruiz, O’Rourke,
Walz, and McNerney.

OPENING STATEMENT OF JEFF MILLER, CHAIRMAN

The CHAIRMAN. The hearing will come to order. I would like to
welcome everyone to today’s hearing entitled “A Continued Assess-
ment of Delays in Veterans’ Access to Health Care.” This hearing
marks two years since this Committee exposed the wait time scan-
dal that has gripped the Department since 2014.

I am proud of the work that we have done in those two years,
particularly digging into the actions of bureaucrats whose self-in-
terest was put ahead of the veterans that they were charged with
assisting. The purpose of this hearing is to examine the efforts that
VA has taken to improve access to care for veterans and to identify
where serious issues still exist.

Based on the bipartisan work of this Committee, GAO has under-
taken an audit of new patient primary care wait times at six facili-
ties across the Veteran Health Administration. GAO’s review found
that veterans at those facilities waited between 22 and 71 days,
which is significantly more than the 5-day average that Secretary
McDonald has declared to this Committee earlier this month. Now,
this discrepancy can probably be easily explained.

First, VA only tracks and monitors a portion, a portion, of a vet-
eran’s actual wait time when tracking access data. Instead of con-
sidering a veteran’s wait time to be from the date when the veteran
first contacts VA to request an appointment to when the appoint-
ment takes place, VA actually considers a veteran’s wait time to be
from the date when the veteran wants an appointment and the
date when the appointment actually occurs.

This is problematic because it doesn’t take into account the fol-
lowing. Doesn’t take into account the time it takes the VA sched-
uler to contact the veteran to schedule the appointment; the fact
that it is a regular practice for schedulers to negotiate a desired
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date with a veteran; or the fact that outright manipulation of de-
sired dates to zero out wait times is still one of the most prevalent
tyges of data manipulation that occurs within the Department
today.

In effect, VA continues to ignore the main forms of data manipu-
lation while it continues to come to Congress, to this Committee,
saying there is no data manipulation. To this point, you will not
find what you do not seek. The obvious result of VA reporting only
a portion of a veteran’s actual wait time is artificially low results.

I still don’t understand how a culture could persist in presenting
inaccurate data to this Committee, or more importantly to the vet-
erans of this country. A true picture of wait times, or more impor-
tantly, the veteran experience the Secretary speaks about quite fre-
quently, can help us ensure an adequate allocation of the resources
that we are asked to provide. But when this Committee only hears
requests for more manpower, more space, and more flexibility, it is
hard to reconcile the additional resources with a reported wait time
of only five days.

This discrepancy between reality and VA claims was captured by
GAO in its report where VA data shows that wait times were, at
best, underestimated by two-and-a-half times, and, at worst, 11
times the full wait time that the veteran experienced.

Another tactic that VA uses to make its wait time appear lower
is to combine shorter wait times for the large pool of established
patients with the longer wait times of the smaller pool of new pa-
tients. This dilutes the wait time data, making new patients waits
appear shorter since they have been co-mingled with data from the
other cohort.

For years VA has blamed incorrect appointment scheduling and
long wait times on training issues, largely because it was warned
about those issues as far back as 2005 when the Inspector Gen-
eral’s office published a report highlighting the improper sched-
uling practices and poor training process.

Many OIG and GAO reports since that time have found that the
same scheduling problems continue to exist. Yet, in the 11 years
since VA continues to blame wait time manipulation on the very
same cause, a control over which a VA has complete control. Sec-
retary McDonald has repeatedly asked that we allow him to run
VA like a business. But I can assure you that if an executive run-
ning a company used the same excuse to explain away 11 years of
problems in a row with no change to show for it, that individual
would be out of a job. But not at VA.

Despite years of reports of confirming systemic issues, the De-
partment has successfully fired just four people for wait time ma-
nipulation while letting the bulk of those behind its nationwide
delays in care scandal off with no discipline or very weak slaps on
the wrist. Another issue regarding accountability is how VA con-
tinues to ignore retaliation against the whistleblowers that we
have relied on for some of the information that our Committee has
acted on.

The Committee has asked VA for all adverse actions where an
employee was disciplined for retaliation against a whistleblower.
VA provided our Committee a list showing that as of March 15th,
2016, only six individuals were disciplined for whistleblower retal-
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iation. However, looking deeper at the report, one of the listed em-
ployees is Sharon Helman, who the Committee has already shown
was not successfully disciplined for whistleblower retaliation, was,
in fact, successfully disciplined for failing to report accepting gifts.

Two of the other disciplined employees were listed as house-
keeping aide supervisors who are clearly not high-level supervisors.
That leaves three employees. Two received reprimands and one re-
ceived a less than 14-day suspension. To be clear, according to VA-
provided documentation no employee has been removed for whistle-
blower retaliation. This is representative of the fact that, contrary
to public statements by VA senior officials, whistleblower retalia-
tion appears to most certainly be tolerated within the Department.

So now, two years after what was and is a systemic crisis in care
being brought to light, it is time for VA to stop using misleading
data to tout wait time successes that simply do not show the real
wait time experienced by our veterans.

I want to hear what concrete actions have been taken, what fun-
damental changes have been made, and what tangible cultural
shifts are occurring within the Department. Advertising artificially
lowered numbers does nothing to stimulate the change that is
needed to improve veterans’ access to care.

And with that, I yield to the Ranking Member, Ms. Brown, for
any opening remarks that she may have.

[THE PREPARED STATEMENT OF CHAIRMAN MILLER APPEARS IN THE
APPENDIX]

OPENING STATEMENT OF CORRINE BROWN, RANKING
MEMBER

Ms. BROWN. Thank you, Mr. Chairman, for calling this hearing
today. Following the wait time scandal of Phoenix, Congress
passed, and President Obama signed, the Veterans Access, Choice
and Accountability Act of 2014. In it, we mandated that there be
an Independent Assessment of veterans’ health care.

The Assessment Highlighted many of the things we hear from
our veterans. We hear that VA provides excellent health care, espe-
cially health care related to the special needs of our veterans. We
also hear that in certain areas, VA is at the forefront of health care
in this country. We also hear from our veterans that VA care is
often fragmented, and that it can be difficult to navigate and ar-
range non-VA care. We hear of long wait times and limited access.

Following the assessment in the Surface Transportation in Vet-
erans Health Care Choice Improvement Act of 2015, we mandated
a report by the VA regarding a plan for how VA could consolidate
all purchased care programs into one New Veterans Choice Pro-
gram. We received that report last year and this Committee is cur-
rently working with the VA on the best way to implement the legis-
lative request.

The VA is on track to see 6,277,360 unique patients, and
9,247,803 unique enrollees. In Fiscal Year 2015, VA completed 56.7
million appointments, nearly 2 million more than Fiscal Year 2014.
That is roughly 226 appointments per day. Let me repeat that.
That’s 226,000 appointments per day.
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The number of patients that the VA sees would put any other
health care system to shame.

I am pleased the GAO study newly enrolled veterans and their
access to primary care. In my conversations with veterans, time
and time again they say that once you get into the VA system, the
care is the best in the world. Let me repeat that. Once you get into
the system, the care is the best in the world. It is this initial ap-
pointment that is so hard to get. I am troubled by the GAO finding
that nearly half was unable to access primary care because VA
medical center staff did not schedule appointments for these vet-
erans in a quick timeframe.

The GAO report goes on to say that veterans’ access to primary
care is hindered in part by data weaknesses and by the lack of a
comprehensive scheduling policy.

We are at a tipping point right now as to what the VA would
look like and the services it would provide for veterans in the com-
ing decades. I look forward to hearing from witnesses today as to
what this aspect of the VA would look like in the future.

With that, Mr. Chairman, I yield back the balance of my time.

[THE PREPARED STATEMENT OF CORRINE BROWN APPEARS IN THE
APPENDIX]

The CHAIRMAN. Thank you very much, Ms. Brown.

As a custom with this Committee, I would ask that all Members
waive their opening statement to allow me the opportunity to intro-
duce the witnesses at the table today.

From VA, we are going to hear from Dr. David Shulkin, the
Under Secretary for Health in the Department of Veterans Affairs,
and he is accompanied by Dr. Lynch, Assistant Deputy Under Sec-
retary for Health and Clinical Operations. From the office of In-
spector General we have Mr. Larry Reinkemeyer, Director of OIG’s
Kansas City office of Audits and Evaluation, he is accompanied by
Mr. Gary Abe, Acting Assistant Inspector. Finally, we will hear
from Ms. Debra Draper, Director of the Health Care Team at the
Government Accountability Office.

And I would ask if all the witnesses would please stand so we
can swear you in.

[Witnesses sworn. ]

The CHAIRMAN. Thank you. Please be seated.

Let the record reflect that all witnesses did answer in the affirm-
ative.

Dr. Shulkin, you are recognized for your opening statement of
five minutes.

STATEMENT OF DAVID SHULKIN

Dr. SHULKIN. Good morning, Chairman Miller, Ranking Member
Brown, Members of the Committee. As the Chairman said, I'm ac-
companied by my right here by Dr. Thomas Lynch, who is the As-
sistant Deputy Under Secretary for Clinical Operations, and seated
behind me, Dr. Poonam Alaigh, who is the Senior Advisor to the
Under Secretary.

I arrived at VA approximately nine months ago, and I under-
stood when I came here that this access crisis was a national pri-
ority and the status quo simply wasn’t acceptable. It’s not my ob-
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jective today to tell you that we fixed all the problems or that we
don’t have issues, rather it’s my objective today to tell you that we
are focused on this, this is my number one priority, that this is
VHA’s number one priority, and we’re going to stick at this ’til we
get this problem resolved.

The first thing I did when I arrived as the Under Secretary was
to assess all the data on wait times. There were literally file cabi-
nets full of reports and bookshelves filled with data. And I have to
tell you, I made it through medical school okay, but I had a really
hard time understanding all this data; very, very confusing.

What I didn’t see was the ability to clinically prioritize which
veterans needed care first, and I didn’t know how to run a health
care system unless I understood that you needed to see the pa-
tients that were sickest the first.

So that’s the first thing we did, we changed it so we could clini-
cally prioritize the veterans. And that led to two national stand-
downs where we opened up every VA medical center across the
country and saw those veterans who needed the care that day on
the day of the stand-down. And that led to real significant sustain-
able improvements.

We had 57,000 urgent consults in what we call Level 1 at the
first stand-down, today it’s a 77 percent reduction, there were
12,000 urgent Level 1 consults. On our second stand-down, we ad-
dressed 81,000 urgent appointments and we got 93 percent of those
gone through and resolved.

This month, we’re launching what we call our Declaration of
Independence, which is called the Declaration of Access, which are
nine core principles that are going to fundamentally redesign the
way that we provide access to veterans. They include some pretty
bold moves like same-day access in primary care, and same-day ac-
cess in mental health.

Now I will tell you these are aspirational goals to be done by the
end of 2016, but I've never been part of a change effort that started
with low expectations. And I'm confident we can get these bold
goals done because today we have 34 medical centers in the VA
system that are currently doing same-day access in primary care.
So we can do this, we have to spread these best practices through-
out the system.

We also have to make the wait times more understandable. Mr.
Chairman, as you said, it is very, very difficult to understand. And
I will tell you that I am—my academic studies are in patient safe-
ty. I teach my students that there are bad systems, not bad people.
And so I've already said we have to change our systems, but when
we do identify bad people in the VA, and people who have lost their
ways not following out values, we will hold them accountable.

We have held 29 individuals so far accountable with disciplinary
actions on the VA wait crisis. As the Chairman said, four of them
have been fired. We've trained 32,067 schedulers. We've done
11,500 individual visits auditing these schedulers. The Joint Com-
mission has been invited and visited every single one of our med-
ical facilities. We have a new training program for schedules to
launch this spring, beginning in May. But our measurement sys-
tem’s too complex. And where I want to move this to is the veteran
experience: asking veterans are they satisfied with access.
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And, in fact, in every medical center today, we have a system
called VetLink. When you come in, you go to a kiosk, you actually
are asked whether you’re satisfied with the access to care. Eighty-
nine percent of veterans today are satisfied with the access to care
throughout VAs. And I have all of your individual data by the way.

But we have to do better. We hired 17,000 new employees in the
last fiscal year, that’s a net number. A ten percent increase in pro-
ductivity through RVVs user over the last two years. Two point two
million square feet we’ve added of clinical space. We have a new
scheduling system being rolled out now called VSE, a new veterans
application that they can schedule themselves.

We've allowed direct scheduling in audiology and optometry. We
have group practice managers now over all of our medical centers.
We'’re sharing best practices and access across the entire system.
And, of course, as you know, we’re working much closer than ever
with our community partners to provide care.

Fifty-seven million appointments last year, as the Ranking Mem-
ber said, 1.6 million more visits last year than the year before, 96
percent scheduled within 30 days. We’re processing claims faster
than ever before, 25 percent increase in claims processed last
month. We're looking forward to the comments by the GAO and the
IG. I have to tell you, we’re not afraid of criticism, we welcome it,
we want this type of transparency.

In conclusion, I just want to tell you, the VA is making sweeping
changes, we are making progress, but there’s significant work that
lies ahead. That’s what I'm here to do. But recall, as the Ranking
Member said, the VA provides excellent care everyday, in fact, this
year alone four peer-reviewed studies showing our care is equal or
superior to what’s happening in the private sector.

We appreciate the support of all of you on this Committee and
look forward to answering any questions. Thank you, Mr. Chair-
man.

[THE PREPARED STATEMENT OF DAVID SHULKIN APPEARS IN THE
APPENDIX]

The CHAIRMAN. Thank you very much, Dr. Shulkin.
Mr. Reinkemeyer, you are now recognized for five minutes.

STATEMENT OF LARRY REINKEMEYER

Mr. REINKEMEYER. Mr. Chairman and Members of the Com-
mittee, thank you for this opportunity to discuss the recent reports
we have issued that have addressed various obstacles to veterans
receiving timely access to health care. As you mentioned, I am ac-
companied by Mr. Gary Abe, the Deputy Assistant Inspector Gen-
eral Of Audits and Evaluations.

Two years ago, VHA’s ability to provide veterans timely access
to care became an even larger national focus. In 2014, we pub-
lished two reports detailing the serious conditions that existed at
the Phoenix health care system and provided VA leadership with
recommendations for immediate implementation. These reports
brought much needed accountability over serious access issues.

Since our August 2014 reports, we have initiated a series of au-
dits and reviews evaluating the extent to which veterans receive
timely care. We have published several comprehensive reports de-
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tailing veterans’ experiences during their initial application and
their enrollment for health care, VHA’s effectiveness in its efforts
to improve veterans’ access to psychiatrists, and VHA’s consult
management.

In addition, a number of more recent reviews are still in
progress, including work which Members of Congress requested at
the Phoenix health care system to evaluate hiring practices of med-
ical support assistants, or the schedulers, and continued concerns
about timely access to care.

The national attention sparked by our reporting on the Phoenix
health care system resulted in a dramatic increase in the number
of contacts to the OIG hotline and the number of inquiries and re-
quests sent to us by Members of Congress. A number of these hot-
line contacts continue to allege inappropriate practices by VHA
staff that undermine the integrity and reliability of wait time
metrics, as well as allege that VHA's initiatives to provide veterans
care in the community are not working.

Our audits, reviews, and health care inspections have reported
challenges VA faces in administering all aspects of purchased care
programs, authorizing, scheduling care, documenting the care in
the veterans’ VA medical records, and timely and accurate pay-
ments for care.

Two reports we issued in February 2016 highlight some of the
problems we see. In our review of alleged untimely care at the Col-
orado Springs community based outpatient clinic, we substantiated
the allegation that some eligible Colorado Springs veterans did not
receive timely care and non-VA care staff did not add veterans to
the Veterans Choice list, or the VCL, in a timely manner, or in
some cases not at all.

Generally, this occurred because scheduling staff used incorrect
dates that made it appear the appointment wait time was less than
30 days, which resulted in the veteran’s exclusion from the VCL.

In our review of alleged patient scheduling issues at the VA med-
ical Center in Tampa, we again substantiated that the facility did
not add all eligible veterans to the VCL when their scheduled ap-
pointment was greater than 30 days. But we also found that staff
inappropriately removed veterans from the VCL, and the facility
staff did not cancel veterans’ existing VA appointments when they
did receive an appointment in the community through the Veterans
Choice Program, which blocked other veterans from taking that VA
appointment.

My office recently initiated a pilot project to audit one VISN and
its facilities to evaluate three key components of access: data reli-
ability of wait time metrics, access through the Veterans Choice
Program, and consult management.

Our objective for this pilot is to provide comprehensive and time-
ly oversight at all facilities within a VISN in order to provide the
facility directors within that VISN a report detailing their current
data and scheduling practices. We hope that by focusing our re-
sources on this issue, we can audit each VISN and its facilities
every three years as we currently do with our VBA regional offices.

We feel this work is important and will help provide a veteran
centric view of what actions VISN management is taking to ensure
situations like Phoenix do not occur in the future.
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In conclusion, our work has shown that VA faces challenges in
providing adequate access to health care. We have a number of ac-
tive projects involving VHA practices and procedures that ulti-
mately affect veterans’ access to the Veterans Choice Program. We
will continue to work with VA to provide the independent oversight
and objective recommendations to help move these programs and
initiatives forward.

Mr. Chairman, this concludes my statement. We would be happy
to answer any questions you or Members of the Committee may
have.

[THE PREPARED STATEMENT OF LARRY REINKEMEYER APPEARS IN
THE APPENDIX]

The CHAIRMAN. Thank you, Mr. Reinkemeyer.
Ms. Draper, you are recognized for five minutes.

STATEMENT OF DEBRA DRAPER

Ms. DRAPER. Chairman Miller, Ranking Member Brown, and
Members of the Committee, thank you for the opportunity to be
here today to discuss veterans’ access to VA health care. My testi-
mony today is based on GAO’s ongoing body of work in this area,
including most recently a report publically released yesterday, “A
Newly Enrolled Veteran’s Access to Primary Care.”

I wish that I was here today to discuss better news, but, unfortu-
nately, that’s not the case. Since 2000, and in particular over the
past five years, we have consistently reported on VA’s failure to en-
sure veterans’ timely access to health care. In 2012, we found that
outpatient medical appointment wait time data were unreliable,
implementation of the scheduling policy was inconsistent across
medical facilities, telephone access was problematic, and scheduling
resources were not effectively allocated.

In 2014, we found that access to outpatient specialty care was
problematic due to mismanagement of the consult process, includ-
ing poor oversight and the lack of clear policies. In 2015, we looked
at veterans’ access to mental health care and found that the way
VA calculates wait times does not always reflect the overall time
a veteran is waiting for care, the lack of clear policies precludes ef-
fective oversight, and access data may not be comparable over time
or between medical facilities.

Our most recent work focused on newly enrolled veterans’ access
to primary care, which is typically the entry point to VA’s health
care system, and critical to ensuring veterans obtain needed med-
ical care, including specialty care. For this work, we found many
of the same problems as we had previously reported.

We reviewed a sample of 180 newly enrolled veterans’ medical
records across six VA medical centers and found, for example, for
the 60 veterans in our review who requested VA contact them to
schedule appointments, but had not been seen by primary care pro-
viders, 17 were not contacted at all because these veterans did not
appear on the new enrollee appointment list, which is intended to
help track newly enrolled veterans needing appointments. Medical
center officials were not aware that this problem was occurring and
could not tell us why these veterans did not appear on the list.
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Further, for 12 of these 60 newly enrolled veterans, medical cen-
ters did not follow VA policy for making contact to schedule an ap-
pointment, which states that there should be three documented at-
tempts by phone, and if unsuccessful, a letter sent. For the 120 vet-
erans who requested care and were seen by primary care providers,
we found the average number of days between the initial request
that they be contacted to schedule appointments and the dates they
were actually seen ranged from 22 to 71 days. About half were seen
in less than 30 days.

However, veterans’ experiences varied widely with 12 veterans,
for example, waiting more than 90 days. Delays in care were due
to issues such as appointments not being available when veterans
wanted to be seen and medical centers’ failure to follow VA sched-
uling policy.

In this most recent work, we also continue to see data weak-
nesses due to errors such as schedulers incorrectly changing dates,
as well as the lack of a comprehensive scheduling policy, which has
created confusion and contributed to the errors seen.

In 2015, veterans’ health care was added to GAO’s high risk list
due to VA’s problems providing timely access to care, among other
reasons. This list identifies government operations that are vulner-
able to fraud, waste, abuse and mismanagement, or need a major
organizational transformation.

In designating VA health care as high risk, we identified a num-
ber of concerns, all of which affect veterans’ access to timely health
care and includes, for example, ambiguous policies, and incon-
sistent processes, inadequate oversight and accountability, and
poor training.

It has now been over a year since the addition of VA Health Care
to the high risk list, and to date, we have seen at best, little
progress by VA in addressing the issues. We are very concerned
about the lack of meaningful progress and our concern is height-
ened further because the window of opportunity for making
progress under the current administration is rapidly closing, if not
already closed.

VA health care’s access problems are significant, persistent, and
not only a disservice to our Nation’s veterans, but places them at
risk for harm. The status quo is not appropriate, nor should it be
accepted.

Mr. Chairman, this concludes my opening remarks, I would be
happy to answer any questions.

[THE PREPARED STATEMENT OF DEBRA DRAPER APPEARS IN THE
APPENDIX]

The CHAIRMAN. Thank you very much.

Dr. Shulkin, I know that you have been hard at it for nine
months. And a simple question, does it irritate you that even after
your nine months—and we are talking about two years from the
exposure of the wait time problem—that there still is serious prob-
lems in manipulation of wait times?

Dr. SHULKIN. I am very, very impatient to get this problem re-
solved. I am concerned that we have data out there that is not nec-
essarily understandable by people. I am concerned when I hear
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about mistakes being made. Wherever we do find that there is ma-
nipulation of data, that is unacceptable and we’re taking action.

So we're doing everything that we can, but am I impatient? Am
I upset about it? Absolutely. We are—this is why it’s our number
one priority, Mr. Chairman.

The CHAIRMAN. Expound on the action that you are taking, be-
cause it appears, you know, that folks have said for almost a dec-
ade that it has been lack of training or improper training. That is
10 years that this has been going on, or more. Give me some con-
crete steps as to what you are doing, and have you really analyzed
what the root cause—

Dr. SHULKIN. Yep.

The CHAIRMAN [continued]. —of this issue is?

Dr. SHULKIN. Well, let me first start. It’s an excellent question,
and very fair question. First of all, I want everybody to be clear,
we do not have access or wait times in our performance measures.
In other words, nobody’s getting bonuses, there is no incentive
whatsoever to be manipulating this financially as there was in the
past. So, I think, thanks to your Committee’s work, we make sure
that that isn’t existing.

So I'm going to go back to the fact that, in general, we mostly,
of our 340,000 employees, have very, very good, dedicated employ-
ees; we have bad systems in place. One of the things that we've
talked to you about is this is our current scheduling system to the
right. It is DOS black screen. To think that this is how we’re hav-
ing our 32,000 schedulers have to schedule appointments invites
confusion; it invites the inability to do this accurately.

So we are putting in now, currently being rolled out, the one to
the left, which looks like a Microsoft Outlook calendar. That’s im-
portant that we give our people the right tools. We're also evalu-
ating a commercial system called MASS, which offers greater capa-
bilities.

Number three, we are insisting that our leadership do visits to
the schedulers personally, and where they find that people aren’t
scheduling appropriately, they’re pulling their scheduling keys, and
we’re doing that on a regular basis.

We are talking about this and trying to do better training. We
are taking disciplinary actions where we find that people have de-
viated. So we're just going to have to stick at this. I don’t know any
other faster magical way to make this happen, and I'm frustrated
by it.

The CHAIRMAN. I think it would surprise many of the Members
to know, or maybe it wouldn’t, you know, we just saw an example
of the scheduling software that is being used $127 million later,
and we are just now looking at something that could be purchased
off the shelf.

Quick question. GAO found that almost one-third of the veterans
that it reviewed, 17 out of 60 did not get contacted for an appoint-
ment because they did not appear on the NEAR list, and one would
assume that directors at these facilities neither knew this was oc-
curring, nor they didn’t know why a veteran would not appear on
the NEAR list. And so the question is why would a hospital direc-
tor not know?
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Dr. SHULKIN. Yep. Well, when you read the GAO report, I think
it’s pretty clear that we didn’t do the best that we could for vet-
erans. So that’s why we appreciate the spirit and the information
’cause it’s going to help us do this better. So we are sunsetting the
NEAR report, we are moving it towards an automatic system called
Welcome My VA where we’re contacting, reaching out to every vet-
eran.

Part of the problem that was in the GAO report they said is we
had the wrong phone numbers for some of these veterans, we
couldn’t reach them. When we reached some veterans, they didn’t
want appointments, they wanted C&P exams, so we got them
there. Other veterans said, no thank you, I know I originally said
I wanted an appointment, but I no longer want an appointment.

So we have to do a better job, but it wasn’t that every veteran
that Ms. Draper just mentioned we failed. We failed too many, but
a lot of them, frankly, those facilities just weren’t able to get in
touch with or when they did, they didn’t want the appointments.

The CHAIRMAN. Okay. And my time is expired, but I got one
more question that I want to ask you because a lot of folks have
talked about accountability at the table and wanting to hold people
accountable for things that they had done, but, you know, in the
media, there have been examples including an employee who par-
ticipated in an armed robbery, a chief of staff that was improperly
prescribing drugs to a VISN director’s wife, a nurse who is being
charged with manslaughter in the death of a veteran patient, they
are all still on the payroll.

Similarly, according to the weekly list that VA provides to the
Committee in the wake of the nationwide wait time manipulation
scandal, VA has successfully fired only four people for wait time
manipulation. How is any of this possible, especially those on the
front end who have been—some of them have been convicted of
crimes?

Dr. SHULKIN. Yep. Seems hard to believe, Mr. Chairman, so let
me try to step through my understanding, and if I make any mis-
takes, I will commit to you that I will get back to you with that.

You mentioned the VISN director, he is not on our payroll; he’s
retired from Federal service. It is my understanding that the per-
son who—who was found with some of the criminal allegations, no
longer at the VA. The person—one of them actually is going
through a court hearing and we'’re following the court’s procedures
on that.

But, look, somebody who does either violate the law or violate
our principles does not belong at the VA, and we clearly take that
seriously. We go through a very extensive process of, you know, due
process to get them there, sometimes it takes a long time, but we
do not want people that shouldn’t be treating veterans treating vet-
erans, and I take that very seriously. So if there are some of those
cases that you’ve talked about that we haven’t acted fast enough,
we will go back and take a look at them.

The CHAIRMAN. You talked about the VISN director having re-
tired, it wasn’t the VISN director, it was his wife that was receiv-
ing prescription drugs by the chief of staff of that particular hos-
pital.
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And one other thing, something that hit the press a couple weeks
ago and that was the doctor at Tomah that had his medical license
suspended for emergency reasons by the state. I believe you took
action, fired that individual, now a court or a—has been adju-
dicated that his license should not have been suspended on an
emergency basis. So you have to, I assume, put that person back
on the payroll—

Dr. SHULKIN. No.

The CHAIRMAN. Not on the payroll?

Dr. SHULKIN. Not the payroll.

The CHAIRMAN. OKkay.

Dr. SHULKIN. No. No, you’re correct about the court action, but
that does not change our administrative action.

The CHAIRMAN. Okay. Is that person appealing at this point,
your firing of them?

Dr. SHULKIN. My understanding is theyre looking at their op-
tions in that regard, yes, sir.

The CHAIRMAN. Okay. Because my question would be, if that per-
son is brought back on the payroll and subsequently the medical
board goes through the normal process of suspending that person’s
license, how do you get that money back from that individual that
comes back on your payroll?

Dr. SHULKIN. Well, you know, I think we have to let people have
their due process, but right now we’ve made the decision, an ad-
ministrative decision, not to have him on the payroll, and we are
not planning on changing that decision unless there’s new informa-
tion that comes up that we would have to consider.

The CHAIRMAN. Okay. Thank you, thank you very much.

Ms. Brown?

Ms. BROWN. Thank you, Mr. Chairman. Mr. Secretary, it just
seems like you have been here longer than nine months. This prob-
lem that we are having with the VA goes back more than ten
years. I have been on this Committee for 23 years, and we have
had problems with the VA over a long period of time, and it would
be a misnomer to act like these things just occurred.

I would like to ask, and I am very concerned about, is that the
GAO report have once again, just a couple of days ago, put VA on
the high risk list. Explain that to me, and what we are doing to
take care of this problem? I want to address the stand-down, what
you all have done, and all the positive things that you have done?
I am real concerned.

Dr. SHULKIN. Yes. Well, I believe that VA was placed on the high
risk list probably well over a year ago because it was prior to my
confirmation, but the GAO has been very clear about the reasons
they put the VA on the high risk list.

We have inconsistent policies and procedures; we have not sys-
tematized best practices, or the best processes across the VA the
way that a health care system should; and we have 102 out-
standing recommendations, or at least that was when we went on
the GAO report, I think we've gotten some of them down, but
there’s still many outstanding recommendations.

We work with the GAO now on a regular basis to show them how
we’re working to fix that, and in consultation with them. But look,
the GAO was right in this regard. We have policies and procedures
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that were conflicting, and we’re working to fix that ’cause you can’t
have that.

The best practices across the system, that’s what health care sys-
tem should be doing, it’s why it’s one of my five priorities, and we
are focused on learning from the best and putting it throughout the
system.

This is going to make VA a better system, and I thank GAO for
that. 'm anxious to get off this list fast. I don’t agree with Mr.
Draper’s assessment that we’re not making progress. I know we're
making progress. It may not be as fast as she wants us to, or as
fast as I want us to, but we’re heading in the right direction and
we're addressing the right issues.

Ms. BROWN. The stand-downs?

Dr. SHULKIN. The stand-down—the stand-downs are part of it,
but the stand-downs aren’t a way that you sustain improvements;
they are the declarations of emergencies. When you have urgent
patients that aren’t being seen, they are emergencies, and we have
to act like that. But they’ve led to sustainable improvements, our
nine core principles of how we’re going to redesign accessing the
system. So ten years from now, a year from now, we’re not going
to be talking about this in the same way.

Ms. BROWN. When you all had the stand-downs, how many peo-
ple showed up in the various areas?

Dr. SHULKIN. One hundred percent of our medical centers were
open on those Saturdays. No exceptions. People asked for excep-
tions; I denied them. So we acted as a system in the country. Thou-
sands of people—Dr. Lynch, do you have a number of how many?

Dr. LYNcH. I think we had 5,000 employees that were actually
involved in the stand-down. There were 10,000 patients or so that
were actually seeing on the day of the stand-down. But make no
mistake, the stand-down was only a symbol. Everything was going
on prior to that stand-down. So we were actually evaluating open
consults, evaluating pending appointments, scheduling appoint-
ments, and assessing patients prior to that.

The stand-down was actually a way to really bring together the
five points that are in Dr. Shulkin’s priorities. We focused on ac-
cess, we engaged our employees, we looked to the community for
help where we needed it, we engaged best practices from across the
networks, and we’re working to basically restore trust with our vet-
erans.

Ms. BROWN. I just want to say the next time that you all sched-
ule a stand-down, it would be good to let the Members of this Com-
mittee know because we would like to attend, I know I would like
to be at my center on a Saturday when this occurs.

Dr. SHULKIN. I know at the last stand-down, Congresswoman, 1
was in Orlando, Florida, and there were Members of the Congres-
sional staff there. So we welcome your involvement.

Ms. BROWN. My last question. What policies, directives, have re-
sulted from the stand-downs?

Dr. SHULKIN. What we’ve done as a result of the stand-down, we
sequestered a team of people from the field, not from the central
office, who have told us what needs to be done to redesign the sys-
tem so we don’t ever get long wait lists again of veterans who need
care urgently.
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And that led to this Declaration of Access, the nine core prin-
ciples that every VA medical center is now signing their name to,
committing to these principles to fix access in calendar year 2016
with same-day access in primary care and mental health, elimi-
nating our recall system, which we’ve been using for veterans for
a long time, and in making sure that we’re using telehealth and
expanded opportunities to improve access.

Ms. BROWN. Thank you. And thank you, Mr. Chairman, I yield
back the balance of my time.

The CHAIRMAN. Thank you very much.

I heard something I was unaware of just a second ago. You testi-
fied, I think, at a Subcommittee hearing on Thursday about the
commercial scheduling software MASS that you just talked about,
and I think your testimony was that it is on a strategic hold at this
point. A hundred and fifty-two million dollars is what it would cost
to do that? And the question is, how in the world could a pilot cost
$152 million?

Dr. SHULKIN. Yep. So, again, the VSE, the VistA scheduling en-
hancement solution that’s being rolled out now, total cost of the
project, $6.4 million. MASS, which we do have a contract for—it’s
an IDIQ contract so we can implement this—the next step would
be to do a pilot at three sites. It would be a ten-month pilot where
you have to build the interchanges between VistA and MASS, and
the cost of it is $152 million. The total cost of the national rollout
is $600 and something million.

The CHAIRMAN. Okay. With that, Mr. Lamborn, you are recog-
nized.

Mr. LAMBORN. Mr. Secretary, you paint a much too rosy picture.
The system is broken. For those of us on the this side of the dais,
we talk to the people, and we listen to the people, and the people
in my district are very frustrated and angry that we have all of
this dysfunction here in Washington, and more specifically with the
bureaucracy that continues to fail our veterans.

People want real reform, real change, and not just talking points
about how everything is about to be fixed. And I have even been
told to my face, well, the problems were already fixed at the begin-
ning of the study and what the GAO documented was—or, the Of-
fice of Inspector General documented was after the beginning of the
study and everything is okay. We can’t have a real conversation if
you won’t even admit that there is a problem in places like Colo-
rado Springs.

I want to share with you a brief excerpt from a letter I recently
received from a constituent who found it impossible to navigate the
VA system to get health care. His case is important as an indi-
vidual, but I think there are thousands like him. He wrote a re-
spectful letter, but he is simply beyond being fed up. Here is an ex-
cerpt.

“Sir, I speak for myself and thousands of veterans when I tell
you enough is enough.” He says, “Stop the tough talk and for once
act on the corruption and deceit going on at the clinics.” And he
is talking about the CBOC in Colorado Springs. He ends up with
his letter describing a 14-month runaround with the clinic and
says, “When will it stop?”
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So when will it stop, Mr. Secretary? Veterans take way too much
time to get their care, and they are not being able to really have
access to the Veterans Choice Program, which is especially frus-
trating because that was implemented by Congress to try to stem
the tide of some of this dysfunction.

So the first question, Mr. Secretary, according to the OIG, in
places like Colorado Springs, VA staff did not add some veterans
to the Choice list or did not add others in a timely manner. What
we see clearly is that besides the VA altering the times for VA
care, like Phoenix and other places all over the country, it now does
the same thing by acting as a gatekeeper for veterans who should
have access to Choice. Why aren’t veterans really being given the
opportunity to use the Choice Program?

Dr. SHULKIN. Okay. Congressman, if you think I've painted a
rosy picture, I've failed because I'm telling you right now I am ac-
knowledging that we still have significant issues, and we have a lot
of work to do. That’s why it’s my top priority, and I'm not going
to rest until we do get this fixed. It’s why I came here, and I am
focused on it, and you and I sound similar when I'm with my staff
because I'm hearing directly from the veterans just like you. So I'm
with you.

What I am saying, and maybe this is where you thought I was
painting a rosy picture, I know we’re headed in the right direction.
Where we had 57,000 urgent veterans waiting more than 30 days
for care, today that’s 12,000. Our electronic wait list for our Level
1, our most important clinics, down 32 percent in the past couple
months. Our veterans themselves are telling us on these kiosks—
we can’t manipulate this data, it’s our veterans—that 89 percent
are satisfied with their care.

The Choice Program isn’t working for veterans, there’s no ques-
tion. We've told you that, and we need to make this system work
better, and that’s why we have legislation before you to try to sim-
plify and streamline the care in the community to make this work
better. So we have significant problems. I'm hearing the same
things you are. We're headed in the right direction, but we are a
long way from declaring that we’ve got this problem solved.

Mr. LAMBORN. Mr. Secretary, your own metrics from February of
this year showed that 29 percent of veterans received appointments
in excess of 30 days, 5 percent of those waited longer than 120
days, worst of all, over 2,400 veterans are still waiting on a wait
list to receive an appointment, and 708 of those have been waiting
longer than 120 days.

These metrics made the clinic in my district the eighth worst in
the United States. So, and I know of at least three people who have
died, and it could have been because of this waiting problem. It
could have been directly a result of these delays.

So I do not see the VA fixing it. I don’t really see them being
held accountable. And I just have to agree with the man who wrote
the letter to my office, enough is enough. Thank you, Mr. Chair-
man, I yield back.

The CHAIRMAN. Thank you, Mr. Lamborn.

Mr. Takano, you are recognized for five minutes.

Mr. TAKANO. Thank you, Mr. Chairman. Dr. Shulkin, I am very
concerned that the VHA has been placed on the GAQO’s high risk
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list and that veterans are still struggling to get timely access to
care. The VA has undergone significant change in the past year,
and it will take continued commitment from those in this room and
Members on the Committee to work together to make sure the VA
is functioning the best it can to care for our veterans. But I want
to move on to some other questions I have, Dr. Shulkin.

In your testimony you mentioned that one of the VA’s top prior-
ities remains legislation to streamline the process for VA to work
with outside providers. Now I am concerned that the provider
agreement legislation this Committee considered throws out crucial
workplace protections in the name of expediency.

I offered an amendment when we marked up the provider agree-
ment bill to ensure that the Office of Federal Contract Compliance
Programs retained the authority to enforce workplace non-
discrimination protections. The OFCCP is the only Federal office
that protects LGBT employees from discrimination in the work-
place, and notably protects veterans from being discriminated
against for their veteran status.

Your testimony seemed to imply that we can improve provider
agreements without undermining workplace protections. Do you
agree?

Dr. SHULKIN. What I agree with is, is that I know that we des-
perately need provider agreements to make this program work bet-
ter for veterans. It’'s not working well and we need them des-
perately to be able to do that. I certainly don’t know if there’s an
unintended consequence that you're talking about, and so I haven’t
looked at your legislation, but we have no intent of wanting to im-
pose discrimination or to take away protections from people in put-
ting in place provider agreements.

What provider agreements do is, too many small providers, the
doctors and the small practices that are today caring for veterans,
can’t deal with the Federal contracting process. It’s way too com-
plex. They simply drop out, especially our nursing homes and our
skilled nursing facilities. So we need provider agreements to be
able to do a easy to do contract with our providers to care for our
veterans. We certainly have no intent to discriminate against our
employees.

Mr. TAKANO. I realize there is a need to get these providers on
board as quickly as possible, I am concerned that in the spirit of
quickly as possible that on two counts, the possibility of the LGBT
people could be discriminated against, and our own veterans could
be discriminated against, that we need to make sure we balance—

Dr. SHULKIN. Yeah.

Mr. TAKANO [continued]. —the desire to bring the providers on,
but make sure those provider agreements are not discriminatory.

Dr. SHULKIN. Yeah. Yeah, Congressman, I have to tell you, I
don’t understand the linkage between what a provider agreement
does and how it could potentially discriminate, but I will get back
to you and have our legislative people help me understand that, be-
cause that’s not our intent.

Mr. TAKANO. Well, thank you. Part of providing timely access to
care requires having a sufficient workforce. Leveraging community
providers can benefit veterans, but we must be mindful of the fact
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there are many areas across the country that face health workforce
shortages in the private market as well.

And that is why I was supportive of increasing the number of
graduate medical school education residencies in the Choice Act.
Can you keep—give us a brief update on how that rollout is going?

Dr. SHULKIN. Well, I think it is one of the most important things
that you authorized as part of the Choice Act; we need to train
more health care professionals. There are actually more medical
students now than residency spots, and so the VA expanding these
spots is important. You authorized 5,000, to date we’ve only—we’ve
only implemented more than about 380 of those spots.

So we're continuing to work with your academic partners in your
districts to look to expand these. There are a couple issues, one is
the funding, as you know, goes away with the end of the Choice
Program. So when an academic center—'cause we do this in part-
nership with academic centers, VA doesn’t, with the exception of
Puerto Rico, run its own GME programs.

So we say to our academic partners in California, would you like
to expand your psychiatry program, and they say of course we
would, but the funding’s going to be eliminated when Choice is sun-
set. Then they say, well, what happens then? So that’s one of the
problems we’d like to work with you on.

Mr. TAKANO. I think there are Members on both sides of the aisle
that are working with you on that—

Dr. SHULKIN. Yes, actually.

Mr. TAKANO [continued]. —as well as the Medicare cap issue.

Dr. SHULKIN. Yes. That’s an important issue too, the Medicare
cap issue. But we believe this is part of the solution: training more
health care professionals in areas of need. I know, for example, in
El Paso we're just working, thanks to the Congressman, to work
with tech—with Texas Tech on the new agreement.

Mr. TAKANO. Well, I certainly appreciate my colleagues Mr.
O’Rourke and Ms. Titus, and my colleagues on the other side of the
aisle, for working together in a bipartisan way to deal with this
germane issue.

Dr. SHULKIN. Yes, thank you.

The CHAIRMAN. Dr. Shulkin, there were two pots of money in the
Choice, the 10 billion and then there was 5 billion. So the 5 billion
doesn’t sunset, the Choice Program sunsets, but the 5 billion is
there until the 5 billion goes away.

Dr. SHULKIN. Yeah. My understanding is on the GME program,
it has a five-year—it has a five-year length of time that you can
use the funding for. If I have a correct understanding of that, that
would be good news. So I'll look at that.

The CHAIRMAN. So it is your testimony today that the part of the
reason you cannot get more slots is because of the sunset, and that
needs to change?

Dr. SHULKIN. The reason we’re not going faster, and we want to
desperately go faster, is our academic partners need to agree to do
this with us. They’re telling us that there are two things in general
that are preventing them from going faster. One is the Medicare
cap issue. The Medicare cap says that if you go above your number,
you can’t get additional Medicare reimbursement, direct and indi-
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rect graduate medical education funding. Many hospitals, every
hospital I've worked for, has been at their cap or above.

The second is the length of time that it takes to start a program.
When you start a program from ground zero to starting it, it often
takes two years or so. If your money’s going to expire before you
graduate your first group of residents, the administrators at those
hospitals say I'm not so sure this is a great deal for us.

So those are the two issues I'm hearing. If I have it incorrect
about the money running out after five years, that would be good
news and I will look into that.

The CHAIRMAN. Well, if we are just now talking about setting up
the program, somebody is way behind the curve. The other thing
is, I would tend to believe that the bigger issue is the Medicare cap
issue and the reimbursement rates.

But, Mr. Bilirakis, you are recognized.

Dr. SHULKIN. Yeah.

Mr. BILIRAKIS. Thank you, Mr. Chairman, I appreciate it. Dr.
Shulkin, you mentioned in your testimony about direct scheduling.
I want you to elaborate on direct scheduling—

Dr. SHULKIN. Yes.

Mr. BILIRAKIS [continued]. —that is available to certain veterans
for certain specialties, you mentioned ophthalmology and I believe
one more.

Dr. SHULKIN. Yes.

Mr. BiLIRAKIS. Elaborate, for the benefit of our veterans out
there, who can direct schedule and why is it only limited to a cou-
ple specialties?

Dr. SHULKIN. Right. Right. The way the VA has done this for a
long time is you go through a primary care physician, a gatekeeper.
So you have to be able to get an appointment with a primary care
doctor just to be authorized to get a consult.

I have to tell you, I practice now, I'm a primary care physician
in the VA, my first appointment was just to get a pair of shoes.
I had to actually approve a consult to get a pair of shoes. It makes
no sense. So we've started piloting a program where veterans can
now directly schedule, without going through a primary care doc-
tor, in audiology and optometry. It worked terrifically.

We're expanding that now across the system. I think that was
done in Florida. We're expanding that across the system. Then I
want to look at, exactly as you’re saying, other specialties: podiatry,
social work, nutrition, you know, all sorts of things that, frankly,
veterans can make the decisions themselves, they don’t need pri-
mary care doctors’ time to do it.

Mr. BILIRAKIS. Very good. Another question has to do with walk-
in clinics. How many walk-in clinics are out there? Where you men-
tion about access, same-day access—

Dr. SHULKIN. Yes.

Mr. BILIRAKIS [continued]. —is that widespread? Because we do
have a walk-in clinic in our outpatient center in Newport Ridge,
and I think it works very well.

Dr. SHULKIN. Yeah.

Mr. BILIRAKIS. How many walk-in clinics are out there? How
long—what is the average time where a veteran would have to wait
to get the same-day access?
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Dr. SHULKIN. Yeah. Actually, where I practice in New York City
at the VA, that’s where I practice, in the walk-in clinic, so we’re
there—if anybody needs to be seen, we see them that day. Not all
of our VA’s have walk-in clinics. Of the sample I looked at, for ex-
ample, of the six in the GAO report, three had walk-in clinics,
three didn’t. But what many—

Mr. BiLIRAKIS. Why don’t they?

Dr. SHULKIN. Well, because many, 34 actually have same-day ac-
cess in their primary care centers. So if you can see your patients
through your primary care center, you don’t need walk-ins, the
other ones do need some type of urgent care visits.

We do know that in areas that are challenged, they've actually
begun some pilots with commercial urgent care clinics as well too.
So this is part of our Declaration of Access. Everybody needs to get
to same-day access for primary care by the end of 2016. Walk-in
clinics are certainly a strategy to get there.

Mr. BILIRAKIS. So do veterans who need same-day access, do they
all qualify, if they qualify for VA care, to go to a walk-in clinic?

Dr. SHULKIN. We don’t have walk-in clinics in every one of our
medical centers, but—

Mr. BiLIRAKIS. Well, the ones that do?

Dr. SHULKIN. Yep.

Mr. BiLirAKIS. That the centers that do?

Dr. SHULKIN. The ones that do, I can tell you that if there’s a
walk-in clinic and they are eligible for VA care, they can walk in
and be seen that day, yes.

Mr. BILIRAKIS. Thank you. Next question, again for Dr. Shulkin.
One of the VA’s legislative asks is to have flexibility and budget
authority to avoid artificial restrictions that impeded delivery of
care and benefits to veterans. However, the VA has experienced
many issues in which they attribute to lack of training and edu-
cation. Not too long ago, the VA encountered a budget shortfall for
the same fiscal year, as you know. The VA did not submit to Con-
gress a formal request for emergency funds until months after the
VA had already identified a potential budget shortfall as early as
March of that year.

This was in part due to the fact that the VA employees were not
utilizing the $10 billion appropriated for community care through
the Choice program, and utilizing the traditional non-VA care ac-
count. The VA’s only solution was a potential shutting down of VA
medical facilities throughout the country; that’s unacceptable. The
question is, should Congress allow such flexibility, what assurances
do veterans and taxpayers have that employees will be trained this
time around properly so that another budget shortfall, nor threats
of medical facilities being closed, does not happen again? So give
me some assurances, please.

Dr. SHULKIN. Yep. Well, Congressman, I think you got it exactly
right, which is what we had was, we had spent all the money in
one checking account so it got down to zero, and we had lots of
money in the other checking account. In order to be able to give
veterans care in the community, we had to come and ask you for
authorization at the last minute.

What we’re saying is, we don’t ever want to do that again. That’s
not acceptable, it’s not the right way to run a system, so we want
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the flexibility to use care in the community funds to support vet-
erans who get care in the community.

That means when we train our people in the system how to use
it, we can train them that there’s one pot of money and now focus
on doing the right thing for veterans instead of following rules for
seven to eight or nine different pots of money that, frankly, are too
complex, and we’ve shown doesn’t work for veterans. So that’s why
we really do need this type of legislation and we need your support
in getting that passed.

Mr. BILIRAKIS. Thank you very much. I yield back. Thank you.

The CHAIRMAN. Thank you very much.

Dr. Ruiz, you are recognized for five minutes.

Mr. Ruiz. Thank you, Mr. Chairman, for holding this hearing.
The issues that we are discussing are wrong in so many different
levels, and I am going to talk about three. One, are your goals; two,
are your data integrity; and, three, is the veterans’ experience.

So goals are important because it defines your success, it helps
you achieve your objectives. Setting a goal of 30 days is arbitrary,
there is no clinical data to suggest that is the best practice any-
where in the health care literature. And you had mentioned a term
which earlier in the beginning of your presentation about trying to
match scheduling with the clinical practice. Right?

So we know that some illnesses are urgent, and emergent, and
we need to really take care of them right away, and some others
could be scheduled maybe more than 30 days, like your routine
colonoscopies that you get once a year. Right?

So I think that you need to start perhaps changing your premise
in getting more towards a clinical approach so that you can take
care of your high priorities first and—mnot necessarily rush—take
up a spot for your high priorities with things that can be done in
a routine basis.

The second thing is setting up of goals of urgent care appoint-
ments within 30 days, which I recently heard of, is nonsensical.
Then why are they urgent if you are going to wait 30 days? Usually
an urgent is what you call your walk-ins or maybe even within 48
days when you want to match your clinical practice with your
scheduling goals.

The third thing that I am concerned about in terms of your goals
is the use of the word “same-day access for all primary care and
mental health.” You are setting yourself up for more controversy by
not clearly defining to the veteran what access is. Is it going into—
picking up the phone and having—speaking with a scheduler, is
that what access means? Is it receiving the appropriate care, is
that what access means?

So the second part is your data integrity. Now, we use population
studies to reduce the chance that errors are done by chance, so that
we can get a statistical significant accounting of whether this is a
true problem and whether this is systemic. But the only way that
we can really rely on those population studies is if your data is ac-
curate, if your data has integrity, and the GAO is continuing to
find faults in the way that you collect data and how you are report-
ing it. So you can understand why we are still skeptical when you
tout the number that 96 percent of all appointments have been
seen within this arbitrary goal of 30 days.



21

The other thing is the way you report data. So you are telling
me that by veterans who use VetLink inside the hospitals are tell-
ing you that 89 percent of them rate their access good, what—you
are giving me data with a very high reporting bias. Of course they
are going to rate it good because they are already on the inside of
the hospital. How about asking those that don’t get access, that are
ﬁ){t ?inside the hospital, to tell us what their access is going to look
ike?

So for those of us who know statistics and know methodologies,
you know, we are skeptical when you report some of these reports
to us that may not be as accurate as possible.

And lastly, when we can’t rely on the population data, when we
can’t rely on the integrity, then we go by case studies. And case
studies, depending on the accuracy, and the write up, and the de-
tails is what oftentimes we are left to look at. So let me tell you
about a case of a wounded warrior who actually works in my office,
who is a hero in my book, who went for his yearly checkup for the
VA.

He is service-connected disabled, manages well, he is prescribed
medication through the VA. After waiting 30 minutes on hold, 30
minutes on hold, the veteran was notified that because he had not
had an appointment in over a year, he would have to schedule a
new patient appointment, even though he was not a new patient.

He agreed to the appointment, asked to schedule that appoint-
ment as well. They couldn’t fit him in until 134 days later. Again,
arbitrary, right? As a result, this veteran elected Choice, but they
still said you have to come in and do your new patient appointment
before you get to your Choice appointment.

So, one, what does same-day access mean? And, two, why do
these arbitrary numbers exist in the first place? And, three, why
do they need to have—why do veterans need to have a new patient
appointment after a certain amount of time, even though they have
been getting prescribed medications, you know, as recent as a
month?

Dr. SHULKIN. Okay. Thank you. I appreciate your skepticism. I
think most doctors and politicians generally are skeptical of data
and I think that’s a good thing.

So let me very briefly tell you. First of all, you said it absolutely
perfectly, the VA needs to clinically prioritize its appointments.
That is exactly what I brought into the system. We used to have
31 ways of ordering a consult, today we have 2. It’s either urgent
or it’s not. There is no 30-day rule for urgent care, I don’t know
where you got that. That does not exist. Urgent patients have to
be seen now, that’s why we did the stand-downs. I've never had a
patient who has a urgent care need that I wasn’t working to get
them to be seen right away. That’s our goal; get them seen right
away when they have an urgent care problem. So I completely
agree, and you said it perfectly.

Secondly, same-day access, what does it mean? It means resolv-
ing the veteran’s needs that day. If they need a prescription refill,
they don’t have to come in, we can do that on the phone or elec-
tronically. If they need to talk about how to understand how to use
their treatments, we can do that over the phone or from telehealth.
But patients who are sick and need to be seen, should be seen that
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day, that’s what we’re working to get implemented. So I agree with
you, we have to set expectations and explain it in a way quicker
than we can do today.

The last thing about the veteran’s experience. Look, the only
thing that matters, are we meeting the needs of veterans? The
VetLink system that you talked about asks them when theyre in
the system, you're exactly right. So we have a second survey called
CAHPS, it’s what’s used by the industry, the private sector indus-
try too.

That asks whether you've been able to get in to see your doctors
when you needed, both for routine and urgent care. So we compare
ourselves to the private sector using CAHPS, internally we use the
VetLink system because that’s a point-of-care system. So all of your
points are absolutely right, Congressman, and we take them to
heart.

Mr. Ruiz. Thank you.

The CHAIRMAN. Dr. Roe?

Mr. ROE. Thank you, Mr. Chairman. And, Dr. Shulkin, you know
I have great respect for you and one of the things I don’t think I
would have said if I were you is, at one year from now things will
be different. I am not sure they will be. I hope they will be, but
I am not convinced.

Just a couple, three, quick points I would like to have your an-
swer on. One is if the VA is doing its job, why did we need a stand-
down? What was that need to be done?

Dr. SHULKIN. Believe me, stand-downs are not the way you run
a system. Dr. Roe, absolutely right. If we have to continue to do
stand-downs, something’s really wrong. The reason why you do a
stand-down is because you’ve reached an unacceptable situation.
The day I learned, literally the day I learned, we had 57,000 pa-
tients who had urgent consults greater than 30 days, I said there
is nothing to do but to declare it an emergency. That’s why two
weeks from then we had our first stand-down, because it’s unac-
ceptable. But that can’t be the way that you run the system. You
have to put in sustainable fixes, that’s what we’re doing now.

Mr. ROE. And I looked at the number of schedulers you’ve got,
you've got 32,000 schedulers, that is plenty of schedulers. Because
I did the math right quickly in my head, and they scheduled ten
people a day which shouldn’t overwork anybody. That is way past
70 million schedules—I mean, appointments in a year. So you got
that fixed.

If the system works—and I would like to have you guys define
what an appointment is. And what I finally figured out through all
this is, look, if the day I called you, if you are my doctor and I
called, treed, that is the day I want—I am calling to get the ap-
pointment. What I would see happening was that you would tell
the veteran, well, you don’t have—we don’t have an appointment
the day you want it, but we have got one six, would that be okay?
When the veteran says that is okay, that is their desired date, ac-
cording to you guys.

Just look, the numbers are what they are, just go ahead and say
we don’t have it until then and if it is a problem, if you prioritize,
as Dr. Ruiz said, the sicker patients, then see them early. Why is
that hard? Why have we made this so difficult?
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Dr. SHULKIN. No. So, Dr. Roe, a couple things, 32,067 schedulers
seems like a lot. The only issue I would add to that is it’s got a
25 percent turnover rate every year, you know, GS5s, and so you're
constantly circulating people in and out.

Mr. ROE. Food restaurant, sounds like.

Dr. SHULKIN. Right. Secondly, seeing the urgent patients first,
that’s what health care systems need to do, that’s what doctors do,
absolutely. That was missing from the VA. That’s what we’re fo-
cused on now, I absolutely agree.

I think when you talked about how, you know, we assign clini-
cally indicated dates, preferred dates, that’s what the Chairman
was talking about when he said there’s this negotiation going on,
that’s where we’re confusing people.

So look, we need to do better with that. We can’t have it be an
arbitrary way of assigning appointments and that’s where I think
we really need to move towards this veteran experience and seeing
if we’re meeting the veterans’ needs because you can’t manipulate
data there, right? That’s—you’re listening to your patients, your
customers, the data is what it is, and that’s where we need to get
to.

Mr. ROE. Yeah. And then if you—if everybody is speaking from
the same—singing from the same song book, then you can make
some changes, but you—when Ms. Draper comes in with completely
different information, we hear from you all, how are we up here on
this dais supposed to make any sense out of it?

And, Ms. Draper, a question to you. What would you be recom-
mending to the VA after your analysis? Because, clearly, this is not
EV}(liat the VA is telling us is happening, this investigation that you

id.

Ms. DRAPER. Yes. In that report, this recent report, we made
three recommendations to VA. One was that we think the entire
period that a veteran waits from the time that they first request
care to when they actually receive care, that entire wait time
should be monitored. There’s a lot that can happen between the pe-
riod a veteran requests care to when that preferred date is set.

So we made a recommendation with which VA concurred that
that whole period of time should be monitored. The preferred date
is really an artificial measure for the veteran. They really don’t un-
derstand what that means. And so the veteran’s wait time experi-
ence is from when they actually request care to when they actually
receive it.

Mr. ROE. Got it.

Ms. DRAPER. So that’s one. The second piece is that VHA has
been without a scheduling policy since 2014. And what they've
done, they implemented a scheduling policy in 2010; it was re-
scinded in 2014 after Phoenix.

And the way that they’ve provided guidance to the field has been
through memos, and that’s really not the way to do it; it’s been a
really piecemeal effort. The field will tell us that it’s very confusing
because they get memos, they don’t know what they’re supposed to
be doing.

And so you need a really good policy which sets the stage for also
really being able to do effective oversight because if you don’t have
a very clear policy or you don’t have steps that you should be look-
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ing at in the scheduling process, it’s really hard to evaluate wheth-
er people are doing the right things or not. And we’ve heard a lot
of confusion about that.

So those are some of the things. And VA, again, concurred with
our recommendations. So there’s a lot that needs to be done. I
would say the other thing related to training is that I know that
they have said that they trained over 32,000 schedulers—I don’t
know if theyre all schedulers, but people with scheduling keys
which could be other people as well.

But have they evaluated the effectiveness of that training? One
of things that we saw when we went into some facilities, we saw
schedulers, the same scheduler making multiple mistakes. We
didn’t see intentional manipulation, but the question to me is how
effective is that training? Where’s the oversight? And, you know,
maybe there’s some people that lack the capability or the skills to
be able to do this job, and that needs to be accounted for. So there’s
just a lot of things that go into this whole process.

Mr. ROE. Mr. Chairman, I am going to yield back because I am
over time, but there is one other subject that Mr. Takano brought
up that we’ve discussed in the docs caucus, and maybe one of my
colleagues will bring it up, is the GME implementation. It may be
worth a hearing because what Dr. Shulkin is saying is correct.

We had the VA come over and talk to the entire docs caucus and
we walked through that, and I have been walking through that in
my local medical center trying to get this done. So I think it would
be worthwhile in doing that, because 300, we would like to get
them out there, get these young doctors in these training positions.
I yield back. Thank you for—

The CHAIRMAN. Thank you very much. And we will. Let’s go
ahead and take care of that because the issues that you brought
up are really the first time that I have heard that, and I think it
is something that we need to go ahead and address as quickly as
we possibly can. It is an easy fix from a legislative standpoint.

Mr. O’Rourke, you are recognized.

Mr. O’ROURKE. Thank you, Mr. Chairman. Secretary Shulkin,
shortly after I arrived in Congress in 2013, I noticed a gross dis-
crepancy between what the VA was reporting on wait times in the
district that I represent, El Paso, Texas, and what veterans them-
selves were telling me.

In 2014, because we couldn’t resolve that based on the data we
were given by the VA and the assurances from one of your prede-
cessors, Dr. Petzel, we commissioned a third-party independent
survey of El Paso veterans that returned results with a margin of
error under 5 percent, that showed that instead of waiting eight or
nine days for primary or mental health care, veterans were waiting
over 70 days, over 80 days, for those two respectively.

The conclusion I arrived at, and I still insist upon, is that the
only way to find out how long veterans are waiting for care is to
ask veterans directly. And so we will continue to survey. We sur-
veyed in 2015; we will survey again this year.

I am glad to hear that you agree with Ms. Draper’s conclusion
that the VA must measure from the date that the veteran first re-
quested help to the day that that appointment was delivered. And



25

for anyone who hasn’t read this GAO report, this is illustrated
graphically on the first page in a way that anyone can understand.

So I have a question about that. When will we receive those
numbers, and when will that be standardized as the way that VA
measures wait times so that we don’t have preferred wait times
with multiple points of potential failure and manipulation, and we
just have you asked for an appointment on this day, you received
it on this day, number one?

And number two, you gave a great presentation in October on
the way forward for VHA that acknowledges that today we have
43,000 authorized, funded, but unhired positions within the VA.
We will never hire all of them. We are going to leverage capacity
in the community. We are going to specialize within the VA on
what the VA should be doing best. That is something that needs
to happen if we are going to resolve the fact that there is more de-
mand than there is capacity within the VA.

Where are we on that? So those are my two questions, the stand-
ardizing of wait time reporting, and where are we on the October
plan that you announced at the end of last year?

Dr. SHULKIN. Well, Congressman, I've already acknowledged that
our systems for measuring wait times are overly complex and very
difficult to understand. Where I believe that we need to go is to
simplify this by looking at the veteran experience, by asking our
veterans, are we meeting the needs of the veterans in the El Paso
community?

That’s the way that it’s done in the private sector, they don’t
have these complex wait times. Remember we went out, we asked
the Institute on Medicine, we've asked so many consulting compa-
nies, I can’t even imagine, tell us the right way to do this, the way
the private sector’s doing it, and they’ve come back and they said
there is no standard.

So I think what VA is doing is, we’re measuring so much right
now and trying to report everything, we’re confusing the picture.
So we have to get better at this, and we have to simplify it, and
we are going to do that. I think what the GAO report is talking
about is the new enrollees and that’s where we’ve concurred that
we will measure the full wait time. But I'm not anxious to start
redefining wait times and getting even more data and more con-
fusing; I actually want to simplify this.

On the issue of what do we need to do to go forward to work with
care in the community, we need the legislation to streamline the
care in the community, we need the provider agreement legislation
passed because we need to fix this program for veterans, and we
do need to work with the private sector.

We are committed to that as well as our Federal partners like
DoD, the Indian Health Service, federally qualified health centers.
So we think we did present a plan, we know that you’re looking
very hard at that, and we’d appreciate your support.

Mr. O’ROURKE. So on both of these issues, I would love to follow
up with you to get written specifics on just when we’ll have wait
times reported in the way recommended by GAO. And, two, I want
to know specifically what is on our plate that we have to finish in
order to allow you to implement what I thought was a very ambi-
tious proposal to make VA work for every veteran and get to what
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you describe, which is outstanding care, and that should be the ul-
timate focus.

When it comes from my colleagues, when it comes to measuring
wait times, we have introduced a bill the Ask Veterans Act, which
would standardize throughout the country in each of our districts
the ability to get objective third-party confirmed wait times, the ac-
tual wait times. The VA reports for April of 2016 that veterans are
waiting 13 days in my district for primary care, 10 days for mental
health care. When I say that in my town halls, I almost get
laughed out of the room.

When we report back what veterans have told us in the surveys,
they all nod their heads. This confirms the experience that they
have had. So we welcome the support and collaboration of my col-
leagues on this, and I thank you for your commitment for making
sure that we report more honest wait times for veterans in our
communities.

Dr. SHULKIN. Thank you.

Mr. O’ROURKE. With that. I yield back.

The CHAIRMAN. Mr. Huelskamp, you are recognized for five min-
utes.

Mr. HUELSKAMP. Thank you, Mr. Chairman. I think the keyword
I have been looking for in my time on here is accountability from
the VA employees and leadership. And I want to drill down on a
couple situations that I think are pretty striking examples and per-
haps, Dr. Shulkin, you can clarify what has occurred here.

But apparently, what I understand is the VA in Puerto Rico has
refused to fire a medical center employee who was convicted of
crimes related to armed robbery, and apparently in comments to
the media a VA spokesman apparently suggested it was okay for
VA’s employees to participate as long as it was on their free time.

Now, I am sure you don’t agree with that. What is the VA doing
to take care of this situation in Puerto Rico?

Dr. SHULKIN. Congressman, I am aware of that situation and I
don’t—it is my understanding, and, you know, I'm very careful, I
want to give you accurate information. So if I misspeak on this, I
will commit I will get back to you by the end of the day. But it is
my understanding that that person is not currently working at the
VA in San Juan.

Mr. HUELSKAMP. Is he on paid leave?

Dr. SHULKIN. No. That’s not my understanding. Again, I will—
I will personally make sure that we confirm that with you. But, no,
thglt is not my understanding, that they are not an employee of the
VA.

Mr. HUELSKAMP. Okay. I look forward to that. Second one, VA
apparently, as I understand it, still has not disciplined the chief of
staff at the Cincinnati VA Medical Center who was found had im-
properly prescribed controlled substances. What is the status of
that particular employee at the VA?

Dr. SHULKIN. That situation, I'm a little bit closer to. If you will
recall, I made a administrative decision to suspend their clinical
privileges of the chief of staff, and she was actually in a acting
chief of staff role, and also to remove her from that role. She is fol-
lowing her due process, which means that the medical staff is look-
ing at the clinical privileges and there’s a due process going on, on
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the administrative decision I made. So there was both a adminis-
trative and clinical decision. But currently she’s certainly not in
that role, and she is not—

Mr. HUELSKAMP. And I appreciate the follow up on that. So no
access to veterans as it stands today? No access?

Dr. SHULKIN. She’s not in a clinical role and not in that leader-
ship role, no.

Mr. HueLskAaMP. Okay. And what role is she in?

Dr. SHULKIN. My understanding is she’s doing administrative re-
views, like quality reviews.

Mr. HUELSKAMP. And has been found improperly prescribed con-
trolled substances and is still doing quality reviews?

Dr. SHULKIN. We had concerns, that’s why we took actions. We
invited the Inspector General, that was my first request, to come
in to take a look at this. I know that the DEA has also come in
to take a look at this. We are waiting for their final reports on this
before we can make a additional determination about that.

Mr. HUELSKAMP. And thirdly, going back two years, and I am
looking at a statement from Mr. Sloan Gibson, it is in June 5th of
2014, and here is the statement. “In Phoenix, we initiated a process
to remove senior leaders.” And as I understand today, a number of
those senior leaders are either still on paid leave or have not been
removed, or are still working through the process, in particular, the
Chief of Staff Darren Deering. Is that the case that it has taken
two years, and Mr. Gibson has yet to fulfill that process and in that
process to remove these folks that were covering up secret waiting
lists that harmed up to 20 veterans?

Dr. SHULKIN. Yeah. I believe approximately 30 days ago Mr. Gib-
son did make a disciplinary decision on all three individuals. That
decision was removal. They are each in their own process of due—
of due process. Dr. Deering is a Title 38 employee, so he has a
shorter period of time in which to do that. The other two are Title
5 employees, which is, we know we’ve talked about as part of the
Accountability Act, takes a little bit longer.

Mr. HUELSKAMP. And I am out of time. So that is what I under-
stand about that situation. So June 5th of 2014, the promise is
made public, CNN, we are going to take care of this. As we sit here
today, April 19th, still not completed the process to take care of
someone and get them out of harming our veterans.

You know, Mr. Shulkin, I would ask you to pass on to your supe-
riors, and I appreciate the work you are doing. We have got a VA
Accountability Act to take care of this, for some reason the Senate
is still sitting on it, they are talking about spending more money
instead of taking care of these folks. This is absolutely outrageous,
whether it is Puerto Rico, Cincinnati, or Phoenix, still almost two
years later and we can’t get rid of the folks that have harmed our
veterans.

And just like Mr. O’'Rourke, I go in town halls and say we have
got a VA Accountability Act, they are really working for us, and
they all laugh. They have lost all respect within the veterans com-
munity. And so we hear these numbers and I appreciate it, and I
didn’t get a time to ask questions because I have gone over, but I
understand, you know, we had 58 cases referred to the Department
of Justice for possible criminal charges.
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That would be my thought from the Committee if we could find
out what the response has been from those Justice Department to
those 58 criminal cases and the disposition of those. So with that,
Mr. Chairman, I appreciate letting me go over a few seconds. I
yield back.

The CHAIRMAN. Thank you.

Ms. Brownley, you are recognized.

Ms. BROWNLEY. Thank you, Mr. Chairman. Secretary, Shulkin, I
appreciate your testimony today to say that your intention in your
testimony, both written and your earlier testimony, was not to
paint, you know, an extraordinarily positive picture, but to say that
it paints a picture that we are on track, so I appreciate that.

I have to say, though, in your testimony, when you “That in April
1st, 30”"—or “the wait time for VA overall is completed 96 percent
of the time within 30 days overall,” and that is data, I think, from
February. When 1 was reading your testimony last night, I said to
myself, oh, gee, it must be my district that is causing the four per-
cent that is not there.

So I went back to look at the—I went back to look at the data,
and as of April 1st, almost 30 percent of our veterans that I rep-
resent in the Oxnard CBOC in Ventura County have primary care
appointments pending over 30 days. And, actually, I asked my staff
for the data this morning and I think based on the data in that
one metric, we are the second highest CBOC in the country with
Dover, Tennessee, being the highest at 48 days for a pending ap-
pointment within 30 days.

So we have a problem, and we have had a problem, and I am
extraordinarily excited that the VA Greater Los Angeles health
care system has finally hired a medical center director who is per-
manent. We have had interims now for a year and a half to two
years, I have sort of lost count.

But we are working very, very closely with Ann Brown, who was,
I believe, is doing a very good job, and is very aware of what is
going on in Oxnard. And, clearly, we have had trouble hiring and
keeping teams there within the CBOC. I think we have a con-
tracted out facility that plays a role. The Choice Program is not
really working too terribly much in our district, so that is not as
large a option as that we would like it to be.

So we know these things are happening. I guess, you know, my
question is that if I was not watching this closely, my question is,
is the VA watching this closely and would you have—nobody
brought it to my attention, I just bring it to your attention. And
so my concern is, you know, is the VA looking specifically at re-
gional problems that is skewing your data perhaps, to really ad-
dreslsl?these pockets within the country that aren’t doing very well
at all?

Dr. SHULKIN. Yes, we are tracking this. I think you have it cor-
rect, which is—which is that the—this is very different depending
upon the geography of the country that you’re in. So that we have
some VAs that actually don’t have backlogs at all, and others, like
in your district, that have significant backlogs in primary care.

So we are paying attention to that, we’re actually focused on
those top 10 to 15 percent. We're sending our veterans engineering
resource center teams out now to work with those most distressed
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facilities to help them redesign their systems. We’re focused on re-
cruitment in areas that really are struggling with recruitment. So
we absolutely are focused on that, but I think that it’s a relatively
new direction for us to focus on those areas that have been so—
that really are struggling the way that yours is.

Ms. BROWNLEY. So when did you start working, you know,
with—teamed up with the Oxnard facility to help facilitate some of
the issues?

Dr. SHULKIN. Well, I think you identified it correctly in your dis-
trict. You need permanent leadership in place and you need experi-
enced leadership. Ann Brown, which, of course, as you know came
from Jesse Brown in Chicago, is one of those experienced leaders.
We knew Greater Los Angeles was one of our most challenged fa-
cilities, so we brought an experienced leader there. I think you're
seeing that makes a big difference. But without having permanent
experienced leadership in place, it’s very hard to address this in a
system as large as we are.

Ms. BROWNLEY. All right, but I can rest assured that the Wash-
ington team is working directly with Ann Brown to help facilitate
this issue in Oxnard?

Dr. SHULKIN. I've recently been out there to visit with Ann—

Ms. BROWNLEY. Okay.

Dr. SHULKIN [continued].—and the Secretary, some people think
he lives in Los Angeles, he goes there so often, so—

Ms. BROWNLEY. And I just want to, you know, say publicly that
I believe that Ann is working very, very hard on this and I appre-
ciate her leadership, and she is now giving my district office reg-
ular updates. But it is an eyesore compared to, you know, the rest
of the country and needs that attention.

So Ms. Draper talked about—or you spoke actually, Mr. Shulkin,
about working directly with the GAO now in a team to recognize
where some of this—some of these improvements have come from,
and I guess I just would ask Ms. Draper, you know, to ask you your
feedback in terms of are those meetings productive, and are you
meeting on a regular basis with specific agendas?

Ms. DRAPER. Yeah. So there are five criteria for removal from the
high risk list. One is leadership commitment, one is capacity, and
that’s having the necessary resources, people and otherwise; a third
piece is the action plan, fourth is monitoring, and then the fifth is
demonstrated progress.

So what’s happened thus far is that VA provided us a draft ac-
tion plan in January, and it really addressed one of the five areas,
and we felt that the action plan was not sufficient. So we met with
them, provided them comments, and then we referred them to an
agency we felt has done a really good job making progress on their
high-risk status.

So they have gotten that action plan, and we have committed to
VA that we will begin meeting with them starting the end of this
month and then monthly. I think they are trying to get it on target
to get us an action plan, a reliable or feasible action plan by Au-
gust.

And that includes having metrics that we both can agree that
show there’s progress made. The first plan did not include that. So
there’s a lot of work to be done, and we are going to work with
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them to provide feedback. It’s a little difficult for us because we
have to straddle the line of independence, but we can provide them
feedback and direct them to other agencies that we feel have made
good progress, improving their high-risk status.

Ms. BROWNLEY. Thank you. I apologize for going over. I yield
back.

The CHAIRMAN. That is all right.

Dr. Abraham, you are recognized.

Mr. ABrRAHAM. Thank you, Mr. Chairman. Like Dr. Roe, Dr.
Shulkin, my respect for you personally is great, and I know in my
heart of hearts you want to get this right. My concern is, like
Ranking Member Brown said, this is way before your time, goes
back ten years plus. So, you know, my concern is the culture of the
VA, this may be a bridge too far to actually fix this problem within
the VA system itself. And, you know, it may be time to look out-
wardly to a private sector to just do simply the scheduling.

If 89 percent of the veterans are satisfied with their care once
they get there, we certainly want to enhance your ability to treat
those veterans with the expert care that we know the VA gives our
veterans’ population. But we are talking today mostly about the
scheduling issue where either VA has the inability or they lack re-
solve to actually get rid of these poor scheduling employees. And
it is certainly in the private sector they can fire at will, and they
are gone, and they replace them with somebody that does.

And your turnover rate you said 25 percent. You know, that is
hard to keep any quality employee on task, on target, with that
going on. And certainly, with the $152 million and extrapolate to
the $600 million to implement the software program, you dangle
that carrot in front of private enterprise, they are going to be
knocking your door down to do this. And you know there are busi-
nesses that do this for a living, that is all they do is schedule pa-
tients.

So, again, just a thought and maybe a pilot program or some-
thing could be on the agenda, just to compare how the private sec-
tor does. On just the scheduling, I am not talking about health care
for the veteran, but just the scheduling the veteran to get the ap-
pointment, and, you know, compare it against the VA’s track
record. So, again, just a thought.

Mr. Reinkemeyer, couple of questions to you. You had said that
you guys are hopefully go to each VISN every three years and you
look at data reliability, the Veterans Choice Program implementa-
tion, and the consult management if I remember the three tagged
right. And I guess the first question on the data reliability that you
guys are getting from the VA, because the old adage, garbage in
garbage out.

If you don’t get the data that you need, and if you don’t trust the
data that you get, then it is hard to make informed decisions. So
the question is are you satisfied, are you comfortable to date, with
t}ile dglta that you are receiving from the VA on this issue of sched-
uling?

Mr. REINKEMEYER. No. We continue to see the data is unreliable,
which is one of the reasons why we’re going to try to implement
this VISN approach. National reviews are great, where we sample
so many facilities throughout the country. But we think if we can
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push this down to a more local level and feed this information to
the VISN management, and give them an opportunity to take con-
trol of their VISN and make changes, we think that’s going to be
more helpful. But the 96 percent, and the data that has been dis-
cussed today, we don’t see it. I mean, every facility we go to, it’s
not accurate.

Mr. ABRAHAM. Okay. And my next question to you too, and it has
a quote so I want to make sure I get it right. It says in a February
25, 2016, letter to the President of the Office of Special Counsel,
said that the VA OIG investigations of whistleblower disclosures
regarding wait times in Hines, Illinois”—it is Freeport, Louisiana,
which is in my state—“were inadequate.”

OCS found that, “The OIG investigations found evidence to sup-
port the allegations that employees were using separate spread-
sheets outside of the VA’s electronic scheduling and patient record
systems. However, the OIG largely limited its review to determine
whether the separate spreadsheets were ’secret’.” Please explain
why the OIG limited its review?

Mr. REINKEMEYER. So that review was conducted by our inves-
tigative staff, so I was not directly involved with that. I am aware
of the concerns and I know Ms. Halliday, my boss, has made sure
that we try not to interpret the allegations too strictly. And, you
know, I can ask the Office of Investigations to get back to you on
their response.

Mr. ABRAHAM. I guess my follow-up question, were there any
criminal charges that were sent up to the DOJ for prosecution that
you know of?

Mr. REINKEMEYER. So I would say, no, I don’t know of them. I
know that there were some and there’s been discussions, but that’s
outside of our office.

Mr. ABRAHAM. Okay. Thank you, Mr. Chairman, I yield back.

The CHAIRMAN. Thanks.

Mr. Zeldin, you are recognized.

Mr. ZELDIN. Thank you, Mr. Chairman. Dr. Shulkin, April 7th
USA Today story starts with, “Supervisors instructed employees to
falsify patient wait times at Veterans Affairs medical facilities in
at least seven states.” Was that accurate?

Dr. SHULKIN. I've reviewed 72 IG reports, 11 of them were found
to have intentional manipulation. So that would be accurate, but
it’s not representative of the majority of their findings.

Mr. ZELDIN. And of these supervisors, how many of them have
been fired?

Dr. SHULKIN. We have for a total of all of those IG reports, when
I add up going across that, we have 29 individuals that have been
disciplined. I think Chairman Miller before had said four have been
fired, I'm aware of five who retired under investigation. So rather
than letting the investigation go forward, they decided to retire
from Federal service.

Mr. ZELDIN. When you referenced the number 29 disciplined,
that is from this USA Today story?

Dr. SHULKIN. From the 72 IG reports that I've reviewed. I sort
of—I manually counted them up as we went through each of the
accountability actions.
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Mr. ZELDIN. Have any supervisors who instructed employees to
falsify patient wait times, have any not been disciplined?

Dr. SHULKIN. Oh, I suspect that of people investigated, many—
there were many, many more than 29. Probably lots more that
were investigated and the evidence did not suggest that there was
discipline that needed to be imposed.

Mr. ZELDIN. Okay. Are you saying that there were supervisors
who instructed employees to falsify patient wait times who have
not been disciplined?

Dr. SHULKIN. Of the investigations that we’ve done that found in-
tentional manipulation, we then would send in our office of ac-
countability review to do to these investigations. Everybody that
was found to have a action or found to have a behavior that re-
quired disciplinary action, we have imposed or they have retired.

Mr. ZELDIN. So no one has not been disciplined?

Dr. SHULKIN. Oh, I wouldn’t say that.

Mr. ZELDIN. We are going in circles right now.

Dr. SHULKIN. Yep.

Mr. ZELDIN. I am asking about the people who of the supervisors
who instructed employees to falsify patient wait times, have any
not been disciplined?

Dr. SHULKIN. You know, I don’t know the—I don’t know what
your denominator is. Anybody that has been accused of a manipu-
lation, we have investigated. When we have found that there’s evi-
dence that they did do the manipulation, we have implemented dis-
ciplinary action.

Mr. ZELDIN. None of those people haven’t been disciplined?

Dr. SHULKIN. I am not aware of anybody that we found that was
supervising a manipulation that we haven’t implemented discipli-
nary action. Now sometimes after the action, they’ve appealed and
those actions have been overturned.

Mr. ZELDIN. But no supervisor who you have investigated who
has instructed employees to falsify patient wait times has not been
disciplined?

Dr. SHULKIN. You know, Congressman, I feel like—I feel like I'm
being asked some questions about—you have to ask me individuals,
you’d have to say—

Mr. ZELDIN. I am asking about anyone.

Dr. SHULKIN [continued]. Well, look—

Mr. ZELDIN. Has anyone not been disciplined?

Dr. SHULKIN. These disciplinary actions have been going on well
before I got here. What I—all the information I have, and this is
not my responsibility to implement these disciplinary actions, we
have an office of accountability review. What I'm telling you is, is
that when I've reviewed these reports, when I find that other peo-
ple have taken disciplinary action against 29 individuals, I'm sure
there are many more that have been accused of supervising. So I
don’t know how to answer your question.

Mr. ZELDIN. Right. Okay. Well, I mean, it is a simple question.
There was a USA Today story that says, “Supervisors instructed
employees to falsify patient wait times in at least seven states.”
You are then saying that you investigate it, and if you have evi-
dence to back that up, then the person is disciplined. I am asking
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if through that process has anyone not been disciplined, and then
we start going around in circles.

We are talking about patient wait times while we are here, we
have issues with patient advocates, where I have constituents who
will call a patient advocate, they will not get someone on the
phone, they will leave a message, sometimes, many times they will
not get a call back. Reports about calling a suicide hotline and get-
ting a voicemail, in some cases not getting a call back.

A backlog of appeals this Committee is concerned about, greatly
concerning numbers, the Denver VA hospital construction project.
I have a constituent, John Mitchell, in an aid and attendance case
with over 20 years of service, an Army Ranger in Vietnam with
over 16 years in service with special ops. He suffers from traumatic
brain injury that’s directly connected to his service. One was from
an accident in a military vehicle, another one was from a parachute
fall.

And because the VA lost his file, he is being denied his benefits.
Twenty-year veteran, Vietnam veteran, special ops, and he is un-
able to take care of himself. And we are getting all these different
cases, but the only time that it comes to light for this Committee
is when the Committee brings it up to the VA. The VA needs to
be bringing these issues up to the Committee beforehand.

When one example after another doesn’t come to light until this
Committee brings it to light, or the USA Today does, or the Inspec-
tor General, or GAO, if it is not initiated by the Department of Vet-
erans Affairs, it looks like a cover-up.

So you say that someone who violates the law, or violates our
principles doesn’t belong at the VA, well, I would argue that that
goes straight up to the top of people who are violating the prin-
ciples of the VA. And it is greatly concerning that it is this Com-
mittee responsible, and it is the GAO responsible, it is the Inspec-
tor General, it is the media responsible for bringing this to light,
and you don’t do that for us.

I yield back.

The CHAIRMAN. Thank you.

Mr. Coffman, you are recognized.

Mr. CoFFMAN. Thank you, Mr. Chairman. Just a question about
the appointment wait times scandal because I think that we are
getting kind of different summaries of it, if you will. And so wasn’t
the—you said that it wasn’t about cash bonuses, but you didn’t put
a date on that, I guess that the policy had changed. But what was
the policy in 2013 when this issue came to light?

Dr. SHULKIN. Congressman, I wasn’t here then, so. But I believe
that there was wait times as part of people’s performance evalua-
tions. And so, Dr. Lynch, am I correct in that?

Dr. LYNCH. Yes.

Dr. SHULKIN. So there was a potential of a financial bonus if peo-
ple hit certain criteria.

Mr. COFFMAN. Sure.

Dr. SHULKIN. Today, that doesn’t exist. There is nobody.

Mr. COFFMAN. So you allowed—people were allowed to retire who
are under investigation, who were complicit in manipulating ap-
pointment wait times; is that correct? I think—
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Dr. SHULKIN. I think I said the investigation didn’t to conclude.
Before the investigation was able to conclude, they retired from
Federal service.

Mr. COFFMAN. So, but this involves fraud and fraud is a criminal
issue. How many criminal referrals occurred of people who were in-
volved in this scandal?

Dr. SHULKIN. My understanding—I don’t know whether the In-
spector General can help us with this—was that we did ask, I
think this was actually Senator Blumenthal who asked that the
Department of Justice come in to take a look at this, and they
ended up declining on looking at most of these cases. But I know
that there are referrals that go from the IG to the criminal divi-
sion.

Mr. CorFrFMAN. Could someone comment on that?

Mr. REINKEMEYER. There are referrals and I know in every case
where we suspect something we will make that referral. I can tell
you, and this is not my area of expertise, but I think a lot of the
money that you’re referring to, the bonuses, while inappropriate, is
not necessarily a high dollar amount, and there’s not a lot of trac-
tion.

Mr. CorFMAN. So fraud is okay if it is a low dollar amount, is
that what we are saying here today?

Mr. REINKEMEYER. Not for me, but I'm just saying—

Mr. COFFMAN. Really?

Mr. REINKEMEYER. —the Department of Justice, I think there’s
not a lot of traction if it’s a small dollar amount.

Mr. CorFrMAN. That is disappointing, under this administration,
that that would occur. And let me state what is current law, and
that is if somebody commits fraud, but is awarded a bonus, there
is no clawback provision in current law; is that not correct? Who
can answer that?

Dr. SHULKIN. I'm not aware of the answer.

Mr. COFFMAN. There is no provision. And, in fact, there is legisla-
tion before the Congress, and the position of the VA is neutral on
that, which I find is appalling, as a taxpayer and as a veteran, that
when somebody gets a bonus that they clearly did not earn, should
not have been given, that the only provision in which the VA is al-
lowed to claw it back is if it is given administratively to the wrong
person. But if it is given to the person that is the subject matter
of the bonus, even if they didn’t earn it, there is no provision for
clawback. That law needs to change, and the Secretary needs to
take a position affirmative for that legislation and not simply sit
on the sidelines. This is about cleaning up the VA. And the Sec-
retary was giving a speech in Denver last weekend—well, I think
it is two weekends ago—

Dr. SHULKIN. Yes.

Mr. COFFMAN [continued]. —that I was at where he said that the
fundamental problem in terms of the appointment wait time scan-
dal was a lack of training of VA personnel; is that correct? Was it
due to a lack of training?

Dr. SHULKIN. I think what the Secretary most likely meant was
that our system was complex and we weren’t spending enough time
training. But I don’t think he would say that was the only factor.
This was—there were many factors involved in this.
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Mr. CorFFMAN. It really had nothing to do with a lack of training,
it had everything to do with people that were fairly skilled at ma-
nipulating the system, because what, in fact, they did was to make
the numbers look smaller to get these cash awards, is that they
pushed veterans out on these secret waiting lists who did not get
health care and, in fact, there are veterans who died on those se-
cret waiting lists.

And, you know, I don’t know how we ever clean up problems in
the VA if we really don’t acknowledge their existence, and I really
do not believe that the leadership of the VA has acknowledged the
depth of the problems that exist here, and that’s why they will
never be cleaned up under current leadership. I yield back.

Mr. BENISHEK. [Presiding.] Mr. Bost, you are recognized.

Mr. Bost. Thank you, Mr. Chairman. Mr. Shulkin, I have to ask
specifically. In the individual VA medical facilities, administrators
and/or directors basically have the ability to monitor this with their
own facilities, correct, so make sure they are the ones that are in
charge of doing that; is that correct?

Dr. SHULKIN. Monitor this wait time?

Mr. BosT. This wait time and all of these.

Dr. SHULKIN. Yes.

Mr. BosT. They are the ones who do that?

Dr. SHULKIN. Yes, sir.

Mr. Bost. Okay. The concern that I have, and I am going to ex-
press this—and I am going to tell you about a bill that we are
working on that you may be aware of. The problem is I see right
now—=>St. Louis is one of our facilities—in the last 34 months, every
120 days or 280 days, depending on—or 240 days by your rule, we
keep circulating directors in and out.

I ran business for years, and if—in 120 days I couldn’t get all of
my employees’ names down, I couldn’t—definitely couldn’t figure
out where the problems were. And whenever—I thought this was
only in the St. Louis facility, but our research has found out that
there is 40 facilities that are actually in interim directors that are
just kind of cycling through like this. It is very hard to have over-
sight if someone is not there for a long period of time and they un-
derstand that is their job. Is there anything being done right now
to try to cure those problems?

Dr. SHULKIN. Yes. First of all, I couldn’t agree more. You can’t
solve the problems in the VA unless you have the right leaders in
place and they need to be permanent leaders. So we're on the same
page. St. Louis, very unfortunate. We actually had named a perma-
nent leader who was coming—

Mr. BosT. He was no longer available.

Dr. SHULKIN [continued]. Yeah. He was coming from Hawaii, and
because of personal issues he retired from Federal service. And so
now we're back in a national search, and we have some candidates.
So I am very focused on getting a leader in St. Louis.

But I don’t count 40, I count 34. That’s 34 too many. So we have
national recruitments out in place. It’s one of the reasons why
we’ve asked again for your support for Title 38 legislation, because
we need not only accountability in the VA, but we also need market
rates that will help us attract the very best who will come to take
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these jobs. Right now, there aren’t enough people who want to
come and take these jobs.

Mr. BosT. Because of salary?

Dr. SHULKIN. I think that the bad press that VA has been get-
ting, our applications are down 78 percent from the date of the cri-
sis. These are known to be very, very tough jobs and the salary is
not anywhere near where what the market rates are for these jobs.

Mr. BosT. I am pretty sure that nobody wants to jump on a ship
that is sinking. And that is the problem is—or maybe it needs to
be sealed up and then bailed out in the condition that it is right
now. And I think this is a possible—this just causes a downward
spiral and I think it needs to be cured.

Now I am willing to work with you on that, and I understand
the legislation we are going to be pushing forward gives the Sec-
retary about 120 days to look over proposals on what it is that we
can do and move forward to try to cure these problems.

With that, Mr. Chairman, I yield back.

Dr. SHULKIN. Thank you.

Mr. BENISHEK. Thank you, Mr. Bost.

I am going to yield myself five minutes to ask a few questions.
Dr. Shulkin, as you know, we have been aware of this problem
with the training and the procedures for these schedulers since
2005 when the Inspector General first reported on it, and it has
been 11 years since then. And the Inspector General stated in its
August 14 Phoenix report, since July 2005, the Inspector General
has published 20 oversight reports on VA patient wait times and
access to care, and that the VA has been resistant to change.

I guess my question is about the procedure for responding to and
dealing with Office of Inspector General reports. Okay? This is
something that I have been working on for years in my position
here. Is someone actually put in charge of responding to a specific
Inspector General report?

Dr. SHULKIN. Yes. I did not do, when I came into office, a major
reorganization of VA leadership because I wanted us focused on
this problem, fixing the wait time crisis, not internal politics. But
the one thing I did do, was, I established a new deputy undersecre-
tary for organizational excellence, whose position it is to focus on
this. That’s Dr. Carolyn Clancy.

Mr. BENISHEK. There is one person then—

Dr. SHULKIN. Yes.

Mr. BENISHEK [continued]. —has the responsibility—

Dr. SHULKIN. One office, one person.

Mr. BENISHEK [continued]. —to deal with this?

Dr. SHULKIN. Yes.

Mr. BENISHEK. So then that person will be held responsible for
maki(ril‘g sure that the Inspector General reported deficiency as cor-
rected?

Dr. SHULKIN. Well, I will be held responsible and the Secretary
ultimately is held responsible—

Mr. BENISHEK. Yeah, yeah. But it is difficult because—

Dr. SHULKIN. Yes.

Mr. BENISHEK [continued]. —you know, we have had so many In-
spector General reports where the VA Secretary has agreed with
the report and agreed to change it.
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Dr. SHULKIN. Yes.

Mr. BENISHEK. The way things are going. But nothing has
changed in 20, 30 years. You realize that, right? I mean, the In-
spector General report—

Dr. SHULKIN. I do realize this.

Mr. BENISHEK. For example, I will give you a good example, iden-
tified the fact there is no central hiring process for physicians at
the VA. That was reported, I think, 8 times over 30 years. That
problem still exists.

Dr. SHULKIN. Yeah.

Mr. BENISHEK. So no one seems to have fixed that problem. So
I want to have us where one person is responsible for responding
to the Inspector General reports. Let me ask of Mr. Reinkemeyer,
has there ever been an accountable employee assigned to fix a
problem in your history with the Inspector General?

Mr. REINKEMEYER. So there’s always someone assigned, but quite
honestly, and I was involved with the first 2005 report, and we re-
ported it. And until 2014, there was really no priority placed to it.
We reported it in ’05, we reported it in 2007. The right words were
said, changes were made, but when we came back two years later,
we found that nothing had been put in place.

Mr. BENISHEK. Right. Well, that is my experience as well. They
say we are going to fix it, but then nobody is actually responsible,
a name of an individual whose job it is, to actually make it happen,
never seems to get fixed, you know. You think that legislation man-
dating that the VA assign a specific accountable employee to fix a
problem would be an effective strategy?

Mr. REINKEMEYER. I think Dr. Shulkin was right that ultimately
he’s responsible and the Secretary. We make our recommendations
generally to the Under Secretary for Health assigning
responsiblity. I wouldn’t think legislation would be necessary, but
that’s certainly something you can explore.

Mr. BENISHEK. I know, but that is what I mean by saying that,
you know, there was this problem for 30 years with the IG telling
the VA they need to have a central plan for hiring physicians. They
said that to the VA six times over 30 years. The VA’s agreed with
them six times over 30 years. And, yet, nobody was ever assigned
to fix that problem, and it still occurs today that there is no real
central plan for hiring physicians within the VA.

So, I mean, you see what I am talking about, Dr. Shulkin?

Dr. SHULKIN. Yeah.

Mr. BENISHEK. That, you know, this is something that is a proce-
dural, the way things are done. I mean, it is given to some Com-
mittee, it is given to some department, but then there is nobody ac-
tually who is in charge other than you. And then you say, well, you
know, we are all working on it.

Dr. SHULKIN. But, Dr. Benishek, what I'm saying is, that is the
organizational change I made. I have a brand new deputy under-
secretary whose job it is to do that, and they’ve put together the
Office of Medical Inspector, all of the compliance officers, the regu-
latory officers, the ethics people.

Mr. BENISHEK. What is his name?

Dr. SHULKIN. Well, Dr. Carolyn Clancy. You know Dr. Clancy.

Mr. BENISHEK. Okay. Okay.
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Dr. SHULKIN. Yep.

Mr. BENISHEK. So then how many Inspector General reports has
he looked at so far in that position?

Dr. SHULKIN. They've been keeping us pretty busy this year.
We've looked at at least 72 on the wait times alone, and you've
probably sent over a bunch of others on top of that. So I would
say—

Mr. BENISHEK. Well, I would like to see—

Dr. SHULKIN [continued]. —probably over 100.

Mr. BENISHEK. I would like to see the Inspector General reports
that he has looked at and what exactly he has done to respond to
those Inspector General reports.

Dr. SHULKIN. Absolutely.

Mr. BENISHEK. All right. Thank you. I am out of time. And I
think everybody has asked their questions. So we are just about
ready for the closing.

Ms. Brown has a closing statement she would like to talk about.

Ms. BROWN. Yes. I want to ask Ms. Draper a question.

You mentioned the scheduler and that perhaps they are not get-
ting an adequate training. We all know that a scheduler is an
entry-level job. Do you think that the VA needs to do more to up-
grade, because once a person is trained in that position, if they see
another opening, they want to move up?

Ms. DRAPER. Yeah. Let me just back up a little bit because 1
think training is an issue, but I think it’s much more complicated
than that. I think there’s oversight issues, the VistA scheduling
system is really prone to user error. There’s a lot of things that fac-
tor into the errors that we’ve seen.

As far as the schedulers, it is an entry-level position, it’s usually
generally GS4, 5, 6. In previous work that we've done, we heard
from facilities that it’s a very high turnover position, I think it’s
the number one or two clinical position within VHA that turns over
each year. And so there’s not really a good career path for those
individuals.

And what we've heard is when someone demonstrates a high
level of capability, they're often scooped up and moved someplace
else. I think at one point a couple of years ago, they had instituted
in some places a GS6, so there was a career path. My under-
standing is that that doesn’t exist any longer.

It’s a lot of pressure and responsibility on these individuals, so,
it is important that they have the support, and the training and
the oversight.

Because, as I said in my opening remarks, if someone continues
to make the same errors, where is the oversight for that, and what
happens when that continues to happen? Because that is what
we've seen. So it raises the question about oversight. And, you
know, quite frankly, whether some of these people are really able
to do the jobs that they’re put in.

Ms. BROWN. Thank you. Mr. Secretary, last thing. I have gone
to the medical schools in the Orlando area with the Secretary, but
I didn’t know that there was some problems with it. I know we
need additional slots. I am hoping that you all will get back with
us, and if there is something that we, on our side, need to do, I
know we want to do it because we need those additional physi-
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cians. And, of course, if they train and have those residents, they
will probably stay in the area.

Dr. SHULKIN. Yes. Yes. We would—we’d welcome further discus-
sion on that.

Ms. BROWN. And in closing, I am hoping that the veterans that
is listening to what we are doing today understand that we are see-
ing over 2 million additional veterans in 2015 than 2014, over 226
appointments per day.

So if veterans need to come to the system, don’t be dumbed down
by what you hear in here, go and get assistance. Go to your Mem-
ber’s office. Go to the VA.

And with that, you know, we all need to soldier up and make
sure that the veterans are being taken care of. Thank you, and I
yield back the balance of my time.

Mr. BENISHEK. Thanks to the entire panel for being here. You
are now excused.

Today we have had a chance to hear about the many ongoing
problems related to Veterans Access. Oh, I guess we are going to
have the Chairman give a closing statement or something.

The CHAIRMAN. [Presiding.] No. No closing statement. I just con-
firmed with the Caribbean health care system that the individual
that we were discussing is still on the payroll.

Dr. SHULKIN. Thank you for correcting that.

The CHAIRMAN. So, again, the question is, why in the world
would somebody who has been convicted of armed robbery still be
working at the Department of Veterans Affairs?

Dr. SHULKIN. Okay. Well, hard for me—hard for me to answer
that right now. So I think we know owe you an answer.

The CHAIRMAN. Please. Thank you.

Mr. BENISHEK. Thank you, Mr. Chairman.

We have had a chance to hear about many of the ongoing prob-
lems related to veterans access to health care that continue to
occur today over two years since the wait time scandal.

As we have discussed, the VA has not taken the aggressive steps
needed to improve access to care for veterans. Until the VA stops
using the excuse of poor training to explain away systemic wait
time manipulation, begins holding itself accountable, nothing will
change. Dr. Shulkin, it seems to me that the I CARE, and MyVA
Access Declaration are just words. These ideas speak to an intent,
but to this Committee and to veterans, results are what counts.
Slogans and rhetoric designed to deflect blame are not good sub-
stitute for action-oriented results.

Until VA addresses the issues we have discussed today, begin-
ning with accountability, our veterans will have to hope the VA
gets itself squared away. But as we know, hope is not a plan.

I ask unanimous consent that all Members have five legislative
days to revise and extend their remarks, and to include extraneous
material. And without objection, so ordered.

I would also would like to once again thank all of the witnesses
and the audience members for joining us today. And with that, the
hearing is adjourned.

[Whereupon, at 12:35 p.m., the Committee was adjourned.]
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Prepared Statement of Chairman Jeff Miller

I would like to welcome everyone to today’s hearing titled, “A Continued Assess-
ment of Delays in Veterans’ Access to Health Care.” This hearing marks two years
since this Committee exposed the wait times scandal that gripped the department
in 2014. I am proud of the work we have done in those two years, particularly
digging into the actions of corrupt bureaucrats who put self-interest ahead of the
veterans they are charged with assisting.

The purpose of this hearing is to examine the efforts VA has taken to improve
access to care for veterans and to identify where serious issues persist. Based on
this Committee’s investigation, GAO undertook an audit of new patient primary
care wait times at six facilities across VHA. GAO’s review found that veterans at
those facilities waited between 22 to 71 days, which is significantly more than the
five-day average Secretary McDonald declared earlier this month. This discrepancy
can be easily explained.

First, VA only tracks and monitors a portion of a veteran’s actual wait time when
tracking access data. Instead of considering a veteran’s wait time to be from the
date when the veteran first contacts VA to request an appointment to when the ap-
pointment takes place, VA considers a veteran’s wait time to be from the date when
the veteran wants the appointment to occur to the date when the appointment actu-
ally occurs.

This is problematic because it does not take into account: the time it takes a VA
scheduler to contact the veteran to schedule the appointment; the fact that it is a
regular practice for schedulers to “negotiate” a desired date with a veteran; or the
fact that outright manipulation of desired dates to zero-out wait times is one of the
most prevalent types of data manipulation occurring in VHA. In effect, VA continues
to ignore the main forms of data manipulation, while it continues to come to con-
gress saying it no longer occurs. To this point, you will not find what you do not
seek.

The obvious result of VA reporting only a portion of veterans’ actual wait times
is artificially low results. I still do not understand a culture that persists in pre-
senting inaccurate data. A true picture of wait times, or more importantly the vet-
eran experience, can help us ensure an adequate allocation of resources. But, when
this Committee only hears requests for more manpower, more space, and more flexi-
bility, it is hard to reconcile the additional resources with a reported “wait time”
of only five days. This discrepancy between reality and VA’s claims was captured
by GAO in its report where VA data shows that wait times were at best understated
by 2° times and at worst 11 times the full wait times experience of veterans re-
viewed in the audit.

Another tactic VA uses to make its wait times appear lower is to combine the
shorter wait times for the large pool of established patients with the longer wait
times of the smaller pool of new patients. This dilutes the wait times data making
new patients’ waits appear shorter since they have been comingled with data from
the other cohort.

For years, VA has blamed incorrect appointment scheduling and long wait times
on training issues, largely because it was warned about those issues as far back as
2005, when the OIG published a report highlighting improper scheduling practices
and poor training. Many OIG and GAO reports since then have found the same
scheduling problems. Yet, in the 11 years since, VA continues to blame wait time
manipulation on the same cause, a cause over which VA has complete control.

Secretary McDonald has repeatedly asked that we allow him to run VA like a
business. But, I can assure you that if an executive running a company used the
same excuse to explain away problems 11 years in a row, with no change to show
for it, that individual would be out of a job. But, not at VA. Despite years of reports
confirming systemic issues, the department has successfully fired just four people
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for wait time manipulation while letting the bulk of those behind its nationwide
delays-in-care scandal off with no discipline or weak slaps on the wrist.

Another issue regarding accountability is how VA continues to ignore retaliation
against whistleblowers who report wrongdoing. The Committee asked VA for all ad-
verse actions where an employee was disciplined for “retaliation against a whistle-
blower”. VA provided the Committee a list showing that as of March 15, 2016, only
six individuals were disciplined for whistleblower retaliation.

However, upon further review, one of the listed employees is Sharon Helman, who
the committee has shown was not successfully disciplined for whistleblower retalia-
tion and was in fact successfully disciplined for failing to report accepted gifts. Two
of the other disciplined employees listed were “Houskeeping Aid Supervisors”, who
are clearly not high-level supervisors. That leaves three employees: two received
reprimands and one received a less-than-fourteen-day suspension. To be clear, ac-
cording to VA provided documentation, no employee has been removed for whistle-
blower retaliation. This is representative of the fact that, contrary to public state-
ments by VA officials, whistleblower retaliation appears to most certainly be toler-
ated by the department.

So now, two years after what was and is a systemic crisis in care being brought
to light, it is time for VA to stop using misleading data to tout wait times successes
that simply do not show the real wait time experience of veterans. I want to hear
what concrete actions have been taken, what fundamental changes have been made,
and what tangible, cultural shifts are occurring. Advertising artificially lowered
numbers does nothing to stimulate the change needed to improve veterans’ access
to care.

————

Prepared Statement of Corrine Brown, Ranking Member

Thank you, Mr. Chairman, for calling this hearing today.

Following the wait time scandal in Phoenix, Congress passed, and President
Obama signed, the Veterans Access, Choice, and Accountability Act of 2014. In it,
we mandated that there be an Independent Assessment of veterans’ health care.

The Assessment highlighted many of the things we hear from our veterans. We
hear that VA provides excellent health care, especially health care related to the
special needs of our veterans. We also hear that in certain areas, VA is at the fore-
front of health care in this country. We also hear from our veterans that VA care
is often fragmented, and that it can be difficult to navigate and arrange non-VA
care. We hear of long wait times and limited access.

Following the assessment, in the Surface Transportation and Veterans Health
Care Choice Improvement Act of 2015, we mandated a report by the VA regarding
a plan for how VA could consolidate all purchased care programs into one New Vet-
erans Choice Program. We received that report late last year and this committee
is currently working with the VA on the best way to implement the legislative re-
quests.

The VA is on track to see 6,277,360 unique patients, and 9,247,803 unique enroll-
ees. In FY2015, VA completed 56.7 million appointments, nearly 2 million more
than FY2014. That is roughly 226,000 appointments per day.

hThe number of patients the VA sees would put any other health care system to
shame.

I am pleased the GAO studied newly enrolled veterans and their access to pri-
mary care. In my conversations with veterans, time and again they say that once
you get into the VA system the care is the best in the world. It is this initial ap-
pointment that is so hard to get. I am troubled by the GAO findings that “nearly
half were unable to access primary care because VA medical center staff did not
schedule appointments for these veterans” in a quick timeframe.

The GAO report goes onto say that “veterans’ access to primary care is hindered,
in part, by data weaknesses and the lack of a comprehensive scheduling policy.”
Just last week in a Subcommittee hearing, Under Secretary Shulkin and Assistant
Secretary Council testified that they were working together through the MyVA ini-
tiative to modernize VistA and work on a scheduling system that is focused purely
on scheduling. I support the VA in working to fix the scheduling and be able to get
data we can trust.

We are at a tipping point right now as to what the VA will look like and the serv-
ices it will provide for veterans in the coming decades. I look forward to hearing
from our witnesses today on what this aspect of the VA will look like in the future.

Thank you, Mr. Chairman, and I yield back the balance of my time.
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Prepared Statement of David Shulkin, M.D.

Good morning, Mr. Chairman, Ranking Member Brown, and Members of the Com-
mittee. Thank you for the opportunity to discuss the efforts that VHA has taken
to improve access to care for Veterans. I am accompanied today by Dr. Thomas
Lynch, Assistant Deputy Under Secretary for Health for Clinical Operations and Dr.
Poonam Alaigh, Senior Medical Advisor.

The year 2014 was one of the most significant times in VA’s history. To say that
we had a crisis on our hands would be an understatement. After losing the trust
of the Nation, and most importantly, Veterans, we had to look at every basic prin-
ciple of operating a health care system. Without the appropriate data, we were un-
ablci_{ t<(i) truly understand how much space, staff, and other resources were really
needed.

When I first entered this office approximately 9 months ago, I began to realize
that the access issues had been slowly building up for many years and that cor-
recting those issues had to be addressed systematically, rather than piecemeal. We
needed to re-design and re-launch our approach to access in order to provide the
care for Veterans that they have earned and deserved.

As a whole, VA is working to rebuild trust with Veterans and the American peo-
ple, improve service delivery, and set the course for long-term VA excellence and
reform, while delivering better access to care. This initiative is called MyVA. All of
us in the VA health care system are focused on the MyVA initiative.

To ensure that VHA remains aligned with MyVA, I developed five priorities that
are the focus of VHA. My first priority is to fix the access issues and continue to
work on reducing the wait time for Veterans who need our services. In order to do
this, we need to get the right leaders in place at VHA who understand that it is
their job to take care of Veterans. We also need to change the way that we measure
wait times and put in place a new system for how we see Veterans that focuses on
the clinical urgency.

Immediate Steps - Addressing Urgent Care Needs

VA'’s ability to improve access to care and improve the Veterans’ experience is tied
directly to how we meet the urgent health needs of our Veterans. We must identify
who needs the help the most and commit to treating those Veterans who have clini-
cally urgent needs as soon as possible. As long as there is even a single Veteran
with an urgent care need that we are not meeting in a timely fashion, we will not
be satisfied. That is why VHA hosted two National Access Stand Down events - one
on November 14, 2015, and a second on February 27, 2016 - at all VA Medical Cen-
ters. The immediate goal of the first event was to connect with Veterans that have
urgent health care needs; address their needs; and reduce the number of Veterans
waiting greater than 30 days for urgent care. This initiative ensured coordinated ef-
forts to increase access to health care by:

e Maximizing the opportunities for “same day” appointments as much as possible;

e Getting timely and convenient care, referrals and information from any VA
medical center, not just the Veteran’s preferred VA care facility; and

e Ensuring Veterans see their provider within 30 days of their preferred date or
date of clinical need.

The February 27, 2016 event resulted in VA reviewing the records of more than
80,000 Veterans to get those waiting for urgent care off wait lists. Approximately
93 percent of Veterans waiting for urgent care were contacted. Since not every type
of clinic appointment has the same urgency, or the same medical risk to the patient
in the event of delay, we focused on addressing the highest priority needs first. Both
of these events proved to be a success, and the goal is to keep the momentum going.
We also know that it will take much more to fix access issues and achieve the goal
of providing Veterans same day access for primary care.

Declaration of Access

The focused Access Stand Down events in November 2015, and February 2016,
have addressed Veterans with urgent needs and significantly reduced the number
of Veterans waiting for care. Moving forward, we developed the “MyVA Access Dec-
laration,” a set of foundational principles for every VHA employee to improve and
ensure access to care. The MyVA Access Declaration is our pledge to improve access
to care for Veterans by committing to a list of access improvements. This list of
principles will be distributed to VHA staff and VHA leadership and staff will hold
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themselves responsible for meeting these commitments over the course of the next
year.
We aspire to provide access to care based on the following core principles:

e Provide timely care including same-day access in Primary Care, as needed;

e Respond to routine clinical inquiries within 2 business days;

o Offer follow-up appointments upon the Veteran leaving the clinic;

e Involve Veterans in the process of making or canceling appointments;

e Not cancel clinic appointments without appropriate Veteran notification and re-
scheduling;

o Integrate community providers as needed to enhance access;

e Offer Veterans extended clinic hours, and/or virtual care options, such as Tele-
Health, when appropriate; and

o Transparently report to the public and manage access to care data for Veterans.

The MyVA Access’ goal for 2016 is when a Veteran calls or visits primary care
at a VHA Medical Center, their clinical needs will be addressed that day. It is im-
portant for Veterans to be in control of their health care. We are changing our old
systems that have been in place for decades at VA to a system that works for Vet-
erans and is focused on contemporary practices in access. This initiative and the
Declaration represent VA’s pledge to improve access to care for all Veterans seeking
VA health services. MyVA Access will ensure coordination of initiatives and their
rapid deployment to meet the access needs of Veterans at VA medical centers.

Moving toward long-term transformation, VHA has already implemented a num-
ber of actions to address access, quality and patient satisfaction within the larger
transformation of MyVA. Within the 12 Breakthrough Priorities laid out by Sec-
retary McDonald, 2 focus squarely on health care outcomes, specifically improving
access to care and improving community care. Since the introduction of the MyVA
initiative, VA has made significant progress in improving access to health care:

e Nationally, VA completed more than 57.36 million appointments from March 1,
2015, through February 29, 2016. This represents an increase of 1.6 million
more appointments than were completed during the same time period in 2014
through 2015.

e VHA and Choice contractors created over 3 million authorizations for Veterans
to receive care in the private sector from February 1, 2015, through January
31, 2016. This represents a 12 percent increase in authorizations when com-
pared to the same period in 2014 through 2015.

e From fiscal year (FY) 2014 to FY2015, Community Care appointments increased
approximately 20 percent from 17.7 million in FY2014 to 21.3 million in
FY2015.

e VA completed 96.46 percent of appointments in February 2016, within 30 days
of clinically indicated or Veteran’s preferred date.

e VA continues to expand and improve the VCL, which has answered nearly 2
million calls since its launch in 2007. Nearly 490,000 calls, or a quarter of these
2 million calls, were answered during the last fiscal year. VCL responders dis-
patched emergency responders to callers in crisis over 11,000 times last year
- over 53,000 times since 2007.

e VHA has increased net onboard staff by over 17,000 employees since the begin-
ning of FY15 through February 29, 2016. This includes over 6,000 nurses (RN,
LPN & NA), 1,550 physicians, 112 psychiatrists, and 450 psychologists.

o Women Veterans Call Center (WVCC), created to contact women Veterans to
inform them about eligible services. As of February 2016, WVCC received
30,399 incoming calls and made 522,038 outbound calls, successfully reaching
278,238 women Veterans.

e In FY2015, VA activated 2.2 million square feet of space for clinical, mental
health, long-term care, and associated support facilities to care for Veterans.

e VA increased its total clinical work (direct patient care) by 10 percent over the
last 2 years as measured by private sector standards (relative value units). This
increase translates to roughly 20 million additional provider hours of care for
our Veterans.

e VHA offers an extensive community provider network of over 257,000 providers
through the Patient-Centered Community Care/Choice Programs and more are
joining each month.

e VA Telehealth services are critical to expanding access to VA care in more than
45 clinical areas.

e In FY2015, 12 percent of all Veterans enrolled for VA care received Telehealth
based care. This includes 2.14 million telehealth visits, touching 677,000 Vet-
erans.
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Veteran Experience - Veteran Satisfaction

The ability to describe wait times does not exist anywhere outside of the VA, so
there is no standard on how to report wait times. We have gone to such lengths
to make sure that we document every aspect of wait time data that we have devel-
oped a system that is too complex and has proven too confusing to Veterans, our
employees, and Congress. Although the data may be accurate, they do not reflect
the actual Veteran experience. Therefore, we have decided to use a singular meas-
ure - asking Veterans, our customers - whether they were satisfied with being able
to get care when they need it. VHA currently utilizes sign-in kiosks at VA facilities
all across the country to assess patient satisfaction, of those Veterans who obtained
appointments, with their ability to get their appointment when they wanted it.
Eighty-nine percent of Veterans were completely satisfied or satisfied with their
ability to get care when they wanted it.

As the Under Secretary, I want to ensure that we can say there are no Veterans
who need care now who are not receiving it. We are not fully there yet, but that
is the direction to which we are moving.

Legislative Priorities

VA is grateful for your continuing support of Veterans and appreciates your ef-
forts to pass legislation enabling VA to provide Veterans with the high-quality care
they have earned and deserve. As the Department focuses on ways to help provide
access to health care across the country, we have identified a number of necessary
legislative items that require action by Congress in order to best serve Veterans.

Flexible budget authority would allow VA to avoid artificial restrictions that im-
pede our delivery of care and benefits to Veterans. Currently, there are over 70 line
items in VA’s budget that dedicate funds to a specific purpose without adequate
flexibility to provide the best service to Veterans. These include limitations within
the same general areas, such as health care funds that cannot be spent on health
care needs and funding that can be used for only one type of Care in the Community
program, but not others. These restrictions limit the ability of VA to deliver Vet-
erans with care and benefits based on demand, rather than specific funding lines.

VA also requests your support for legislation that would allow VA to contract with
providers on an individual basis in the community outside of Federal Acquisition
Regulations, and includes explicit protections for procurement integrity, provider
qualifications, price reasonableness and employment protections. Such legislation
will ensure that VA is able to provide local care to Veterans in a timely and respon-
sible manner. VA would support language that addresses concerns related to em-
ployment nondiscrimination and equal employment protections. We would have
strong concerns with any legislative language, such as that currently being consid-
ered by this committee, that rolls back employment protections. VA further requests
your support for our efforts to recruit and retain the very best clinical professionals.
These include, for example, flexibility for the Federal work period requirement,
which is not consistent with private sector medicine, and special pay authority to
help VA recruit and retain the best talent possible to lead our hospitals and health
care networks.

Conclusion

VA is committed to providing timely access to Veterans as determined by their
clinical needs. VA Medical Centers will be making sweeping changes over the next
several months to realize the goal of same-day access for our Veteran population.
We realize the significant work that remains ahead. The good news is that moving
forward, along with Congress, we have an opportunity to reshape the future and
make long-lasting valuable changes. We also look forward to the Commission on
Care recommendations to inform or planning and execution. We appreciate Con-
gress’ support and look forward to responding to any questions you may have.

———

Prepared Statement of Larry Reinkemeyer

Mr. Chairman and Members of the Committee, thank you for the opportunity to
discuss the Office of Inspector General’s (OIG) recent work concerning veterans’ ac-
cess to health care. The OIG has issued many reports that have addressed various
impediments to patient access to health care. Most recently, our audit work has cen-
tered on VA’s purchased care programs and the challenges VA has faced in admin-
istering them. I am accompanied by Mr. Gary Abe, Deputy Assistant Inspector Gen-
eral for Audits and Evaluations.
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BACKGROUND

For more than a decade, the OIG has conducted oversight of the Veterans Health
Administration’s (VHA) performance in providing veterans timely access to care.
Our reports have brought attention to problems relating to wait times, scheduling
practices, consult management, data integrity, clinician staffing shortages, and the
lack of physician and nurse staffing standards. We have repeatedly reported that
VHlAd managers need to improve efforts for collecting, trending, and analyzing clin-
ical data.

Two years ago, VHA’s inability to provide veterans timely access to care became
the subject of national focus following allegations at the Phoenix VA Health Care
System (PVAHCS) in Phoenix, Arizona, that included gross mismanagement of VA
resources, misconduct by VA senior hospital leadership, systemic patient safety
issues, and patient deaths. On May 28, 2014, we published a preliminary report
substantiating serious conditions at the PVAHCS. ! We provided VA leadership with
recommendations for immediate implementation to ensure all veterans receive ap-
propriate care. Our August 26, 2014, final report reflected the full results of our re-
view, including case reviews of 45 patients who experienced unacceptable and trou-
bling lapses in follow-up, coordination, quality, and continuity of care.2 We made
24 recommendations to correct conditions identified at PVAHCS. To date, VHA has
implemented 20 of the 24 recommendations.3 Recommendations addressing poten-
tial disciplinary actions, consult reviews, use of the electronic waiting list, and ef-
forts to improve procedures used by schedulers to make appointments will remain
open until VHA completes the actions necessary to implement the recommendations.

As we have previously indicated, the surfacing of allegations related to wait times
and delays in care at PVAHCS was a watershed event for VA and the OIG. Since
April 2014, the national attention sparked by reporting on PVAHCS led to an in-
creased public awareness of the OIG and resulted in a dramatic increase in the
number of contacts to the OIG Hotline and the number of inquiries and requests
sent to us by Members of Congress. A number of these Hotline contacts continue
to allege inappropriate practices by VHA staff that undermine the integrity and reli-
ability of wait time metrics as well as allege that VHA’s initiatives to provide vet-
erans community care are not working.

Since the publication of our August 2014 report on PVAHCS, we have initiated
a series of audits and reviews evaluating the extent to which veterans are able to
receive timely care. Although we have completed audits and reviews and published
comprehensive reports, a number of more recent reviews are still in progress. One
example is an audit we are conducting at the request of Congresswoman Kyrsten
Sinema to review the PVAHCS Human Resources Department to determine how ef-
fectively they manage their Medical Support Assistant workforce to facilitate vet-
eran access to outpatient care. The results of our completed work are consistent-VA
continues to face challenges in providing timely access to care and the management
of consult appointments at various points of service.

HEALTH CARE ENROLLMENT

Veterans are experiencing delays even at the initial application and enrollment
for health care. Most veterans must apply and be determined eligible in order to
be enrolled for VA health care. Eligibility for enrollment is determined by evalu-
ating evidence of qualifying military service and financial income status, if nec-
essary. The Health Eligibility Center (HEC), a component of VHA’s Chief Business
Office (CBO), is VA’s central authority for eligibility and enrollment processing ac-
tivities as well as the business owner for the Enrollment System (ES), the authori-
tative system for veterans’ health enrollment and eligibility information. Although
ES serves as VHA’s official electronic system of record for veteran health care en-
rollment information, it also contains the names of all VA patients as well as appli-
cants whose military service was not confirmed.

In our September 2015 report, Review of Alleged Mismanagement at the Health
Eligibility Center, we substantiated the existence of about 867,000 pending records
residing with the HEC that had not reached a final determination as of September
30, 2014. Pending records included entries for over 307,000 individuals reported as
deceased by the Social Security Administration. However, due to limitations in the
HEC’s ES data, we could not reliably determine how many of the pending records

1Interim Report - Review of Patient Wait Times, Scheduling Practices, and Alleged Patient
Deaths at the Phoenix Health Care System (May 28, 2014).

2Review of Alleged Patient Deaths, Patient Wait Times, and Scheduling Practices at the
Phoenix VA Health Care System (August 26, 2014).

3 Recommendations 9, 13, 19, and 21 remain open as of April 14, 2016.
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existed because of applications for health care. We also determined that employees
incorrectly marked unprocessed applications as completed and possibly deleted
10,000 or more transactions from the HEC’s Workload Reporting and Productivity
(WRAP) tool over the past 5 years. WRAP was vulnerable because the HEC did not
ensure that adequate business processes and security controls were in place, man-
age WRAP user permissions, and maintain audit trails to identify reviews and ap-
provals of any deleted transactions. The HEC identified over 11,000 unprocessed
health care applications and about 28,000 other transactions in January 2013. This
backlog developed because the HEC did not adequately monitor and manage its
workload and lacked controls to ensure entry of WRAP workload into ES. The
Under Secretary for Health (USH) and the Assistant Secretary for the Office of In-
formation and Technology concurred with our findings and recommendations. VA
implemented Recommendations 2, 7, 9, and 13, and we will continue to follow up
until the remaining nine recommendations are implemented.

MENTAL HEALTH CARE

VHA’s efforts to increase access to mental health care for veterans face many
challenges. These include overcoming stigmas that veterans may associate with
seeking care for mental health and fears that associated medical records docu-
menting their care may have an adversarial impact on their lives and employment.
Additionally, VHA struggles to attain and retain a sufficient mental health work-
force capacity, establish a competency-based practice, and have adequate systems to
support improving care nationwide. In the face of these challenges, we continue to
focus our efforts on ensuring veterans receive timely access to mental health care.
The OIG’s Office of Healthcare Inspections has issued a number of reports detailing
their reviews of alleged delays in mental health care. 4

In August 2015, the OIG Office of Audits and Evaluations issued a national re-
view of veterans’ access to psychiatrists.? We found VHA had not been fully effec-
tive in its use of hiring opportunities or its use of existing personnel to improve vet-
erans’ access to psychiatrists. From fiscal year (FY) 2012 through FY2014, VHA in-
creased outpatient psychiatrist full-time equivalents (FTEs) by almost 15 percent.
However, during that time the number of veteran outpatient encounters with psy-
chiatrists increased by about 10 percent, and the number of individual veterans who
received outpatient care from a psychiatrist increased about 9 percent. This means
that while VHA significantly increased the number of psychiatrists providing out-
patient clinical care since FY2012, it did not show a corresponding increase in vet-
erans receiving care from psychiatrists. In fact, some individual facilities did not in-
crease encounters from FY2012 through FY2014 even with their additional psychia-
trist FTEs. This occurred because VHA did not have an effective method for estab-
lishing psychiatrist staffing needs. Throughout recent hiring initiatives, VHA did
not stress a specific need for psychiatrists; instead, facilities determined their own
staffing needs. VHA did not ensure facilities used consistent and effective clinic
management practices.

This resulted in 94 of 140 health care facilities that needed additional psychiatrist
FTEs to meet demand as of December 2014. We found VHA facilities could have
better used about 25 percent of psychiatrist FTE clinical time to see veterans in
FY2014, which equated to nearly gl 13.5 million in psychiatrists’ pay. Over the next
5 years, this would equate to over $567 million if clinic management is not strength-
ened now. The USH agreed to ensure facilities incorporate the Office of Mental
Health Operations staffing model to determine the appropriate number of psychia-
trists needed and attain appropriate staffing levels or identify alternative options.
The USH also agreed to develop clinic management business rules, reassess the ap-
propriateness of VHA’s productivity target for psychiatrists, and develop a mecha-
nism to monitor the variance in which psychiatrists code encounters. Since publica-
tion, VA implemented Recommendation 4, which was to develop a mechanism to
monitor the variance in which psychiatrists’ code encounters and determine appro-
priate coding guidance and training to ensure consistency.

CONSULT MANAGEMENT

In our August 31, 2015 report, Review of Alleged Mishandling of Ophthalmology
Consults at the Oklahoma City, OK, VA Medical Center, we substantiated that oph-

4See Healthcare Inspection - Mental Health-Related Deficiencies and Inadequate Leadership
Responsiveness Central Alabama VA Health Care System, Montgomery, Alabama (July 29,
2015) and Healthcare Inspection - Mismanagement of Mental Health Consults and Other Access
to Care Concerns, VA Maine Healthcare System, Augusta, Maine (June 17, 2015).

5 Audit of VHA’s Efforts To Improve Veterans’ Access to Outpatient Psychiatrists (August 25,
2015)
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thalmology and teleretinal imaging staff, and referring providers, acted inappropri-
ately on discontinued consults. We found:

e Ophthalmology staff discontinued about 31 percent more consults than the na-
tional average in FY2014, and about 42 percent more in FY2015 (reported as
of March 10, 2015).

o Teleretinal imaging staff also discontinued about 9 percent and 10 percent more
consults, respectively, than the national average during these same periods.

e Ophthalmology staff discontinued consults without adequate justification and
often because they could not provide eye exams to the patients within 30 days.

e Ophthalmology staff and referring providers did not take the necessary steps
to refer the patients to non-VA care staff to obtain their medical care outside
of the VA.

e Referring providers did not ensure that discontinued teleretinal imaging
consults received the appropriate ophthalmology clinic follow-up.

As a result of our inquiries, VA Medical Center (VAMC) leadership reviewed oph-
thalmology consults discontinued from January 1, 2014, through March 3, 2015, and
identified issues with 439 of 1,937 consults. However, ophthalmology leadership did
not provide sufficient oversight for processing consults and the VAMC did not have
well defined guidance to ensure staff took appropriate actions when processing
consults. We recommended the Oklahoma City VAMC Interim Director take appro-
priate action on patients affected by ophthalmology and teleretinal imaging
consults, as well as formalize guidance and train staff on processing consults. Ac-
tions by the VAMC to implement Recommendation 2, which was to initiate a review
of discontinued teleretinal imaging consults and take action to provide eye care
when necessary, remain in progress at this time.

PURCHASED CARE

VA’s purchased care programs include the Veterans Choice Program (VCP), Pa-
tient Centered Community Care (PC3), Fee Basis Care, and other non-VA care pro-
grams. VA’s purchased care programs are critical to VA in carrying out its mission
of providing medical care, including outpatient services, inpatient care, mental
health, dental services, and nursing home care to veterans. Our audits, reviews, and
health care inspections have reported the challenges VA faces in administering
these programs, such as authorizing, scheduling care, ensuring contractors provide
medical information to VA in support of the services provided, ensuring VA inputs
the medical information from contractors into the veteran’s VA medical record, and
timely and accurate payment for care purchased outside the VA health care system.

Patient-Centered Community Care Network

The PC3 program is a VHA nationwide program that provides eligible veterans
access to care through contracts for certain medical services. VA medical facilities
use the PC3 program after they have exhausted other options for purchased care
and when local VA medical facilities cannot readily provide the needed care to eligi-
ble veterans due to lack of available specialists, long wait times, geographic inacces-
sibility, or other factors.

In our July 2015 report, Review of Alleged Delays in Care Caused by Patient-Cen-
tered Community Care (PC3) Issues, we examined VHA’s use of PC3 contracted care
to determine if it was causing patient care delays. We found that pervasive dis-
satisfaction with both PC3 contracts has caused all nine of the VA medical facilities
we reviewed to stop using the PC3 program as intended. We projected Health Net
and TriWest returned, or should have returned, almost 43,500 of 106,000 authoriza-
tions (41 percent) because of limited network providers and blind scheduling. We de-
termined that delays in care occurred because of the limited availability of PC3 pro-
viders to deliver care.

VHA also lacked controls to ensure VA medical facilities submit timely authoriza-
tions, and Health Net and TriWest schedule appointments and return authoriza-
tions in a timely manner. VHA needed to improve PC3 contractor compliance with
timely notification of missed appointments, providing required medical documenta-
tion, and monitoring returned and completed authorizations. The then Interim
Under Secretary for Health agreed with our recommendations to ensure PC3 con-
tractors submit timely authorizations, evaluate the PC3 contractors’ network, revise
contract terms to eliminate blind scheduling, and implement controls to make sure
PC3 contractors comply with contract requirements. VA has implemented Rec-
ommendations 4, which was to revise contract terms to eliminate the option of
scheduling appointments before communicating with the veteran.

In our September 2015 report, Review of Patient-Centered Community Care (PC3)
Provider Network Adequacy, we reported that inadequate PC3 provider networks
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contributed significantly to VA medical facilities’ limited use of PC3. VHA spent
0.14 percent, or $3.8 million of its $2.8 billion FY2014 non-VA care budget on PC3.
During the first 6 months of FY2015, VHA’s PC3 purchases increased but still con-
stituted less than 5 percent of its non-VA care expenditures. VHA staff attributed
the limited use of PC3 to inadequate provider networks that lacked sufficient num-
bers and mixes of health care providers in the geographic locations where veterans
needed them. VA medical facility staff considered the PC3 networks inadequate be-
cause:

e The PC3 network lacked needed specialty care providers, such as urologists and
cardiologists.

e Returned PC3 authorizations had to be re-authorized through non-VA care and
increased veterans’ wait times for care.

e Non-VA care provided veterans more timely care than PC3.

For these staff, inadequate PC3 provider networks were a major disincentive to
using PC3 because it increased veterans’ waiting times, staffs’ administrative work-
load, and delayed the delivery of care. Further, VHA had not ensured the develop-
ment of adequate PC3 provider networks because it lacked an effective governance
structure to oversee the CBO’s planning and implementation of PC3, the CBO
lacked an effective implementation strategy for the roll-out of PC3, and neither VHA
nor Health Net and TriWest maintained adequate data to measure and monitor net-
work adequacy. The Under Secretary for Health agreed with our recommendations
to strengthen controls over the monitoring of PC3 network adequacy and ensure
adequate implementation and monitoring plans are developed for future complex
health care initiatives. VA has implemented Recommendation 3, which was to de-
velop action plans to improve provider networks that are unable to provide health
care services at the specific geographic locations identified.

Veterans Choice Program

As a result of Public Law 113-146, the Veterans Access, Choice, and Account-
ability Act of 2014 (VACAA) VA created the Veterans Choice Program (VCP) in No-
vember 2014. Following enactment of VACAA, VA turned to Health Net and
TriWest, the administrators of the PC3 program, who had provider networks in
place Nation-wide. The VCP allows staff to identify veterans to include on the Vet-
erans Choice List, a list that includes veterans with appointments beyond 30 days
from the clinically indicated or preferred appointment dates and veterans who live
more than 40 miles from a VA facility. Under this program, VA facilities began pro-
viding non-VA care to eligible veterans enrolled in VA health care as of August 1,
2014, and to recently discharged combat veterans who are within 5 years of their
post-combat separation date. With a key VCP eligibility criterion being a veteran’s
inability to receive care within 30 days, VHA’s schedulers and supervisors must en-
sure they follow VHA scheduling guidance when calculating wait times.

In our February 2016 report, Review of Alleged Untimely Care at the Community
Based Outpatient Clinic, Colorado Springs, CO, we substantiated the allegation that
eligible Colorado Springs veterans did not receive timely care in six reviewed serv-
ices. These services were Audiology, Mental Health, Neurology, Optometry, Ortho-
pedic, and Primary Care. We found that for 229 of the 288 veterans with appoint-
ments over 30 days, Non-VA Care Coordination staff did not add 173 veterans to
the Veterans Choice List in a timely manner and they did not add 56 veterans to
the list at all. In addition, scheduling staff did not take timely action on 94 consults
and primary care appointment requests. We reviewed 150 referrals for specialty
care consults and 300 primary care appointments. Of the 450 consults and appoint-
ments, 288 veterans encountered wait times in excess of 30 days. For 59 of the 288
veterans, scheduling staff used incorrect dates that made it appear the appointment
wait time was less than 30 days.

As a result, VA staff did not fully use VCP funds to afford Colorado Springs vet-
erans the opportunity to receive timely care. The Eastern Colorado Health Care Sys-
tem Acting Director agreed with our recommendations. Based on actions already im-
plemented, we closed the recommendation to ensure that scheduling staff use the
clinically indicated or preferred appointment dates when scheduling primary care
patient appointments.

In another February 2016 report, Review of Alleged Patient Scheduling Issues at
VA Medical Center, Tampa, Florida, we substantiated that when veterans received
appointments in the community through the VCP, the facility did not cancel their
existing VA appointments. For example, we found that for 12 veterans, staff did not
cancel the veterans’ corresponding VA appointments because Non-VA Care Coordi-
nation staff did not receive prompt notification from the contractor when a veteran
scheduled a VCP appointment and no longer needed the VA appointment. We also
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substantiated that the facility did not add all eligible veterans to the Veterans
Choice List when their scheduled appointment was greater than 30 days from their
preferred date, and that staff inappropriately removed veterans from the Veterans
Choice List.

This occurred because Tampa VAMC schedulers thought they were appropriately
removing the veteran from the Electronic Wait List, when they were actually remov-
ing the veteran from the Veterans Choice List. The Director agreed with our rec-
ommendations to ensure the facility receives prompt notification of scheduled VCP
appointments, determine if the contractor complies with the notification require-
ments, ensure appropriate staffs receive scheduling audit results and verify correc-
tion of errors, and ensure staff receive training regarding management of the Vet-
erans Choice List. Based on actions already implemented, we closed four of the five
recommendations, and will follow up to ensure the facility receives prompt notifica-
tion of scheduled VCP appointments.

NEW OIG OVERSIGHT INITIATIVE

The OIG’s Office of Audits and Evaluations recently initiated a pilot project to
audit one Veterans Integrated Service Network (VISN) and its facilities to evaluate
three key components of access-data reliability of wait time metrics, implementation
of VCP, and consult management. Our objective for this pilot is to provide com-
prehensive and timely oversight at all facilities within a VISN in order to provide
facility directors a report detailing their current data and scheduling practices. We
hope that by focusing OIG resources on this issue we can audit each VISN and its
facilities every 3 years, as we currently do with the Veterans Benefits Administra-
tion’s regional offices. We feel this work is important and will help provide a vet-
eran-centric view of what actions VISN management is taking to ensure situations
like Phoenix do not occur in the future.

CONCLUSION

OIG work has shown that VA faces challenges in providing adequate access to
health care. Risks to the timeliness, cost-effectiveness, quality, and safety of vet-
erans’ health care raised serious concerns about VA’s management and oversight of
its health care system and resulted in U.S. Government Accountability Office con-
cluding VA health care was a high-risk area in 2015. A recent announcement by
VA to once again change their plans on acquiring a new scheduling package aptly
characterizes their inability to provide consistent and meaningful tools and guidance
to the VA workforce tasked with ensuring veterans receive timely access to care. A
major challenge is in administering its purchased care programs, in part because
VHA schedulers and their supervisors do not follow established VHA scheduling
guidance. We have a number of active projects involving VHA procedures that ulti-
mately affect veterans’ access through the VCP. We will continue to work with VA
to provide the independent oversight and objective recommendations to help move
these programs and initiatives forward on these issues.

Mr. Chairman, this concludes my statement. We would be happy to answer any
questions you or members of the Committee may have.

———

Prepared Statement of Debra A Draper

Chairman Miller, Ranking Member Brown, and Members of the Committee:

I am pleased to be here today as you discuss issues concerning veterans’ access
to health care. My remarks today are based on our report that was released yester-
day, VA Health Care: Actions Needed to Improve Newly Enrolled Veterans’ Access
to Primary Care. This report is the latest in our ongoing body of work examining
veterans’ access to timely health care. !

1 See VA Health Care: Actions Needed to Improve Newly Enrolled Veterans’ Access to Pri-
mary Care, GAO 16 328 (Washington, D.C.: Mar. 18, 2016). See also GAO, VA Mental Health:
Clearer Guidance on Access Policies and Wait-Time Data Needed, GAO 16 24 (Washington,
D.C.: Oct. 28, 2015); VA Health Care: Management and Oversight of Consult Process Need Im-
provement to Help Ensure Veterans Receive Timely Outpatient Specialty Care, GAO 14 808
(Washington, D.C.: Sept. 30, 2014); VA Health Care: Reliability of Reported Outpatient Medical
Appointment Wait Times and Scheduling Oversight Need Improvement, GAO 13 130 (Wash-
ington, D.C.: Dec. 21, 2012); VA Mental Health: Number of Veterans Receiving Care, Barriers
Faced, and Efforts to Increase Access, GAO 12 12 (Washington, D.C.: Oct. 14, 2011); and VA
Faces Challenges in Providing Substance Use Disorder Services and Is Taking Steps to Improve
These Services for Veterans, GAO 10 294R (Washington, D.C.: Mar. 10, 2010).
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The Department of Veterans Affairs’ (VA) Veterans Health Administration (VHA)
operates one of the Nation’s largest health care systems; it provided care to about
6.6 million veterans in fiscal year 2014, including an aging veteran population and
a growing number of younger veterans returning from military operations in Af-
ghanistan and Iraq. VHA spent about $58 billion for their care in that year. Over
the past decade, VHA has faced a growing demand for outpatient primary care serv-
ices. From fiscal years 2005 through 2014, the number of annual outpatient primary
care medical appointments VHA provided through its medical facilities increased by
17 percent, from approximately 10.2 million to 11.9 million. Each year over that pe-
riod, an average of 380,000 veterans were newly enrolled in VHA’s health care sys-
tem. In fiscal year 2014, VHA provided about 730,000 primary care appointments
for new patients-appointments for those patients who had not been seen in a pri-
mary care clinic in the past 24 months, including those who were newly enrolled.

Primary care services are often the entry point to the VHA health care system
for veterans, and access to these services is critical to ensuring that veterans obtain
needed medical care, including specialty care. When veterans need specialty care-
such as cardiology or gastroenterology-they are typically referred to specialists by
their primary care providers, and each veteran’s primary care team manages and
coordinates the needed care.2 Veterans may obtain primary care services at VHA’s
medical facilities, which include 167 medical centers and more than 800 community-
based outpatient clinics. Responsibility for ensuring timely access to primary care
rests with 20 regional Veterans Integrated Service Networks (VISN), which oversee
the medical centers, and with VHA’s central office, which oversees the entire VA
health care system.

In recent years, we and others have expressed concerns about VHA’s ability to ef-
fectively provide and oversee timely access to health care for veterans, which, in
some cases, reportedly has resulted in harm to veterans. Our prior work on VHA’s
oversight of primary and specialty care found VHA did not have adequate data and
oversight mechanisms in place to ensure veterans receive timely care. For example,
since 2012, we have issued several reports recommending that VA improve appoint-
ment scheduling, ensure the reliability of wait-time and other performance data,
and improve oversight to ensure VA medical centers provide veterans with timely
access to outpatient primary and specialty care, as well as mental health care.3
Based on these serious concerns about VA’s management and oversight of its health
care system, we have concluded that VA health care is a high-risk area and, in
2015, added it to our High Risk List.4 To help improve timely access to health care,
Congress passed the Veterans Access, Choice, and Accountability Act of 2014
(Choice Act), which provided veterans facing long waits or lengthy travel distances
the opportunity to obtain care from providers (non-VA) in the community. 5

In the context of these serious and longstanding concerns, my testimony today
highlights selected findings from our most recent report on veterans’ access to pri-
mary care. My remarks will therefore focus on the extent to which

1.newly enrolled veterans access primary care in a timely manner; and
2.VHA provides oversight of veterans’ access to primary care.

For our report, we reviewed relevant regulations, guidance, and other key docu-
ments, as well as interviewed staff with responsibility for ensuring timely access to
primary care, including officials from VA, VHA, six VA medical centers, and the six
corresponding VISNs that oversee the medical centers in our review.® We selected
the medical centers based on variation in average wait times for primary care ap-

2 VHA provides primary care services through patient aligned care teams consisting of a pri-
mary care provider and support staff, including a nurse care manager, clinical associate such
as a licensed practical nurse, and administrative clerk.

3 See GAO 16 328, GAO 16 24, GAO 14 808, GAO 13 130, and GAO 10 294R.

4 GAO, High Risk Series: An Update, GAO 15 290, (Washington, D.C.: February 2015). GAO
maintains a high-risk program to focus attention on government operations that it identifies as
high risk due to their greater vulnerabilities to fraud, waste, abuse, and mismanagement or the
need for transformation to address economy, efficiency, or effectiveness challenges.

5 Pub. L. No. 113-146, 128 Stat. 1754 (2014). Under this authority, VHA created the Veterans
Choice Program, which was introduced in November 2014. Under the program, for example, cer-
tain veterans are able to receive care in the community, including primary care, if the next
available medical appointment with a VA provider is more than 30 days from the date a veteran
wants to see a provider or if the veteran lives more than 40 miles driving distance from the
nearest VA facility.

6 These medical centers were: VA Central Western Massachusetts Healthcare System (Leeds,
Massachusetts); Tennessee Valley Healthcare System (Nashville, Tennessee); Fayetteville VA
Medical Center (Fayetteville, North Carolina); Ralph H. Johnson VA Medical Center (Charles-
ton, South Carolina); VA Eastern Kansas Health Care System (Leavenworth, Kansas); and VA
San Diego Healthcare System (San Diego, California).
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pointments, facility complexity, and geographic location. From these medical cen-
ters, we selected a sample of 60 newly enrolled veterans (10 randomly selected from
each of the six medical centers), all of whom had requested VA contact them to
schedule medical appointments, but had not been seen by primary care providers.
We also selected a sample of 120 newly enrolled veterans (20 randomly selected
from each of the six medical centers), all of whom had requested that VA contact
them to schedule medical appointments and were seen by primary care providers.
We examined the medical records for each of these 180 veterans to determine the
history of actions taken to schedule appointments, such as dates the appointments
were scheduled and dates veterans were seen by primary care providers, if applica-
ble. We also evaluated VHA’s mechanisms for overseeing veterans’ access to primary
care against the Federal internal control standards related to control activities, in-
formation, and monitoring.? Additional information on our scope and methodology
is available in our report. The work this testimony is based on was performed in
accordance with generally accepted government auditing standards.

Problems Newly Enrolled Veterans Faced in Accessing Primary Care and
Obtaining Timely Access to Care

Our review of medical records for a sample of newly enrolled veterans at six VA
medical centers found several problems in medical centers’ processing of veterans’
requests that VA contact them to schedule appointments, and thus not all newly
enrolled veterans were able to access primary care. For the 60 newly enrolled vet-
erans in our review who requested care but had not been seen by primary care pro-
viders, we found that 29 did not receive appointments due to the following problems
in the appointment scheduling process:

e Veterans did not appear on VHA’s New Enrollee Appointment Request
(NEAR) list. We found that although 17 newly enrolled veterans in our review
requested that VA contact them to schedule appointments, medical center offi-
cials said that schedulers did not contact the veterans because they had not ap-
peared on the NEAR list. 8 According to VHA policy, as outlined in its July 2014
interim scheduling guidance, VA medical center staff should contact newly en-
rolled veterans to schedule appointments within 7 days from the date they were
placed on the NEAR list.® Medical center officials were not aware that this
problem was occurring, and could not definitively tell us why these veterans
never appeared on the NEAR list.

e VA medical center staff did not follow VHA scheduling policy. We found
that VA medical centers did not follow VHA policies for contacting newly en-
rolled veterans for 12 veterans in our review. VHA policy states that medical
centers should document three attempts to contact each newly enrolled veteran
by phone, and if unsuccessful, send the veteran a letter. However, for 5 of 12
newly enrolled veterans, our review of their medical records revealed no at-
tempts to contact them, and medical center officials could not tell us whether
the veterans had ever been contacted to schedule appointments. Medical center
staff attempted to contact the other 7 veterans at least once each, but failed
to reach out to them with the frequency required by VHA policy.

For the remaining 31 of 60 newly enrolled veterans included in our review who
did not have a primary care appointment:

e 24 were unable to be contacted to schedule appointments or upon contact, de-
clined care, according to VA medical center officials. These officials said that in
some cases they were unable to contact veterans due to incorrect or incomplete
contact information in veterans’ enrollment applications; in other cases, they
said veterans were seeking a VA identification card, for example, and did not
want to be seen by a provider at the time they were contacted.

e 7 had appointments scheduled but had not been seen by primary care providers
at the time of our review. Four of those veterans had initial appointments that

7 See GAO, Standards for Internal Control in the Federal Government GAO/AIMD 00 21.3.1.
(Washington, D.C.: November 1999). Internal control is a process effected by an entity’s over-
sight body, management, and other personnel that provides reasonable assurance that the objec-
tives of an entity will be achieved.

8 Veterans who request on their applications for health benefits that VA contact them to
schedule appointments are to be placed on the NEAR list. The NEAR list is intended to help
VA medical centers track newly enrolled veterans needing appointments.

9 Department of Veterans Affairs, “Rescission of VHA Outpatient Scheduling Policy and Pro-
cedures and Interim Guidance,” (Washington, D.C.: July 7, 2014). This interim guidance re-
scinded and replaced VHA Directive 2010-027 Outpatient Scheduling Processes and Procedures
(June 9, 2010).
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needed to be rescheduled, which had not yet been done at the time of our re-
view. Appointments for the remaining 3 veterans were scheduled after VHA
provided us with a list of veterans who had requested care.

For the 120 newly enrolled veterans across the six VA medical centers in our re-
view who requested care and were seen by primary care providers, we found the
average number of days between newly enrolled veterans’ initial requests that VA
contact them to schedule appointments and the dates the veterans were seen by pri-
mary care providers ranged from 22 days to 71 days. Slightly more than half of the
120 veterans in our sample were seen by providers in less than 30 days; however,
veterans’ experiences varied widely, even within the same medical center, and 12
of the 120 veterans in our review waited more than 90 days to be seen by a pro-
vider.

We found that two factors generally impacted newly enrolled veterans’ experi-
ences regarding the number of days it took to be seen by primary care providers:

1. Appointments were not always available when veterans wanted to be
seen, which contributed to delays in receiving care. For example, one veteran
was contacted within 7 days of being placed on the NEAR list, but no appointment
was available until 73 days after the veteran’s preferred appointment date, and a
total of 94 days elapsed before the veteran was seen by a provider. In another exam-
ple, a veteran wanted to be seen as soon as possible, but no appointment was avail-
able for 63 days. Officials at each of the six medical centers in our review told us
that they have difficulty keeping up with the demand for primary care appoint-
ments for new patients because of shortages in the number of providers, or lack of
space due to rapid growth in the demand for these services.

2. Weaknesses in VA medical center scheduling practices may have im-
pacted the amount of time it took for veterans to see primary care pro-
viders and contributed to unnecessary delays. Staff at the medical centers in
our review did not always contact veterans to schedule appointments in accordance
with VHA policy, which states that attempts to contact newly enrolled veterans to
schedule appointments must be made within 7 days of their addition to the NEAR
list. Among the 120 veterans included in our review that were seen by primary care
providers, 37 (31 percent) were not contacted within 7 days to schedule an appoint-
ment; compliance varied across medical centers.

As a result of these findings, we recommended that VHA review its processes for
identifying and documenting newly enrolled veterans requesting appointments and
revise as appropriate, to ensure that all veterans requesting appointments are con-
tacted in a timely manner to schedule them. VHA concurred with this recommenda-
tion, and indicated that by December 31, 2016, it plans to review and revise the
process from enrollment to scheduling to ensure that newly enrolled veterans re-
questing appointments are contacted in a timely manner. VHA also indicated that
it will implement internal controls to ensure its medical centers are appropriately
implementing the process.

VHA’s Oversight of Veterans’ Access to Primary Care Is Hindered in Part
by Data Weaknesses

VHA'’s oversight of veterans’ access to primary care is hindered, in part, by data
weaknesses and the lack of a comprehensive scheduling policy, both of which are
inconsistent with Federal internal control standards.® These standards call for
agencies to have reliable data and effective policies to achieve their objectives, and
for information to be recorded and communicated to the entity’s management and
others who need it to carry out their responsibilities.

A key component of VHA’s oversight of veterans’ access to primary care, particu-
larly for newly enrolled veterans, relies on monitoring appointment wait times.
However, VHA monitors only a portion of the overall time it takes newly enrolled
veterans to access primary care. 1! For newly enrolled veterans, VHA calculates pri-
mary care appointment wait times starting from veterans’ preferred dates, rather
than the dates veterans initially requested that VA contact them to schedule ap-
pointments. (A preferred date is the date that is established when a scheduler con-
tacts the veteran to determine when he or she wants to be seen.) Therefore, these
data do not capture the time veterans wait prior to being contacted by schedulers,

10 See GAO/AIMD 00 21.3.1.
11 We recently reported that VA similarly focuses on only a portion of the overall time vet-
erans wait to see mental health providers. See GAO 16 24.
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making it difficult for officials to identify and remedy scheduling problems that may
arise prior to making contact with veterans. (See fig. 1.)

Figure 1. lilustration of How the Overall Time It Takes a Veteran to See a Provider
May Differ from the Wait Time Calculated by the Veterans Health Administration
(VHA)

Veteran applies for Scheduler contacts veteran % Veteran is seen
health care benefits on and identifies the veteran's £ N by primary care
the 1st and requests preferred appointment date % provider,

to be contacted by of the 17th. .

VA to schedule an
appointment.

Securces: VHA (information};, GAO (illustration). | GAD-18-562T

Our review of medical records for 120 newly enrolled veterans found that, on av-
erage, the total amount of time it took to be seen by primary care providers was
much longer when measured from the dates veterans initially requested VA contact
them to schedule appointments than it was when using appointment wait times cal-
culated using veterans’ preferred dates as the starting point. For example, we found
one veteran applied for VHA health care benefits in December 2014, which included
a request to be contacted for an initial appointment. The VA medical center con-
tacted the veteran to schedule a primary care appointment 43 days later. When
making the appointment, the medical center recorded the veteran’s preferred date
as March 1, 2015, and the veteran saw a provider on March 3, 2015. Although the
medical center’s data showed the veteran waited 2 days to see a provider, the total
amount of time that elapsed from the veteran’s request until the veteran was seen
was actually 76 days.

Further, ongoing scheduling errors, such as incorrectly revising preferred dates
when rescheduling appointments, understated the amount of time veterans waited
to see providers. 12 For example, during our review of appointment scheduling for
120 newly enrolled veterans, we found that schedulers in three of the six VA med-
ical centers included in our review had made errors in recording veterans’ preferred
dates when making appointments. For example, in some cases primary care clinics
cancelled appointments, and when those appointments were re-scheduled, sched-
ulers did not always maintain the original preferred dates in the system, but up-
dated them to reflect new preferred dates recorded when the appointments were re-
scheduled. We found 15 appointments for which schedulers had incorrectly revised
the preferred dates. In these cases, we recalculated the appointment wait time
based on what should have been the correct preferred dates, according to VHA pol-
icy, and found the wait-time data contained in the scheduling system were under-
stated. Officials attributed these errors to confusion by schedulers resulting from the
lack of an updated standardized scheduling directive, which VHA rescinded and re-
placed with an interim directive in July 2014.13 As in our previous work, we con-
tinue to find scheduling errors that affect the reliability of wait-time data used for
oversight, which make it difficult to effectively oversee newly enrolled veterans’ ac-
cess to primary care.

As a result of these findings, we recommended that VHA monitor the full amount
of time newly enrolled veterans wait to receive primary care, and issue an updated
scheduling directive. VHA concurred with both of these recommendations, and indi-

12 VHA policy states that when a clinic cancels a veteran’s appointment, the preferred date
recorded in the initial appointment should be maintained in the system and not revised when
the appointment is rescheduled.

13 Department of Veterans Affairs, Rescission of VHA Outpatient Scheduling Policy and Pro-
cedures and Interim Guidance, (Washington, D.C.: July 7, 2014). This interim guidance re-
scinded and replaced VHA Directive 2010-027, Outpatient Scheduling Processes and Procedures
(June 9, 2010). Subsequent to this interim directive VHA issued numerous individual memos
to clarify and update its scheduling policies.
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cated that by December 31, 2016, it plans to begin monitoring the full amount of
time newly enrolled veterans wait to be seen by primary care providers. It also indi-
cated that it plans to submit a revised scheduling directive for VHA-wide internal
review by May 1, 2016.

This most recent work on veterans’ access to primary care expands further the
litany of VA health care deficiencies and weaknesses that we have identified over
the years, particularly since 2010. As of April 1, 2016, there were about 90 GAO
recommendations regarding veterans’ health care awaiting action by VHA. These in-
clude more than a dozen recommendations to address weaknesses in the provision
and oversight of veterans’ access to timely primary and specialty care, including
mental health care. Until VHA can make meaningful progress in addressing these
and other recommendations, which underscore a system in need of major trans-
formation, the quality and safety of health care for our Nation’s veterans 1s at risk.

Chairman Miller, Ranking Member Brown, and Members of the Committee, this
concludes my prepared statement. I would be pleased to answer any questions that
you may have at this time.
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Statements For The Record

THE AMERICAN LEGION

The American Legion has been actively tracking the amount of time it takes for
veterans to access the health care they have earned for over a decade. In 2002, The
American Legion launched the “I Am Not a Number” campaign to identify and docu-
ment the delays veterans were facing in obtaining medical care from the Depart-
ment of Veterans Affairs (VA). This project grew into to the “System Worth Saving”
(SWS) Task Force of The American Legion. The SWS team has been crisscrossing
the country annually with boots on the ground to evaluate the Veterans Health Ad-
ministration (VHA) in the field ever since. The American Legion has not been shy
about raising concerns, such as in the testimony of Mr. Roscoe Butler in March of
2013, fully a year before the Phoenix wait time scandal would break, where Mr.
Butler raised concerns about inaccurate self-reporting from the VA as well as the
large number of empty medical staff positions that needed to be filled if VA was
to have any hope of maintaining manageable wait times for care. 1

When the scandal broke in Phoenix, The American Legion not only led the chorus
demanding accountability, but also continued to put resources toward solving the
problems and helping veterans receive care, by establishing Veterans Crisis Com-
mand Centers (VCCCs) and conducting town hall meetings to facilitate communica-
tion between veterans and the VA and help veterans access with the care they need-
ed. Today, we know from validated reports that there was systemic falsification of
wait times at VA medical facilities. 2

The American Legion and the American people were rightfully concerned. The ob-
vious concerns and the conclusions that can be drawn from this may not be easily
solved by some of the pat solutions being thrown around. Some of these concerns
are shared by the larger health care industry of America as a whole and while these
problems may not be easily solvable - transparency must be a staple of VA, and the
ability to report accurately will be critical toward finding solutions for veterans.

Chairman Miller, Ranking Member Brown, and Members of the Committee:

On behalf of National Commander Dale Barnett and the over two million mem-
bers of The American Legion, we welcome this opportunity to comment on improv-
ing the access to the health care system of the Department of Veterans Affairs (VA).

While veterans wait for care in the VA system, many find that the private sector
is just as rife with delays and wait times that rival or exceed those at VA. News-
paper reports note “emerging evidence that lengthy waits to get a doctor’s appoint-
ment have become the norm in many parts of American medicine, particularly for
general doctors but also for specialists”3. A report from the National Academy of
Sciences noted “tremendous variability in wait times for health care appointments
exists throughout the United States, ranging from same day service to several
months.”4 In addition, veterans have mentioned problems accessing care in the pri-
vate sector, including a veteran in a major East Coast city who reported a minimum
of 90-100 days to get a simple dermatology consult, no better, and in many cases
far worse than veterans would be receiving utilizing local VA health care centers.

The American health care system as a whole has problems with wait times, and
sometimes it is important to reflect on VA’s position not solely as an island, but as

1 Witness testimony of Roscoe Butler, The American Legion - HVAC Subcommittee on Over-
sight and Investigation, “"Waiting for Care: Examining Patient Wait Times at VA” - March 14,
2013

2 "VA Bosses in 7 States Falsified Vets’ Wait Times for Care” - USA Today, Donovan Slack
April 7, 2016

3 New York Times The Health Care Waiting Game - Elisabeth Rosenthal, July 5, 2014

4 Science Daily Wait times for health care services differ greatly throughout US - July 29,
2015
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a barometer that can help forecast what to expect. The American Legion believes
that this is an area the Committee could more fully explore by focusing on how to
underpin the existing system so that we not only shore up VA, but set the example
of how the national health care industry should operate. This wouldn’t be the first
time innovation at VA would lead the Nation, and The American Legion believes
that this Committee has provided excellent oversight and analysis with a com-
prehensive slate of hearings examining the VHA. In addition, The American Legion
believes that a hearing or series of hearings examining VHA in relation to the larg-
er health care picture of America would prove beneficial. Wait times, opioid pain
killer prescription, elder care, mental health care, these are all problems that VA
must tackle, but they are also problems the American health care landscape as a
whole is grappling with, and the comparison and contrasts are illuminating.

While emergency measures such as the Veterans Access, Choice and Account-
ability Act of 20145 (VACAA) provided the opportunity for some relief while uti-
lizing private sector resources as a pressure release valve, the private sector has
many of its own struggles with wait times and cannot be seen as a sole solution
to the problems of waiting veterans. VACAA and subsequent efforts to consolidate
care in the community under a single streamlined system should make the process
easier when veterans need help accessing care, and reforming this portion of the
system is important. However, this only addresses part of the access problem.

The American Legion recognizes the importance of communication and coordina-
tion between all components of the health care community - VA facilities, private
sector resources, public-private partnerships such as agreements with teaching hos-
pitals and universities, Veterans Service Organizations (VSOs) and others who pro-
vide resources to help veterans, Congressional as well as local governments, and
most importantly the veterans themselves. When all of these stakeholders commu-
nicate it is easier to determine what resources are available to serve the needs of
the veteran. That cooperation can only occur when the communication is open and
free from fear of reprisal.

The real and striking problem identified by watchdogs like The American Legion
well before the Phoenix scandal broke which was confirmed by the scandal itself,
was the culture in VA that led to systemic false reporting of critical information.
Without accurate information about the delays veterans were facing, there is no way
to correctly identify where help is needed. When self-reporting continued to signify
that all was well, those connected to the veterans who were struggling had to find
alternative ways of gaining access to more accurate information.

The American Legion made independent, third party oversight visits to facilities
through the System Worth Saving Task Force and tried to highlight the problems
we saw through testimony before Congress as noted above. Representative Beto
O’Rourke from this very committee, frustrated with incongruities of data reported
by VA with what the veterans in his district reported regarding mental health care
wait times, commissioned private surveys to develop a more accurate picture.

When criticism comes forward to address problems, it must be met productively.
Where change is necessitated, it must occur to meet the needs of veterans. As a re-
sult of the Phoenix wait time scandal veterans now have new management at VA,
from Secretary Bob McDonald, to Undersecretary for Health Dr. David Shulkin, as
well as most of VA’s senior leadership team. These new leaders have stressed the
importance of retraining employees and management at every level to fix these
problems.

According to the Independent Assessment® VA is inconsistent from region to re-
gion. In some regions, VA does an excellent job of managing the health care needs
of veterans. Veterans receive treatment within the VA where possible, and over-
whelmingly veterans report favorably on the treatment they receive within VA even
when they are frustrated with the administrative aspects such as appointments. 7
In some locations when they cannot deliver the care veterans need, they can
smoothly make appointments to get the veterans care in the community. This indi-
cates the system has the capacity to deliver the care veterans want and deserve,
utilizing the best VA resources and private sector resources in places where this is
n}(lecessary, but while the capacity is there the consistency of this execution is falling
short.

The foundation to build that consistency requires better reporting, better commu-
nication between all parties, and better teamwork between all partners. Regional
problems can’t be fixed unless awareness of those problems filters up to those who
can commit the resources necessary to fix the problems and it will take new and

5 P.L. 113-146
6 http://www.va.gov/opa/choiceact/documents/assessments/integrated—report.pdf
7Vet Voice Foundation polling data, November 2015
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innovative solutions to succeed. Representative Ryan Costello has proposed the VET
Act8 which builds on the example set by American Legion VCCCs and sets up a
pilot program using Veteran Engagement Teams to help connect veterans with re-
sources. Representative O’'Rourke’s Ask Veterans Act® proposes surveying veterans
directly to get outside the closed loop of VA management reporting on its own
progress, and Representative Corrine Brown has introduced legislation that would
make VA establish a quadrennial plan for committing funds and coordinating care
effectively. These and other ideas will be necessary to help restore trust in the sys-
tem; even as VA’s new management works to do the same.

The American Legion is committed to ensuring that veterans have the best health
care system available to meet their unique needs and we are encouraged by some
of the progress VA is making 1. VA’s MyVA initiative combined with the successful
implementation of VISTA evolution, My Healthy Vet, working weekends to knock
down the appointment and consult wait times, and expanding telehealth are just
a few examples where VA is showing promise and improvement. The Wait Time
scandal illuminated problems within that health care system. In the time of imme-
diate crisis, the most obvious answer to that problem seemed to be that the re-
sources to meet need weren’t there and therefore veterans must be turfed off to com-
munity providers, but we all see now that it is just not that simple. The solution
will require patience and diligence to be sure, but above all honesty and the humil-
ity to admit that you need help. Management and employees cannot be afraid of
poor reviews causing them to hide their inability to admit they aren’t meeting
needs. VA cannot be so afraid of criticism that they fall back on knee jerk habits
to deny and deflect accusations rather than owning their shortcomings and pro-
viding a plan for how they aim to make up for them.

Overwhelmingly - VA still delivers a “System Worth Saving”. This is the Nation’s
largest, most extensive, most comprehensive integrated health care system and is
a system that has led the way on integrated health records, on treatment for heart
disease, on new and innovative treatments for mental health issues, and especially
Posttraumatic Stress Disorder. But this is also a system that needs to be viewed
through a lens that not only observes VA’s own internal struggles but also the
struggles of the Nation’s health care landscape as a whole.

The American Legion thanks this Committee for their diligence in pursuing im-
provements to the VA health care system and for their attentiveness to the strug-
gles of veterans who seek to access care. This Committee was instrumental in call-
ing attention to the initial Wait Time problem, and has been at the forefront of over-
sight through the past two years of reform efforts. As we continue to work toward
the future of veterans’ health care, we look forward to continuing the important
partnership and dialogue with all partners at the table from veterans to VA to Con-
gress, toward building the robust and dynamic health care system veterans have
earned with their service and sacrifice.

Questions concerning this testimony can be directed to The American Legion Leg-
islative Division (202) 861-2700, or wgoldstein@legion.org

——

Questions and Answers
PASSBACK

QUESTIONS FOR THE RECORD FROM CHAIRMAN JEFF MILLER

Question 1: What is the VHA-wide average wait time for Veterans seeking
primary care at VA? Please provide the number for new patients and estab-
lished patients. Does that average take into account the time from the first
contact the Veteran makes with VA until the appointment actually occurs?
In other words, does it include the time from the create date to the ap-
pointment date, not just from the preferred date to the appointment date.

Department of Veterans Affairs (VA) Response: In April 2016, the average
wait time for Primary Care was 4.66 days. This number includes both new and es-
tablished patient appointments and a new method of computation. This new method
uses either the date that an appointment is deemed clinically appropriate by a VA
health care provider, the Clinically Indicated Date (CID), or, if no such clinical de-

8 H. R. 3936
9 H.R. 1319
10 http:/www.va.gov/opa/pressrel/pressrelease.cfm?id=2775
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termination has been made, the date a Veteran prefers to be seen, the Preferred
Date (PD), to calculate wait times. The current method reports the wait times for
all patients combined, and does not include the create date. This is consistent with
the wait time goals of the Veterans Health Administration (VHA) published in the
Federal Register on October 17, 2014. 1

The previous method used to calculate wait times was based on the create date
(the date an appointment is made) and the desired date for scheduling an appoint-
ment. The create date time stamp provided valuable information for new patients
but not for established patients. So, the desired date time stamp required further
definition based on the source of the appointment request. VA now uses CID for pro-
vider driven appointment requests and PD for patient driven appointment requests.
The majority of appointments are made from provider driven requests, and pro-
viders must document CID. Use of CID makes the scheduling of appointments less
susceptible to manipulation.

Question 2: VA has used the excuse of training problems for more than
a decade when addressing wait times errors or manipulation. One very
simple way to address training deficiencies is to ensure your over 25,000
schedulers are trained properly, both the trainer and the trainee certify
that training is in compliance with VHA policy, and then hold them ac-
countable for actions outside of training. Will VA implement this simple
step of requiring a written attestation of competency in order to hold peo-
ple accountable for the continuing abuses in the scheduling system?

VA Response: In response to the events of 2014, VHA simplified the scheduling
procedures and published a Deputy Under Secretary for Health for Operations and
Management memorandum on June 9, 2015, which revised procedures to require
providers to write a return-to-clinic order and schedulers to enter the date contained
in that order as the CID. This new process keeps future appointment decision-mak-
ing with the provider and patient, rather than the scheduler. Associated training
was updated at that point and provided to employees who could schedule appoint-
ments. A written attestation is included as part of the training. Additionally, VHA
uses the “scheduling trigger tool” database to identify and notify facility leadership
of scheduling irregularities. Of note, a root cause of scheduling errors is the highly
manual, 30-year old scheduling software. VHA will implement VistA Scheduling En-
hancement (VSE) this summer. VSE updates the legacy command line scheduling
application with a modern graphical user interface. This capability reduces the time
it takes schedulers to enter new appointments, and makes it easier to see provider
availability. VSE provides critical, near-term enhancements, including a graphical
user interface, aggregated facility views, profile scheduling grids, single queues for
appointment requests, and resource management reporting. VHA anticipates this
new scheduling software will reduce the number of scheduling errors.

Several initiatives are planned for VHA’s “Summer of Scheduling,” including:

¢ National Rollout of VSE: The rollout of VSE will be achieved through a train
the trainer or “Super User” approach, developing local experts to train others.
The rollout will occur between May and July 2016, with ongoing sustainment
training.

e Hire Right, Hire Fast: This project’s goal is to ensure that every facility has
the right number of Medical Support Assistants (MSA), with the right skills,
and who can provide the right experience for Veterans.

¢ Own the Moment: VA knows that every moment between an employee and a
Veteran matters. This project reinforces the importance of serving with a focus
on principles and values, empowering VA employees to pursue what’s right for
the Veteran when procedures serve to limit services.

e Standardized MSA Onboarding/Training: New MSA Onboarding would in-
clude a two-week training program that draws its curriculum from scheduling
rules for technical training, customer experience training, and medical center
policies. The onboarding will provide a mentor for all new MSAs and use the
VSE “Super Users” model. Deployment will follow the National Rollout of VSE.

Question 3: Who at VA Central Office is responsible for training, and has
anyone been held accountable for this, since it has been used as an excuse
for wait time manipulation and errors for so long?

VA Response: VHA’s Access and Clinical Administration Program Office is re-
sponsible for developing scheduler training and policy. This office is creating, in col-

1 Available at: https:/www.federalregister.gov/articles/2014/11/05/2014—26274/publication-of-
wait-times-for-the-department-for-the-veterans-choice-program.



59

laboration with the VA Talent Management Service, a simulation-based learning
platform that enhances decision-making by allowing organizations to easily create
assessment, education, and training programs to improve outcomes through “real-
world” engagement. Simulation-based training is interactive and allows a scheduler
to choose various pathways in a decision tree. Once the training is developed and
released, each facility will ensure their staff successfully completes the training
prior to issuing the scheduling menu options.

Question 4: GAO pointed out in its report that medical center directors
are responsible for ensuring any staff who access the scheduling system
have completed the appropriate training. Given the numerous instances of
improper scheduling that continue to this day, how many directors have
been disciplined specifically for the failure to ensure his/her staff is prop-
erly trained? Please provide a list of each director, the discipline received,
and the specific charge that successfully led to the received discipline.

VA Response: VA’s goal continues to be strengthening its culture of account-
ability and putting a renewed focus on employee-led, Veteran-centric change. Re-
garding disciplinary actions, no director has been disciplined “specifically for the
failure to ensure his/her staff is properly trained;” however, as of July 8, 2016, VA
has taken disciplinary action against 52 employees for wait time data manipulation.
The breakdown of these actions includes: 17 Suspensions - Less than 14 days, 9
Reprimands, 8 Removals, 5 Admonishments, 4 Suspensions - 14-29 days, 3 Demo-
tions, 2 Employees retired in lieu of, 1 Employee resigned in lieu of, 1 Suspension
- over 60 days, 1 Settlement Agreement, and 1 Probationary Termination.

Question 5: Whistleblower disclosures that have been in the mediaZ2 show
that Phoenix has had about 33,500 cancelled clinic appointments since Oc-
tober 2015, 10,000 of which had not been rescheduled at least as of Feb-
ruary 2016. Please explain this.

VA Response: From October 1, 2015, through March 3, 2016, a total of 33,789
appointments were identified as being cancelled by clinics across all services in the
Phoenix VA Health Care System (PVAHCS). This number includes individual ap-
pointments, group appointments, Compensation & Pension, and telephone clinics.

VA identified 10,604 of the cancelled appointments as having “No Action Taken.”
“No Action Taken” could indicate such things as a future appointment scheduled in
a different stop code or appointments made in error (e.g., scheduled into the wrong
clinic, with the wrong date, for the wrong patient, etc.). A random audit of 100 pa-
tient records demonstrated that 14 need to be contacted to attempt to reschedule.
Based on the random audit, the facility will review further to determine if any of
the Veterans require a follow-up. Additionally, PVAHCS is developing an action
plan to review the 10,000 records, with a target completion date of mid-June 2016.

Question 6: According to a recent OIG report on Colorado Springs, 36
percent of the consults reviewed identified that Veterans waited from be-
tween 31 to 148 days for a specialty care consult and 78 percent waited for
from between 32 to 229 days for a primary care appointment. How is VA
addressing the specific problems identified by the OIG?

VA Response: VA Eastern Colorado Health Care System (VAECHCS) has al-
ready implemented measures to improve access and to ensure the facility has
trained staff to timely process consults. Scheduling staff at the PFC Floyd K.
Lindstrom Outpatient Clinic at Colorado Springs received multiple formal training
sessions on appropriate scheduling practices in the last several months, which in-
cluded use of the earliest appropriate date when scheduling new patient appoint-
ments. A “stand-down” on December 5, 2015, was also held, where all schedulers
were brought in on a Saturday to review and train on all of the critical components
of scheduling. Detailed refresher training for all scheduling staff was additionally
conducted on March 8-10, 2016. All new schedulers are required to attend and com-
plete formal classroom training, followed by a practicum and assessment of sched-
uling competencies, before transitioning permanently to their respective clinics.
Moreover, scheduling audits continue, with 100 percent of required audits being
completed for all scheduling staff in February, March, and April 2016. Based upon
the results of the audit reviews, supervisors provide immediate feedback to sched-
ulers, along with any necessary corrective action. In addition to these efforts, con-
sult metrics are being closely monitored as part of the VHA Consult Improvement
Initiative.

2 Available at: http:/www.azfamily.com/story/31371254/va-insider-comes-forward-regarding-
recent-controversy-in-vet-health care.
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Question 7: In the same report, the OIG found that VA staff did not fully
use Veterans Choice Program funds to afford CBOC Veterans the oppor-
tunity to receive timely care. Please explain, in detail, where and how that
money was spent.

VA Response: The omission of 100 patients from the Veterans Choice List (VCL)
occurred in the infancy of the program. Early in implementation, a report to add
patients to the VCL did not include all sites of care within VAECHCS. This issue
was identified and resolved through training for the Community Care manager, as
stated in the facility’s initial published response to VA’s Office of Inspector General.
Veterans Choice Program (VCP) funding that would have been spent for the care
of these Veterans remained in the VCP Fund for purposes of paying for other care
under the program.

VAECHCS fully supports an eligible Veteran’s choice to receive care through VCP.
VAECHCS is currently in the top five facilities in the Nation in volume of VCP re-
ferrals. Through March of fiscal year (FY) 2016, VAECHCS has referred 27,716 epi-
sodes of care to our region’s third party administrator, Health Net Federal Services,
resulting in 17,251 appointments in the community. To ensure we maintain this
success, VAECHCS added VCL entry criteria to the performance plans of schedulers
and issued the revised plans during mid-year review in March 2016.

Question 8: GAO noted, as this Committee has for years, that VA’s re-
ported wait times data only includes a portion of the time it takes a newly
enrolled Veteran to access primary care, by using a Veteran’s desired date
as opposed to the time the Veteran first contacts VA. Given the fact that
calculating wait times in this manner understates actual wait times, why
does VA do it this way?

VA Response: There is no clear standard to evaluate appointment wait times.
While using the create date is easier to capture and appears to calculate wait times
simply, it is not clinically relevant and doesn’t reflect the Veterans’ preference for
when to be seen. In the private sector, most large health care organizations focus
on patient satisfaction, and that’s where we think VA needs to go.

The create date time stamp may provide useful information for new patients but
not for established patients. Our patient population is older and has more chronic
conditions. As a result, a very large portion of appointments are “return to clinic.”
For example, if a Veteran sees a doctor for diabetes and the doctor wants a follow-
up appointment in 6 months, it doesn’t make sense to report that as a 180 day wait
time. While the follow-up care would be delivered at the clinically appropriate time,
it would inaccurately inflate a facility’s wait time average. A Veteran could see ex-
traordinarily long wait times at a facility due to this inflation and may be discour-
aged from seeking care there. The desired date time stamp must be further defined
based on the source of the appointment request. However, reporting wait times
based on create date in addition to our current, more appropriate, practice would
risk creating even more confusion. VA now uses the CID for provider driven ap-
pointment requests and PD for patient driven requests.

The Consumer Assessment of Healthcare Providers and Systems (CAHPS) is a
widely used survey throughout health care in America. A standard set of questions
deals with timely access to routine care and care needed right away. Historically,
VA has underperformed industry averages. Notably, however, Veteran responses in
the first and second quarters of FY2016 were the most favorable since 2013. More
than 83 percent of respondents indicated they usually or always received access to
routine care when they needed it, and 72 percent of respondents indicated they re-
ceived access to care needed right away.

Question 9: Officials from each of the facilities audited by GAO stated
that they periodically audit scheduled appointments to help ensure sched-
ulers are complying with scheduling practices. Is that a uniform policy
across all VHA facilities? If not, please explain why.

VA Response: Yes. Current VHA policy requires scheduling supervisors to audit
schedulers on a yearly basis, at a minimum. An updated scheduling directive, cur-
rently in the concurrence process, will require quarterly audits. The audit format
was standardized and is now a national auditing tool. Some sites are piloting the
audit tool. Once the scheduling directive is released, all sites will be trained on the
use of the audit tool for quarterly audits for all staff assigned the scheduling menu
options.

Question 10: In a December 2012 report, GAO recommended VA improve
efficiency and oversight of its scheduling process, including use of the EWL
and ensuring appropriate training. Now, over three years later, that rec-
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ommendation remains open, and VA continues to blame wait time manipu-
lation on improper training. When is VA planning on fixing its training
procedures so it can stop improperly characterizing its attempts to pad
numbers on those deficiencies?

VA Response: In May 2014, VA began retraining every employee whose position
includes the responsibility of scheduling appointments, to eliminate inconsistencies
across VHA or within any VA facility. This training clearly directed that all sched-
uling of appointments must use the official VA scheduling software and Electronic
Wait List (EWL) so that we can better track demand and need for additional re-
sources. Additional training was added and is provided to front line staff on an on-
going basis. To ensure compliance with required directives and policies, VA con-
ducted another review of all schedulers in August 2015. Employees who had not re-
ceived the required training had their scheduling authority removed and were
blocked from scheduling until properly trained.

In spring 2016, VA launched a 2-week, enhanced training program specifically for
schedulers and other front line staff, which will focus on critical customer service
skills. MSA onboarding, to include its mentorship program, will also support tech-
nical and policy training. Additionally, VA requires each Veterans Integrated Serv-
ice Network (VISN) Director and Medical Center Director to conduct Scheduling In-
spections on a regular basis at VA hospitals and clinics. Over 11,500 of these inspec-
tions have occurred, and this practice will continue. Finally, an interactive training
program is being developed for scheduling staff, which will be released after the
scheduling directive is approved.

Question 11: A consistent weakness that has been highlighted with re-
gard to scheduling practices is the lack of effective oversight. What is the
role of VISNs and central office with regard to oversight?

VA Response: In May 2014, VA began retraining every employee whose position
includes the responsibility of scheduling appointments, to eliminate inconsistencies
across VHA or within any VA facility. This training clearly directed that all sched-
uling of appointments must use the official VA scheduling software and EWL so
that we can better track demand and need for additional resources. Additional
scheduler training on updated scheduling procedures was conducted in the summer
of 2015. To ensure compliance with these new procedures, VHA directors certified
that all schedulers completed the appropriate training. Employees who were not
properly trained had their scheduling authority removed and were blocked from
scheduling until properly trained.

Additionally, VA requires each VISN Director and Medical Center Director to con-
duct Scheduling Inspections on a regular basis at VA hospitals and clinics. Over
11,500 of these inspections have occurred, and this practice will continue. We have
made a deliberate effort to educate our staff. In addition to training, we have mul-
tiple audit tools in place that actively scan VA’s metadata to look for abnormalities
in the scheduling process. Use of the “scheduling trigger tool” database to identify
and notify facility leadership of scheduling irregularities is an additional protection
against scheduling errors. Any such abnormalities are flagged and provided to facil-
ity leadership for appropriate follow-up. VA’s tracker tools identify the error and log
the appropriate action taken to remediate that error.

VA’s new scheduling software, VSE, will change the business processes that
schedulers use to make, cancel, and reschedule appointments. These business proc-
esses are anticipated to make scheduling more reliable and reduce errors. Specifi-
cally, VSE will:

Eliminate the ability to “zero out” appointments;

Improve the accuracy of lists;

Eliminate cancellation by clinic errors;

Improve the accuracy of CID/PD for multiple book appointments; and
e Eliminate “next available” errors.

Question 12: Why are audits and external reviews still finding errors in
scheduling appointments in spite of training? What is VA doing to ensure
these errors stop?

VA Response: One reason is that schedulers are generally entry level employees
who experience a 25 percent turnover each year. The Hire Right, Hire Fast initia-
tive is intended to ensure MSAs with the right skills are in the right place to pro-
vide a premium experience to Veterans. Medical center directors will certify re-
quired administrative baselines to ensure successful implementation. Additionally,
the current scheduling process is complex, requiring schedulers to manually apply
many of the business rules and procedures that could be done by an electronic
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scheduling system. VA deployment of VSE will update VA’s legacy “roll and scroll”
scheduling application with a modern graphical user interface. This capability will
reduce the time it takes for schedulers to enter new appointments and make it easi-
er to see provider availability. VSE implementation creates a need to update sched-
ulers on new software functions and procedures. VA will combine VSE training with
a module focused on critical customer service skills.

Question 13: With regard to the designation of Veteran’s health care as
one of GAO’s high-risk programs, what does VA expect to accomplish in
this regard through the end of the current administration?

VA Response: VA’s Under Secretary for Health, Dr. David Shulkin, has a vision
for a system that provides same day access to primary care and mental health care.
Same day access is defined as the ability of a facility to address a Veteran’s clinical
needs the day that a Veteran calls or visits a VHA medical center. Central to this
vision is a commitment to enhanced access and a consistent set of expectations re-
garding what a Veteran deserves when s/he enters any VHA facility. This commit-
ment is summarized in the MyVA Access Declaration and the Veteran experience
statement.

Our goal is to provide same day access for primary care and mental health care
by December 2016. This means that when Veterans call or visit a VHA medical fa-
cility, VHA will connect them to their primary care provider, connect them to an
alternate provider, such as a walk-in clinic or emergency room, or attend to their
needs by telephone, through telemedicine or other available methods, on the same
day as when the care they need is deemed medically necessary. In addition, Vet-
erans reporting or identified as being in crisis, including suicidality, will receive an
immediate crisis response. When Veterans call for a new mental health appoint-
ment, they will receive a suicide risk screening and immediate care, if needed. Vet-
erans already engaged in mental health care identifying a need for urgent attention
will speak with a provider that same day.

We will accomplish this through a firm commitment to our foundational prin-
ciples, known as the MyVA Access Declaration. These foundational principles sup-
port our collective commitment to our Veteran population and serve as a pledge to
Veterans regarding their ability to access care in a timely manner. The MyVA Ac-
cess Declaration is as follows:

. Provide timely care, including same-day services in Primary Care, as needed;

. Provide timely Mental Health care, including same day services, as needed,;

. Provide Veterans medically necessary care from another VA Medical Center
while away from their primary facility;

. Respond to routine clinical inquiries within 2 business days;

. Offer appointments and other follow-up options upon leaving a clinic;

. Actively engage Veterans for timely follow-up if a clinic is canceled due to un-
foreseen circumstances;

. Integrate community providers, as appropriate, to enhance access;

. Offer Veterans extended clinic hours and/or virtual care options, such as Tele-
health, when appropriate; and

. Transparently report access to care data to Veterans and to the public.
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Dr. Shulkin recognizes VHA medical facilities’ efforts, the collective commitment
to the above MyVA Access Declaration, and the need for additional support to
achieve same day access to care. Accordingly, he charged a team of clinical and ad-
ministrative field and central office leaders to identify, evaluate, and recommend
high impact solutions for application across the health care system. Multiple high
impact solutions were selected for rapid deployment.

Local deployment of these solutions is supported by VHA’s Veteran Engineering
Resource Center (VERC). VERC’s mission is to facilitate innovative solutions to
health care delivery challenges identified by national, network, and facility leader-
ship, as well as to propose important opportunities for change and improvement. In
support of MyVA Access, the VERC provides a continuum of support, including face-
to-face training and support to the VHA medical facilities as they implement the
solutions critical for improving access. Local deployment is also supported by other
trained improvement professionals, such as Systems Redesign Coordinators, Trans-
formation Coaches, and other internal subject matter experts.

Specific planned accomplishments prior to December 2016 include:

o MyVA Access VERC partners are engaging VHA health systems and coordi-
nating implementation planning through local leadership teams.

e In May 2016, VHA’s Office of Operations and Management commenced training
to 116 Group Practice Managers (GPM) from 92 VHA facilities across the coun-
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try. GPMs provide oversight of all VA Medical Facility Ambulatory Care Serv-
ices, including Primary Care, Mental Health, Specialty Care, and outpatient
surgical clinics. This oversight includes resource utilization, patient scheduling,
Veteran access, and clinic efficiency. GPMs facilitate critical discussions related
to the clinical practice and identify potential alternatives and subsequent out-
comes.

e The GPM training focused on the tools and resources needed for successful clin-
ical operations management. Topic areas included open access in primary care,
optimizing the health operations dashboard, and meeting the mental health
rzlge(és of Veterans in a timely manner. The training will continue in August

16.

e VSE will begin implementation in late 2016 and will facilitate Veteran-centric
and consistent experience when scheduling follow-up appointments. The sched-
uler is able to quickly and easily see multiple clinic profiles in one calendar
view, and the enhanced graphical user interface allows users to seamlessly
navigate through the scheduling process. An improved reporting structure will
also create a quick report to measure and track supply, demand, and utilization.

e Direct Scheduling for audiology and optometry will be in place nationally by De-
cember 2016. Through direct scheduling, audiology and optometry clinics will be
able to immediately see Veterans upon request, without first requiring a consult
from their primary care provider.

e The Telemental Health Hub Expansion initiative includes four regional hubs
that have defined relationships with several facilities with particular challenges
in their ability to provide timely mental health care. The first hub will begin
providing services on zJune 6, 2016, and the other hubs will commence later
this summer. All hubs will be operational by the end of the calendar year.

Question 14: Has VA conducted any analyses of its capacity, including
health care providers, specialty services, and other needs, by facility, and
if so, what do these analyses show, and what are VA’s plans for ensuring
adequate capacity?

VA Response: Yes. VA assesses the capacity and staffing of each VA medical fa-
cility. Establishing, filling, and projecting requirements for VA’s health care system
is a complex task. There is no “one size fits all” solution, making it particularly chal-
lenging for VA’s large health care system. Many factors influence the ability of VA
to meet the critical needs of a medical facility. Specifically, Primary Care panel ca-
pacity varies by facility, but, as of May 2016, the average is 88 percent. This means
that approximately 740,000 additional Veterans can be accommodated at present
staffing levels. Currently, 33 sites are above 95 percent of capacity, with 8 of them
over 100 percent. As demand increases, sites generally add Primary Care teams
within local constraints on budget, space, and recruitment ability.

VHA has taken a number of steps in recent years to improve clinical staffing
management of medical professionals and support staff. This includes establishing
team based, patient-centered care, development of productivity standards, and inte-
gration of workforce and succession planning.

Question 15: The GAO report discusses the lack of a comprehensive na-
tional scheduling policy, which has contributed to at least some of the ob-
served scheduling problems. In your response to GAO’s recommendation to
finalize and disseminate such a policy, you noted a completion date of May
1, 2016. If the scheduling policy was rescinded in 2014, why has it taken so
long to revise it? Further, what steps are you taking to ensure you will
meet the May 1 completion date?

VA Response: The Outpatient Scheduling directive was ready for review in Feb-
ruary 2016; however, the directive had to be rewritten to include content from the
handbook. The directive was submitted for review on May 20, 2016. In the mean-
time, the 2010 scheduling directive has not been rescinded. Once the 2016 directive
is released, it will replace the 2010 scheduling directive.

In the last four years, VHA has undergone changes that affected the policies and
procedures in the directive. With the implementation of VSE, Veteran Appointment
Requests, the Direct Patient Scheduling Application, the Choice initiative, and
changes to performance measures, the directive has been under a constant state of
revision. A scheduling directive stand down was held in Washington, DC, inviting
individuals on a concurrence list to attend and review the draft directive. Following
the stand down, 74 questions/comments from the group were forwarded for action.
These questions/comments have been addressed in the current draft of the directive
and are now awaiting final review. Once approved, the directive will return to con-
currence for final signature.
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Question 16: The GAO report also recommended improved efforts to en-
sure newly enrolled Veterans requesting an appointment are contacted in
a timely manner, and the importance of monitoring the full amount of time
newly enrolled Veterans wait to be seen. In your response to the GAO’s rec-
ommendations, you noted a completion date of December 31, 2016. What
steps are you taking to ensure you will meet the completion date?

VA Response: Welcome to MyVA (W2MyVA) provides newly enrolled Veterans
a warm welcome to VA, an overview of benefits for which they may qualify, and as-
sistance with scheduling their first appointment by a warm transfer of the Veteran
to the facility of their choice. After hours, the facility’s phone number is provided
to the Veteran to call at his/her convenience. Outbound calls are completed within
5 business days from the enrollment date.

VA is developing a monitoring plan to gauge the “Veteran Feel” (how long it actu-
ally takes/overall time) from application to scheduled appointment. VHA will mon-
itor timeframes on a consistent, frequent basis to detect deficiencies in the processes
of providing newly enrolled Veterans with access to care. The National Elapsed
Time report will be updated to calculate the time between application and appoint-
ment. Time frames will be monitored to improve visibility and accountability, allow-
ing oversight of successful scheduling for newly enrolled Veteran appointments.

Steps that are in place to meet the completion date include the following:

e Submit revised specifications to VSSC - target June 2016;

e Update W2MyVA Report and National Elapsed Time Report - target July 2016;

e Test the revised reports - target September 2016;

. Su(ki)mit Communication Plan to VISN and facility level - target September 2016;
an

e Complete revised W2MyVA Report and National Elapsed Time Report - target
October 1, 2016.

Question 17: Does VA know which facilities are in greatest need of using
contracted, non-VA care, and does it know the specialties for which Vet-
erans are most likely to use such care? If so, what plans are VA under-
taking to ensure that these services are available on a contracted basis to
Veterans and that Veterans receive timely access to this care?

VA Response: There is very similar utilization of community care across VHA,;
however, the top 5 facilities utilizing community care include VAECHCS, the Kan-
sas City VA Medical Center (VAMC), the Alaska VA Healthcare System, the Spark
M. Matsunaga VAMC, and PVAHCS, which collectively encompass 11.4 percent of
total utilization in FY2016 by all medical centers. There were two significant front
runners for categories of care being requested: Ophthalmology and Optometry; close-
ly followed by Primary Care and Physical Therapy.

Based on data trends and forecasting, VA works with HealthNet and TriWest to
identify and target specialties and providers of need. Both contractors have continu-
ously worked with local VA medical facilities and VISNs to identify needed special-
ties and bring those providers into the network. As of May 2016, the Choice Pro-
vider Network has grown by 85 percent. In April 2015, the network had 191,237
providers and facilities contracted. As of May 31, 2016, the network has 353,674
providers and facilities contracted. In the event that either contractor is unable to
provide the necessary service and returns the authorization to VA, VA may utilize
Veterans Choice Provider Agreements in accordance with established protocol to
purchase the care directly.

Question 18: Does VA ever cancel Veteran applications for health care
without receiving written authorization from the Veteran? If so, when is
doing so proper?

VA Response: In accordance with 38 Code of Federal Regulations § 17.36(d)(5),
a Veteran enrolled in the VA health care system will be disenrolled only if the Vet-
eran submits a signed and dated document stating that the Veteran no longer wish-
es to be enrolled or VHA determines that the Veteran is no longer in a priority cat-
egory eligible to be enrolled.

Question 19: In Dr. Shulkin’s written testimony, he stated that VA has
“gone to such lengths to make sure that we document every aspect of wait
time data.” How can VA say that it documents every aspect of wait time
data when it only captures a small portion of the time a Veteran actually
waits?

VA Response: In the past, VA computed wait times for new patients based on
the create date - the date on which an appointment was made. Under this method,
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a computer-generated time stamp was applied that did not reflect the Veteran’s
preference or what was deemed clinically necessary by a health care clinician. VA
computed wait times for established patients using a desired date - the date the pa-
tient wanted to be seen or the date clinically indicated by a provider when the Vet-
eran needs care.

The create date time stamp may provide useful information for new patients but
not for established patients. Our patient population is older and has more chronic
conditions. As a result, a very large portion of appointments are “return to clinic.”
For example, if a Veteran sees a doctor for diabetes and the doctor wants a follow-
up appointment in 6 months, it doesn’t make sense to report that as a 180 day wait
time. While the follow-up care would be delivered at the clinically appropriate time,
it would inaccurately inflate a facility’s wait time average. A Veteran could see ex-
traordinarily long wait times at a facility due to this inflation and may be discour-
aged from seeking care there. The desired date time stamp must be further defined
based on the source of the appointment request. However, reporting wait times
based on create date in addition to our current, more appropriate, practice would
risk creating even more confusion. VA now uses the CID for provider driven ap-
pointment requests and PD for patient driven requests.

As VA refocused its efforts on Veterans’ perceptions, VA sought best practices
from several industry experts, Veterans, and Veteran service organizations to de-
velop a wait time metric that balances Veterans’ preferences and provides the best
clinical care. VA determined that the preferred date would be used for all patients
and reported in a consistent manner, as it most accurately reflects the Veteran’s
and physician’s preference.

As the health care industry and private sector have demonstrated, patient wait
time data is but one of many indicators used to monitor access and measure cus-
tomer satisfaction. VHA is now utilizing realtime Veteran responses to access - a
system called VetLink, where Veterans check in at kiosks and are asked if they
were satisfied with their ability to get an appointment on time. Our VetLink data
shows that Veterans who were surveyed at the time of clinic check-in report that
they are satisfied or very satisfied with their scheduled appointment nearly 90 per-
cent of the time. In our new survey of Care in the Community, 85 percent of Vet-
erans were satisfied with their experience of Care in the Community and 77 percent
scored their VA Community Care Provider an 8 or higher on a scale of 10.

Question 20: In his testimony, Dr. Shulkin stated VA is planning to meas-
ure access to care by simply asking Veterans whether they were satisfied
with being able to get care when they need it. How will such a vague, sub-
jective standard alone provide more accurate data than also objectively
monitoring the full time a Veteran waits for care?

VA Response: We recognize that Veterans are still waiting too long for care.
However, in an effort to determine how we can better meet Veterans’ needs, Veteran
satisfaction is an essential and complementary component. Veterans have expressed
that wait times are not the only worthwhile indication of their experience with VA,
and that’s why we must transform the way we do business. We have learned that
figures measuring the wrong metric can cause unintended consequences and confu-
sion, like the 14 day metric in 2014 that was central to employees working to a met-
ric rather than the real needs of patients. Further, arbitrary wait time metrics,
alone, are clinically irrelevant. For example, if a patient’s condition requires an ap-
pointment within a week, a 14 day wait is a failure, albeit within the stated limit.
VA will not do away with wait time metrics, but we must expand how we assess
access, in the same way the private sector does.

VA is working hard to increase access to care. We have hired more doctors and
nurses; increased clinic space; extended clinic hours; and worked more closely with
community providers to refer Veterans. Additionally, we focus first on patients with
the most urgent health care needs. To improve customer service, VA is collaborating
with private sector companies known for providing positive experiences to their cus-
tomers to understand how we can ensure the highest quality care to the Veterans
we serve. Hearing directly from Veterans that we are effectively serving them is the
best gauge of success.

VHA is the only health care system in the country that publicly reports wait
times, but we have also come to realize the shortcomings in how this figure was
captured in our scheduling systems. For instance, we cannot readily distinguish ap-
pointments for urgent needs (for which same or next-day access is critical) from ap-
pointments for routine check-ups or follow-up. Nor can we parallel our performance
with private sector providers, because they do not routinely collect or publish com-
parable data. At best, our wait time metric is an “operational indicator” that we will
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continue to use on a daily basis to address the match between patient demand and
capacity to deliver care.

We made the commitment in 2016 to use feedback from the Veterans we serve
as our most important accountability measure for Access. We have adopted the Con-
sumer Assessment of Healthcare Providers and Systems (CAHPS) patient survey,
which is the industry standard used by every large integrated health care delivery
system in the United States. The CAHPS survey includes several questions about
Veteran’s experience getting care for routine and urgent needs over the prior 6
month period. We know, from CAHPS, that Access is a problem for a significant pro-
portion of our Veterans, although they do give us high marks for the quality and
comprehensiveness of our care once they are seen. Asking the Veteran what their
experience with Access has been will ensure our efforts will stay truly focused on
their needs. This Veteran-centric approach to assess Veteran satisfaction is also in
line with the MyVA Access Declaration Statement principles.

QUESTIONS FOR THE RECORD FROM CONGRESSWOMAN JACKIE
WALORSKI

Question 1: VA has stated that IT scheduling software was the reason for
manipulated wait times, but as we discussed in the April 14 joint Sub-
committee hearing, this is a self-inflicted wound. Will VSE and VSR prevent
employees from manipulating data, and will it have audit controls that can-
not be shut-off so that any changes are documented?

VA Response: VSE is VA’s new scheduling software. Among other things, it will
change the business processes that schedulers use to make, cancel, and reschedule
appointments. These updated business processes are anticipated to make scheduling
more reliable in VA, reduce scheduling errors, and eliminate scheduling manipula-
tion. Specific process improvements will include:

e Eliminating the ability to “zero out” appointments:

- In legacy VistA, the application allows schedulers to first enter a preferred date
and then search for available appointment slots. Once available slots are found, the
scheduler can go back and change the preferred date to match the open appointment
slot. This is known as “zeroing out” waiting times.

- VSE does not allow zeroing out appointments. In VSE, the first step is to create
an appointment request document by entering the date the patient wants or needs
to be seen. Once entered, the date cannot be changed. The second step is to display
the calendar and make the appointment. Even if multiple calendar queries are nec-
essary to find an open appointment date in the calendar, the original preferred date
remains “greyed out” and unable to be changed.

e Improving the accuracy of lists:

- In legacy VistA, when an appointment is made from any of numerous lists, the
scheduler must both make the appointment and intentionally remove the patient re-
quest from the list. If the scheduler fails to remove the patient from the list, dupli-
cate appointments may be made.

- VSE consolidates all of the current waiting lists (Appointment, Electronic Wait
List, Consults, New Enrollee Appointment Request, and Recall) into a single request
queue. Appointments may only be made by opening the request from the consoli-
dated list. Appointment creation in VSE automatically closes out the request result-
ing in improved accuracy of the “lists.”

e Eliminating cancellation by clinic errors:

- In legacy VistA, when a user cancels a patient by clinic, they must write down
the CID/PD on a piece of paper. Then the user makes a new appointment and trans-
fers the CID/PD manually to the correct field in the new appointment. This is the
standard way that the correct CID/PD is preserved.

- In VSE, when the user chooses cancel by clinic, the original CID/PD is “greyed
out” and preserved. The cancellation request then reverts to the request list. When
a new appointment is made from that request, the original CID/PD is automatically
entered into the new appointment.

e Improving the accuracy of CID/PD for multiple book appointments:

- In legacy VistA, when making sequential appointments, for example, for group
clinics, the CID/PD from the first appointment in the sequence was used as the ref-
erence point for each subsequent appointment. This inflated wait time measure-
ments.

- In VSE, when making sequential appointments, the CID/PD is entered once
when making the first appointment in the sequence and the computer calculates the
correct CID/PD for each subsequent appointment. If future appointments in the se-
quence are cancelled and rescheduled, the correct CID/PD is used for the resched-
uled appointment.
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e Eliminating “next available” errors:

- In legacy VistA, the user must respond to the question “is this a next available
appointment?” If the user answers “yes,” the CID/PD is set to “today.” If the user
answers “no,” the CID/PD must be entered by the user. The easiest way to use leg-
acy VistA is to respond “yes” to this question, artificially inflating wait times.

- In VSE, the workflow is totally redesigned. The user enters the CID/PD as a
first step. Once entered, it cannot be changed. When entered correctly, the applica-
tion displays the appropriate times on the calendar, making appointing more effi-
cient.

However, we recognize that a technical response, alone, will not serve to develop
a premium Veteran-centric mindset in VA employees. To foster enthusiasm for Vet-
eran service in VA’s workforce, VA will implement structural processes to reinforce
a high performing ethos with passionate leadership. In the fall of 2014, the Sec-
retary of Veterans Affairs, Robert A. McDonald, announced the transformational ini-
tiative, MyVA, with an emphasis on executing and cascading principles embedded
in the 2014-2020 Strategic Plan. Wait time goals were eliminated from network and
facility directors’ performance plans, and managers will be trained to use perform-
ance indicators, goals, and awards that are appropriate for the Veteran service envi-
ronment. This will help VA leaders to use performance data in the appropriate way,
to identify challenges and begin a conversation about root causes and potential rem-
edies; not as input solely for punishment and reward.

To address Secretary McDonald’s MyVA Breakthrough Priority of improving em-
ployee experience, the Leaders Developing Leaders program was established. Lead-
ers Developing Leaders will transform VA from a rules-based to a principles-based
organization by developing authentic servant leaders. Leaders Developing Leaders
will reach approximately 7,300 VA leaders and front line staff and will result in
ggre than 400 projects to strengthen leadership skills and enhance the culture of

As leaders and their teams adopt this mindset and put it into practice, teams will
experience greater levels of trust, engagement, and enhanced productivity. The
MyVA ultimately effect culture change within the organization that is more closely
aligned to, and more effectively supports, long-term organizational goals and innova-
tion.

Question 2: A VA Policy from the Northern Indiana Health Care System
states that a Primary Care Provider “has no obligation to follow a treat-
ment plan or medication provided by the community provider if they dis-
agree with the plan..” How is that Veteran-centric? Are VA physicians re-
quired to at least contact the Choice provider to discuss the recommended
treatment and coordinate any changes prior to substituting their own
treatment? If not, why not?

VA Response: There is both a VHA policy and a local policy that outline proc-
esses for co-management of patient care. Outlined in the Plan to Consolidate Pro-
grams of Department of Veterans Affairs to Improve Access to Care report, care co-
ordination for all Veterans in the future will fall along a continuum of intensity,
from basic care coordination or patient navigation to care or disease management
to case management. This continuum is influenced by a variety of factors: the com-
plexity of clinical conditions, Veteran preference for engagement, the primary care
provider, and the care setting. VA currently offers many diverse care coordination
programs that can be difficult to understand and navigate, but we plan to consoli-
date these programs into an integrated, enterprise-wide model implemented locally.
As care coordination matures at VA, it will be provided as a service to community
providers who care for Veterans in need of more intensive coordination. The impact
of this coordination continuum is to enable Veterans to receive the type of care man-
agement and coordination necessary to achieve positive health care outcomes.

Question 3: At the Marion VAMC, a Veteran with Alzheimer’s was seen by
a non-VA specialist. That physician prescribed non-formulary medication
that VA then would not authorize. VA required its formulary drugs to be
tried first, with suitable time for evaluation for each of these drugs sepa-
rately, before allowing a non-formulary request to even be considered. How
is that Veteran-centric? Are VA physicians required to first contact the
non-VA specialist to discuss the situation? If not, why not?

VA Response: As with all other VA medical centers, the Marion VAMC has a
policy which requires providers to first prescribe medications that are on our for-
mulary. If a request is made to utilize a non-formulary medication, either by a com-
munity provider or a VA provider, we first see if we have a suitable medication on
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our formulary that has the same indication and efficacy. If it is found that a for-
mulary medication is either not tolerated or is insufficiently efficacious, then a pro-
vider may request a medication that is not on the VA formulary.

VHA would happily provide more specific information regarding this Veteran if
more details and a privacy release from the Veteran are provided. In addition, VHA
could ensure ongoing coordination of services for this Veteran.

Question 4: In another example, a disabled Veteran rated at 60% for back
and nerve damage has been denied for care closer to home and instead VA
is requiring the Veteran to drive 64 miles round trip three times a week
for treatment at VA. How is this Veteran-centric care?

VA Response: VHA would happily provide more specific information regarding
this Veteran if more details and a privacy release from the Veteran are provided.
VA authorizes care in the community in accordance with applicable law, including
the Choice Act, and VA policy. With respect to VCP, Veterans may be eligible based
on wait-times, residence, or because they face an unusual or excessive burden in
travel. Eligibility determinations based on the unusual or excessive burden criterion
are made at the local level based on the particular facts of the Veteran’s cir-
cumstances.

Question 5: In Evansville, Indiana, VA staff discussed a provider staffing
shortage that required the Call Center to stop making and/or rescheduling
appointments for primary care. The facility specifically indicated “appoint-
ment slots are limited, and we are hoping this will decrease the amount of
movement of the patients.” This is alarming. Please tell me what VA Cen-
tral Office is doing to correct these types of actions.

VA Response: Capacity at the Evansville Health Care Center is adversely af-
fected by five Patient Aligned Care Team (PACT) clinician vacancies. To assure pa-
tients are scheduled appropriately, appointments are triaged by clinical staff so that
each Veteran’s needs are properly addressed through the correct appointment type.
Types of appointments include face-to-face appointments with a provider; phone ap-
pointments with a provider; appointments with ancillary services as indicated; ap-
pointments at other locations; or CHOICE.

Calls to the Evansville Health Care Center (HCC) do not go through the Call Cen-
ter. The facility uses the nationally approved call tree for Primary Care and calls
go directly to the clinic. If the extension is busy, the call will route to the next avail-
able clinic in the Primary Care queue. In the event a Veteran would call the Marion
VA Medical Center number and request to speak to an Evansville HCC clinic, the
call would be transferred to the appropriate location with a warm hand-off or a mes-
sage entered in the Computerized Patient Record System for the clinic to return the
call to the Veteran.

Question 6: The Evansville VA has assigned Veterans to “vacant panels,”
which, according to a whistleblower, means there is a documented appoint-
ment but no doctor to see the Veteran. Why are these patients not sent to
Choice?

VA Response: Evansville HCC currently has five PACT clinician vacancies and
two float position vacancies. Provider vacancies resulted from clinician retirement,
transfer, or separation. No new Veterans have been assigned to panels without a
provider to see the Veteran. For Veterans previously assigned to a vacant panel,
several options for appointment are offered to each Veteran:

e The six staffed PACT teams utilize two slots a day for appointments for Vet-
erans assigned to vacant panels.

e Vacant panels are clinically reviewed to determine how best to meet each Vet-
eran’s needs - through face-to-face or phone appointments with PACT or ap-
pointments with an ancillary service such as Behavioral Medicine, Social Work,
Nutritionist, etc.

e If appointments are not available on the Veteran’s preferred date, the Veteran
is offered an appointment at other Community Based Outpatient Clinic loca-
tions.

e If no other location with earlier appointments is acceptable to the Veteran, the
Veteran is offered the next available appointment at the Evansville HCC. If the
wait time is greater than 30 days, the Veteran is offered community care
through VCP.
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Letter From Michael J. Missal to Chairman Jeff Miller

The Honorable Jeff Miller Chairman
Committee on Veterans’ Affairs United States House
of Representatives Washington, DC 20515

Dear Chairman Miller:

At the Committee’s April 19, 2016, hearing on “A Continued Assessment of Delays
in Veterans’ Access to Health Care,” the Office of Inspector General (OIG) indicated
that it would provide additional information in response to questions asked by Con-
gressmen Hueslkamp, Coffman, and Abraham regarding the number of OIG refer-
rals made to the U.S. Department of Justice in connection with our investigations
into allegations of manipulation of appointment wait times throughout the Veterans
Health Administration. Additionally, Congressman Abraham inquired about the
scope of the OIG’s work in response to allegations of secret wait lists at the Edward
Hines, Jr., VA Hospital in Hines, Illinois, and the Overton Brooks VA Medical Cen-
ter in Shreveport, Louisiana. Enclosed is our response to those questions.

Thank you for the opportunity to provide this information for the hearing record.
Sincerely,

MICHAEL J. MISSAL

Enclosure

Copy to: The Honorable Corrine Brown, Ranking Minority Member
The Honorable Tim Huelskamp

The Honorable Mike Coffman

The Honorable Ralph Abraham

———

Additional Questions and Answers

Mr. Huelskamp: I understand we had 58 cases referred to the Department of
Justice for possible criminal charges. What has the response been from the Justice
Department for those 58 criminal cases and the disposition of those?

Mr. Coffman: How many criminal referrals occurred of people who were involved
in this [wait times] scandal?

Mr. Abraham: Were there any criminal charges that were sent up to the DOJ
for prosecution that you know of?

OIG Response: The VA Office of Inspector General (OIG) opened 116 investiga-
tions at 100 unique Veterans Health Administration (VHA) sites regarding allega-
tions that wait times for outpatient appointments were manipulated to give the ap-
pearance of a shorter wait for care or that consult appointments were inappropri-
ately cancelled with apparent false justifications. We opened more than one inves-
tigation at some individual VHA facilities when allegations appeared to be unre-
lated schemes.

To date, the OIG made formal referrals to the Department of Justice for 57 of the
116 investigations. Federal prosecutors indicated that 51 of the investigations do not
warrant further consideration. Opinions regarding prosecutorial merit for four in-
vestigations are currently pending. One case was accepted for prosecution in Geor-
gia, and the defendant, Cathedral Henderson, was indicted on July 8, 2015.1 The
trial in this case is scheduled for May 23, 2016. A second case, which initially start-
ed as a wait times investigation but became a conflict of interest case, was accepted
for prosecution, and the defendant, Sharon Helman, pled guilty on March 1, 2016,
to making a false statement.

To date, we have referred supporting evidence or detailed memoranda regarding
81 sites to VA’s Office of Accountability Review for any administrative action VA
deems appropriate. In February 2016, we began releasing the findings of the com-
pleted investigations by state so that veterans and Congress could have a complete
picture of the work completed in their state. To date, we have published 76 adminis-
trative summaries of investigation. As we continue to complete these investigations,
we intend to post them to this webpage.

1 http://www.justice.gov/usao-sdga/pr/va-employee-charged-falsifying-medical-records-
numerous- veterans.
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Mr. Abraham: In a February 25, 2016, letter to the President from the Office
of Special Counsel, [OSC] said that VA OIG investigations of whistleblower disclo-
sures regarding wait times at Hines, Illinois, and Shreveport, Louisiana, which is
in my state, were inadequate. OSC found that, “the OIG investigations found evi-
dence to support the allegations that the employees were using separate spread-
sheets outside of the VA’s electronic scheduling and patient record systems. How-
ever, the OIG largely limited its review to determine whether the separate spread-
sheets were ‘secret.” Please explain why the OIG limited these reviews?

OIG Response: Thank you for the opportunity to explain this matter more fully.
OSC has two specific functions under Title 5 U.S.C. Section 1213 and 1214.

e Under Section 1213, OSC has the authority to accept complaints or disclosures
of violations of law, rule, regulation, gross mismanagement, gross waste of
funds, an abuse of authority, or a substantial and specific danger to public
health and safety. OSC does not, however, have authority to investigate these
allegations. If OSC determines that the matter should be investigated, OSC is
required, within 15 days of receiving the allegations, to refer the matter to the
head of the agency for investigation. For disclosures specific to VA, the Sec-
retary of Veterans Affairs is the individual to whom the referral is sent under
Title 5 U.S.C. Section 1213. Under the statute, the head of the agency is re-
quired to conduct an investigation and provide a written report that includes
specific information defined in the statute within 60 days. The OIG does not re-
ceive Section 1213 referrals from OSC and has no statutory responsibility to
conduct an investigation or provide a written report to OSC. If the OIG has on-
going work relating to a Section 1213 referral, that work is provided to VA and
may be the basis for VA’s report to OSC.

e Under Section 1214, OSC has the authority to investigate allegations of prohib-
ited personnel practices. When OSC conducts an investigation that requires the
production of records maintained by the OIG, OSC sends a written request to
the OIG’s Information Release Office and the records are provided as allowed
by statute. We are not aware of any request by OSC for documents that have
not been timely provided to OSC pursuant to its Section 1214 authority.

On June 5 and December 22, 2014, respectively, OSC, under its statutory author-
ity granted under Title 5 U.S.C. Section 1213, referred allegations to the Secretary
of Veterans Affairs for investigation concerning the Edward Hines, Jr., VA Hospital
(Hines VA Hospital) in Hines, Illinois, and the Overton Brooks VA Medical Center
(VAMC) in Shreveport, Louisiana. VA submitted its responses to OSC in July and
August 2015, respectively. VA’s responses to OSC relied on two prior OIG investiga-
tions conducted at each facility. In its February 25, 2016, letter to the President,
OSC opined that:

“The OIG investigations that the VA submitted in response to both referrals are
incomplete. They do not respond to the issues that the whistleblowers raised. The
OIG investigations found evidence to support the whistleblowers’ allegations that
employees were using separate spreadsheets outside of the VA’s electronic sched-
uling and patient records systems. However, the OIG largely limited its review to
determining whether these separate spreadsheets were “secret.”

However, neither of the OIG wait time investigations cited by OSC in its letter
to the President was conducted in response to a Section 1213 referral from OSC to
the VA Secretary. In both cases, OSC made a Section 1213 referral to the VA Sec-
retary months after the OIG investigations had begun.

Overton Brooks VAMC, Shreveport, Louisiana

This OIG investigation was conducted in response to a complaint to the OIG Hot-
line on June 11, 2014, to which the complainant attached what was referred to as
a “secret wait list” that was “obtained from the Mental Health shared drive in
Shreveport.” The complainant alleged that a specific VA employee had ordered other
employees that she supervised to “not have clerks place persons on the electronic
wait list and keep a separate list.” The complainant stated that he “got his hands
on the list after a Nurse gave [him] her password to the list.” The OIG interviewed
the complainant on June 18, 2014, more than 6 months prior to OSC’s December
22, 2014, Section 1213 referral to VA. During that taped interview, the complainant
stated that he did not have personal knowledge of the purpose of the list and told
the investigators that other individuals had told him about the list. Further, the in-
dividuals the complainant identified as having knowledge of the “secret list” were
interviewed but did not support the complainant’s allegations. In this case, the OIG
investigation did not substantiate the allegations the complainant raised in his OIG
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Hotline complaint. The allegations attributed to the complainant in the December
22, 2014, Section 1213 OSC referral to the Secretary were not raised by the com-
plainant during the OIG investigation. In addition, neither the complainant nor
OSC provided any documentation or other information to support the allegations in
the Section 1213 referral.

As discussed in the Administrative Summary of Investigation published on our
website, the investigation was expanded proactively to look at wait time manipula-
tion in non-mental health areas. Mental health was not included in the investiga-
tion because mental health issues were the subject of a separate health care inspec-
tion that was initiated in response to a September 19, 2014, request by the then
Ranking Member of the Senate Veterans’ Affairs Committee, Senator Richard Burr.
During that inspection, additional issues relating to mental health were raised and
made part of the inspection. The inspection report was published on the OIG
website in January 2016, a month before OSC wrote a letter to the President.

The OIG completed investigation was referred to VA’s Office of Accountability Re-
view (OAR) in August 2015. It is our understanding that VA then provided the re-
quired Section 1213 written report to OSC on or around August 26, 2015. Unfortu-
nately, there were no communications between the OIG and OSC regarding the Sec-
tion 1213 referral to VA before or after VA sent the written report to OSC. In addi-
tion, we are not aware of any communications between OSC and VA regarding the
vPvritte(:ln report between August 26, 2015, and OSC’s February 25, 2016, letter to the

resident.

Edward Hines, Jr. VA Hospital, Hines, Illinois

The OIG investigation at the Hines VA Hospital began in response to reports by
various Chicago and national media outlets regarding “secret backlog lists.” The
media reports were generated by information provided to the media by a complain-
ant. After seeing the media reports, the OIG immediately began an investigation.
Beginning on May 14, 2014, OIG investigators made numerous attempts to inter-
view the complainant. She agreed to be interviewed on May 27, 2014. In addition,
on May 21, 2014, the OIG received a letter from Senator Mark Kirk requesting that
the OIG investigate allegations that “veterans at the Hines VA facility were pro-
vided informational briefings and general consultations in lieu of medical care in
order to meet the VA’s mandated fourteen-day window for appointments.” In addi-
tion, Senator Kirk advised that his office had “received additional reports that vet-
erans seen within the fourteen-day window were sometimes not able to see a doctor,
and instead met in group consultation/informational sessions without actually re-
ceiving medical care.” Senator Kirk requested that the OIG investigate three spe-
cific issues, which are addressed in our Administrative Summary of Investigation.
OSC did not submit a Section 1213 referral to the Acting VA Secretary until June
5, 2014, after our investigation into the complainant’s allegations and Senator Kirk’s
request for an investigation had begun.

As noted in our Administrative Summary of Investigation relating to the Hines
VA Hospital that is published on our web site, during the interview the complainant
made a number of allegations but did not provide documentation or other informa-
tion to support her allegations. The complainant did provide two emails that she
claimed supported the allegations; however, investigative interviews with the au-
thors of the emails did not support the complainant’s claim. The complainant admit-
ted to having no personal knowledge of any other scheduling manipulations or im-
proprieties at the Hines VA Hospital or first-hand knowledge of patient deaths or
drastic changes in patient conditions relating to wait times or scheduling manipula-
tion at Hines. Although the complainant stated that they had been contacted by 20—
25 people who claimed to have knowledge of these issues, the complainant refused
to provide names or further information such as details of these contacts. Further,
the complainant also claimed to have relevant documentation but refused to provide
it without written assurance that they would not be held responsible for violating
the Health Insurance Portability and Accountability Act, an assurance the OIG has
no authority to make. In addition, the complainant specifically denied that they had
any additional emails, documents, or evidence to provide. Despite the fact that the
allegations lacked specificity and the complainant could or would not provide any
supporting evidence, the OIG conducted an investigation of the allegation relating
to the mental health service and an investigation into scheduling issues in other
clinical areas.

The June 5, 2014, Section 1213 referral to VA consisted of general allegations
from the complainant but also lacked specificity, investigative leads, and supporting
documentation. In addition, the discussion in the referral letter did not include the
names of the employees who complained to the complainant or would have relevant
information, the names of the supervisors who engaged in the conduct, a specific
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date or timeframe during which the conduct occurred, or a specific clinic. Although
several services were listed, the list is followed by “and other units.” Such vague
allegations coupled with the fact that the complainant did not provide more specific
information to the investigators rendered it difficult, if not impossible, to fully inves-
tigate.

OIG work at the Hines VA Hospital was not limited to wait time allegations. In
April 2014, we issued a report concerning unnecessary cardiac interventions and
poor management of cardiovascular care. We are currently doing follow-up work on
this issue. In the original work, we engaged the services of consultants, including
a non-VA thoracic surgeon to review patient records and to identify if any patients
were harmed. In the follow-up work, we engaged a non-OIG consultant to assist in
the evaluation of clinical cases.

The Hines VA Hospital investigation was sent to VA’s OAR on January 26, 2015.
It is our understanding that VA provided OSC with a written report compliant with
Section 1213 in September 2015. It was not until we saw OSC’s letter to the Presi-
dent that we learned OSC had concerns. There was no communication between OSC
and OIG staff regarding this matter.

O
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