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IMPROVING THE DEPARTMENT OF VETERANS
AFFAIRS EFFECTIVENESS: RESPONDING TO
RECOMMENDATIONS FROM OVERSIGHT
AGENCIES

Wednesday, May 22, 2019

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

The Subcommittee met, pursuant to notice, at 2:00 p.m., in Room
210, House Visitors Center, Hon. Chris Pappas, [Chairman of the
Subcommittee] presiding.

Present: Representatives Rose, Cisneros, Takano, Bergman,
Radewagen, Bost, Roy.

OPENING STATEMENT OF CHRIS PAPPAS, CHAIRMAN

Mr. PAppAS. Today’s hearing will come to order. Today’s hearing
of the Oversight and Investigation Subcommittee is entitled, “Im-
proving the Department of Veterans Affairs Effectiveness: Re-
sponding to Recommendations from Oversight Agencies.”

Both, the Government Accountability Office, the oversight arm of
Congress, and the Department of Veterans Affairs Office of Inspec-
tor General, have made many recommendations for improving the
Department.

Today, we will examine whether the VA is responding to these
recommendations with effective and meaningful actions that better
address the needs of our Nation’s veterans. Today’s hearing is the
first during this congressional session for the Oversight and Inves-
tigation Subcommittee.

I, Ranking Member General Bergman, and all 7 of the other
Members of this Subcommittee, are charged with conducting over-
sight across the programs and operations of the Department of Vet-
erans Affairs, as well as those of other Federal agencies that serve
our veterans. In carrying out its responsibilities, this Subcommittee
will conduct hearings, site visits, and investigations nationwide.
Oversight is a critical responsibility of Congress, as described by
Article I of our Nation’s constitution and the Subcommittee will not
take our duties lightly.

During the coming months and through the remainder of the ses-
sion, we will examine important topics that span the entire range
of the Federal programs meant to serve our Nation’s veterans. The
Subcommittee will, at times, delve into some arcane topics and at
other times, we may stir some controversy, even, but the Sub-
committee will likely reveal failings of the Department of Veterans
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Affairs and also show whether the VA is heading in the right direc-
tion.

We will also find examples where Congress must take action,
whether to update and correct current laws, or require better ac-
countability from Federal agencies and officials; however, all the
Subcommittee’s work will have a central goal: ensuring the Nation
provides the support we need to give it to our veterans who earned
it, the men and women who served our Nation at home and abroad.

Today’s hearings will reveal the work of two independent and
non-partisan government agencies that have a long history in over-
sight of the Department of Veterans Affairs. Both, the Government
Accountability Office and the Department’s Office of Inspector Gen-
eral, regularly identify key concerns about VA operations and each
year, hundreds of reports are issued that recommend improve-
ments. Their work is critical for the Department, for Congress, and
for the public to understand the workings, the needs, and at times,
the shortcomings of the VA.

Of course, it is ultimately up to the VA to implement the rec-
ommendations GAO and the IG make, but it does not always do
so in a timely manner. For example, some of the GAO priority rec-
ommendations have remained unimplemented since 2012. The VA
health care system has been on the GAO’s high-risk list since 2015
and the Department still has not developed a viable action plan for
getting off that list.

GAO has added a second VA operational area, acquisition man-
agement, to its high-risk list this year. The inspector general has
more than 500 recommendations that VA still needs to implement
and about a quarter of those have been awaiting implementation
for more than a year.

Through their oversight work, GAO and the VA Inspector Gen-
eral repeatedly find systemic weaknesses at the VA, such as poor
governance structures, a lack of leadership continuity, and failure
to communicate effectively. These problems translate into real risks
for veterans. For example, just last fall, GAO found that a lack of
consistent program leadership resulted in VA spending only about
23 percent of %6.5 million allocated for suicide prevention outreach
during fiscal year 2018.

As part of their testimony, the witnesses will describe the impor-
tance of strong and consistent leadership to ensure recommenda-
tions are implemented and major management challenges are ad-
dressed. Unfortunately, a key witness is missing and that is rep-
resented by the chair that is empty. Secretary Wilkie of the De-
partment of Veterans Affairs declined our invitation, and he elected
not to arrange for a representative of the Department to come in
his place.

The secretary did not offer any scheduling conflicts or other cred-
ible reasons for why he decided not to participate; rather, he
seemed to feel it would not be in his or the Department’s best in-
terests to share a panel with our two oversight witnesses who are
here with us today.

Frankly, I find the VA’s absence unacceptable. Contrary to what
the secretary claimed in his communications with Chairman
Takano and Ranking Member Roe when declining to participate in
the hearing, House Veterans Affairs Committee has had a long his-
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tory of seating the VA witnesses on panels with witness from the
GAO and the IG. This is also quite common across other Congres-
sional committees.

One question I had planned to ask the secretary today was
whether he considers addressing the audits, the examinations, and
the recommendations of the GAO and the IG to be a high priority
and whether these findings have helped shape his leadership of the
Department. The Department’s refusal to participate in today’s
hearing speaks volumes about the degree to which it values the in-
sights and recommendations that Mr. Dodaro and Mr. Missal have
to offer.

It is my sincere hope that the secretary will soon come to the
conclusion that the VA cannot go it alone. And to be clear, this
Subcommittee invited the secretary to appear today in order to
allow for greater dialogue and discussion on this critical path for-
ward. Congress is at its best when it invites those of different
views to share their analysis and opinions, even when they strong-
ly disagree, so we can endeavor to find the best solutions to the
problems faced by our Nation and our veterans.

With that, I would like to recognize Ranking Member Bergman
for 5 minutes for any opening remarks he may wish to make here
today.

General Bergman?

OPENING STATEMENT OF JACK BERGMAN, RANKING MEMBER

Mr. BERGMAN. Thank you, Mr. Chairman, and congratulations on
holding your first hearing as Chairman of the O & I Subcommittee.
Historically, and especially last term, it was a very bipartisan Sub-
committee focused on asking tough questions and getting good re-
sults and dialogue, not only from the likes of, you know, GAO and
the IG, but the VA, as well.

We are here today to understand how the Department of Vet-
erans Affairs responds to recommendations of the VA Inspector
General and the Government Accountability Office. In an organiza-
tion as large and complex as VA, there will be challenges and there
will be problems, and sometimes the people who are responsible
need to be held accountable for the good of the organization. Other
times, challenges and problems are more systemic.

In either case, a good measure of leadership and organizational
health is an agency’s response to these challenges. Unfortunately,
VA is not participating in today’s hearing. It has not been the re-
cent past practice of the Committee to invite the secretary to testify
at a Subcommittee hearing. Additionally, we generally place the
secretary on a panel of his own out of deference. I understand that
attempts were made to accommodate the Agency, but in the end,
compromise could not be reached. I hope that in the future, we can
overcome these issues because we need to hear from the VA to fully
understand the issues.

We are fortunate, however, to have the comptroller general and
the VA Inspector General here today representing their organiza-
tions, which are working day-in and day-out, to improve VA’s effec-
tiveness and efficiency. Comptroller General Dodaro, Inspector
General Missal, thank you for being here. Your organizations pro-
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vide a valuable service to VA and the men and women who rely
on VA for benefits and health care.

My interest today is on what happens after the GAO or the IG
issue recommendations in their reports. What procedures are in
place at VA to ensure timely and proper implementation of rec-
ommendations and how does GAO and the IG help VA close rec-
ommendations.

I am also interested in understanding who at VA is accountable
for monitoring implementation of GAO and IG recommendations
across the department and what happens when the process fore-
closing those recommendations stalls. As you know, the Depart-
ment of Veterans Affairs Office Accountability and Whistleblower
Protection Act of 2017 created the Office of Accountability and
Whistleblower Protection and tasked it with the responsibility for
recording, tracking, reviewing, and confirming implementation of
recommendations. It is clear from VA’s statement that the OAWP
is not performing those functions as of yet, so I would appreciate
our witnesses’ ideas on how OAWP can improve the state of affairs.

I am also interested in hearing from the comptroller general
what he sees as best practices and how other agencies developed
and executed successful work plans to work their way off the high-
risk list.

Again, it is unfortunate that VA is not here today, because it ap-
pears that there are good facts for VA to highlight. According to the
data on the inspector general’s website, VA has closed approxi-
mately 94 percent of the over 8,600 recommendations issued by the
IG since October of 2012. Additionally, of the 510 open rec-
ommendations, only 123, or less than 1.5 percent of all rec-
ommendations are over one- year old.

Similarly, according to the GAQ’s priority open recommendation
letter, dated March 28th, 2019, VA has implemented 90 percent of
GAOQO’s recommendations issued within the last 4 years, which is
higher than the government-wide average of 77 percent and 10 per-
cent above GAQ’s target of 80 percent. This is not to say that the
VA is perfect, but it suggests that in recent years, VA is trending
in the right direction. The question now is whether VA is properly
addressing the highest priority recommendations and what bar-
riers, if any, exist to closing them out. I look forward to a construc-
tive hearing as we look for opportunities to improve how VA re-
sponds to GAO and IG recommendations.

With that, Mr. Chairman, I yield back.

Mr. PAPPAS. Thank you very much, General Bergman. I look for-
ward, as well, to working with you over this term.

I will now recognize our first witness, Mr. Gene Dodaro, Comp-
troller General of the United States, and Head of the Government
Accountability Office. Mr. Dodaro was confirmed by the Senate in
his role in 2010 and is serving a 15-year term, but his career at
the GAO goes back 45 years. His agency produces hundreds of re-
ports each year leading to billions of dollars of savings by Federal
agencies and important improvement agencies and programs.

The Subcommittee thanks you for appearing today, and Mr.
Dodaro, you have 5 minutes.
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STATEMENT OF GENE L. DODARO

Mr. DoDARO. Thank you very much, Mr. Chairman. Good after-
noon to you, Ranking Member Bergman, Congressmen Bost,
Cisneros, and Rose. It is very nice to see you all here this after-
noon.

I want to highlight the fact that our work at the VA has shown
that there are many dedicated and talented people there working
very diligently to try to serve our veterans; however, the agency is
seriously hobbled by underlying fundamental management weak-
nesses that make it very difficult for them to implement manage-
ment reforms.

In order to highlight the attention of the administration and the
Congress to these areas, I have placed a number of VA manage-
ment issues on our high-risk list. In 2015, we added managing risk
and improving health care to the list due to ambiguous policies and
procedures, inadequate oversight and accountability, information
technology challenges and inadequate training, and unclear re-
source needs and allocation priorities.

This past March, when we updated the high-risk list, which we
do across government at the beginning of each new Congress, we
added the acquisition management area at VA to the list, as well.
Here, again, they had outdated policies and procedures. They
hadn’t been updated in over 10 years. There was not an effective
strategy for medical and surgical procurements in place. Contract
managers, management, and staff were overworked and in a lot of
cases, there wasn’t adequate training, and so these areas were
problematic.

In 2003, we also added across the Federal Government, man-
aging disability programs. One of the most significant disability
programs, in addition to the Social Security Administration, is at
VA. There were concerns with processing of initial claims, as well
as appeals and backlogs and timeliness, as well as updating the eli-
gibility criteria, which hasn’t been updated in decades, despite ef-
forts on the part of the Veterans Administration.

These are very serious management problems and I would make
the point, though, that while implementation of our recommenda-
tions is an appropriate benchmark to use. It really is not going to
be sufficient alone to solve VA’s underlying management weak-
nesses and get off the high-risk list. The criteria for getting off the
list is leadership commitment that is sustained, the fact that they
have the capacity, the resources, and the people, and importantly,
there needs to be a corrective-action plan that deals with the un-
derlying root causes of the problems. And there needs to be a moni-
toring effort with milestones and metrics to be able to gauge
progress, and there needs to be actually some demonstrated
progress in fixing the problems.

The high-risk list includes the highest management risks across
the Federal Government—there are 35 areas on the list—the rea-
son I put VA on there is because while we can make recommenda-
tions, VA can address them, but then we make new recommenda-
tions that are still dealing with the same underlying problems. And
that is the pattern we are in with the Veterans Administration.

Therefore, just addressing our recommendations isn’t going to
deal with the underlying management weaknesses there. I think
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the Department recognizes this and is embarking at the VHA on
a modernization program that has 10 lines of effort and is trying
to put things in place. VA has come to the Congress requesting leg-
islation to modernize its disability claims process and is imple-
menting those reforms right now.

But in order for these reforms to be successful, VA leaders are
going to have to energize an entrenched bureaucracy that is chal-
lenged in successfully implementing management reforms. GAO is
dedicated to working with the Department in order to help it
achieve success, and I am happy to share our experiences with
other agencies in the Q&A portion. Twenty-six areas have come off
the high-risk list over time. There is a prescription for success
here. I have discussed this prescription with the Veterans Adminis-
tration, and we are trying to work with them to implement it there,
as well, but we are not there yet.

And so, I look forward to taking questions from you at the appro-
priate time.

[THE PREPARED STATEMENT OF GENE L. DODARO APPEARS IN THE
APPENDIX]

Mr. Pappas. Thank you, Mr. Dodaro.

I would now like to recognize Mr. Michael Missal, Inspector Gen-
eral of the Department of Veterans Affairs. Mr. Missal was con-
firmed by the Senate in his role in 2016. He had had previous ex-
perience in both, the private sector and in other government agen-
cies, including the Securities and Exchange Commission.

The Office of Inspector General conducts investigations, audits,
evaluations, and inspections of VA programs to eliminate waste
and fraud, as well as to detect and prevent criminal activity.

The Subcommittee thanks you for appearing today Mr. Missal.
You have 5 minutes.

STATEMENT OF MICHAEL J. MISSAL

Mr. MissaL. Thank you. Chairman Pappas, Ranking Member
Bergman, Chairman Takano, and Members of the Subcommittee,
as we approach Memorial Day, the Office of Inspector General hon-
ors the men and women who have laid down their lives in defense
of our country.

At the outset, I want to express our appreciation for the work of
this Subcommittee on behalf of veterans. I thank you for the oppor-
tunity to discuss recommendations issued by the OIG that assist
VA in improving services and benefits to veterans and their fami-
lies and caregivers.

I also appreciate testifying with Mr. Dodaro, as we work closely
together to ensure coordination and avoid duplication on our re-
spective oversight responsibilities.

OIG recommendations are directed at every level of VA oper-
ations. They affect the quality and access to health care for vet-
erans, and benefits for veterans with disabilities, their caregivers,
and family members, and the effective stewardship of VA’s approxi-
mately two-hundred-billion-dollar budget.

OIG reports focus not only on solutions to a defined problem, but
also identify the underlying root causes of issues that negatively
impact current programs and future initiatives. As a result, these
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recommendations may also be a roadmap that other facilities, of-
fices, or programs can follow to apply any lessons learned across
VA and to take corrective actions applicable to other relevant VA
operations.

Our critical work could not be accomplished without congres-
sional support of OIG efforts through its appropriations and the at-
tention given to OIG reports and recommendations. The OIG looks
forward to working with our many stakeholders to advance rec-
ommendations for improvement in all VA programs, services, and
systems. This includes recommendations proposed in the 100 re-
ports issued during the first half of fiscal year 2019.

When developing recommendations, we focus on several key prin-
ciples, including the following: first, recommendations are directed
to the specific VA office or program official that has the responsi-
bility and authority required to implement them. While our rec-
ommendations may be narrowly addressed to a particular VA facil-
ity or operation, VA should be disseminating information about
identified problems and remediation plans to officials in all VA of-
fices that could potentially have the same issues and are positioned
to take positive action. We meet often with senior leaders and other
VA ks‘caff to discuss specific issues and trends we identify in our
work.

Second, recommendations are current with ongoing issues and
except in rare circumstances, should not require more than 1 year
to implement from the report’s publication. This helps minimize
the risk that OIG recommendations languish, become outdated, or
lag behind VA policy and program changes.

Third, OIG recommendations are objective and driven by all doc-
umentation and other information collected and analyzed in accord-
ance with audit, inspection, review, and investigative standards.

Finally, while we make recommendations, we do not direct how
they are executed. It is important to note that OIG staff cannot
mandate that VA accept OIG recommendations or pursuant to Fed-
eral law, direct specific action to carry them out. Consistent with
this limitation, OIG reports may contain recommendations for VA
to take appropriate administrative action against a specific VA em-
ployee for misconduct, but VA leaders and managers are then re-
sponsible for determining any appropriate administrative action.

As of the last reporting period, there were 84 OIG reports and
403 recommendations that had been open less than 1 year. The
total monetary benefit associated with these recommendations is
more than $2.7 billion. There were also 40 reports and 133 rec-
ommendations that remained open for more than 1 year. The total
monetary benefit related to these reports is more than $329 mil-
lion.

The OIG is deeply committed to serving veterans and the public
by conducting effective oversight of VA programs and operations
through independent audits, inspections, review, and investiga-
tions. That commitment can only be realized by making practical,
meaningful recommendations that enhance VA’s programs and op-
erations, as well as prevent and address fraud, waste, and abuse.

Mr. Chairman, this concludes my statement. I am happy to an-
swer any questions that you or other Members of the Sub-
committee may have.
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[THE PREPARED STATEMENT OF MICHAEL J. MISSAL APPEARS IN
THE APPENDIX]

Mr. PAppPAs. Well, thank you very much, Mr. Missal for your tes-
timony.

I would now like to recognize the Chairman of the Full Com-
mittee, Chairman Takano, who has joined us for this first hearing
of our Subcommittee. If there are no objections, I recognize Chair-
man Takano for 5 minutes.

OPENING STATEMENT OF MARK TAKANO, CHAIRMAN, FULL
COMMITTEE ON VETERANS’ AFFAIRS

Mr. TAkANO. Thank you, Chairman Pappas and Ranking Mem-
ber Bergman.

I came to today’s hearing for two important reasons. First, I
wanted to note that this is the first hearing of the session for the
Subcommittee on Oversight and Investigations. The Subcommittee
has a long and successful history of reviewing issues of great im-
portance to our Nation’s veterans. Past hearings have examined
concerns with veteran’s health care, delved into major problems
with agency contracts, and reviewed whether the Department’s
money is well spent. I know that Chairman Pappas, Ranking Mem-
ber Bergman, and the rest of the Subcommittee will move forward
with sharp eyes and an even-handed approach, as it examines the
gamut of i1ssues and challenges facing the Department.

The best oversight is conducted with nonpartisan approach based
on evidence and facts. The comptroller general and VA Inspector
General are here today to help us understand the evidence and
facts and I want to welcome them, too. Welcome, gentlemen.

However, I also must note that we have an empty chair at the
witness table. The Department of Veterans Affairs decided not to
show up for the hearing today. This is unacceptable. By not ap-
pearing today, the VA secretary is ignoring an opportunity to show
that the Department cares about addressing the serious concerns
GAO and the IG have identified.

The Veterans Health Administration and VA contracting are
both at high risk, according to the Government Accountability Of-
fice. The comptroller general is here to testify about needed action
by the Department. We need to hear from VA leadership about
theki]r1 plan to be removed from the Department’s—from the high-
risk list.

The VA Inspector General is here to testify about the 510 rec-
ommendations totaling approximately $3 billion that have not been
yet implemented by the Department. These include recommenda-
tions to address medical-supply chain failures that have, at times,
led to delayed procedures at the DC VA Medical Center. Other rec-
ommendations focus on inappropriate denial of claims for veterans
who experienced military sexual trauma. The IG is also here to dis-
cuss its work on how VA is can and should improve its suicide pre-
vention programs and the Veterans Crisis Line.

It is Congress’ constitutional duty, and I say that again, it is
Congress’ constitutional duty to oversee the Federal Government.
This Committee will not abandon its duty to protect the interests
of veterans, their families, and taxpayers.
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Now, the secretary wrote to me and Ranking Member Phil Roe,
stating that participating on a panel with the Department’s watch-
dogs was somehow a break with tradition or practice. Frankly, this
is a terrible excuse. VA doesn’t get to pick and choose which hear-
ings they will attend. His refusal to show up sends Congress the
wrong message.

Instead, we need to hear that VA will address the concerns iden-
tified by independent, credible investigators and auditors. The De-
partment and the Committee have a history of working coopera-
tively with each other. I expect VA to show up and be accountable
for the next hearings of the Committee.

I look forward to the hearings and other work that the Com-
mittee will undertake in this session of Congress, and with the re-
maining time, I do want to ask a question for Mr. Missal of the VA
OIG.

Mr. Missal, your testimony discussed some important work by
your office regarding the prevention of suicides. As you know, it is
the number one priority for this Committee. It is a continuing trag-
edy that on average, 20 veterans commit suicide each day. I under-
stand that the Office of Inspector General released a report on
March 2017 that examined the VA’s Veterans Crisis Line. The re-
port revealed many serious problems with the crisis line, substan-
tially impacting the quality of responses to veterans’ needs. Sixty
recommendations followed on a range of issues, such as improved
crisis line staff training, more modern technology, and better co-
operation with the VA Office of Suicide Prevention.

Mr. Missal, did VA implement all of those recommendations and
how timely was VA’s response?

Mr. MissAL. Chairman Takano, I believe all of those rec-
ommendations are now closed out. We share the seriousness of sui-
cide. We have a number of different active projects on it right now
and with respect to the Veterans Crisis Line, we put out a report
in 2016 and followed that up with one in 2017. We recently went
back just to ensure that it is operating as effectively as possible,
given how many veterans it touches.

Mr. TAKANO. Well, thank you very much.

And I yield back, Mr. Chairman.

Mr. PAPPAS. Thank you very much, Chair Takano.

And since we are on to the question portion of the Subcommittee
hearing, I would like to recognize myself for 5 minutes.

It is noteworthy that both of our witnesses here today under-
stand the importance of strong and consistent leadership for ensur-
ing that major problems are addressed and that the recommenda-
tions are ultimately implemented. Unfortunately, the VA faces a
major challenge. Currently, too many top positions remain unfilled
at hospitals and within VA headquarters, itself; further, many of
the leadership positions are filled with people serving in an acting
capacity.

The Subcommittee staff has analyzed some data regarding lead-
ership instability within the Veterans Health Administration,
which is charged with taking care of the health care needs of more
than 9 million veterans across this country.

I have a few charts here today. Chart number 1 here behind me
shows that during the past 5 years, the Veterans Health Adminis-
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tration has gone for a total of 824 days without a confirmed leader.
Dr. Richard Stone is currently leading the VHA in an acting capac-
ity.

Also behind me, we found that 48 percent of senior leadership
positions within the Veterans Health Administration are currently
held by individuals serving in an acting or interim role. In addition
to that, the Veterans Health Administration has been affected by
turnover in the position of the VA’s chief information officer. Since
January 2017 alone, 4 different individuals have led the VA’s Office
of Information Technology. With a significant number of major IT
projects in the works for the VHA, this level of top-leadership turn-
over has presented numerous risks to the successful completion of
those very projects.

I know that Dr. Stone and the vast majority of the VA and VHA
leaders, even those serving in an acting capacity, are working real-
ly hard and are very dedicated to serving our veterans; however,
a lack of permanence when leaders are, at times, wearing multiple
hats within the agency, dividing their attention between key man-
agement responsibilities, is hardly the best situation for ensuring
quality care.

So, for both witnesses, Inspector General Missal and Comptroller
Dodaro, do these charts point to a major problem for the VA? And
do these leadership problems challenge the ability for the Depart-
ment to address your recommendations?

Mr. MissaL. I agree that they present major challenges for VA.
Continuity of leadership is a key issue. Leadership sets the tone at
the top. VA is a very large, complex organization. It takes anyone
a significant amount of time to really understand the programs, op-
erations, and culture. In addition, when you have somebody in an
acting position, they don’t have the authority or the support of
many of the staff that they are going to be able to move a program
or initiative forward. We have found in many situations; leadership
has been a key issue that has caused or resulted in some of the
problems.

Mr. DoDARO. I agree with Mr. Missal. And, actually, I was about
ready to downgrade the Veterans Health Administration in the
health care area in our rating on leadership commitment to not
met, But I kept it at partially met, based upon a conversation I had
with Secretary Wilkie—I am giving him the benefit of the doubt—
and I have had a lot of follow-up with Dr. Stone, as well.

But this is a serious problem and there needs to be sustained
leadership at the VA. I have met with each of the last 4 secre-
taries. They have all had different priorities and initiatives that
have taken the Department in somewhat different directions and
kept it from having sustained leadership.

One of the reasons I put things on the high-risk list is that most
of the problems need to be addressed across multiple administra-
tions. These are the hardest management problems in the govern-
ment, and in order to have them succeed, there have to be plans
in place that sustain it across a period of time, and it is difficult
to do it with a lot of turnover and lack of sustained leadership.

Mr. Pappas. Well, thank you for that response.

Mr. Comptroller, looking at a parallel example in a different
agency, the Department of Homeland Security was unable to pass
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a major financial audit. Among other things, this led it to be in-
cluded on the Department’s high-risk list. And I am wondering if
you could talk a little bit about what happened in that case and
what DHS has done to address its high-risk designation and what
it might hold for the VA.

Mr. DoDARO. Yes. We designated the Department of Homeland
Security high risk the day it was stood up and created back in
2003. They have made a lot of progress over a period of time. We
have met with a lot of secretaries, deputy secretaries, and other
key officials there.

In the early days, it was difficult to see a lot of progress, but
eventually they became more engaged with us. And several years
ago we agreed on the 30 outcomes that we use to gauge whether
or not they were going to be successful or not. So, we both agreed
on what outcomes we were trying to achieve in this area.

I just reported in March, 17 of the 30 areas they have met now
and are on their way. One of them is for 4 years running now.
They received a clean opinion on their financial audit, which they
hadn’t for more years previously, and most of the other areas, they
are on their way to make some progress.

They still have significant issues, particularly in getting more
modern financial management systems and improving their acqui-
sition procedures. They still have issues, which is why they are still
on the list, but they have a plan. Now, that plan has remained the
same with changes in administration over time, because we have
agreed on it. We meet on a quarterly basis. The Department of
Homeland Security rates themselves against the criteria we have
for coming off the list, we review it, and then we respond to them
and their efforts. So, we have a very constructive working relation-
ship there.

Of course, they have some vacancies themselves, but I am hoping
to continue to work with them. I just testified a few weeks ago, and
Congressman Rose is on that Committee, on the management chal-
lenges at the Department of Homeland Security.

But I have mentioned to VA that DHS is a good model and that
is what we are trying to work toward both, with VHA and VBA.
And so, I am hopeful that we can take those success factors.

Now, the other important thing that I want to emphasize, is that
hardly any area on the high-risk list gets off the list without sus-
tained congressional oversight, as well, and action by the Congress.
Engagement by the Congress is absolutely critical to the success of
agencies coming off the high-risk list.

I would encourage this Committee to remain focused on that and
continue to work to ensure VA is addressing these fundamental
management weaknesses, because otherwise, the efforts will keep
repeating themselves and there will be serious problems with any
reform that needs to be implemented.

Mr. PApPAS. Thank you, sir.

I would now like to turn it over to General Bergman, the Rank-
ing Member, for 5 minutes.

Mr. BERGMAN. Thank you, Mr. Chairman.

And both, Mr. Dodaro and Mr. Missal, you used the terms symp-
toms versus root causes. I am glad to hear you say that, because
we can waste a lot of time dealing with symptoms, and unless we
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deal with the root causes and we are not going to get the results
that we know we need.

And Mr. Dodaro, you said VA is hobbled by fundamental man-
agement weaknesses. Is one of those weaknesses the ability to
identify root causes versus symptoms?

Mr. DopARO. That is part of it. We had a difficult time getting
VA to do root-cause analysis a few years ago. For example, when
we put the health care area on the list. But, eventually, they came
to a list of root causes and I outlined what those were that they
idfgn(iiiﬁed themselves and they comport with a lot of what we iden-
tified.

Mr. BERGMAN. Okay. So, actually, they were able to—

Mr. DODARO. They were able to come up with the root cause.
What they haven’t been able to do, though, is translate that into
an action plan to deal with the root causes that have metrics and
milestones and clear accountability and a lot of other funda-
mental—

Mr. BERGMAN. I have to—because I know we are on the same
wavelength here, and Mr. Missal, you mentioned that GAO can rec-
ommend, but not require; is that correct?

Mr. MissAL. Our office can recommend, but not require.

Mr. BERGMAN. Yeah, so the point is, as we then go back and
forth in between what you both are articulating, this is pretty
much the same question for both of you: Would you please explain
how your office and the VA collaborate to close recommendations
and who within VA is responsible for facilitating that collaboration.

Mr. MissAL. We have a very active program on outstanding rec-
ommendations. Once a recommendation has been published in a re-
port, we review them quarterly with VA to see what progress they
are making. We expect to get in writing the progress that they
have made, and we continue that throughout, until the rec-
ommendation is closed.

The responsible person would be the person to whom the rec-
ommendation is addressed. All of our recommendations are ad-
dressed to an individual, whether it is the secretary, deputy sec-
retary, or on down from there.

Mr. BERGMAN. Okay. Mr. Dodaro?

Mr. DODARO. Yes, we coordinate through their Office of Congres-
sional Liaison and that individual, then, has us work with the indi-
vidual officials that are responsible for the area. For example, at
the Veterans Health Administration, our people meet with them on
a monthly basis. We go over their recommendations every 4 to 6
weeks and then we meet with the VBA separately.

So, we have regular meetings with them to help them under-
stand what they need to do to implement the recommendation and
very specifically answer any questions they have, and then make
it clear that when we will recommend that something will be fixed.
VA will come up with a plan to fix it and will want us to close the
recommendation. We will say, No, no, no, no. It takes more than
a plan. You actually have to implement the plan and you have to
deal with this issue.

Those are the kinds of conversations that we have with them. I
think we have an effective process working with them to close
these recommendations.
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Mr. BERGMAN. I see my time is running out here, but, Mr.
Dodaro, I have one more here for you. Roughly 26 areas have been
removed from the high-risk list. Some areas were removed in as lit-
tle as 3 years, while one took 29 years. What are the top three,
best practices that GAO has found effective in helping agencies ad-
dress high-risk concerns?

Mr. DODARO. Number one is an effective action plan that deals
with root causes, as well as the metrics, milestones. You need a
roadmap and you need to evaluate how well you are getting there
in achieving those objectives and dealing with the underlying root
causes. That has not been done at VA in any of the areas that we
have designated on the high- risk list yet.

Number two is sustained congressional leadership. There also
needs to be buy-in from the agency leadership at the top and at all
levels. And that leadership has to engage with GAO, but impor-
tantly, send the proper messages to their agencies.

Number three is congressional engagement in this process. Con-
gress is a key stakeholder in the process, not only from an over-
sight standpoint, but also to make sure that whatever VA needs to
implement these actions, that Congress is willing to provide.

Those are the top three.

Mr. BERGMAN. Okay. I yield back.

Mr. Pappas. Thank you, General Bergman.

I now recognize Mr. Cisneros for 5 minutes.

N Mr. CISNEROS. Good afternoon, gentlemen. Thank you for being
ere.

Mr. Dodaro, in adding VA’s acquisition management to the high-
risk list last year, the GAO cited evidence from its September 2018
report on the Veterans First program, which requires VA to give
preference to veteran-owned small businesses when awarding con-
tracts.

Among other things, the GAO found that VA training lacked
clarity on how contracting officers should balance the preference for
veteran-owned small businesses with fair and reasonable price de-
termination when lower prices might be found on the open market.
In addition, the GAO found that the VA’s online training sessions
on the Veterans First policy were not mandatory, so only about 52
percent of VA contracting officers had completed the training.

You recommended that the VA design more targeted training,
considered making it mandatory. Can you tell me about the extent
to which the VA has implemented this recommendation?

Mr. DopARO. First, VA has clarified the guidance to contracting
officers to have them document the determinations that they make.
They are actually doing some compliance checks now to make sure
that the new policy is being implemented effectively. They are mov-
ing toward making the training mandatory and then providing it
to all people. That hasn’t fully happened yet, but they are on their
way to having that accomplished.

Mr. CISNEROS. So, this is, I guess, some of the problems that we
are seeing, right, when you talk about the management weakness.
I mean, how difficult is it to make a mandatory training? It seems
like it should be something that could be done with a simple letter.

Mr. Doparo. At GAO, I make that decision and I make it right
away.
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Mr. C1sNEROS. Uh-huh.

Mr. DODARO. It is important. They should be able to do this, but
they also have to work with their union and all the union bar-
gaining agreements and how the training would be provided, and
so that may take some time.

Mr. Ci1SNEROS. You know, Mr. Missal, you said you could not im-
plement—and this is just to kind of really follow up on some of
General Bergman’s questions—but you said you can make rec-
ommendations, but you can’t make the VA implement these rec-
ommendations.

Mr. MissAL. That is correct.

Mr. Ci1SNEROS. Like you said, you will designate an individual as
to who is responsible for this needs to handle it. I mean, some of
these recommendations have been on the list for a long time. Are
they being worked? Are they being ignored sometimes? Why aren’t
these recommendations being implemented if they are really trying
to make change?

Mr. MissAL. It really varies. About 85 to 90 percent of the rec-
ommendations we make are closed within a year. And just with re-
spect to the recommendations, while we can’t require them to im-
plement them, what we do when we make the recommendation is
ask VA if they are going to concur in it. VA concurs with almost
all of our recommendations. We then ask them for an action plan:
How are you going to implement it?

So, VA commits to the action plan, including the date when they
think they will be finished with it. That gives us a structure to fol-
low through. It is still VA’s decision to do it. We can’t require them,
but by having an action plan, we can watch closely what they are
doing.

Mr. CISNEROS. As you are going along, and like if a plan—Ilet me
ask you this: How often is a recommendation that you make, where
they say, you know, we are not going to do this.

Mr. MissAL. It is very rare. I think we have had a handful in
the last few years.

Mr. CisNEROS. All right. So, they are working on all of these rec-
ommendations that you are saying, but when something is taking
29 years, what is the root cause of that? Is it really coming back
down to management again?

Mr. MissAL. It is a few that are open more than 5 years. It is
typically a staffing issue, or we get the sense that it is not their
priority.

But if we see recommendations that are open for a long time that
we think really need to be closed out, I don’t hesitate to escalate
it. For instance, if it is at a mid- level person, I will escalate it at
VA, and I typically get a very positive reaction when I bring it up.
They explain that VA is committed to doing it, we think it is im-
portant, and it needs to have the right attention.

Mr. CISNEROS. And one last question for Mr. Dodaro, and you
can probably give us this one for the record because I am running
out of time, but there is always going to be turnover. We know that
there is always, with each new administration, there is going to be
new secretaries, there is going to be new assistant secretaries, but
you talked about the weakness in management there at the VA.
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Is it at the bureaucratic level or do we not have sustained profes-
sional managers there at the VA that can manage the day-to-day
operations there? And I am out of time, so if you could just submit
that for the record, I would appreciate that.

Mr. Doparo. I will do that.

Mr. CISNEROS. Thank you. I yield back my time.

Mr. PappaAS. Thank you, Mr. Cisneros.

I now recognize Mr. Bost for 5 minutes.

Mr. BosT. Thank you, Mr. Chairman.

Mr. Dodaro, I kind of want to go down that same path, and that
is because a couple of years ago our office discovered, because we
thought it was just the VA just adjacent to my district that was
having this problem, but that was the fact that the management
there at the individual VAs were—they had had, I think, 6 or 7
temporary managers over a 6-year period, because there was a rule
that you could not be assigned a temporary management position
for more than 280 days. If you continue down that path, what you
have is—I was in small business. I couldn’t memorize the names
of the people I was even working within 280 days, let alone, figure
out what the problems were and get them fixed.

So, we actually moved forward with a bill at that time to try to
have them show us a plan where they would correct this problem.
And what we also discovered was it wasn’t just that VA; there were
a total of about 20 we discovered that were in that same type situa-
tion.

Have you noticed any change at all and is that the type of man-
agement problem you are talking about?

Mr. DopARO. That is one of many, yes. That is definitely one of
them. You know, for example, you can have somebody operate in
an acting position longer than 210 days under the Federal Vacan-
cies Act, but they can’t carry out non-delegable functions, but most
of the functions are delegable and should be in place.

But part of the problem here is that there are weaknesses at
every level in lines of accountability. Sometimes at the medical cen-
ter level, there are issues. The VISNs, do not have clear account-
ability. There are headquarters offices, and it is really not clear ex-
actly what the line of accountability is.

What we find in health care, for example, there were 800 na-
tional policies. There were 55,000 local policies. And there was no
alignment between the national policies and the local policies. If
you don’t have that, how are you going to train people to imple-
ment things? Nobody is really in charge.

What we have recommended in the past—and it may be some-
thing that this Committee should consider—is there needs to be a
chief management officer in certain positions, and I have rec-
ommended in the past that this person be given a term appoint-
ment. So, they would be confirmed by the Congress. They wouldn’t
set policy, but they would make sure that the management infra-
structure is there to work properly to implement whatever policy,
that whatever administration it is, would want going forward.

We have successfully had that position installed at the Depart-
ment of Defense. There is a position like that at the Department
of Homeland Security. There is not, really, a management integra-



16

tion function at the VA right now, which I think is something that
needs to be remedied.

We have not been able to succeed, though, in getting term posi-
tions. But some positions in the government, like the commissioner
of the Internal Revenue Service, the Social Security Administra-
tion, FAA, they have 5-year terms that can be renewed for 5 years,
and that has helped provide more management stability at those
3 entities.

So, I think this is something that the Committee should consider.
I would be happy to work with the Committee on these types of
structural changes.

Mr. BosT. One more question I have, and either one of you could
possibly answer this, but another thing we discovered, also, is that
there is not a set standard for certain jobs and I'm going to give
one example. At one of our VA’s, it was a personnel officer. There
was no requirement of an education level. There was no require-
ment of anything of past experience in the field.

But then when we asked the VA about this, I mean, obviously
if you are hiring a doctor, you are going to get a doctor, but in the
position of management, there are no set standards or criteria that
are met, and I think that is one of the problems why when we use
the term “when you visit one VA, you visited one VA.” Because we
had in this case, a very inexperienced person in charge of per-
sonnel, and because of that, you got a lot of unique hires, to say.

Mr. DopARro. I would say—and I know Mr. Missal will say it, so
I will be very brief on this—I would say VA is a large, decentral-
ized organization, but it only works because of individual actions
at levels. There is not a system in place that ensures these things
are dealt with in a uniform matter on almost any issue.

Mr. BosT. Thank you. My time is up.

I yield back.

Mr. PApPPAS. Thank you. Mr. Rose is now recognized for 5 min-
utes.

Mr. ROSE. Mr. Missal—I am always very respectful of—I have a
name that no one ever messes up—I want to talk very briefly about
staff vacancies. You know, we have noted in the past the top-five
shortages being psychiatrists, human resources professionals, pri-
mary care providers, psychologists, and med techs.

Do you find right now that there is enough of a sense of urgency,
that there is enough resourcing around this? What is your percep-
tion of the ongoing work in this area?

Mr. MissAL. I think it is due to a variety of reasons. We do a
staffing report on a yearly basis pursuant to congressional man-
date. And what we do is we actually survey the medical centers
and say, “Tell us what your priorities are, where your important
vacancies are.”

As you correctly point out, psychiatrist was mentioned, I believe
it was by 83 out of the 141 medical centers.

Mr. ROSE. Sure.

Mr. MisSAL. And when you think of suicide as being the number
one clinical priority, psychiatrists play such an important role.

Number two is HR. How can they hire people if their HR func-
tion isn’t fully staffed? We found a significant problem in our report
on the Washington, D.C. Medical Center where there were vacan-
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cies in many of the support areas that ensure quality health care,
like sterilization, like housekeeping to clean rooms—

Mr. ROSE. Right.

Mr. MISSAL [continued]. —and they had a deficient HR—

Mr. Rose. Well, what is interesting to me is that when you are
sitting down with a four-star general, they never complain about
the absence of colonels, right, because they grow them themselves.
Do you think that it is time for the VA to start to consider ways
in which we could actually—God forbid in this town, we think long
term—and build a pipeline of medical professionals? Is it time to
start thinking about that?

Mr. MissAL. One of our recommendations on the staffing plan is
for them to build staffing models to do precisely what you are talk-
ing about.

Mr. Rose. What about a training model, though? What about
starting to pay for people’s education with a guaranteed time of
service required on the back end?

Mr. MissAL. VA has some of those programs. They do have it for
physicians and other positions, as well.

Mr. RosE. I am talking about dramatically expanding it. Is there
something that we can do to guarantee a pipeline? Again, I have
never heard a four-star or a two-star or whatever complain, Man,
I don’t have enough majors.

Mr. MissAL. Well, we made a number of recommendations on
how they can improve staffing. It is frustrating that they haven’t
implemented all of those, because to me, staffing one of the core
functions of an organization.

Mr. RosE. I agree.

Mr. MissAL. If you can’t get that right, it is hard to get the other
things.

Mr. ROSE. I agree. I know that, Chairman Pappas, that is some-
thing that, you know, we would love to think about.

Mr. Dodaro, you mentioned that Congress needs to continue to
assert its role in this. How, in the absence of—the fact that the VA
is not even showing up right now, the secretary or a designee,
leads me to believe that they don’t care that much. Is it possible
to have progression reports? Are there things—what is your rec-
ommendation for how, beyond oversight hearings, what can we do
as a Committee to highlight the absence of any progress or some
suitable progress on this matter and to push or shame or compel
the VA leadership to do something?

Mr. DoODARO. Yes. In the past, what I have recommended Con-
gress has done is on several issues, they will ask for quarterly re-
ports from the agencies on—

Mr. ROSE. And so your recommendation is to legislatively man-
date quarterly reports?

Mr. Dobparo. Well, if they are not coming to the hearings, I
mean, you need to get the information.

Mr. RosE. How do you do that?

Mr. DopARO. You have the power to—both, in the appropriation
process, as well as authorization. You can compel them to provide
regular reports.

Mr. RosE. What are examples where there has been mandated
quarterly reports in other departments?
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Mr. DODARO. IRS is one example. I think you are going to really
need it in the electronic health care record area.

Mr. RoSE. I agree.

Mr. DopARO. The IRS tried the big bang and the long- term ef-
fort on tax-system modernization and that didn’t work well.

You need incremental reports. You are talking about anywhere
from a $10-16 illion-dollar program being implemented over a ten-
year period of time. You need incremental reports. You could have
them report on how well they are responding to GAO and IG rec-
ommendations, how well they are dealing with the high-risk areas.
You can have them do that.

They will complain it is onerous and whatever, but you need to
get the information, and, particularly, if they are not appearing at
hearings, that is a way to get it.

Mr. RosE. That is very helpful.

Mr. DODARO. Yes. Also, through the appropriation process, we
have worked with the Congress in the past to fence some of the
money. In other words, like on some of these IT systems, you can
only spend so much, and actually, there are quarterly reports re-
quired in some agencies before they can spend the money to go into
the next tranche on IT.

Mr. ROSE. Cash and shame.

Mr. DODARO. Yes.

Mr. Rose. Cash and shame.

Mr. DoODARO. Yes, I would also say, if I might, on the graduate
medical-education area, the Government spends about $16 billion
a year right now on these—to pay for graduate medical education
for doctors both, at VA and DoD, as well. And the part of the issue
that we have identified, though, is that they have never evaluated
the success of those programs. And if they could evaluate those
programs, I think there would be a basis for supporting what you
are suggesting.

Mr. ROSE. And just to close out, I mean, it seems that there is
a crisis with staffing in the VA, but not a crisis in staffing at the
DoD health care facilities and I am curious as to why that is when
everyone is just trying to take care of soldiers and vets. So, we
should look at that.

Mr. DoDpARO. Yes, one thing we could do is look at the two pro-
grams and compare. [GAO provided additional information for the
record. See insert A.]

Mr. ROSE. That is great. Thank you.

Mr. PAppPAS. Thank you, Mr. Rose.

I now recognize Ms. Radewagen for 5 minutes.

Ms. RADEWAGEN. Thank you, Mr. Chairman, and Ranking Mem-
ber. I want to welcome the panel.

So, my question is, the latest addition to the high-risk list, VA
Acquisition Management, could you please describe how this area
was identified for the high-risk list.

Mr. DoDARO. Yes, we had been asked by the Congress to look at
the functions that have been put in place; particularly, the surgical
and medical procurement strategy they had in place. VA was hop-
ing to achieve about $150 million of savings. We went in and found
that they didn’t really involve the clinicians in the development of
that process. It was expected that 40 percent of all the procure-



19

ments would be made off of their master list on that area, but it
was only about 20 percent. So, they weren’t achieving the savings.

We found that they were still using a lot of emergency purchases,
rather than going through a competitive process and having a bet-
ter system. The regulations hadn’t been updated since 2008. They
have been working on an update since 2011. We talked to the con-
tracting officers and they felt their workload was excessive and
that they weren’t getting necessary training.

There was a range of issues. We did a number of audits and that
led us to the conclusion that there was a systemic problem here
that needed to be addressed.

Ms. RADEWAGEN. Okay. So, also, it stands to reason that VA
would close the easiest recommendations first. So, if we are talking
about moving the needle in terms of closing recommendations with
the greatest impact to solving the overarching problem, where
would you—and it is a bit subjective—where would you say VA
stands today?

Mr. MiSsALMISSAL. VA closes anywhere between—or we close—
so, we don’t close a recommendation unless we get confidence that
the solution that VA has agreed to is going to be sustainable. We
close 85 to 90 percent of the recommendations we make within a
year. And so, we watch it very carefully. We monitor what they are
doing. We test it. We require everything in writing before we close
out a recommendation.

And to make sure they are effective; it is really our responsibility
to come up with recommendations that get to the root cause of the
issue. Because when we do a report, we not only identify what
went wrong, but why it went wrong, and our recommendations
really have to focus on the fact that we want to address the issue,
make sure it doesn’t happen again, and that other VA facilities or
programs that may have similar issues, can learn from that, as
well.

Mr. DopARo. Yes, I would say that—

Ms. RADEWAGEN. Thank you, Mr. Chairman.

Oh, go ahead.

Mr. DopAroO. Yes, I would say from my standpoint, they are
doing a pretty good job of implementing our recommendations,
working hard to do that. They are not doing such a good job in ad-
dressing the underlying root causes for the problems. And unless
they do that, they will fix a set of recommendations and we will
make a whole new set of recommendations and we will get into
that kind of pattern.

I think addressing the underlying management weaknesses has
to be done in order for all of us to say that our Government has
the very best management operation at the VA to serve veterans.

Ms. RADEWAGEN. Thank you both.

Thank you, Mr. Chairman. I yield back.

Mr. Pappas. Thank you, Ms. Radewagen.

If the witnesses will oblige, General Bergman and I just want to
take a few more minutes to get in a couple more questions. And
I wanted to just follow up on a question that Chairman Takano ref-
erenced. He asked about the VA Office of Suicide Prevention.
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And, Mr. Missal and Mr. Dodaro, is your office currently con-
ducting any audits or examinations of any of the VA’s suicide pre-
vention programs?

Mr. MissAL. Yes, we have a number of active projects going on
right now. We have approximately 4 to 5 on individual suicides, in-
cluding the one in the West Palm Beach medical facility where a
veteran was in in-patient mental health and while there, com-
mitted suicide. And, we are also exploring other areas, as well.

Because of the critical importance of this issue and the tragedy
of the issue, we are expanding out to look at broader programs,
with respect to suicide. And as I previously said, with respect to
the VCL, we went out recently, again, to review that. That touches
about 750,000 contacts a year.

Mr. PAPPAS. Thank you.

Mr. DoDARO. Yes, we are, at the request of Chairman Takano,
looking at the pattern that has emerged recently of veterans com-
mitting suicide on VA campuses and what is, perhaps, behind that
issue.

Mr. PappAs. Well, thank you. I know the entire Committee looks
forward to working with you on these matters.

I just wanted to call up one thing that Secretary Wilkie provided
in his testimony. He said, “The Department is currently working
on establishing a process to create functionality within the Office
of Accountability and Whistleblower Protection, which would both,
track and confirm, implementation of recommendations of both, the
GAO and the IG.”

Congress established this statutory requirement 2 years ago,
however, the secretary did not provide a target deadline for fol-
lowing that particular law, and so I just wanted to make it clear
that we will be following up with the Department on the timeline
for ensuring that there is a clear and effective process to ensure
implementation of that.

One final thing—and Congressman Rose had asked a bit about
what can Congress do to ensure action on these recommenda-
tions—and one thing I wanted to ask you both if there is anything
the Committee should be looking into to consider how we can em-
povger you both and both of your agencies to do your job even bet-
ter?

Mr. MissAL. I think having hearings like this and shining a spot-
light on the issue is one great way to do that. We publish semi-
annually, the number of recommendations that have been out-
standing for more than a year with details. So, we provided that
information. We try to put as much transparency on our work as
possible. And given the importance of recommendations, we feel
that we can’t do enough with respect to that.

Mr. DODARO. One of the things I was pleased to see last year is
that Congress passed the GAO/IG legislation that will, in future
years, require certain agencies, as part of their annual budget sub-
mission to the Congress, to identify actions that they are taking to
implement open GAO recommendations. So, there’ll be a systematic
process to do that.

In the interim, every year I send a letter to each department
agency head outlining the highest-priority recommendations from
our standpoint, and you could ask what they are doing to imple-
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ment those recommendations, to have them report to you on that,
and we can help critique that submission and other reports.

But I agree with Mr. Missal that the most effective tool to Con-
gress is to have hearings and to have people come up. The action
that occurs, just because Congress holds a hearing is, has a cathar-
tic effect on the agencies and prompts them to take action. And I
have seen this not just at VA; it is across the government.

Mr. PAppAS. Thank you. General Bergman, you are recognized
for 5 minutes.

Mr. BERGMAN. Thank you, Mr. Chairman.

And on the subject of oversight of the electronic health record
modernization, I was the proud cosponsor of the Veterans EHR
Modernization Oversight Act, which was enacted last December,
and is one of the toughest pieces of reporting legislation to ever
come out of this Committee. So, we know we have our work cut out
for us on that, but we are going to be like a dog on a bone on that
one.

Now, this question is for both of you. The Accountability and
Whistleblower Protection Act, which I referenced earlier, of 2017,
established the Office of Accountability and Whistleblower Protec-
tion and tasked it with recording, tracking, reviewing, and con-
firming implementation of recommendations from GAO and the IG.

From each of your organization’s perspective, what are practices
that OAWP could build into their policies and procedures that
could help VA address recommendations and improve services?

Mr. MissAL. We meet regularly with OAWP to talk about how
they are going to be implementing a number of their policies, that
they have not done so yet. I have a regular meeting with Dr.
Bonzanto to do so. I know this is one area where they are working
hard to try to implement it, to get it off the ground.

From our perspective, we coordinate from the OIG, all of the rec-
ommendations from VA. VA doesn’t do the same thing. If it is a
VHA recommendation, it goes to VHA. If it is VBA, VBA deals with
it. If it is Office of Information and Technology, they take it.

So, I think having a practice where VA has the reservoir of all
of the recommendations, will get greater attention, certainly, from
the most senior leaders of VA. They really need to put that to-
gether to have a better indication of the number, types, and extent
of recommendations that they have.

Mr. DoDARO. I agree with Mr. Missal on that. That is a very
good suggestion and a good potential outcome.

The head of that office came to visit with me, and I pledged to
work with them, to coordinate with them on their responsibilities.
I still think the Department is working out exactly how this is
going to operate, because we are basically still operating as we
have in the past, as I mentioned earlier, dealing with the Office of
the Congressional Liaison and other things. And so, until we hear
further from them on how they are going to work their internal co-
ordination on the GAO recommendations, it is pretty much status
quo.

But whatever they work out internally, I can pledge that we will
work with them. It is to our benefit and everybody’s benefit that
our recommendations be implemented.
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Mr. BERGMAN. Okay. And one final question. You know, in the
military, we routinely change commanders, because you don’t com-
mand a unit forever; you are there for a while and then you move
on. But one of the things that we have is we have turnovers.
Whether it be in the form of a brief, face-to-face, whether it be in
the form of a folder or a binder or some record of what that unit
is doing, where they have made their gains, where they have their
challenges, et cetera, et cetera.

We talked about sustained leadership within the different levels
of the VA. Do you sense, is there any corporate knowledge, if you
will, that is passed along when someone is leaving a position of
leadership and someone new coming in, is there a pass-down?

Mr. MissAL. Again, it is going to depend on the situation, but if
I could just generalize, I don’t think they do as good of a job as
they can. There has been an extraordinary number of senior lead-
ers who have turned over—and I don’t just mean at the very top,
but at program offices, et cetera—and they don’t frequently have
a good sense of the history, what the priorities have been, and it
takes them a long time to get up to speed.

And given all the critical issues facing VA now, that really does
hamper implementing it, and that is why when we look at con-
tinuity of leadership, we think that is a really critical and impor-
tant issue that VA just needs to get better at.

Mr. DoDpARO. Yes, I really don’t know whether they do that or
not, but I do know that if they do, it is not evident.

Mr. BERGMAN. Okay. Well, thank you very much.

Mr. Chairman, I yield back.

Mr. PAppAS. Thank you. I recognize Ms. Radewagen for 5 min-
utes.

Ms. RADEWAGEN. Thank you, Mr. Chairman.

One last question here. DoD’s supply chain management was re-
moved from the high-risk list this year. Could you please share
how that came around, what type of engagement GAO had with
DoD to get off the list, and lessons learned from that engagement.
And as a follow-up, would you please also explain what, if any, best
practices from that successful removal are now being applied to VA
offices on the high-risk list.

Mr. DoODARO. Yes. The DoD supply chain management was one
of the charter members of the high-risk list when we created the
list in 1990. That was the one that has been on there for 29 years.
And for many years, DoD ignored our recommendations and didn’t
make any movement until Congress required them to develop
plans, on inventory management, and to report to the Congress.
Then, they saw the benefit of those plans, which turned into the
plans on asset visibility and material distribution. As a result, they
have saved millions of dollars and they have a better system now
to get the materials to the military at the right place and the right
time and the right amounts.

That was a very good example of how Congress was the catalyst
in that case, and then once DoD started implementing our rec-
ommendations and seeing the value of it, then it took over from
there and we had a very constructive working relationship with
them.
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But it took too long. That could have been handled a long time
ago and I am hoping at VA, we can take the lessons learned from
DoD and help it to be a faster process. But so far, we don’t have
the plans. We are still lacking the plans that were lacking at DoD
when we first put the area on the high-risk list. Until they have
those plans and their reports against those plans, you aren’t going
to see any material change in our ratings.

Ms. RADEWAGEN. Thank you, Mr. Chairman.

I yield back.

Mr. Pappas. Well, thank you very much.

Before closing today’s hearing, I just want to make a couple final
points. I know that General Bergman and I share the same out-
look, that we are really committed to ensuring that the work of this
Subcommittee remains bipartisan, that there may be points in
times where members disagree with one another, but we certainly
have to move past the point where we are disagreeable and focus
on the job that we are here to do, and I know that all the Members
of this Subcommittee share that outlook.

I really want to thank our two witnesses, as well, for being here
with us today. I want to express, you know, a real great apprecia-
tion to both, Comptroller Dodaro and General Missal, for their on-
going oversight work at the Department of Veterans Affairs. The
audits, the inspections, the examinations, and reviews provide crit-
ical facts, analysis and recommendations for the Department, for
Congress, certainly, and ultimately, for the general public.

And also please relay to your staff, you know, our thanks for the
incredible work that they do. As was shown today, the impact on
both, the GAO and the Office of the Inspector General, results in
very real improvements to the Department of Veterans Affairs and
our veterans are ultimately better served because of the work that
they do and that you do.

General Bergman, I am happy to recognize you, if you would like
to close.

Mr. BERGMAN. Well said, Mr. Chairman. My time is finite.

Mr. PApPAS. Thank you. Members will have 5 legislative days to
revise and extend their remarks and include extraneous material,
and, without objection, the Subcommittee stands adjourned.

[Whereupon, at 3:13 p.m., the Subcommittee was adjourned.]






APPENDIX

Prepared Statement of Gene L. Dodaro
Why GAO Did This Study

VA is responsible for providing benefits and services to veterans, including health
care, disability compensation, and various types of financial assistance. In fiscal
year 2019, VA received a total budget of $201.1 billion and a discretionary budget
of $86.6 billion-the largest in VA’s history-to carry out its mission. GAO, along with
the VA Inspector General and other entities, continues to identify significant defi-
ciencies in VA’s governance structures and operations-all of which can affect the
care provided to our nation’s veterans.

This testimony focuses on the status of VA’s efforts to address GAO’s high-risk
designations and open GAO recommendations in the following areas: VA health
care, acquisition management, and disability claims workloads and benefit eligibility
criteria, among other areas. It is primarily based on GAO’s March 2019 high-risk
update and a body of work that spans more than a decade.

What GAO Recommends

Since 2000, GAO has made more than 1,200 recommendations to reduce VA’s
high-risk challenges, and VA has implemented approximately 70 percent. GAO will
continue to monitor VA’s progress in implementing the remaining open rec-
ommendations.

Sustained Leadership Needed to Address High-Risk Issues
What GAO Found

The Department of Veterans Affairs (VA) has longstanding management chal-
lenges. As a result, GAO added several VA programs to its High-Risk List. This list
focuses attention on government operations that are most vulnerable to fraud,
waste, abuse, or mismanagement, or in need of transformation. These include man-
aging risks and improving VA health care, VA acquisition management, and improv-
ing and modernizing VA disability programs, including managing claims and updat-
ing eligibility criteria.

(25)
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March 2019 High-Risk Report Ratings for High-Risk Areas Related to the Department of
Veterans Affairs (VA)

Managing Risks and Improving Improving and Modernizing
VA Health Care Federal Disability Programs

| Managing Disability Claims Workloads (VA)
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Note: VA acquisition management was a newly designated high-risk area in 2019.
As such, it was not rated on the five criteria in March 2019.

VA health care was designated high risk in 2015 due to concerns about VA’s abil-
ity to ensure the cost-effective and efficient use of resources to improve the timeli-
ness, quality, and safety of health care for veterans. GAO identified five areas of
concern: (1) ambiguous policies and inconsistent processes; (2) inadequate oversight
and accountability; (3) information technology challenges; (4) inadequate training for
VA staff; and (5) unclear resource needs and allocation priorities. VA’s efforts to ad-
dress each of these areas have been impeded by leadership instability. However,
since his July 2018 confirmation, Secretary Wilkie has demonstrated his commit-
ment to address the department’s high-risk designations. His actions to date have
allowed the department to maintain its leadership commitment rating of partially
met in GAO’s 2019 High- Risk update. VA also partially met the action plan cri-
teria. As of March 2019, it did not meet the other three criteria for removal from
the High-Risk List (agency capacity, monitoring, and demonstrated progress). This
is, in part, because GAO continues to have audit findings that illustrate that the
five areas of concern have not been fully addressed. For example:

e In a series of reports from 2012 through 2018, GAO found VA’s wait time data
unreliable for primary and specialty care as well as for care in the community.
GAO also found that VA did not measure the full wait times that veterans expe-
rience in obtaining care across these settings.

e In November 2017, GAO reported that VA medical center officials did not al-
ways conduct or document timely required reviews of providers when allega-
tions of wrongdoing were made against them.

e In April 2019, GAO found that VA’s governance plan for modernizing its elec-
tronic health record system was not fully defined, potentially jeopardizing its
fourth attempt at modernization.

e In April 2019, GAO reported that VA’s appraisal process for assessing medical
center director performance relies heavily on a system with long- identified defi-
ciencies that remain unaddressed, thus diminishing VA’s ability to hold officials
accountable.

In its 2019 High-Risk Report, GAO added VA acquisition management as a high-
risk area in light of the department’s numerous contracting challenges and the sig-
nificant Federal investment in serving veterans. To date, GAO has identified chal-
lenges in the following areas: (1) outdated acquisition regulations and policies; (2)
lack of an effective medical supplies procurement strategy; (3) inadequate acquisi-
tion training; (4) contracting officer workload challenges; (5) lack of reliable data
systems; (6) limited contract oversight and incomplete contract documentation; and
(7) leadership instability. For example, as of May 2019, VA does not have updated
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acquisition regulations and officials expect to have a full update by 2021; a process
which has been in place since 2011.

GAO designated improving and modernizing Federal disability programs, includ-
ing VA’s program, as high risk in 2003. GAO identified two areas of concern related
to VA: (1) managing disability claims workload and (2) updating disability benefit
eligibility criteria. As a result of these concerns, veterans may not have their dis-
ability claims and appeals processed in a timely manner. GAO reported in March
2018 that VA is making a major effort to reform its appeals process by onboarding
new staff and implementing new technology. However, its appeals planning process
does not provide reasonable assurance that it will have the capacity to successfully
implement the new process and manage risks. VA agreed with GAO’s recommenda-
tion to better assess risks associated with appeals reform.

VA leadership has committed to addressing GAQ’s high-risk concerns and has
launched several transformational efforts. For example, VA is currently imple-
menting the Veterans Health Administration Plan for Modernization, a framework
that aims to modernize the department, as well as the VA MISSION Act of 2018.
This Act requires VA to consolidate programs that allow veterans to receive care
outside VA. If successful, these efforts could be transformative for VA. However,
such success will only be achieved through sustained leadership attention and de-
tailed action plans that include metrics and milestones to monitor and demonstrate
VA’s progress. Sustained congressional oversight will also be essential.

Chairman Pappas, Ranking Member Bergman, and Members of the Sub-
committee:

I am pleased to be here today to discuss the Department of Veterans Affairs’ (VA)
efforts to address longstanding management challenges. As a result of these chal-
lenges, we added several VA programs to our High- Risk List.® This list focuses at-
tention on government operations that are most vulnerable to fraud, waste, abuse,
or mismanagement, or in need of transformation.

VA is in need of transformation. We, along with VA’s Inspector General and other
entities, continue to identify significant deficiencies in VA’s governance structures
and operations-all of which can affect the care provided to our nation’s veterans. 2
To address these deficiencies, we have made over 1,200 recommendations to VA
since 2000; VA has implemented approximately 70 percent of them. However, im-
portant recommendations remain unimplemented (open), and we continue to iden-
tify similar deficiencies in recent and ongoing work. In March 2019, we sent a letter
to the Secretary of VA that detailed 30 open recommendations that we deem the
highest priority for implementation (priority recommendations).3 Fully addressing
these open recommendations could significantly improve VA operations; however,
the recommendations highlight issues that are symptomatic of broader, systemic
management and oversight challenges that will only be addressed through trans-
formative action. Our High-Risk Report provides VA a roadmap for this needed
transformation.

Secretary Wilkie has said that VA is committed to addressing our high- risk con-
cerns and has launched several transformational efforts. For example, VA is cur-
rently implementing its modernization plan, a framework through which the depart-
ment intends to systemically overhaul its structure, culture, governance, and sys-
tems through organizational improvements. Congress has also acted to drive over-
arching change by, for example, passing the VA MISSION Act of 2018 (VA MIS-
SION Act).4 Among other things, this Act requires VA to consolidate several com-

1GAO, High-Risk Series: Substantial Efforts Needed to Achieve Greater Progress on High-
Risk Areas, GAO-19-157SP (Washington, D.C.: Mar. 6, 2019).

2See VA Management Challenges: Actions Needed to Improve Management and Oversight of
VA Operations, GAO-19-422R (Washington, D.C.: Apr. 10, 2019); Commission on Care, Final
Report of the Commission on Care (Washington, D.C.: Jun. 30, 2016); The MITRE Corporation,
Independent Assessment of the Health Care Delivery Systems and Management Processes of the
Department of Veterans Affairs, (Washington, D.C: Sep. 1, 2015); and Department of Veterans
Affairs, Inspector General’s Management and Performance Challenges, (Washington, D.C.:
2018).

3GAO, Priority Open Recommendations: Department of Veterans Affairs, GAO-19-358SP
(Washington, D.C.: Mar. 28, 2019), GAO-19-157SP. Priority recommendations are those that
GAO believes warrant priority attention from heads of key departments or agencies. They are
highlighted because, upon implementation, they may significantly improve government oper-
ation, for example, by realizing large dollar savings; eliminating mismanagement, fraud, and
abuse; or making progress toward addressing a high-risk or duplication issue.

4Pub. L. No. 115-182, 132 Stat. 1393 (2018).
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munity care programs into a permanent program.5 VA is currently implementing
aspects of this Act.

My statement today focuses on the status of VA’s efforts to address its high-risk
designations and open GAO recommendations in the following areas: (1) managing
risks and improving VA health care; (2) VA acquisition management; (3) improving
and modernizing Federal disability programs; and (4) other government-wide high-
risk areas that have direct implications for VA and its operations. This statement
also describes VA’s ongoing efforts to transform and modernize the department.

This statement is based on our 2019 high-risk update and our body of work that
spans more than a decade. ® For these products we analyzed VA’s documents related
to the department’s efforts to address its high- risk areas and interviewed VA offi-
cials, among other things. More detailed information on the scope and methodology
of our prior work can be found within each specific report. We conducted the work
on which this statement is based in accordance with generally accepted government
auditing standards. Those standards require that we plan and perform the audit to
obtain sufficient, appropriate evidence to provide a reasonable basis for our findings
and conclusions based on our audit objectives. We believe that the evidence obtained
provides a reasonable basis for our findings and conclusions based on our audit ob-
jectives.

Background

VA is responsible for providing benefits to veterans, including health care, dis-
ability compensation, and various types of financial assistance. In fiscal year 2019,
VA received a total budget of $201.1 billion, and the largest discretionary budget
in its history-$86.6 billion, about $20 billion higher than in 2015. The department
operates one of the largest health care delivery systems in the nation through its
Veterans Health Administration (VHA), with 172 medical centers and more than
1,000 outpatient facilities organized into regional networks. VA has faced growing
demand by veterans for its health care services, with the total number of veterans
enrolled in VA’s health care system rising from 7.9 million to more than 9 million
from fiscal year 2006 through fiscal year 2017. In fiscal year 2019, VHA received
$73.1 billion of VA’s $86.6 billion discretionary budget.

In addition to providing health care services, VA provides cash benefits to vet-
erans for disabling conditions incurred in or aggravated by military service. To carry
out its mission, VA spends tens of billions of dollars to procure a wide range of
goods and services, including medical supplies; to construct hospitals, clinics, and
other facilities; and to provide the information technology (IT) to support its oper-
ations.

We have made hundreds of recommendations to improve VA’s management and
oversight of the services it provides to veterans. Specifically, since 2000, we have
made 1,225 recommendations to VA. While VA has implemented most of the rec-
ommendations, a number remain open, as of April 2019. Specifically,

e more than 125 recommendations related to VA health care remain open, includ-
ing 17 recommendations that have remained open for 3 years or more;

e 15 recommendations related to improving VA acquisition management remain
open, including 1 recommendation that has remained open for 3 years or more;
and

e 12 recommendations related to management of disability claims workloads.

In 2017, we began sending letters to VA and appropriate congressional commit-
tees identifying priority recommendations for VA to implement in order to signifi-
cantly improve its operations. We categorized these recommendations into nine
areas: (1) veterans’ access to timely health care; (2) veterans’ community care pro-
gram; (3) human capital management; (4) information technology; (5) appeals reform
for disability benefits; (6) quality of care and patient safety; (7) national policy docu-

5The Veterans Access, Choice, and Accountability Act of 2014 created the Veterans Choice
Program as a temporary program to address problems with veterans’ timely access to care at
VA medical facilities. Under the Veterans Choice Program, when eligible veterans face long wait
times, lengthy travel distances, or other challenges accessing care at VA medical facilities, they
may obtain health care services from community providers- that is, providers who are not di-
rectly employed by VA. Pub. L. No. 113-146, 128 Stat. 1754 (2014). The Veterans Choice Pro-
gram’s authority sunsets on June 6, 2019.

6 GAO-19-157SP. For more information on the GAO High-Risk List, see https:/www.gao.gov/
highrisk/overview, which we accessed May 16, 2019. For more information on our body of work
on VA, see https:/www.gao.gov/key—issues/managing—risks—improving—va—health—care/
issue—summ ary?from, which we accessed May 16, 2019.
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ments; (8) contracting policies and practices; and (9) veterans’ access to burial op-
tions. 7

Overall Rating for the Managing Risks and Improving VA Health Care
High-Risk Area Remained Unchanged in 2019

Since we designated VA health care as a high-risk area in 2015, VA has begun
to address each of the identified five areas of concern related to managing risks and
improving VA health care: (1) ambiguous policies and inconsistent processes; (2) in-
adequate oversight and accountability; (3) IT challenges; (4) inadequate training for
VA staff; and (5) unclear resource needs and allocation ®priorities .

Figure 1: GAO’s High-Risk Rating for Managing Risks and Improving VA Health
Care in Fiscal Year 2019
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Since our 2017 High-Risk Report, ratings for all five criteria remain unchanged
as of March 2019. Specifically, the leadership commitment and action plan criteria
remain partially met. Although VA has experienced leadership instability over the
past 2 years in several senior positions, a new Secretary was confirmed in July
2018. Secretary Wilkie has demonstrated his commitment to addressing the depart-
ment’s high- risk designation by, among other things, creating an office to direct an
integrated, focused high-risk approach and communicating to VA leaders the impor-
tance of addressing our recommendations and working with GAO. The Secretary’s
actions, to date, have allowed the department to maintain its leadership commit-
ment rating as of March 2019.

The action plan criterion also remains partially met as of March 2019. In March
2018, VA submitted an action plan to address the underlying causes of its high-risk
designation, but the plan did not clearly link actions to stated outcomes and goals
or establish a framework to assess VA’s progress. VA officials told us that instead
of revising the March 2018 action plan, it will incorporate its plans to address the
high-risk designation into the department’s current initiatives. Specifically, VA is
currently implementing the VHA Plan for Modernization, through which the depart-
ment intends to modernize VA’s structure, culture, governance, and systems
through organizational improvements. VA officials have indicated that the VHA

7GAO-19-358SP.

8 GAO, High-Risk Series: An Update, GAO-15-290 (Washington, D.C.: Feb. 11, 2015).

9The five criteria for removal are the agency must have (1) a demonstrated strong commit-
ment and top leadership support to address the risks; (2) the capacity-the people and other re-
sources-to resolve the risks; (3) a corrective action plan that identifies the root causes, identifies
effective solutions, and provides for substantially completing corrective measures in the near
term, including but not limited to steps necessary to implement solutions we recommended; (4)
a program instituted to monitor and independently validate the effectiveness and sustainability
of corrective measures; and (5) the ability to demonstrate progress in implementing corrective
measures. Each criterion is rated as met, partially met, or not met.
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Plan for Modernization is intended, among other things, to address the high-risk
areas for VA health care. VA officials also told us they are currently developing
operational plans for the VHA Plan for Modernization, and these plans will include
goals, time frames, and metrics, among other things. VA estimates that the oper-
ational plans will be complete by September 2019.

The monitoring, demonstrated progress, and capacity criteria remain unmet since
our 2017 High-Risk Report. In order to address the monitoring and demonstrated
progress criteria, VA’s ongoing revisions to its action plan need to include the addi-
tion of certain essential components, including metrics, milestones, and mechanisms
for monitoring and demonstrating progress in addressing the high-risk areas of con-
cern. VA’s capacity rating also remains not met. Though the department took steps
to establish offices, workgroups, and initiatives to address its high-risk designation,
many of these efforts are either in the initial stages of development or resources
have not been allocated.

For each of the five identified areas of concern related to managing risks and im-
p}llroving VA health care, ratings reflect the level of progress VA has made to address
them.

Ambiguous policies and inconsistent processes. Since our 2017 High-Risk
1\R/Iepor}'lt, ratings for all five criteria remain unchanged for this area of concern as of

arch 2019.

e Leadership commitment: partially met. In September 2017, we reported that
VHA had approximately 800 national policies, the majority of which were out-
dated. 10 VHA reported reducing the number of national policies by 26 percent,
and work continues in this area. In addition, VHA established an inventory of
approximately 55,000 local policies as of October 2017. In October 2018, VHA
noted its plans to determine who is responsible for monitoring implementation
of national and local policy, as well as the alignment between these levels of
policy. At that time, VHA also discussed its future plans to monitor the imple-
mentation and alignment of national and local policy and update its national
policy directive by the end of June 2019. Additionally, VA has implemented a
structure for leadership input into the policy process, such as at the VHA Chief
of Staff level. However, senior leadership has lacked the stability needed to en-
sure issued policy meets agency goals.

e Capacity: not met. Since 2017, VA has issued an updated directive on policy
management, and put in place procedures to train staff and obtain input from
all levels on policy development. However, VA continues to face challenges in
this area because it is reliant on contracts and information technology re-
sources, which if delayed, can impede progress toward meeting goals.

e Action plan: partially met. Since 2017, VA has further refined its root cause
analysis for this area of concern. In June 2017, VA also identified the following
as enterprise-wide root causes of its high-risk designation:

o disjointed strategic planning;

e poorly defined roles, responsibilities, and decision authorities;
e poor horizontal and vertical integration;

e lack of reliable data and analysis;

o ineffective human capital management; and

¢ inadequate change management.

VA relied on these root cause analyses as the foundational drivers for the VHA
Plan for Modernization. However, VA has not used these analyses to develop and
prioritize appropriate milestones and metrics in the action plan.

e Monitoring: not met. Since the March 2018 action plan lacked specific metrics
and mechanisms for assessing and reporting progress, it is not clear how VA
is monitoring its progress.

e Demonstrated progress: not met. Our work continues to indicate VA is not yet
able to show progress in this area. Since its 2015 high-risk designation, we have
made 50 new recommendations in this area of concern, 32 of which were made
since our 2017 report was issued. For example,

e In November 2017, we reported that, due in part to misinterpretation or lack
of awareness of VHA policy, VA medical center officials did not always conduct
or document timely required reviews of providers when allegations were made
against them. We also found that VHA was unable to reasonably ensure appro-
priate reporting of providers to oversight entities such as state licensing au-

10GAO, Veterans Health Care: Additional Actions Could Further Improve Policy Manage-
ment, GAO-17-748. (Washington, D.C.: Sept. 22, 2017).
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thorities. As a result, VHA’s ability to provide safe, high quality care to vet-
erans is hindered because other VA medical centers, as well as non-VA health
care entities, may be unaware of serious concerns raised about a provider’s care.

We recommended that VHA direct medical centers to document and oversee re-
views of providers’ clinical care after concerns are raised, among other recommenda-
tions. All of our recommendations remain open. As of January 2019, VA estimated
completing the recommended revisions to its policy and audit processes in August
2019 and August 2020, respectively. 11

e In July 2018, we reported that VA collected data related to employee mis-
conduct and disciplinary actions, but data fragmentation, reliability issues, and
inadequate guidance impeded department-wide analysis of those data. Thus, VA
management is hindered in making knowledgeable decisions regarding the ex-
tent of misconduct and how it was addressed.

We recommended that VA develop and implement guidance to collect complete
and reliable misconduct and associated disciplinary-action data department-wide,
whether through a single information system, or multiple interoperable systems. VA
concurred with this priority recommendation, which remains open. VA reported that
it expects to implement one or more information systems that will collect mis-
conduct and associated disciplinary action data in January 2020. 12

Inadequate oversight and accountability. Since our 2017 High-Risk Report,
ratings for one criterion improved and four remain unchanged for this area of con-
cern as of March 2019.

e Leadership commitment: partially met. VA has made organizational changes,
including establishing the Office of Integrity, to standardize and streamline the
agency’s oversight of its programs and personnel. However, since 2017, the lack
of stability in the Under Secretary for Health position has hindered its ability
to demonstrate sustained commitment to improving this area of concern.

e Capacity: not met. VA has begun to implement capacity-building initiatives di-
rected at improving oversight and accountability. For example, VHA’s Office of
Internal Audit and Risk Assessment, a key component of the department’s over-
sight and accountability model, began conducting audits in 2018. However, ac-
cording to VA’s action plan, the department has yet to allocate resources for this
office, such as sufficient staff to carry out its activities.

e Action plan: partially met. In March 2019, the rating for this criterion improved
to partially met. In 2018, VA conducted an analysis of the root causes contrib-
uting to findings of inadequate oversight and accountability, an important step
in identifying the underlying factors contributing to this area of concern.

However, the resulting action plan lacked key elements, including clear metrics
to monitor and assess progress.

e Monitoring: not met. The March 2018 action plan lacked specific metrics and
mechanisms for assessing and reporting progress in this area.

e Demonstrated progress: not met. Our work continues to indicate a lack of
progress in this area. Since its 2015 designation, we made 89 new recommenda-
tions in this area of concern, 54 of which were made since our 2017 report was
issued. For example:

e In October 2017, we reported that VHA is unable to accurately count the total
number of physicians who provide care in its VA medical centers. VHA has data
on the number of mission-critical physicians, which includes primary care and
mental health physicians, it employs (more than 11,000) and who provide serv-
ices on a fee-basis (about 2,800).13 However, VHA lacks data on the number
of contract physicians and physician trainees, and thus has no information on

11GAO, VA Health Care: Improved Policies and Oversight Needed for Reviewing and Report-
ing Providers for Quality and Safety Concerns, GAO-18-63 (Washington, D.C.: Nov. 15, 2017).

12GAO, Department of Veterans Affairs: Actions Needed to Address Employee Misconduct
Process and Ensure Accountability, GAO-18-137 (Washington, D.C.: July 19, 2018).

13VHA obtains data from its Veterans Integrated Service Networks and VA medical centers
on which occupations are the highest priority for recruitment and retention based on known re-
cruitment and retention concerns, among other factors. VHA then consolidates this data to iden-
tify the nationwide top 10 mission-critical occupations and top 5 mission-critical physician occu-
pations. In fiscal year 2016, the ten mission-critical clinical occupations were physician, reg-
istered nurse, human resource manager, physical therapist, physician assistant, psychologist,
medical technologist, occupational therapist, diagnostic radiologic technologist, and pharmacist.
See U.S. Department of Veterans Affairs, Veterans Health Administration, Mission Critical Oc-
cupation Report (2016).
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the extent to which medical centers nationwide use these arrangements and
whether contract physicians are working in mission-critical occupations. As
such, VHA cannot ensure that its workforce planning process sufficiently ad-
dresses gaps in physician staffing, including those for mental health providers,
which may affect veterans’ access to care, among other issues.

We recommended that VHA should develop and implement a process to accurately
count all physicians providing care at each medical center, including physicians who
are not employed by VHA. VHA did not concur with this recommendation, which
we reiterated in our priority recommendation letter. 14

e In a series of reports from 2012 through 2018, GAO found VA’s wait time data
unreliable for primary and specialty care, as well as for care in the community.
GAO also found that VA did not measure the full wait times that veterans expe-
rience in obtaining care across these settings. Specifically, in December 2012,
we made two recommendations to VA to improve the reliability and oversight
of Waig time measures, both of which are designated as priority, and remain
open.

Similarly, in June 2018, we reported that VHA could not systematically monitor
the timeliness of veterans’ access to Veterans Choice Program care because it lacked
complete, reliable data to do so. Specifically, we found (1) a lack of data on the time-
liness of accepting referrals and opting veterans in to the program, (2) inaccuracy
of clinically indicated dates, which are used to measure the timeliness of care, and
(3) unreliable data on the timeliness of urgent care. 16

We recommended that VA take steps to improve the timeliness and accuracy of
data on veterans’ wait times for care and its oversight of the future community care
program that will consolidate other community care programs with the Veterans
Choice Program, whose authority sunsets on June 6, 2019. VA concurred with eight
of the 10 recommendations related to these findings, all of which remain open. 17
VA reported that, in order to improve wait times data accuracy under the Veterans
Community Care Program, it intends to implement several initiatives through Sep-
tember 2019. 18

In September 2018, we reported on the timeliness of third-party administrators’
payments to community providers under VA’s largest community care program, the
Veterans Choice Program. Although VA has taken steps to improve the timeliness
of claim payments to these providers, VA is not collecting data or monitoring compli-
ance with third-party administrators’ customer service requirements for provider
calls. This could adversely affect the timeliness with which community providers are
paid, possibly making them less willing to participate and affecting veterans’ access
to care.

We recommended that VA collect data on and monitor compliance with its re-
quirements pertaining to customer service for community providers. VA agreed with
the recommendations, but has not yet implemented them. 19

e In November 2018, we reported that VHA’s suicide prevention media outreach
activities declined in recent years due to leadership turnover and reorganiza-
tion. Additionally, we found that VHA did not assign key leadership responsibil-
ities or establish clear lines of reporting for its suicide prevention media out-
reach campaign, which hindered its ability to oversee the campaign.

14GAO, Veterans Health Administration: Better Data and Evaluation Could Help Improve
Physicia? Staffing, Recruitment, and Retention Strategies, GAO-18-124 (Washington, D.C.: Oct
19, 2017).

15GAO, VA Health Care: Reliability of Reported Outpatient Medical Appointment Wait Times
and Scheduling Oversight Need Improvement, GAO-13-130. (Washington, D.C.: Dec 21, 2012).

16 The Veterans Choice Program allows eligible veterans to obtain health care services from
providers not directly employed by VA.

17In June 2018, we recommended that the Under Secretary for Health should implement a
mechanism to separate clinically urgent referrals and authorizations from those for which the
VA medical facility or the third-party administrator has decided to expedite appointment sched-
uling for administrative reasons. VA did not agree with this recommendation and stated there
will no longer be a need to separate clinically urgent referrals for care from those that need
expediting under the Veterans Community Care Program. However, we maintain that our rec-
ommendation is warranted. In particular, we found that VA’s data did not always accurately
reflect the timeliness of urgent care because both VA medical center and third-party adminis-
trator staff inappropriately re- categorized some routine care referrals and authorizations as ur-
gent ones for reasons unrelated to the veterans’ health conditions.

18GAO, Veterans Choice Program: Improvements Needed to Address Access-Related Chal-
lenges as VA Plans Consolidation of its Community Care Programs, GAO-18-281 (Washington,
D.C.: June 4, 2018).

19 See GAO, Veterans Choice Program: Further Improvements Needed to Help Ensure Timely
Payments to Community Providers, GAO-18-671 (Washington, D.C.: Sep. 28, 2018).
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In April 2019, VA implemented one of the recommendations by providing a new
oversight plan for its suicide prevention media outreach campaign. It plans to imple-
ment the remaining recommendation by working with communications experts to
geveh;}g metrics, targets, and an evaluation strategy to improve its outreach ef-
orts.

e In April 2019, we reported that VHA’s appraisal process for assessing medical
center director performance relies heavily on medical center performance infor-
mation. VHA designed the Strategic Analytics for Improvement and Learning
(SAIL) system to provide internal benchmarking of medical center performance
and to promote high quality health care delivery across its system of regional
networks and medical centers. SAIL was evaluated in 2014 and 2015 by VHA
and an external contractor, respectively, but VHA has not assessed the rec-
ommendations from those evaluations, or taken action on them. The evalua-
tions, which found issues related to the validity and reliability of SAIL and its
ratings for measuring performance and fostering accountability, together in-
cluded more than 40 recommendations for improvement.

Without ensuring that the recommendations resulting from these previous evalua-
tions are assessed and implemented as appropriate, the identified deficiencies may
not be adequately resolved, and VHA’s ability to hold officials accountable for taking
the necessary actions may be diminished. VA concurred with the two recommenda-
tions we made to address these findings, both of which remain open. 21

Information technology challenges. Since our 2017 High-Risk Report, ratings
for one criterion regressed, one improved, and three remain unchanged this area of
concern as of March 2019.

e Leadership commitment: not met. In March 2019, the rating for this criterion
declined to not met. In January 2019, the Senate confirmed a new VA Chief
Information Officer (CIO). This 1s the fourth official to lead VA’s IT organization
since our 2017 High-Risk Report, and the frequent turnover in this position
raises concerns about VA’s ability to address the department’s IT challenges.

e Capacity: not met. In May 2018, VA awarded a contract to acquire the same
commercial electronic health record system as the Department of Defense
(DoD). However, VA is early in the transition and its actions are ongoing. Addi-
tionally, VA has developed a strategy for decommissioning its legacy IT sys-
tems, which are tying up funds that could be reallocated for new technology to
enable improved veteran care, but has made limited progress in implementing
this effort.

e Action plan: partially met. In March 2019, the rating for this criterion improved
to partially met. In 2018, VA conducted an analysis to identify the root causes
of IT challenges, which informed the goals in its action plan. However, VA’s ac-
tion plan contained significant information gaps, including missing interim
milestone dates. These information gaps raise questions about VA’s commit-
ment to addressing IT-related root causes and need to be addressed before we
can consider this criterion met.

e Monitoring: not met. The March 2018 action plan lacked specific metrics and
mechanisms for assessing and reporting progress.

e Demonstrating progress: not met. Our work continues to indicate VA is not yet
able to show progress in this area. Since its 2015 high-risk designation, we have
made 14 new recommendations in this area, 12 of which were made since our
2017 report was issued. For example:

e In June 2017, to address deficiencies we found related to VA’s pharmacy sys-
tem, we recommended that VA take six actions to provide clinicians and phar-
macists with improved tools to support pharmacy services to veterans and re-
duce risks to patient safety. This included assessing the extent to which the
interoperability of VA and DoD’s pharmacy systems impacts transitioning serv-
ice members. VA generally concurred with these recommendations, all of which
remain open. 22

e In April 2019, we testified that from 2001 through 2018, VA pursued three ef-
forts to modernize its health information system- the Veterans Health Informa-
tion Systems and Technology Architecture (VistA). (See Fig. 2.) However, these

20 GAO, VA Health Care: Improvements Needed in Suicide Prevention Media Outreach Cam-
paign Oversight and Evaluation, GAO-19-66 (Washington, D.C.: Nov. 15, 2018).

21GAO, Veterans Health Administration: Past Performance System Recommendations Have
Not Been Implemented GAO-19-350 (Washington, D.C.: Apr. 30, 2019).

22 GAO, VA Information Technology: Pharmacy System Needs Additional Capabilities for
Viewing, Exchanging, and Using Data to Better Serve Veterans, GAO-17-179 (Washington,
D.C.: June 14, 2017).
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efforts resulted in high costs, created challenges ensuring the interoperability
of health data, and ultlmately did not result in a modernized VistA. Specifically,
in December 2017 we reported that VA obligated over $1.1 billion for contracts
with 138 contractors during fiscal years 2011 through 2016 for two moderniza-
tion initiatives, an Integrated Electronic Health Record program with the DoD
and VistA Evolution. We have ongoing work that examines the cost to VA of
VistA and the department’s actions to transition from VistA to a new electronic
health record system. 23

Regarding the department’s most recent effort, the Electronic Health Record Mod-
ernization, we testified in April 2019 that the governance plan for this program was
not fully defined, which could jeopardize its fourth attempt to modernize its elec-
tronic health record system. VA plans to implement the same electronic health
record system the DoD is currently deploying. The new system is intended to be the
authoritative source of clinical data to support improved health, patient safety, and
quality of care provided by VA.

VA has not fully implemented our priority recommendation calling for the depart-
ment to define the role of the Interagency Program Office in the governance plans
for acquisition of the department’s new electronic health record system. VA con-
curred with this recommendation and reported that the Joint Executive Committee,
a joint governance body, approved a role for the Interagency Program Office, but as
of April 2019 VA has yet to provide us with documentation of this development. 24
1

Figure 2: Tlmellne of the Department of Veterans Affairs (VA) Four Efforts to Modernize the Veterans Health Information
Y and T gy Al (VistA) Since 2001
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(a) The HealtheVet initiative was VA’s first VistA modernization project, which
had the goals of standardizing the department’s health care system and eliminating
the approximately 130 different systems used by its field locations at that time.

(b) The integrated Electronic Health Record program was VA’s second VistA mod-
ernization initiative, which it launched in conjunction with the Department of De-
fense (DoD). The program was intended to replace the two separate electronic health
record systems used by the two departments with a single, shared system.

(¢) The VistA Evolution program was a joint effort of the Veterans Health Adminis-
tration and VA’s Office of Information and Technology. The program was to be com-
prised of a collection of projects and efforts focused on improving the efficiency and
quality of veterans’ health care, modernizing the department’s health information
systems, increasing the department’s data exchange and interoperability with DoD
and private sector health care partners, and reducing the time it takes to deploy new
health information management capabilities.

e We also testified in April 2019 that VA has not yet fully addressed the rec-
ommendation we made in September 2014 to expedite the process for identi-
fying and implementing an IT system for the Family Caregiver Program. We
reported in September 2014 that the Family Caregiver Program, which was es-
tablished to support family caregivers of seriously injured post-9/11 veterans,
has not been supported by an effective IT system. Specifically, we reported that,
due to limitations with the system, the program office did not have ready access
to the types of workload data that would allow it to routinely monitor workload
problems created by the program. Without such information, the program’s
workload issues could persist and impact the quality and scope of caregiver
services, and ultimately the services that veterans receive.

23 GAO, Veterans Affairs: Addressing IT Managements Challenges Is Essential to Effectively
Supporting the Department’s Mission, GAO-19-476T (Washington, D.C.: Apr. 2, 2019)

24 GAO, Electronic Health Records: Clear Definition of the Interagency Program Office’s Role
in VA’s New Modernization Effort Would Strengthen Accountability, GAO-18-696T (Wash-
ington, D.C.: Sept. 13, 2018).
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VA concurred with our recommendation and subsequently began taking steps to
implement a replacement system. However, the department has encountered delays
and reported recently initiating an effort to implement a new IT system to support
the program based on existing commercially available software. We have ongoing
work to evaluate VA’s effort to acquire a new IT system to support the Family Care-
giver Program. 25

Inadequate training for VA staff. Since our 2017 High-Risk Report, ratings for
1c{/r{le c}t;iterion improved and four remain unchanged for this area of concern as of

arch 2019.

e Leadership commitment: not met. VA officials have reported progress in estab-
lishing a process to develop an enterprise-wide annual training plan to better
ensure that VA staff are adequately trained to provide high-quality care to vet-
erans. However, the actions necessary to complete and implement this training
plan are not reflected in VA’s March 2018 action plan for the training area of
concern, raising questions about the process through which it will be developed.
The lack of progress in setting clear goals for improving training demonstrates
that VA lacks leadership commitment to address our concerns in this area.

e Capacity: not met. VA has created working groups and task forces- such as the
Learning Organization Transformation Subcommittee in the National Leader-
ship Council-with specific responsibilities. However, VA’s ability to demonstrate
capacity is limited because, according to VA’s March 2018 action plan, the de-
partment relies on external contractor support services to meet training goals.

e Action plan: partially met. In March 2019, the rating for this criterion improved
to partially met. VA completed a root cause analysis for training deficiencies,
which informed the goals underlying its action plan. However, the action plan
continues to have deficiencies identified in 2017. For example, not all goal de-
scriptions correspond to planned actions and the action plan lacks detail about
how and which data will be collected to assess progress.

e Monitoring: not met. The March 2018 action plan lacked specific metrics and
mechanisms for assessing and reporting progress.

e Demonstrated progress: not met. Our work continues to indicate that VA is not
yet able to show progress in this area. Since its 2015 designation, we have made
11 new recommendations in this area of concern, 3 of which were made since
our 2017 report was issued. For example, in April 2018 we reported that, while
the department has recommended training for patient advocates-staff members
who receive and document feedback from veterans or their representatives-it
has not developed an approach to routinely assess their training needs or mon-
itored training completion. The failure to conduct these activities increases VA’s
risk that staff may not be adequately trained to advocate on behalf of veterans.
As a result, we recommended VHA develop an approach to routinely assess
training needs and monitor training completion. VA concurred with our rec-
ommendations, which remain open. 26

Unclear resource needs and allocation priorities. Since our 2017 High-Risk
Report, ratings for one criterion improved and four remain unchanged for this area
of concern as of March 2019.

e Leadership commitment: partially met. In December 2017, a VA Chief Financial
Officer (CFO) was confirmed after the department spent over 2.5 years under
an interim CFO. In addition, VA is in the process of establishing a new office
to estimate workforce resource requirements.

e Capacity: not met. VA has established functions intended to inform cost anal-
yses of major VA initiatives, including a new financial management process to
replace its outdated financial systems. However, it is unclear in its action plan
the extent to which VA has identified the resources needed to establish and
maintain these functions.

e Action plan: partially met. In March 2019, the rating for this criterion improved
to partially met. Since our 2017 High-Risk Report, VA conducted a root cause
analysis of this area of concern. However, VA’s action plan lacks metrics for
monitoring progress and does not include all of VA’s ongoing actions, such as
efforts to assess current and future regional demand for veterans’ health care
services.

25GAO, VA Health Care: Actions Needed to Address Higher-Than-Expected Demand for the
Family Caregiver Program, GAO-14-675 (Washington, D.C.: Sept. 18, 2014) and GAO, Veterans
Affairs: Addressing IT Management Challenges Is Essential to Effectively Supporting the De-
partment’s Mission GAO-19-476T (Washington, D.C.: Apr 2, 2019).

26 GAO, VA Health Care: Improved Guidance and Oversight Needed for the Patient Advocacy
Program, GAO-18-356 (Washington, D.C.: Apr 12, 2018).
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e Monitoring: not met. Since VA’s action plan lacks specific metrics and mecha-
nisms for assessing and reporting progress, it is not clear how VA is monitoring
its progress.

e Demonstrating progress: not met. Our work continues to indicate VA is not yet
able to show progress in this area. Since its 2015 designation, we have made
16 new recommendations in this area of concern, 10 of which were made since
our 2017 report. For example:

e In May 2017, we reported identifying several limitations with VA’s clinical pro-
ductivity metrics and statistical models for tracking clinical efficiency; this lim-
its VA’s ability to assess whether resources are being used effectively to serve
veterans. Specifically, we found that productivity metrics may not account for
all providers or clinical services, reflect the intensity of clinical workload, and
reflect providers’ clinical staffing levels. Additionally, we found that efficiency
models may also be adversely affected by inaccurate workload and staffing data.
As a result, VA cannot systematically identify best practices to address low pro-
ductivity and inefficiency as well as determine the factors VA medical centers
commonly identify as contributing to low productivity and inefficiency.

We made four recommendations to address these findings; three of which VA im-
plemented in the spring of 2018 by improving productivity metrics and staffing and
workload data. To implement the remaining recommendation, VA should establish
a process to oversee medical centers’ plans for addressing low clinical productivity
and inefficiency. 27

e In August 2018 we reported that VA medical centers face challenges operating
their Sterile Processing Services programs- notably, addressing workforce
needs, such as lengthy hiring time frames and limited pay and professional
growth potential. VHA’s Sterile Processing Services workforce challenges pose
a potential risk to VA medical centers’ ability to ensure access to sterilized med-
ical equipment. Until VHA examines these workforce needs, VHA won’t know
whether or to what extent the reported challenges adversely affect VA medical
centers’ ability to effectively operate their Sterile Processing Services programs
and ensure access to safe care for veterans.

We recommended that VA examine workforce needs and take action based on this
assessment, as appropriate. VA concurred with this recommendation, which remains
open. 28

VA Acquisition Management Was Added to GAO’s High-Risk List in 2019

In light of numerous contracting challenges that we have identified, and given the
significant investment in resources to fulfill its critical mission of serving veterans,
we added VA acquisition management as a new high- risk area in 2019.29 VA has
one of the most significant acquisition functions in the Federal government, both in
dollar amount of obligations and number of contract actions. Specifically, about a
third of VA’s discretionary budget in fiscal year 2018, or about $27 billion, has been
used to contract for goods and services.

We have identified challenges in the following areas of concern related to VA’s ac-
quisition management: (1) outdated acquisition regulations and policies; (2) lack of
an effective medical supplies procurement strategy;

(3)inadequate acquisition training; (4) contracting officer workload challenges; (5)
lack of reliable data systems; (6) limited contract oversight and incomplete contract
file documentation; and (7) leadership instability.

Outdated acquisition regulations and policies. VA’s procurement policies
have historically been outdated, disjointed, and difficult for contracting officers to
use. In September 2016, we reported that (1) the acquisition regulations contracting
officers currently follow have not been fully updated since 2008 and (2) VA had been
worki1310g on completing a comprehensive revision of its acquisition regulations since
2011.

VA’s delay in updating this fundamental source of policy has impeded the ability
of contracting officers to effectively carry out their duties. We recommended in Sep-
tember 2016 that VA identify measures to expedite the revision of its acquisition
regulations and clarify what policies are currently in effect. VA concurred with this

27GAO, VA Health Care: Improvements Needed in Data and Monitoring of Clinical Produc-
tivity and Efficiency, GAO-17-480 (Washington, D.C.: May 24, 2017).

28 GAO, VA Health Care: Improved Oversight Needed for Reusable Medical Equipment, GAO—
18-474 (Washington, D.C.: Aug. 3, 2018).

29 GAO-19-157SP.

30 GAO, Veterans Affairs Contracting: Improvements in Policies and Processes Could Yield
Cost Savings and Efficiency, GAO-16-810 (Washington, D.C.: Sep. 16, 2016).
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priority recommendation and, as of January 2019, had rescinded or re-issued up-
dated policy memoranda for all information letters, which VA previously used to
provide guidance that was temporary in nature.

VA has also made some progress in updating its acquisition regulations, but more
work remains to be done over the next several years. As of April 2019, VA reports
that 15 of the 41 parts in its acquisition regulations update were published as final
rules, 10 were issued as proposed rules for public comment, and the remainder are
at an earlier stage of the rulemaking process. All parts are scheduled to be out for
public comment by March 2020, but the final rules are not expected to be published
until April 2021.

Lack of an effective medical supplies procurement strategy. VA’s program
for purchasing medical supplies has not been effectively executed, nor is it in line
with practices at leading hospitals. To support more efficient purchasing of medical
supplies for its 172 medical centers that serve the needs of about 9 million veterans,
VA launched the Medical Surgical Prime Vendor-Next Generation (MSPV-NG) pro-
gram in December 2016. MSPV-NG was part of VA’s overall effort to transform its
supply chain and achieve $150 million in cost avoidance.

In November 2017, we reported that VA’s approach to developing its catalog of
supplies was rushed and lacked key stakeholder involvement and buy-in. It also re-
lied on establishing non-competitive blanket purchase agreements for the over-
whelming majority of products, resulting in low utilization by medical centers. VA
had set a target that medical centers would order 40 percent of their supplies from
the MSPV-NG catalog, but utilization rates were below this target with a nation-
wide average utilization rate across medical centers of about 24 percent as of May
2017. This low utilization adversely affected VA’s ability to achieve its cost avoid-
ance goal.

We recommended in November 2017 that VA develop, document, and commu-
nicate to stakeholders an overarching strategy for the program. VA concurred with
this priority recommendation and is developing strategies to address it. First, in
February 2019, VA developed and documented a new, overarching acquisition strat-
egy for its Medical Surgical Prime Vendor (MSPV) program, and has begun the
process of communicating it to key stakeholders, including clinical and logistics
staff. Further, VA is developing a separate strategy to involve clinicians in devel-
oping requirements with plans to complete a pre-pilot of this strategy by September
2019. In response to a congressional request to assess these and other program
changes, we recently began a review of VA’s MSPV program. 31

Inadequate acquisition training. VA acquisition training, at times, has not
been comprehensive nor provided to staff that could benefit from it. A 2006 statute
required, and a 2016 Supreme Court decision (Kingdomware Technologies, Inc. v.
United States) reaffirmed, that VA is to give preference to veteran-owned small
businesses when competitively awarding contracts-a program known as Veterans
First. In September 2018, we reported that training on VA’s Veterans First policy
did not address some of its more challenging aspects. For example, many of the con-
tracting officers we interviewed were uncertain about how to balance the preference
for veteran-owned small businesses with fair and reasonable price determinations
when lower prices might be found on the open market. 32

In addition, VA provided several installments of online training sessions on the
Veterans First policy to contracting officers but did not make them mandatory. As
a result, only 52 percent of VA contacting officers completed the follow-up training
by the spring of 2018. We recommended in September 2018 that VA provide more
targeted training to contracting officers on how to implement the Veterans First pol-
icy, particularly in the area of making fair and reasonable price determinations, and
assess whether this training should be designated as mandatory. VA concurred, and
in April 2019, VA’s Chief Acquisition Officer (CAO) stated that VA is taking steps
to make this training mandatory. VA also reported that its Acquisition Academy
will provide Veterans First training to all contracting staff on May 30, 2019.

Contracting officer workload challenges. The majority of our reviews since
2015 have highlighted workload as a contributing factor to the challenges that con-
tracting officers face. Most recently, in September 2018, we reported that about 54
percent of surveyed VA contracting officers said their workload was not reasonable

31GAO, Veterans Affairs Contracting: Improvements in Buying Medical and Surgical Supplies
Could Yield Cost Savings and Efficiency, GAO-18-34 (Washington, D.C.: Nov 9, 2017).

32GAO, Veterans First Program: VA Needs to Address Implementation Challenges and
Strengthen Oversight of Subcontracting Limitations, GAO-18-648 (Washington, D.C.: Sep. 24,
2018).



38

and found that workload stresses have exacerbated the struggles that they face im-
plementing the department’s Veterans First policy. 33

In addition, in September 2016, we reported that VHA contracting officers proc-
essed a large number of small dollar-value actions to support medical center oper-
ations, many of which involve emergency procurements of routine items to support
immediate patient care. Contracting officers and the department’s Acting CAO told
us that these frequent and urgent small-dollar transactions reduce contracting offi-
cers’ efficiency and ability to take a strategic view of VHA’s overarching procure-
ment needs. We reported in November 2017 that emergency procurements ac-
counted for approximately 20 percent-$1.9 billion-of VHA’s overall contract actions
in fiscal year 2016. Figure 3 shows the percent of VHA contract actions designated
as emergencies in fiscal year 2016 by each network contracting office. 34
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(a) Veterans Integrated Service Networks, organizations that manage medical cen-
ters and associated clinics across a given geographic area, are served by a cor-
responding network contracting office. Some Veterans Integrated Service Networks
have been consolidated over time, and in fiscal year 2016, there were 19 Veterans
Integrated Service Networks despite being numbered up to 23. As of fiscal year 2017,
there were only 18 in total.

We recommended in November 2017 that VHA network contracting offices work
with medical centers to identify opportunities to more strategically purchase goods
and services frequently purchased on an emergency basis. VA concurred with this
recommendation and recently offered to provide us with a demonstration of the sup-
ply chain dashboard that VA uses to track items purchased on an emergency basis,
which we plan to attend by the end of May 2019. VA also agreed to conduct an anal-
ysis of its purchase card spending to identify items that should be purchased
through its MSPV program. VA expects to complete this analysis by July 2019. If
implemented, this would allow for both greater contracting officer efficiency and cost
savings. For example, based on a similar recommendation we made in 2012, VA
began more systematically employing strategic sourcing in FY 2013, and in subse-
quent fiscal years reported about glO billion in savings over a 5-year period.

Lack of reliable data systems. The lack of accurate data has been a long-stand-
ing problem at VA. In September 2016, we reported that VA had not integrated its
contract management and accounting systems, resulting in duplicative efforts on the
part of contracting officers and increased risk of errors.35 We and VA’s Inspector
General each recommended that VA perform data checks between the two systems.
VA concurred with this recommendation and some VA contracting organizations
have made efforts to address this risk. Further, VA reported in March 2019, that
it plans to adopt a new integrated financial and contract management system,
which it plans to install VA-wide over a 9- year period, with the final site receiving
the system in 2027.

Limited contract oversight and incomplete contract file documentation.
VA has had difficulty ensuring that its contracts are properly monitored and docu-
mented. In September 2018, we reported that, although VA obligated $3.9 billion

33 GAO-18-648.
34 GAO-16-810.
35 GAO-16-810.
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to veteran-owned small businesses in fiscal year 2017, its contracting officers were
not effectively monitoring compliance with key aspects of the department’s Veterans
First policy, such as limits on subcontracting (which ensure that the goal of the pro-
gram-to promote opportunities for veteran-owned businesses-is not undermined). In
many cases, we found that clauses requiring compliance were not included in the
VA’s contracts and orders with veteran businesses because the contracting officers
either forgot to include them or were unaware of the requirement. 36

The contracting officers we spoke with also said that they do not have sufficient
time or knowledge to conduct oversight. Through limited reviews, VA has identified
a number of violations that would warrant a broader assessment of the fraud risks
to the program. We recommended in September 2018 that VA establish a mecha-
nism to ensure that mandatory subcontracting-related clauses be consistently incor-
porated into set-aside contracts with veteran-owned businesses and that VA conduct
a fraud risk assessment for the Veterans First program. VA concurred with these
recommendations and is taking steps to implement them. For example, VA reported
in April 2019 that it had made modifications to its electronic contract management
system to ensure the clauses would be included in set-aside contracts and antici-
pated completing testing of the modifications in May 2019.

We also reported in September 2016 that a number of VA contract files we re-
viewed were missing key documents, increasing the risk that key processes and reg-
ulations were not followed.37 We recommended that VA focus its internal compli-
ance reviews to ensure that required contract documents are properly prepared and
documented. VA concurred with this recommendation. Since then, VA has made pol-
icy changes that revised its processes for compliance reviews of contract documenta-
tion. We are currently following up with VA to obtain the results of its compliance
reviews to determine if VA has fully implemented this recommendation.

Leadership instability. We have previously reported, most recently in Sep-
tember 2018, that procurement leadership instability has made it difficult for the
VA to execute and monitor the implementation of key acquisition programs and poli-
cies. For example, changes in senior procurement leadership, including the CAO and
VHA’s Chief Procurement and Logistics Officer, occurred during the implementation
of MSPV-NG and similar instability in leadership affected the MSPV-NG program
office itself. Overall, the MSPV-NG program office has had four directors, two of
whom served in an acting capacity, since its inception in 2014. 38

To address this instability, we recommended in November 2017 that VA appoint
a non-career employee as the CAO and prioritize the hiring of the MSPV-NG pro-
gram office’s director position on a permanent basis. VA concurred with these rec-
ommendations and implemented them in 2018. Stable leadership should help bring
consistent and much needed direction to the MSPV-NG program, but we recently
identified other areas within the VA where sustained leadership is also needed. For
instance, in September 2018, we reported there have been six Acting Directors with-
in the past 2 and a half years within an oversight office that helps assess whether
VA is in compliance with aspects of its Veterans First policy.

Ratings for the VA Disability High-Risk Areas Either Remained Unchanged
or Regressed in 2019

We designated improving and modernizing Federal disability programs as high
risk in 2003. An estimated one in six working-age Americans reported a disability
in 2010. Many of these Americans need help finding or retaining employment, or
rely on cash benefits if they cannot work.

Three of the largest Federal disability programs-one run by VA- disbursed about
$270 billion in cash benefits to 21 million people with disabilities in fiscal year 2017.
However, Federal disability programs, including VA’s, struggle to meet their needs.
In particular, VA struggles to manage its disability claims workloads, and, when de-
termining whether individuals qualify for disability benefits, VA relies on outdated
eligibility criteria.

Managing disability claims workloads. Since our 2017 High-Risk Report, our
assessment of ratings for all five criteria remains unchanged for this area of concern
for VA as of March 2019.

36 GAO-18-648.
37GAO-16-810.
38 GAO-18-648.
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Figure 4: GAO’s High-Risk Rating for Managing Disability Claims Workloads in
Fiscal Year 2019
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e Leadership commitment: met. VA has maintained leadership focus on managing
initial disability claims and appeals workloads through various initiatives to im-
prove benefits processing and reduce backlogs. Enhancing and modernizing VA’s
d{sability claims and appeals processes are goals in its 2018-2024 strategic
plan.

e Capacity: partially met. VA has continued building the capacity to process ini-
tial disability claims, such as using an electronic system to distribute claims
ready for decisions to available staff. On appeals, VA is reforming its process,
onboarding hundreds of new staff, and implementing new technology. However,
as we reported in March 2018, VA’s appeals plan does not provide reasonable
assurance that it will have the capacity to implement the new process and man-
age risks. VA agreed with our recommendation to better assess risks associated
with appeals reform and took some steps to address risks, such as limited test-
ing of the new process. However, as of April 2019 VA has not fully addressed
this recommendation. For example, VA has not developed plans to fully address
risks, such as veterans choosing more resource-intensive options at higher rates
than expected. 39

e Action plan: partially met. VA continues to implement plans to reduce the ini-
tial disability claims backlog. For appeals reform, VA submitted its appeals plan
in November 2017 and provided several progress reports throughout 2018. In
March 2018, we reported that VA’s plan for implementing a new disability ap-
peals process did not explain how VA would assess the new process compared
to the legacy process, and did not fully address risks associated with imple-
menting a new process.

We made two recommendations to improve VA’s disability benefit appeals process,
including that VA (1) clearly articulate in its appeals plan how it will monitor and
assess the new appeals process compared to the legacy process, and (2) ensure that
its appeals plan more fully addresses related risks, given the uncertainties associ-
ated with implementing a new process. As of April 2019, VA has taken actions to
address our recommendations, although key steps remain. For example, VA has not
fully articulated detailed steps and time frames for assessing the relative perform-
ance of the new and legacy appeals processes. Without this assessment, VA cannot
determine the extent to which the new process will achieve final resolution of vet-
erans’ appeals sooner than the legacy process. 40

e Monitoring: partially met. VA monitors the timeliness of initial disability claims
and legacy appeals, and has set timeliness goals for some, but not all, of the
appeal options under the new process. VA’s plans also signal how it intends to
monitor the allocation of staff for concurrent workloads in its legacy and new
appeals processes. However, as of April 2019, VA has yet to specify a complete
set of balanced goals for monitoring the new and legacy appeals processes (in-

39 GAO, VA Disability Benefits: Improved Planning Practices Would Better Ensure Successful
Appeals Reform. GAO-18-352. (Washington, D.C.: Mar. 22, 2018).
40 GAO-18-352.
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gluding timely and accurate processing of appeals while ensuring veteran satis-

action).

e Demonstrated progress: partially met. VA reported it reduced the backlog of ini-
tial disability claims from 611,000 in March 2013 to about 81,000 at the end
of fiscal year 2018. However, VA’s Inspector General reported in September
2018 that VA overstated its performance by only reporting about 79 percent of
the backlog. For appeals, VA addressed some gaps in its plan for implementing
appeals reform, in accordance with our 2017 and 2018 recommendations, and
has prioritized processing of legacy appeals. However, as of September 2018, VA
still had a backlog of about 396,000 legacy appeals.

Updating disability benefit eligibility criteria. Since our 2017 High-Risk Re-
port, VA’s ratings for the action plan and monitoring criteria regressed while the
other three remain unchanged as of March 2019.

igure 3: s High-Risk Rating for Updating Disability Benefit Eligibility Criteria
in Fiscal Year 2019
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e Leadership commitment: met. VA has sustained leadership focus on updating
its Veterans Affairs Schedule for Rating Disabilities (VASRD)-used to assign de-
gree of disability and compensation levels for veterans with military service-con-
n}tlected injuries or conditions-to reflect advances in medicine and labor market
changes.

e Capacity: partially met. In August 2017, VA officials told us that it had taken
actions to hire more staff for the regulations updates and leverage outside re-
searchers to evaluate veterans’ loss of earnings in the current economy. How-
ever, as of September 2018, the agency was still working to hire these staff.
Moreover, VA’s current earnings loss study covers only 8 of over 900 diagnostic
codes and 2 of 15 body systems. VA needs to continue its current hiring and
earnings loss planning efforts to ensure it has the capacity to comprehensively
update the VASRD.

e Action plan: partially met. In March 2019, the rating for this criterion declined
to partially met. As of April 2019, VA’s efforts to update the VASRD included
new plans to conduct earnings loss studies. Veterans Benefits Administration
officials stated they completed a study for eight diagnostic codes under two body
systems, and the agency is determining whether its current approach for evalu-
ating earnings loss is applicable to updating other diagnostic codes. However,
we lowered VA’s prior rating of met to partially met because its latest August
2018 updated plan, issued since our 2017 High-Risk Report, provided limited
detail on key planned activities, potentially jeopardizing its third attempt at
modernization over the past decade. For example, VA’s plans do not indicate
how and when VA will assess the applicability of its current approach, and does
not include plans for updating earnings loss information for the remaining diag-
nostic codes and body systems.

e Monitoring: partially met. In March 2019, the rating for this criterion declined
to partially met. According to VA officials, VA continues to track its progress
toward finishing the medical updates by fiscal year 2020 and has updated its
project plan to reflect delayed time frames. However, we lowered VA’s prior rat-
ing for this criterion from met to partially met because VA’s plans have changed
since our last update, and although it is conducting a study to update earnings
loss information for some diagnostic codes and body systems, its plan does not



42

include timetables for monitoring these or future updates to earnings loss infor-
mation.

e Demonstrated progress: partially met. VA reported that as of December 2018,
it promulgated final regulations for 6 of 15 body systems, proposed regulations
for 2, and is reviewing draft regulations for the remaining 7. However, VA has
fallen about 4 years behind in its efforts to fully update the VASRD and has
not completed earnings loss updates.

Other Government- Wide High-Risk Areas Have Implications for VA Oper-
ations

Several other government-wide high-risk areas include VA and its operations.
These areas include (1) improving the management of IT acquisitions and oper-
ations, (2) strategic human capital management, (3) managing Federal real prop-
erty, and (3) ensuring the cybersecurity of the nation.

e Improving the management of IT acquisitions and operations. The exec-
utive branch has undertaken numerous initiatives to better manage the more
than $90 billion that is annually invested in IT across the government. How-
ever, our work shows that Federal IT investments, including those made by VA,
too frequently fail or incur cost overruns and schedule slippages while contrib-
uting little to mission-related outcomes. Thus, in 2015, we added improving the
management of IT acquisitions and operations to the High-Risk List.4! To ad-
dress the portion of the high-risk area for which it is responsible, VA should,
among other things, implement our past recommendations on improving IT
workforce planning practices and establishing action plans to modernize or re-
place obsolete IT investments. 42

In August 2018, for example, we found that VA’s policies did not fully address the

role of its CIO consistent with Federal laws and guidance in the areas of IT work-
force, IT strategic plan, IT budgeting, and IT investment management. Until VA
fully addresses the role of the CIO in all of its policies, it will be limited in address-
ing longstanding IT management challenges. We recommended that VA’s IT man-
agement policies address the role of the CIO for key responsibilities in the four
areas we 1dentified. VA concurred with this recommendation, which remains open. 43

e Strategic human capital management. This area was added to our High-
Risk List in 2001 and continues to be at risk today because mission-critical
skills gaps both within Federal agencies and across the Federal workforce are
impeding the government from cost-effectively serving the public and achieving
results. 44 As of December 2018, VA reported an overall vacancy rate of 11 per-
cent at VHA medical facilities, including vacancies of over 24,000 medical and
dental positions and around 900 human resource positions. Also, with 32 per-
cent of the VA workforce eligible to retire in the next 5 fiscal years, VA must
address these mission-critical skill gaps and vacancies that we continue to iden-
tify in our work. 45

In December 2016, for example, we found that VHA’s limited human resources ca-

pacity combined with weak internal control practices has undermined VHA’s human
resources operations and its ability to improve delivery of health care services to
veterans. Further, VHA is challenged by inefficiencies in its performance manage-
ment processes, including the lack of a performance appraisal IT system, which pre-
vents it from identifying trends and opportunities for improvement. VHA can better
support medical centers by establishing clear lines of accountability for engagement
efforts, collecting and leveraging leading practices, and addressing barriers to im-
proving engagement. We made three recommendations to VA to improve its per-
formance management system. VA partially concurred with these recommendations,
which remain open. 46

e Managing Federal real property. Since Federal real property management
was placed on the High-Risk List in 2003, the Federal government has given
high-level attention to this issue. However, Federal agencies, including VA, con-
tinue to face long-standing challenges, including (1) effectively disposing of ex-

41 GAO-15-290.

42 GAO-19-157SP.

43GAO, Federal Chief Information Officers: Critical Actions Needed to Address Shortcomings
and Challenges in Implementing Responsibilities, GAO-18-93 (Washington, D.C.: Aug. 2, 2018).

44 GAO, High-Risk Series: An Update, GAO-01-263 (Washington, D.C.: Jan. 1, 2001).

45 Percentage based on VA employees on board at the start of fiscal year 2017.

46 GAO, Veterans Health Administration: Management Attention Is Needed to Address Sys-
temic, Long-standing Human Capital Challenges, GAO-17-30 (Washington, D.C.: Dec. 23,
2016).



43

cess and underutilized property, (2) relying too heavily on leasing, (3) collecting
reliable real property data for decision making, and (4) protecting Federal facili-
ties.

In January 2019, for example, we reported that VA has enhanced its data collec-
tion on vacant properties, but the agency does not collect information needed to
track and monitor disposal projects at the headquarters level. Without information
on the status of disposal projects, VA cannot readily track and monitor its progress
and identify areas where facilities’ managers may need additional assistance. As a
result, we recommended that VA improve its procedures related to disposal of excess
and underutilized property to help local facility managers plan, implement, and exe-
cute projects to dispose of those properties. In addition, VA should collect key infor-
mation on the status of these disposal projects to help manage the process and iden-
tify areas where management attention is needed. VA concurred with the three rec-
ommendations we made related to these findings, all of which remain open. 47

¢ Ensuring the cybersecurity of the nation. We have designated information
security as a government-wide high-risk area since 1997. We expanded this
high-risk area in 2003 to include protection of critical cyber infrastructure and,
in 2015, to include protecting the privacy of personally identifiable information.
Federal agencies and our nation’s critical infrastructures are dependent on IT
systems and electronic data to carry out operations and to process, maintain,
and report essential information. The security of these systems and data is vital
to public confidence and national security, prosperity, and well- being. Because
many of these systems contain vast amounts of personally identifiable informa-
tion, agencies must protect the confidentiality, integrity, and availability of this
information. In addition, they must effectively respond to data breaches and se-
curity incidents when they occur.

In May 2016, for example, we found that VA had developed a risk assessment for
their selected high-risk systems, but had not always effectively implemented access
controls. These control weaknesses included those protecting system boundaries,
identifying and authenticating users, authorizing access needed to perform job du-
ties, and auditing and monitoring system activities. Weaknesses also existed in
patching known software vulnerabilities and planning for contingencies. An under-
lying reason for these weaknesses is that the key elements of information security
programs had not been fully implemented. VA concurred with all of our five rec-
ommendations related to improving its cybersecurity controls. However, two rec-
ommendations-which specifically call for the department to conduct security control
assessments and develop a continuous monitoring strategy-remain open. 48

In November 2018, the department’s inspector general reported that VA had
made progress in developing, documenting, and distributing policies and procedures
to support its security program, but identified IT security as a major management
challenge due to the persistence of deficiencies. 4° For example, the inspector general
identified significant deficiencies related to access, configuration management,
change management, and service continuity. In addition, VA’s financial statement
auditor reported deficiencies in the department’s IT security controls as a material
weakness for financial reporting purposes.?® The auditor has reported IT security
controls as a material weakness for more than 10 years.

VA’s Transformational Efforts Are Ongoing

Since his confirmation in July 2018, Secretary Wilkie has demonstrated his com-
mitment to addressing the department’s high-risk designations by, among other
things, creating an office to direct an integrated approach for high-risk concerns and
communicating to VA leaders the importance of addressing our recommendations.
Additionally, VA leadership has also encouraged senior leaders to meet with GAO
subject matter experts from acquisition, performance, human capital, and financial
management, among other areas, to discuss leading practices and VA’s moderniza-
tion efforts. In addition, senior leaders from GAO and VA meet regularly to identify
and address the root causes of high-risk issues, and discuss the status of our rec-
ommendations and VA’s efforts to address them.

47GAO, VA Real Property: Clear Procedures and Improved Data Collection Could Facilitate
Property Disposals, GAO-19-148 (Washington, D.C.: Jan. 9, 2019).

48 GAO, Information Security: Agencies Need to Improve Controls over Selected High- Impact
Systems, GAO-16-501. (Washington, D.C.: May 18, 2016).

49 Department of Veterans Affairs, Agency Financial Report Fiscal Year 2018. (Washington,
D.C.: November 26, 2018).

50 A material weakness is a deficiency, or combination of deficiencies, in internal control, such
that there is a reasonable possibility that a material misstatement of the entity’s financial state-
ments will not be prevented, or detected and corrected in a timely basis.
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Fully addressing these issues will require sustained leadership attention on these
issues as well as leadership stability-something that VA has not had in recent years.
In particular, in the 2 years prior to Secretary Wilkie’s confirmation, VA experi-
enced leadership instability with senior- level vacancies in key positions, including
the Under Secretary for Health, CIO, and Deputy Under Secretary for Health for
Community Care.

In addition to sustained leadership, VA must develop action plans for addressing
the high-risk issues.5! As noted earlier, VA officials have stated that they are cur-
rently working to address our high-risk concerns through the implementation of the
VHA Plan for Modernization. The plan, which identifies high-level implementation
targets through 2020, provides a framework to address the Secretary’s four prior-
ities: (1) improving training and customer service; (2) implementing the VA MIS-
SION Act and improving veterans’ access to care; (3) connecting the VA’s electronic
health records system to the DoD’s to ensure a continuum of care for transitioning
service members; and (4) transforming VA’s business systems. As part of this effort,
VA is focused on “10 lanes of effort,” including transitioning to the same electronic
health record system the DoD is currently deploying, and transforming its business
systems- including its human resource management, finance and acquisition man-
agement, and supply chain functions-to improve the quality and availability of serv-
ices at VA medical centers. 52

In closing, VA has launched several significant efforts to address many of the un-
derlying management challenges it faces, including transforming its electronic
health record and financial management systems, updating its medical surgical
prime vendor program, and implementing the VA MISSION Act. Any one of these
efforts would be a significant undertaking for an agency given their scope, time
frames, and costs, and VA is attempting to concurrently implement them. If success-
ful, these efforts could be transformative for VA. Sustained congressional oversight
of VA’s efforts will also be needed. We stand ready to support this oversight through
continued monitoring of VA’s efforts as it ensures that the modernization efforts in-
tegrate and address many of the concerns that led to the designation of various VA
areas as high risk.

Chairman Pappas, Ranking Member Bergman, and Members of the Sub-
committee, this concludes my statement. I would be pleased to respond to any ques-
tions you may have.

GAO Contacts and Staff Acknowledgments

For further information about this statement, please contact Debra A. Draper at
(202) 512-7114 or draperd@gao.gov or Sharon M. M. Silas at (202) 512-7114 or
silass@gao.gov for VHA health care issues; Shelby S. Oakley at (202) 512—-4841 or
oakleys@gao.gov for VA acquisition management issues; or Elizabeth H. Curda at
(202) 512-7215 or curdae@gao.gov for VA disability claims issues. Contact points for
our Offices of Congressional Relations and Public Affairs may be found on the last
page of this statement. Key contributors to this statement were Ann Tynan, Mark
Bird, David Bruno, Keith Cunningham, Cathleen Hamann, Lisa Gardner, Steven
Lozano, William Reinsberg, Maria Storts, Jamie Whitcomb, Amanda Cherrin (Ana-
lyst-in-Charge), Kate Tussey, Jeff Hartnett, and Teague Lyons. Vikki Porter and
Jacquelyn Hamilton also contributed to this statement.

GAO’s Mission

The Government Accountability Office, the audit, evaluation, and investigative
arm of Congress, exists to support Congress in meeting its constitutional respon-
sibilities and to help improve the performance and accountability of the Federal gov-
ernment for the American people. GAO examines the use of public funds; evaluates
Federal programs and policies; and provides analyses, recommendations, and other
assistance to help Congress make informed oversight, policy, and funding decisions.
GAO’s commitment to good government is reflected in its core values of account-
ability, integrity, and reliability.

Obtaining Copies of GAO Reports and Testimony

51 GAO-19-157SP.

52The 10 lanes of effort for the VHA Plan for Modernization are (1) Commit to Zero Harm;
(2) Streamline VHA Central Office; (3) Develop Responsive Shared Services; (4) Reduce Unwar-
ranted Variation Across Integrated Clinical and Operational Service lines; (5) Engage Veterans
in Lifelong Health, Well-Being and Resilience; (6) Revise Governance Processes and Align Deci-
sion Rights; (7) VA MISSION Act: Improving Access to Care; (8) Modernize Electronic Health
Records; (9) Transform Financial Management System; and (10) Transform Supply Chain.



45

The fastest and easiest way to obtain copies of GAO documents at no cost is
through GAO’s website (https:/www.gao.gov). Each weekday afternoon, GAO posts
on its website newly released reports, testimony, and correspondence. To have GAO
e-mail you a list of newly posted products, go to https:/www.gao.gov and select “E-
mail Updates.”

Order by Phone

The price of each GAO publication reflects GAQO’s actual cost of production and
distribution and depends on the number of pages in the publication and whether
the publication is printed in color or black and white. Pricing and ordering informa-
tion is posted on GAQ’s website, https:/www.gao.gov/ordering.htm.

Place orders by calling (202) 512-6000, toll free (866) 801-7077, or TDD (202)
512-2537.

Orders may be paid for using American Express, Discover Card, MasterCard,
Visa, check, or money order. Call for additional information.

Connect with GAO

Connect with GAO on Facebook, Flickr, Twitter, and YouTube. Subscribe to our
RSS Feeds or E-mail Updates. Listen to our Podcasts. Visit GAO on the web at
https://www.gao.gov.

To Report Fraud, Waste, and Abuse in Federal Programs

Contact FraudNet:
Website: https://www.gao.gov/fraudnet/fraudnet.htm
Automated answering system: (800) 424-5454 or (202) 512-7700

Congressional Relations

Orice Williams Brown, Managing Director, WilliamsO@gao.gov, (202) 512-4400,
U.S. Government Accountability Office, 441 G Street NW, Room 7125, Washington,
DC 20548

Public Affairs

Chuck Young, Managing Director, youngcl@gao.gov, (202) 512-4800, U.S. Govern-
ment Accountability Office, 441 G Street NW, Room 7149 Washington, DC 20548

Strategic Planning and External Liaison

James-Christian Blockwood, Managing Director, spel@gao.gov, (202) 512-4707,
U.S. Government Accountability Office, 441 G Street NW, Room 7814, Washington,
DC 20548

———

Prepared Statement of Michael J. Missal

Chairman Pappas, Ranking Member Bergman, and members of the Sub-
committee, thank you for the opportunity to discuss the Office of Inspector General’s
(OIG’s) oversight of the operations of the Department of Veterans Affairs (VA). The
mission of the OIG is to conduct effective oversight of VA’s programs and operations
through independent audits, inspections, reviews, and investigations.

This statement focuses on the processes the OIG uses to develop recommendations
that will assist VA in improving services and benefits to veterans and their care-
givers and families. Examples of critical recommendations are highlighted, as well
as OIG-identified Major Management Challenges facing VA. OIG recommendations
generally address specific allegations or concerns in particular VA facilities, offices,
or programs. OIG reports focus not only on solutions to a defined problem, but also
identify the underlying root causes of issues that negatively impact current pro-
grams and future initiatives whenever possible. As a result, these recommendations
may also be a road map that other facilities, offices, or programs can follow to apply
any lessons learned across VA and to take corrective actions applicable to other rel-
evant VA operations.

In addition to using data to drive OIG oversight work, stakeholders within VA
and the larger veteran community-as well as Congress and other oversight bodies-
play an invaluable role in identifying problems and pushing for implementation of
recommendations for positive change. This critical work would not be accomplished
without congressional support of OIG efforts through its appropriations and the at-
tention given to OIG reports and recommendations. The OIG looks forward to work-
ing with its many stakeholders to advance recommendations for improvement in all
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VA programs, services, and systems, including those proposed in the 100 reports
issued during the first half of fiscal year (FY) 2019.

AUTHORITY AND PRINCIPLES GUIDING OIG RECOMMENDATIONS

The OIG was created by the Inspector General (IG) Act of 1978 and strengthened
through amendments to the IG Act in 1988, the IG Reform Act of 2008, and the
IG Empowerment Act of 2016. Pursuant to Section 4 of the United States Code Title
5 Appendix, the Inspector General is responsible for

(1) conducting and supervising audits and investigations;

(2) recommending policies designed to promote economy and efficiency in the ad-
ministration of, and to prevent and detect criminal activity, waste, abuse, and mis-
management in VA programs and operations; and

(3) keeping the Secretary and Congress fully and currently informed about signifi-
cant problems and deficiencies in VA programs and operations and the need for cor-
rective action.

When developing recommendations, OIG staff focus on several key principles, in-
cluding the following:

First, carefully articulated recommendations are directed to the specific VA office
or program official that has the responsibility and authority required to satisfac-
torily implement them. Recommendations could be directed to anyone from the Sec-
retary to a service line chief at a medical facility. Recommendations must be clear,
be capable of execution, and specify who is accountable within VA for implementa-
tion. While the OIG’s recommendations may be narrowly addressed to a particular
VA facility or operation, VA should be disseminating information about identified
problems and remediation plans to officials in all VA offices that could potentially
have the same issues and are positioned to take positive action.

Second, recommendations are contemporaneous with ongoing issues and, except in
rare circumstances, should not require more than one year to implement from the
report’s publication. As explained later, this helps align implementation with report-
ing requirements to Congress, while also minimizing the risk that OIG rec-
ommendations languish, become outdated, or lag behind VA policy and program
changes. In the instance that a recommendation would require implementation over
a longer period, VA and OIG staff work to develop implementation plans that have
quarterly milestones to support tracking progress towards implementation.

Third, OIG recommendations are objective and nonpartisan-driven by data, evi-
dence, and all documentation that are collected and analyzed in accordance with
audit, inspection, and investigative standards. The OIG’s statutory independence al-
lows it to determine which VA programs, services, operations, and systems to exam-
ine that will have the greatest impact on veterans’ lives and taxpayers’ investments,
an%rto then communicate those findings with Congress, VA’s stakeholders, and the
public.

Finally, the OIG makes recommendations, but does not direct how they are exe-
cuted. It is important to note that OIG staff cannot mandate that VA accept OIG
recommendations or direct specific action to carry them out. Consistent with this
limitation, OIG reports may contain recommendations for VA to “take appropriate
administrative action” against a specific VA employee for misconduct, but under
Federal law, VA leaders and managers are then responsible for determining any ap-
propriate administrative action. VA determines the level of disciplinary or adverse
actions to be taken, if any. The OIG closes out these recommendations upon VA pro-
viding acceptable documentation that no action was deemed necessary, that specific
administrative action was taken, or the individual left Federal employment. VA
leaders are solely responsible for managing VA and setting its policy, including de-
termining how best to implement OIG recommendations. VA and the OIG may dis-
agree about a specific recommendation, but those situations are rare and are noted
in the published report.

OIG RECOMMENDATIONS DEVELOPMENT

When OIG staff perform an audit, review, inspection, or administrative investiga-
tion, they conduct months of work that can involve on-site inspections, interviews,
document and record reviews, data collection, and more. Using all information col-
lected, staff prepare a draft report with findings that are based on thorough, objec-
tive, and balanced analyses. These reports usually include recommendations for VA
corrective action or improvement. The draft report is typically sent to appropriate
VA managers for review prior to publication to ensure accuracy. This process pro-
vides VA an opportunity to comment on the report’s factual content and findings.
The comments also outline VA management’s position on implementing OIG rec-
ommendations and are included in the final OIG report. If management concurs
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with the recommendation, their response must include an implementation plan and
a self-determined estimated date of completion. OIG staff will then review the im-
plementation plan to determine if it satisfies the intent of the recommendation. In
the event VA concurs with an OIG finding but not the recommendation, VA will
need to provide an alternative action they believe will satisfy the intent of the rec-
ommendation. The VA workplan to carry out the recommendation and address the
underlying finding is key to OIG staff’s follow-up process, as detailed later in this
statement.

In some occasions, consistent with the OIG’s statutory independence from VA, a
final report may be issued without VA’s response or concurrence of the findings and
recommendations, or an acceptable implementation plan. However, it is rare for VA
to not concur with OIG findings or recommendations, averaging just one percent of
all responses over FYs 2017, 2018, and 2019 to date. OIG staff and leaders have
open lines of communication with VA counterparts to resolve these situations. If VA
does not concur with a finding or recommendation, and OIG staff cannot reach
agreement with the VA office, OIG leaders will escalate the matter with VA man-
agers up to the Deputy Secretary, who is the final VA deciding official, prior to pub-
lishing a report with nonconcurrence on recommendations.

In addition, VA may “concur in principle” or “partially concur” with a rec-
ommendation, but OIG requires VA to clearly explain the concern with the finding
or recommendation (including a perceived inability to implement) that is cause for
the qualified response. Overall, it is important for comments to make clear whether
VA concurs or nonconcurs with each finding, as well as with specific recommenda-
tions.

TRACKING OIG RECOMMENDATIONS

OIG recommendations can be accessed in several ways. The most up-to-date infor-
mation can be found on the OIG website, www.va.gov/oig. The recommendations
webpage provides live tracking on the status of OIG published reports and rec-
ommendations open for less than a year, open for more than a year, and closed as
implemented. ! This online dashboard also provides the realized and potential mone-
tary impact of VA’s implementation of OIG recommendations. The webpage search
functionality allows users to isolate reports with open recommendations.

Pursuant to the IG Act of 1978, the Semiannual Report (SAR) to Congress pre-
sents the OIG’s accomplishments during the prior six-month reporting period.2
Within the SAR, the OIG lists all open recommendations, including recommenda-
tions that have been open more than one year.

On January 3, 2019, the Good Accounting Obligation in Government Act (P. L.
115-414) was enacted, mandating each agency include in its annual budget jus-
tification submitted to Congress an explanation for the reasons why no final action
has been taken regarding a Government Accountability Office or OIG recommenda-
tion open more than 12 months, as well as a timeline to implement the rec-
ommendation if the agency concurred. It is expected that the agency budget jus-
tification will include this information in the FY 2021 budget submission.

Current State of OIG Recommendations

As of March 31, 2019, there were 84 OIG reports and 403 recommendations that
had been open less than one year. The total monetary benefit associated with these
recommendations is more than $2.7 billion. Also, as of March 31, 2019, there were
40 reports and 133 recommendations that remained open for more than one year.
The total monetary benefit related to these reports is more than $329 million.

FOLLOW-UP PROCESSES

While there have been instances in which VA has resolved an issue at the time
of a report’s publication, the vast majority of recommendations take time to imple-
ment fully. To ensure completion, the OIG engages its centralized follow-up staff to
track the implementation of all report recommendations with the responsible VA of-
fice. This consolidated function helps ensure specially trained staff provide con-
sistent management of OIG follow-up activities, frees report authors to work on
other projects, and helps the OIG prepare timely and accurate status reporting for
the website, SAR, and other products.

Timelines

1 https://www.va.gov/oig/recommendation-dashboard.asp.
2An archive of SARs is available at https://www.va.gov/oig/publications/semiannual-re-
ports.asp.
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In addition to VA’s comments on a draft report, the responsible VA office provides
a workplan describing the process and timeline for each recommendation to be im-
plemented. After the report is issued, the OIG follow-up group is responsible for en-
tering all this information into a tracking system, analyzing the report’s rec-
ommendations and VA comments, and then preparing the appropriate documenta-
tion request to the responsible VA office.

At quarterly intervals starting 90 days after report issuance, the follow-up group
requests the VA office provide an accounting of actions taken to implement open rec-
ommendations, as well as whether the VA office believes a recommendation may be
closed. Each VA administration and staff office maintains a point of contact for this
process, which helps with consistency in addressing implementation issues, tracking
progress, and coordinating the response of the VA office assigned the recommenda-
tion. After receiving the VA office’s report, the follow-up staff draft a preliminary
assessment to the responsible OIG office, which wrote the report, as to whether any
recommendations appear ready to close. The responsible OIG office then reviews the
materials and provides a final determination whether any recommendations have
been satisfactorily implemented and can be closed. If the VA office does not provide
any response, follow-up staff can escalate the issue for resolution by connecting OIG
leaders to the appropriate VA leaders.

Recommendation Closure or Suspension

The responsible OIG office has the subject-matter expertise related to the rec-
ommendation at issue, and no recommendation may be closed without that office’s
approval. The decision to close a recommendation is based on a review of VA’s sup-
porting documentation or independent information obtained by OIG that indicates
the corrective action has occurred or progressed enough to show recommendation
implementation. For example, a recommendation to train employees on a particular
issue is not closed if the VA office says it will conduct the training, but rather if
the VA provides syllabus and scheduling documentation showing adequately devel-
oped training is underway and will continue in a systematic fashion.

In a very few cases, there may be a need for OIG leadership to temporarily sus-
pend follow-up activities or close recommendations as “not able to be implemented.”
For example, suspension may be warranted when a planned corrective action has
gone stagnant due to circumstances beyond the control of the VA office (such as the
need for a technology solution) and no viable alternatives exist, or if the program
materially changes or is terminated and so the recommendation no longer applies.
As mentioned earlier, if VA does not concur with a recommendation following OIG
outreach at report publication or during follow-up, that nonconcurrence is noted and
reported publicly and to Congress. If a new report is issued that repeats not-yet-
implemented recommendations from a prior report, follow-up staff would close out
the initial recommendations and consolidate all recommendations related to unre-
solved concerns into the new report.

Aligned with the schedule for preparing the SAR, follow-up staff work with re-
sponsible OIG staff every six months to review open recommendations to determine
whether any problems exist in implementation or whether circumstances would
allow closure of any recommendations. As needed, OIG staff can confer with VA of-
fices to examine the issues preventing implementation and work to revise related
implementation plans.

IMPACTFUL RECOMMENDATIONS AFFECT A RANGE OF VA PROGRAMS

OIG recommendations are directed at every level of VA operations, affecting the
quality and access to health care for more than 7 million veterans; benefits for vet-
erans with disabilities, their caregivers, and family members; and the effective stew-
ardship of appropriated funds. They can be directed at individual facilities, regional
networks, or national program or administrative offices. The following reports are
highlighted to demonstrate how OIG staff perform sustained follow-up on identified
areas of weakness to ensure meaningful improvement within VA.

Veterans Health Administration Examples

Critical Deficiencies at the Washington DC VA Medical Center. In March
2017, the OIG received a confidential complaint and additional subsequent allega-
tions that the Washington DC VA Medical Center had equipment and supply issues
that could be putting patients at risk for harm. The OIG conducted an inspection,
issuing an interim report in April 2017, and a final report in March 2018.3 The final
report provided findings in four areas: (1) risk of harm to patients, (2) hospital serv-

3Interim Summary Report, April 17, 2017; Critical Deficiencies at the Washington DC VA
Medical Center, March 7, 2018.
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ice deficiencies affecting patient care, (3) lack of financial controls, and (4) failures
in leadership. These deficiencies spanned many years, impacting the core medical
center functions that health care providers need to effectively provide quality care.
In particular, the report detailed the failure to ensure supplies and equipment
reached patient care areas when needed, in part due to the facility’s failure to use
its inventory management IT system. The OIG made 40 recommendations, and VA
concurred with each one. While VA provided detailed action plans on how the rec-
ommendations would be implemented and identified progress made, of the 40 rec-
ommendations, 13 are still open as of May 14, 2019.

This report was meant to not only improve conditions at the DC VA Medical Cen-
ter, but also to serve as a guide for other VA medical facilities’ logistical services
and to improve integrated reviews and oversight by Veterans Integrated Service
Networks (VISNs) and VA central offices.

Expendable Inventory Management System: Oversight of Migration from
Catamaran to the Generic Inventory Package. As a result of the inventory
management issues identified at the DC VA Medical Center, the OIG conducted a
national audit in which the audit team surveyed 21 medical centers and conducted
unannounced on-site visits to 11 of those 21. They found other medical centers also
encountered challenges as part of the migration to a new inventory management
system and that significant discrepancies existed between actual inventory and the
data for tracking expendable medical supplies.* Also, they found proper inventory
monitoring and management practices were lacking. Some of the issues stemmed
from the failure to provide adequate oversight of the migration at the Veterans
Health Administration (VHA) level, while others stemmed from a lack of oversight
from the VISN. The OIG’s May 1, 2019, report included six recommendations to the
Executive in Charge for the Office of the Under Secretary for Health regarding in-
ventory distribution and controls, which VA is now implementing.

Veterans Crisis Line. The OIG is monitoring VA’s delivery of mental health care
and the operations of its suicide prevention programs. The OIG conducted a review
of the Veterans Crisis Line (VCL) in 2016 and again in 2017 because of VHA’s in-
ability to implement OIG recommendations for this critical program in a timely
manner, as well as the receipt of additional allegations.

On March 20, 2017, the OIG issued Evaluation of the Veterans Health Adminis-
tration Veterans Crisis Line, reporting deficiencies in multiple areas of the VCL’s
administration. 5 Although the OIG was impressed with the dedication of VCL staff
assisting veterans and loved ones, the OIG staff found VCL’s management team
faced significant obstacles providing suicide prevention and crisis intervention serv-
ices to veterans, service members, and their families. The VCL’s biggest challenges
included meeting the operational and business demands of responding to over
500,000 calls per year, and training staff to assess and respond to the needs of indi-
vidual contacts with veterans and family members under stressful, time-sensitive
conditions.

The OIG staff found deficiencies in the governance and oversight of VCL oper-
ations following its realignment under VHA’s Office of Member Services, a business
operations group with expertise in call center operations. While VA leaders stated
that Member Services and the Office of Mental Health Operations would work close-
ly together to manage VCL services, the review found decisions were made with in-
sufficient clinical input. The OIG also identified internal quality assurance defi-
ciencies, including that there was an inadequate process to collect, analyze, and ef-
fectively review relevant quality management data to improve outcomes for callers.
OIG staff made 16 recommendations to VA to improve crisis intervention services
for veterans in distress. Among other weaknesses, the OIG identified in response
to a complaint that there was a failure to properly respond to a veteran during mul-
tiple calls, resulting in missed opportunities to provide crisis intervention services.
The OIG closed out the report recommendations on March 28, 2018, after accepting
VA’s implementation plan for the final open recommendation.

It is important to note that the March 2017 report resulted, in part, from VA’s
failure to implement prior OIG recommendations made in a February 2016 report,
Healthcare Inspection-Veterans Crisis Line Caller Response and Quality Assurance
Concerns, Canandaigua, New York.6 The OIG’s seven recommendations from the
2016 report remained open for more than a year. OIG staff conducted the subse-
quent review because the failure to implement previous recommendations was im-

4 Expendable Inventory Management System: Oversight of Migration from Catamaran to the
Generic Inventory Package, May 1, 2019.

5 Evaluation of the Veterans Health Administration Veterans Crisis Line, March 20, 2017.

6 Healthcare Inspection-Veterans Crisis Line Caller Response and Quality Assurance Con-
cerns, Canandaigua, New York, February 11, 2016.
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pairing the VCL’s ability to increase the quality of crisis intervention services to
callers. The OIG’s February 2016 report recommendations were eventually closed
out on July 31, 2017.

Suicide Prevention. Many OIG reports also provide recommendations for facili-
ties after reviewing the care provided to individual patients. The recommendations
often can be used as guidance for other facilities within the VA system as well. For
example, a September 2018 Review of Mental Health Care Provided Prior to a Vet-
eran’s Death by Suicide Minneapolis VA Health Care System, Minnesota examined
the care of a patient who died from a self-inflicted gunshot wound less than 24
hours after being discharged from an inpatient mental health unit.?” Even though
the action plans had target implementation dates no later than January 31, 2019,
six of the seven recommendations remain open. The recommendations for corrective
action relate to care provider coordination, accuracy of documentation, inclusion of
family members in a veteran’s health care and discharge, and completion of anal-
yses after a tragic event.

The OIG previously reported on the performance of multiple VHA facilities by
conducting a trends analysis of suicide prevention programs. In an Evaluation of
Suicide Prevention Programs in Veterans Health Administration Facilities, the OIG
examined suicide prevention efforts in VHA facilities to assess facility compliance
with relevant VHA guidelines.® OIG conducted this review at 28 VHA medical fa-
cilities during its comprehensive assessment program reviews from October 1, 2015,
through March 31, 2016. The OIG found that most facilities had a process for re-
sponding to referrals from the VCL and a process to follow up on high-risk patients
who missed appointments. However, the OIG identified system weaknesses in areas
such as outreach activities; suicide prevention safety plan completion, content, and
distribution; flagging records of high-risk inpatients and notifying the Suicide Coor-
dinator of the admission; and evaluating high-risk inpatients during the 30 days fol-
lowing discharge. The OIG’s six recommendations to the then-Acting Under Sec-
retary for Health are now closed.

Routine Inspections. The OIG continues to conduct unannounced cyclical as-
sessments of operations and quality control programs at VHA medical facilities, now
known as Comprehensive Healthcare Inspection Program (CHIP) reports. These re-
ports focus on leadership within a facility and key factors that affect patient care,
such as quality, safety, and value; the credentialing and privileging process; envi-
ronment of care; and medication management. Additionally, the OIG annually ro-
tates high-interest topics in these fields, such as posttraumatic stress disorder care,
mammography results and follow-up, and controlled substances inspection pro-
grams.? OIG staff may also conduct more frequent follow-ups to assess VA’s
progress in implementing recommendations when a facility appears unable to ad-
dress OIG findings. These additional inspections help ensure issues do not remain
unresolved over long periods of time.

For example, in May 2015, an OIG assessment of the VA St. Louis Health Care
System in Missouri identified 45 recommendations to address concerns across the
facility’s operations.1© Due to the wide-ranging issues, in November of the same
year, OIG staff conducted another review of the facility to assess progress on the
action plans, with a particular focus on quality and environment of care.!! While
some progress was noted, OIG staff made additional recommendations in those
areas of focus. OIG staff returned to the facility yet again in June 2016. In that
report, the OIG made one recommendation related to the environment of care. 12 Fi-
nally, OIG staff conducted an inspection of the facility in 2018 that resulted in
seven recommendations, which have all been closed. 13

VISN Reviews. To augment oversight of VHA-related recommendations, the OIG
is launching routine reviews of VISNs. There is limited utility to having medical fa-
cilities implement recommendations if those corrective actions are not supported by
the VISN. This expanded focus on VISNs is meant to address the oversight and

7Review of Mental Health Care Provided Prior to a Veteran’s Death by Suicide Minneapolis
VA Health Care System, Minnesota, September 25, 2018.

8 Evaluation of Suicide Prevention Programs in Veterans Health Administration Facilities,
May 18, 2017.

9 Semiannual Report to Congress, Issue 80.

10 Combined Assessment Program Review of the VA St. Louis Health Care System, St. Louis,
Missouri, May 18, 2015.

11 Combined Assessment Program Follow-Up Review of the VA St. Louis Health Care System,
St. Louis, Missouri, January 20, 2016.

12 Combined Assessment Program Follow-Up Review of Environment of Care at the VA St.
Louis Health Care System, St. Louis, Missouri, January 18, 2017.

13 Comprehensive Healthcare Inspection Program Review of the VA St. Louis Health Care
System, Missouri, August 23, 2018.
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services that VISNs provide all medical centers within their network that affect effi-
cient operations and quality patient care. After completing several successful pilot
visits, the OIG will be conducting unannounced reviews for four VISNs during the
remainder of FY 2019. OIG staff conducting facility- and VISN-level inspections are
engaging in coordination efforts to ensure reports regarding medical facilities make
relevant connections to their VISN responsible for leadership, support, and over-
sight. The reports will include recommendations to improve accountability for the
provision of high-quality health care.

Veterans Benefits Administration Examples

In October 2017, the OIG implemented a new national inspection model for over-
sight of the Veterans Benefits Administration (VBA). Previously, the OIG largely
conducted oversight through inspections of VBA’s 56 regional offices. Under the new
model, the OIG conducts nationwide audits and reviews of high-impact programs
and operations within VBA to accomplish the following objectives:

o Identify systemic issues that affect veterans’ benefits and services
o Determine the root causes of identified problems
o Make useful recommendations to drive positive change across VBA

Since October 1, 2017, the OIG has published 19 VBA-related oversight reports.
VBA has generally concurred with the recommendations and provided acceptable ac-
tion plans, with the closure of most recommendations that have been open for over
one year.

Two recent OIG reports regarding VBA claims processing for complex claims re-
lated amyotrophic lateral sclerosis (ALS or Lou Gehrig’s disease) and to military
sexual trauma (MST) demonstrate the value of OIG recommendations. In 2016, VBA
moved to a National Work Queue (NWQ) for the processing of disability compensa-
tion claims. Previously, VBA used Segmented Lanes to process claims. Under that
approach, specialized claims, like those for MST and ALS, were routed to staff expe-
rienced with those claims. Under the NWQ, VBA no longer directed complex claims
to specialized teams, but rather distributed daily to each VA regional office (VARO)
new claims, which the VARO then assigned to processors by workload. These OIG
reports detail how national policy changes have had negative impacts on claims
processing. While well-intentioned efforts to expedite overall benefits processes were
carried out, there was an unintended impact on VBA’s ability to review and process
certain claims accurately.

Accuracy of Claims Involving Service-Connected Amyotrophic Lateral
Sclerosis. In November 2018, the OIG examined whether VBA accurately decided
veterans’ claims involving service-connected ALS.14 VA describes ALS as a rapidly
progressive neurological disease that attacks the nerve cells responsible for directly
controlling voluntary muscles. Because a statistical correlation was found between
military service activities and the development of ALS, VA established a presump-
tion of service connection for this disease in 2008. Thus, veterans who develop the
disease during service, or any time after separation from military service, generally
receive benefits if they had active and continuous service of 90 days or more. Al-
though VBA prioritizes these claims, staff must also accurately decide these claims
because it is a serious condition that often causes death within three to five years
from the onset of symptoms.

OIG staff reviewed a statistical sample of 100 veterans’ cases involving service-
connected ALS from April through September 2017. The team found that VBA staff
made 71 errors involving 45 veterans’ ALS claims, projecting that 430 of 960 total
ALS veterans’ cases had erroneous decisions. For example, rating personnel incor-
rectly decided ALS claims related to one or more of the following categories:

e Special monthly compensation benefits
e Evaluations of medical complications of ALS
o Effective dates
e Additional benefits related to adapted housing or automobiles
e Inaccurate or conflicting information in decisions
e Proposals to discontinue service connection

These errors resulted in estimated underpayments of about $750,000 and overpay-
ments of about $649,000 over a six-month period, for a potential $7.5 million in un-
derpayments and $6.5 million in overpayments over a five year period. Also, VBA
staff generally did not tell veterans about available special monthly compensation
benefits. Most rating personnel indicated that they do not often receive claims in-

14 Accuracy of Claims Involving Service-Connected Amyotrophic Lateral Sclerosis, November
20, 2018.
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volving ALS or higher levels of special monthly compensation, which makes these
claims more difficult to evaluate. The Under Secretary for Benefits concurred with
the OIG’s two recommendations to implement a plan to improve and monitor deci-
sions involving service-connected ALS and to provide notice regarding additional
special monthly compensation benefits that may be available. These recommenda-
tions are still open.

Denied Posttraumatic Stress Disorder Claims Related to Military Sexual
Trauma. In August 2018, the OIG reviewed VBA’s denied PTSD claims related to
veterans’ MST to determine whether staff correctly processed the claims. 15 Some
service members are understandably reluctant to submit a report of MST, particu-
larly when the perpetrator is a superior officer. Service members may also have con-
cerns about the potential for negative performance reports or punishment for collat-
eral misconduct. There is also sometimes the perception of an unresponsive military
chain of command. If the MST leads to PTSD, it is often difficult for victims to
produce evidence to support the assault’s occurrence. VBA policy correctly requires
staff to follow additional steps for processing MST-related claims so veterans have
further opportunities to provide adequate evidence.

VBA reported that it processed approximately 12,000 claims per year over the last
three years for PTSD related to MST. In FY 2017, VBA denied about 5,500 of those
claims (46 percent). The OIG review team assessed a sample of 169 MST-related
claims that VBA staff denied from April through September 2017. The review team
found that VBA staff did not properly process veterans’ denied MST-related claims
in 82 of 169 cases. As a result, the OIG estimated that VBA staff incorrectly proc-
essed approximately 1,300 of the 2,700 MST-related claims denied during that time
(49 percent). The OIG found that multiple factors led to the improper processing
and denial of MST-related claims. Included among these factors were the lack of re-
viewer specialization, lack of an additional level of review, discontinued special fo-
cused reviews, and inadequate training.

The OIG made six recommendations to the Under Secretary for Benefits including
that VBA review all approximately 5,500 MST-related claims denied from October
2016 through September 2017, take corrective action on those claims in which VBA
staff did not follow all required steps, assign MST-related claims to a specialized
group of claims processors, and improve oversight and training on addressing MST-
related claims. The Under Secretary concurred with the recommendations and has
already taken steps to address them, particularly in the area of training, with four
recommendations currently still open. The Under Secretary also stated that, in FY
2?19, VBA will review every denied MST-related claim decided since the beginning
of FY 2017.

STEWARDSHIP OF APPROPRIATED FUNDS EXAMPLES

While some OIG recommendations focus primarily on improving quality of care
for veterans, or program effectiveness, others emphasize deficiencies in the efficient
use of taxpayer dollars or misusing appropriated funds. Several examples follow
demonstrating the need for more effective controls, stronger oversight practices, and
greater accountability so that VA funding is put to the most efficient and effective
use to the benefit of veterans, their caregivers, and families.

VA’s Oversight of State Approving Agency Program Monitoring for Post-
9/11 GI Bill Students. A December 2018 OIG report examined the effectiveness of
VA and State Approving Agencies’ (SAAs’) monitoring of participating educational
programs, which identified serious concerns, including gaps in approval practices
that led to ineligible and potentially ineligible schools participating in the pro-
gram. 16 The OIG conducted this audit to determine if VA and SAAs were effectively
reviewing and monitoring education and training programs that enrolled Post-9/11
GI Bill students to ensure only eligible programs participated. Prior OIG reports
noted financial risks for these programs.17 Based on its review, the OIG estimated
that 86 percent of SAAs did not adequately oversee the education and training pro-
grams to make certain only eligible programs participated. In total, the audit team
projected that VBA annually issues an estimated $585 million in related improper
Post-9/11 GI Bill tuition and fee payments to ineligible or potentially ineligible
schools and that $473.8 million of this amount will be paid to for-profit schools. 18

15Denied Posttraumatic Stress Disorder Claims Related to Military Sexual Trauma, August
21, 2018.

16VA’s Oversight of State Approving Agency Program Monitoring for Post-9/11 GI Bill Stu-
dents, December 3, 2018.

171d. at 49-50.

18“Under OMB Circular A-123, App. C, Pt. I-A, Risk Assessing, Estimating, and Reporting
Improper Payments, (October 20, 2014), improper payments are payments that should not have
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Oversight deficiencies occurred, in part, because VBA maintained it has a limited
role for oversight of SAAs. The OIG recommended clarifying requirements for ap-
provals, requiring periodic re-approval of programs, reporting schools with mis-
leading advertising, strengthening compliance surveys for program eligibility, revis-
ing program assessment standards, and confirming that SAA funding can support
the recommended steps. Of those, one recommendation has been closed as imple-
mented, and OIG staff are monitoring VBA’s progress on the remaining five.

Audit of Compensation and Pension Benefit Payments to Incarcerated
Veterans. On occasion, OIG staff audit programs and monitor recommendation im-
plementation, but continue to receive allegations of specific acts of wrongdoing
through the OIG Hotline. In June 2016, the OIG audited whether VBA was adjust-
ing compensation and pension (C&P) benefit payments for veterans incarcerated in
federal, state, and local correctional institutions in a timely manner and as required
by Federal law.1® The OIG identified program weaknesses and determined that
VBA did not consistently take action to adjust C&P benefits for incarcerated vet-
erans as legally required. VBA’s ineffective actions in processing incarceration ad-
justments resulted in significant improper benefit payments totaling more than
$100 million. If conditions remained the same and improvements were not made,
VBA could have made additional inaccurate payments (improper payments) of more
than $200 million over a 5-year period from FY 2016 through FY 2020. The report’s
six recommendations are now closed.

However, this was not the first time OIG reported on problems with C&P benefit
payments adjustments. In 1986 and 1999, OIG identified similar issues with C&P
benefit payments to incarcerated veterans, and VA provided remediation plans. 20
Because problems in this area have tended to reoccur or new problems emerge, the
OIG continues to identify and follow up on similar improper payments reported
through the OIG Hotline. One recent example involves a veteran improperly receiv-
ing $46,200. 21

MAJOR MANAGEMENT CHALLENGES

Each year, pursuant to Section 3516 of United States Code Title 31, the OIG pro-
vides Congress with an update summarizing the most serious management and per-
formance challenges identified by OIG work as well as an assessment of VA’s
progress in addressing them.22 These challenges are aligned with the OIG’s six
areas of focus outlined in its strategic plan: (1) leadership and workforce invest-
ment, (2) health care delivery, (3) benefits delivery, (4) financial management, (5)
procurement practices, and (6) information management.

The OIG has made VA leadership and governance a top priority in recognition
that deficiencies in these areas ultimately affect the care and services provided to
veterans and allow significant problems to persist unresolved for years. And, as in
prior years, access to health care remains a significant challenge for VA. This is a
particular concern as prodigious changes are underway for expanding community
care and enhancing access to care in VA facilities and as VA implements changes
to its benefit appeals process. The OIG has noted specific progress in quality im-
provement and patient care processes during CHIP inspections and other work in
individual facilities, yet deficiencies remain in other areas affected by inadequate
staffing and IT systems.

The OIG has also focused on problems identified VA-wide regarding information
management, financial management, and procurement practices that, while critical
to VA carrying out its missions, have been at the heart of failures in providing med-
ical care and a range of benefits and services to veterans and their families. OIG
audits and reviews, such as the audit of VA’s consolidated financial statements, as
required under the Chief Financial Officer’s Act and the review of VA’s compliance
with the Improper Payments Elimination and Recovery Act, establish that elimi-

been made or were made in an incorrect amount under statutory, contractual, administrative,
or other legally applicable requirements; payments made to ineligible recipients; and payments
where an agency’s review is unable to discern it is proper due to insufficient documentation.”
Id. at 3.

19 Audit of Compensation and Pension Benefit Payments to Incarcerated Veterans, June 28,
2016.

20 Evaluation of Benefit Payments to Incarcerated Veterans, February 5, 1999.

21 Semiannual Report to Congress, Issue 80.

22U.S. Department of Veterans Affairs Office of Inspector General Management and Perform-
ance Challenges, November 2018.
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nating continued shortfalls in VA’s financial management systems would improve
VA’s effectiveness at using appropriated funds to benefit veterans. 23

CONCLUSION

A strength of the OIG’s oversight work is the commitment to identifying under-
lying causes, which is the foundation for developing meaningful and comprehensive
recommendations. By addressing these causes, VA can more effectively address not
only the symptoms but prevent future occurrences. The OIG has commonly found
the following through its oversight work:

Poor governance structures

Lack of continuity of leadership

Failure to communicate effectively

Failure to ensure accountability

Poor financial management

IT failures and not using IT effectively

Poor planning and forecasting

Failure to anticipate the consequences of policy changes
HR and staffing issues

Poor training

Poor quality assurance

Inadequate, outdated, conflicting, or absent policies
Culture of complacency

Bureaucracy ahead of veterans
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The OIG is committed to serving veterans and the public by conducting effective
oversight of VA programs and operations through independent audits, inspections,
reviews, and investigations. That commitment can only be realized by making prac-
tical, meaningful recommendations that enhance VA’s programs and operations as
well as prevent and address fraud, waste, and abuse.

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

——
STATEMENTS FOR THE RECORD

ROBERT WILKIE

The Department of Veterans Affairs (VA) appreciates the work of the U.S Govern-
ment Accountability Office (GAO) and the VA Office of Inspector General (OIG) to
help the Department make improvements to programs throughout our enterprise
that facilitate more effective and efficient services and benefits to our Nation’s Vet-
erans. VA has a strong collaborative relationship with both GAO and OIG. VA
treats all recommendations seriously and strives to implement the concurred upon
recommendations in a timely manner.

The Department would have liked to participate in this hearing; unfortunately,
to do so would have been contrary to the longstanding practice of prior Administra-
tions and this Administration by allowing Executive Branch officials to testify at a
Congressional hearing on a panel that includes non-Executive Branch witnesses.

According to GAO, VA leads the Federal government with a 90 percent rec-
ommendation implementation rate. In March 2019, GAO issued its biennial high-
risk report in which GAO added VA Acquisition Management as a high-risk area.
This is the third high-risk area for VA-Managing Risks and Improving VA Health
Care was added in 2015, and Improving and Modernizing Federal Disability Pro-
grams was added in 2003. The Department is committed to implementing all con-
curred upon GAO recommendations and moving off of GAQO’s high-risk list. In No-
vember, Secretary Wilkie met with the Comptroller General to discuss the high-risk
report areas and high priority recommendations. During that meeting, Secretary
Wilkie assured the Comptroller General that the Department appreciates GAQO’s
work and that VA is working on taking corrective action on all open GAO rec-
ommendations.

With regard to the GAO high priority recommendations, in 2018, GAO identified
26 priority recommendations. Since that time, VA implemented 5 of the 26 open pri-
ority recommendations and GAO closed 1 priority recommendation on a program

23 Audit of VA’s Financial Statements for Fiscal Years 2018 and 2017, November 26, 2018;
VA’s Compliance with the Improper Payments Elimination and Recovery Act for FY 2017, May
15, 2018.
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that recently underwent significant statutory changes. When GAO issued its March
2019 priority open recommendations report, VA had 20 open priority recommenda-
tions and GAO added 10 new priority recommendations bringing the total to 30 pri-
ority recommendations. VA provides GAO with updates on all open priority rec-
ommendations. Within the Department, several initiatives are underway to more di-
rectly focus administrations and staff offices on the development of milestones and
metrics and demonstrated progress on implementing GAO recommendations. VA
leaders and staff meet periodically with GAO to discuss VA’s efforts to implement
action plans related to open recommendations and receive feedback from GAO on
the progress being made.

The VA OIG is the independent oversight entity within VA that conducts reviews
and recommends improvements that are designed to promote economy, efficiency,
and effectiveness throughout VA programs and operations. The VA OIG issues hun-
dreds of reports and recommendations each year involving programs throughout the
VA enterprise. During the last 12 months, OIG issued 128 reports with 715 rec-
ommendations on VA programs and operations. The administrations and staff of-
fices work with OIG inspectors and investigators to come to agreed upon corrective
action plans to resolve audit recommendations. The Department strives to complete
OIG recommendations with the same urgency as all oversight recommendations.

In June 2017, the Department of Veterans Affairs Accountability and Whistle-
blower Protection Act was enacted. The Act, among other things, statutorily estab-
lished the Office of Accountability and Whistleblower Protection (OAWP) and codi-
fied its establishment under section 323 of title 38 of the United States Code
(U.S.C.). As prescribed by Congress under 38 U.S.C. § 323(c)(1)(F), one of OAWP’s
core functions is to record, track, review, and confirm “implementation of rec-
ommendations from audits and investigations carried out by [VA OIG], the Medical
Inspector of the Department, the Special Counsel, and the Comptroller General of
the United States, including the imposition of disciplinary actions and other correc-
tive actions contained in such recommendations.” The Department is currently
working on establishing processes to create this functionality within OAWP which
would enhance oversight on the implementation of recommendations issued by,
among other entities, GAO and VA OIG. The Department looks forward to updating
the Committee on its implementation.

Conclusion

Our mission is to serve our Veterans. We are committed to taking corrective ac-
tion on all oversight recommendations to ensure that VA is the most efficient and
effective organization possible for our Veterans. Your continued support is essential
to providing the best services and benefits for Veterans and their families.

——

Overview and Comparison of the Department of Veterans Affairs (VA) and
the Department of Defense (DOD) Graduate Medical Education (GME)
Programs

Key Points of Comparison between VA and DOD GME Programs

e In contrast with DOD, which administers its own residency programs, VA gen-
erally does not sponsor or administer residency programs. Instead, the VA phy-
sician training program is administered through affiliations with academic in-
stitutions and teaching hospitals.

e VA does not directly pay salaries to the medical residents that rotate through
its facilities. Instead, VA uses disbursement agreements to reimburse affiliated
institutions for the health care services provided at VA medicals centers
(VAMC) by medical residents. The affiliate institutions are ultimately respon-
sible for administering salaries to their GME participants that are completing
rotations at VAMCs.

e Medical residents who participate in VA’s GME program have no service obliga-
tion to VA after the completion of their residency programs.

VA GME Program Overview
The Veterans Health Administration (VHA) GME program is carried out through

coordinated programs and activities in partnership with affiliated U.S. academic in-
stitutions (affiliates), such as medical schools and teaching hospitals.

e While VHA’s GME program is administered by its Office of Academic Affiliation
(OAA), VAMCs enter into separate affiliation agreements with each affiliate-
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under which the VA medical center and the affiliate agree to share responsi-
bility for the academic program.

e In the vast majority of cases, VAMCs do not serve as the primary sponsor and
training site for medical residents. VA reports that 99 percent of its GME pro-
grams are sponsored by an affiliate.

o Residents complete service rotations at VAMCs that are affiliated with their
academic institution.

e VAMCs enter into disbursement agreements with the affiliates in order to reim-
burse them for services provided by residents rotating through the VA medical
centers. VA reports that its GME program is affiliated with 144 of the 152 ac-
credited allopathic medical schools and all 34 of the accredited osteopathic med-
ical schools in the United States.

Number of residents in the pipeline. VA is the largest provider of medical
training in the United States.

e VHA statistics for the 2017-18 academic year show that 45,296 medical resi-
dents trained at VAMCs.

e Physician residents represent approximately 50 percent of the total number of
physicians working in VA facilities.

e The Veterans Access, Choice, & Accountability Act of 2014 authorized the addi-
tion of up to 1,500 additional physician residency positions over a ten year pe-
riod, with a focus on medical specialties and geographic locations of high pri-
ority for VA. Through the first five years of this effort, VHA had approved 1,055
additional physician resident positions.

Recruitment of VA Physicians through GME

Lack of a service requirement. Medical residents who participate in VA’s GME
program have no service obligation to VA after the completion of their residency
programs. However, VA sees its GME program as having a major impact on devel-
oping the VA health care workforce.

e In our 2017 report on VHA physician staffing and recruitment, agency officials
noted that access to the GME pool of potential hires serves as an important re-
cruitment resource. !

o Additionally, officials reported that physician training programs provide current
physicians with teaching opportunities that also bolster recruitment and reten-
tion.

e VA reports that about 60 percent of its physicians participated in VA training
programs prior to employment.

e According to the VA Trainee Satisfaction Survey completed by more than 23,000
trainees during the 2016-17 academic year, 73 percent of respondents indicated
a willingness to work at VA after their VA clinical training experience.

Recruitment challenges. Despite VHA’s large and expanding graduate medical
training program, VAMCs experience difficulties hiring physicians who receive
training through its residency programs. We have reported on some of these difficul-
ties in physician recruitment, including barriers to recruiting VA GME participants
for permanent employment after the completion of their residency programs.

e In October 2017, we reported that VHA did not track the number of physician
trainees who were hired following graduation, but VA officials stated that the
number was small in comparison to the almost 44,000 physician trainees edu-
cated at VAMCs each year. 2

e We found that VAMCs faced challenges hiring physician trainees, in part, be-
cause VHA did not share information on graduating physician trainees for re-
cruitment purposes with VAMCs across the system.

e Our October 2017 report also described delays in VAMCs’ hiring offers to grad-
uates. Agency officials noted that VAMCs could not make employment offers to
medical resident trainees until they had completed their training programs.
Competitors often make hiring offers as early as trainees’ second year of resi-
dency, according to VAMC officials.

e VHA officials said some VAMCs use existing policy flexibilities to recruit train-
ees more proactively by making early hiring offers that are contingent on the

1See GAO, Veterans Health Administration: Better Data and Evaluation Could Help Improve
Physician Staffing, Recruitment, and Retention Strategies, GAO-18-124 (Washington, D.C.: Oct
19, 2017).

2See GAO-18-124.
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trainee meeting certain conditions, such as completing training, and that these
actions improve the likelihood of successful recruitment.

Other Recruitment and Retention Efforts-National Recruitment Service
and Financial Incentives

VHA has a National Recruitment Service within VHA’s Workforce Management
and Consulting Office.

e In fiscal year 2016, the National Recruitment Service, comprised of 19 VHA
physicians, referred 2,200 candidates to VAMCs, which resulted in 325 physi-
cians hired, according to VHA officials.

VHA uses a variety of financial incentives to recruit new physicians.

e Financial incentives include market-based salaries, an education debt reduction
program, bonus pay for recruitment, retention, and relocation, and continuing
medical education funding.

e The VA MISSION Act of 2018 created two new scholarship opportunities and
a loan repayment program to recruit medical students and residents.

e The Veterans Healing Veterans Medical Access and Scholarship Program pro-
vides four years of tuition, fees, and stipend support for two veterans at nine
medical schools in exchange for four years of clinical practice at a VA facility
after completion of a residency and/or fellowship.

e The VA Health Professions Scholarship Program provides annual medical or
dental school scholarships (tuition, fees, and stipend) in exchange for 18 months
of service at a VA facility for each year of support.

e The Specialty Education Loan Repayment Program is a loan repayment pro-
gram targeted towards physician residents. Its purpose is to provide VA with
needed medical specialists in geographic areas and VA facilities where VA
needs those specialists. Applicants can apply right after the residency match or
up to two years before completion of the residency. The program can repay up
to $160,000 of education loans total; each year of service at a VA facility quali-
fies f(()ir $40,000 in loan repayment, with a minimum of two years of service re-
quired.

e In our October 2017 report, we recommended that VHA conduct a comprehen-
sive, system-wide evaluation of the physician recruitment and retention strate-
gies used by VAMCs to determine their overall effectiveness, identify and imple-
ment improvements, ensure coordination across VHA offices, and establish an
ongoing monitoring process.

e VHA concurred with our recommendation, and in May 2019, VHA submitted an
evaluation of its physician recruitment and retention programs. The report cov-
ered the use of the Education Debt Reduction Program, physician pay tables,
and recruitment, retention, and relocation incentives. One result of the evalua-
tion is that VHA provided Veterans Integrated Service Networks with rec-
ommendations on how to efficiently allocate their recruitment, retention, and
relocation incentives.

Other health professions: VAMCs serves as training sites for other health pro-
fessions, including dentistry, nursing, and social work, among others. VA statistics
from the 2017-18 academic year indicate that 49,958 individuals participated in
dental, nursing, or associated health profession training at VAMCs.

For more information about VHA’s GME program contact Sharon M. Silas at
(202) 512—-7114 or silass@gao.gov, and for more information about VHA physician
staffing and recruitment, contact Debra A. Draper at (202) 512-7114 or
draperd@gao.gov.

DOD GME Programs
Military Residency Programs

The military services’ GME programs provide specialty training to medical school
graduates who agree to an active duty service obligation. Through GME programs,
military medical officers acclimate to the military while developing core com-
petencies and critical wartime medical readiness skills, such as combat casualty
care and treatment of injuries from explosive or biological incidents. According to
military service officials, specialty training through GME programs is an important
recruitment and retention tool because it may encourage continued service beyond
the fulfillment of the initial active duty service obligation. Programs are accredited
by and follow the standards of the Accreditation Council for Graduate Medical Edu-
cation, a civilian organization, and managed by each respective military services.
The military services generally partner with civilian teaching hospitals, where resi-
dents rotate for training in areas or populations not seen at a DOD hospital.
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e Service requirement: While in a military residency program, participants
incur an additional 6 months of active duty service obligation for each 6 months
in training, with a minimum of 2 years active duty service obligation.

o Number of residents: In fiscal year 2018, there were 3,189 residents and fel-
lows enrolled in DOD GME programs, training in 70 specialties, at military
treatment facilities. 3

The National Defense Authorization Act for Fiscal Year 2017 (NDAA 2017) di-
rected the Secretary of Defense to establish and implement a process to oversee
GME programs, and transferred administrative and management responsibility for
military treatment facilities from the military services to the Defense Health Agency
and requires the agency to assume responsibility for the policy, procedures, and di-
rection of GME programs. However, each military service’s medical command re-
mains responsible for recruiting, organizing, training, and equipping their medical
personnel.

While we have done recent work on DOD’s proposed plan for oversight of GME
programs, we have not done work on DOD’s GME/residency programs. The following
is related work specific to medical students.

DOD Programs for Medical Students

In addition to recruiting medical school graduates, DOD’s two primary programs
for creating a pipeline of future military physicians are its scholarship program,
managed by the services-the Armed Forces Health Professions Scholarship Program
(AFHPSP)-and DOD’s sponsored medical school-the Uniformed Services University
of the Health Sciences (USUHS). 4

o Benefits and service requirement: AFHPSP medical students receive a
monthly stipend and incur an obligation to serve 6 months of active duty service
for each 6 months of benefits received, with a 2-year minimum obligation.> In
addition, DOD pays for all qualified educational expenses, including tuition,
books, and fees. USUHS medical students receive the pay and benefits of an
officer at the O-1 level and incur a minimum 7-year service obligation. Most
AFHPSP and USUHS participants go on active duty and perform their GME
training at military hospitals, although some AFHPSP participants are granted
deferments while they pursue civilian GME.

e Number of medical students: The services reported that they generally met
their recruitment goals for AFHPSP, and that the program enabled DOD to suc-
cessfully recruit approximately 800 to 850 medical students per year from fiscal
years 2011 to 2016. Further, USUHS successfully recruits an additional 170
medical students per year.

¢ Recruitment challenges: However, although the services report that they are
generally meeting their AFHPSP recruitment goals, we found that they are not
recruiting the maximum number of participants (that is, 2,100) they are al-
lowed. Instead, for fiscal years 2011 through 2015, the Army enrolled in its pro-
gram approximately 71 percent to 85 percent of the maximum allowed; the
Navy about 59 percent to 63 percent; and the Air Force approximately 70 per-
cent to 79 percent.

o Officials from these services cited various factors that limit their ability to re-
cruit the maximum number of participants they are allowed-such as restrictions
on the number of physicians they are authorized to bring into the military in
any given year; concern that increasing AFHPSP goals could reduce the overall
quality of medical student recruits; and the limited number of slots available
in military GME programs-making it difficult to place an increased number of
AFHPSP participants in these residency programs.

e Medical students who do not meet their service requirement: In 2008,
we examined the number of participants in two DOD programs who do not
enter active duty following completion of the program of studies for which they

3 An additional 23 specialties did not have any residents in fiscal year 2018. The count of stu-
dents only includes residents and fellows at military treatment facilities, although residents and
fellows may be trained in civilian GME programs as well. See GAO, Defense Health Care:
DOD’s Proposed Plan for Oversight of Graduate Medical Education Programs, GAO-19-338
(Washington, D.C.: Mar. 28, 2019).

4For more information about these programs and the data that follow, see GAO, Military Per-
sonnel: Additional Actions Needed to Address Gaps in Military Physician Specialties, GAO-18—
77 (Washington, D.C.: Feb 28, 2018).

5There are some exceptions to active duty service obligation incurred. For example, Depart-
ment of Defense Instruction 6000.13 states that an AFHPSP participant may serve his or her
service obligation in a component of the Selected Reserve for a period twice as long as the par-
ticipant’s remaining active duty obligation.
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were enrolled, including the extent to which the military services have sought
and received reimbursement for stipends or annual grants paid. 6

e Our analyses of service and Defense Finance and Accounting Service data
showed that, for fiscal years 2003 through 2007, fewer than 1 percent (171) of
the total number of participants (19,921) withdrew from the programs or, alter-
natively, graduated but did not go on to active duty service.

e Upon withdrawal or release from the program, participants are obligated to re-
imburse the government for all or some portion of their medical education ex-
penses unless relieved of that obligation by their respective service secretary.
We found that DOD has procedures in place to recoup medical education ex-
penditures from participants who fail to complete their education or serve their
active duty obligation, and many cases we reviewed were processed in a timely
manner. However, in some cases, it took more than 5 years from the time
recoupment actions on individuals’ debts were initiated until the time the De-
fense Finance and Accounting Service established an official debt account and
began collection efforts.

e At that time, we made five recommendations to strengthen DOD’s debt collec-
tion efforts, all of which DOD has since implemented.

¢ Retention challenges: Nonetheless, we also found that retaining fully quali-
fied physicians is challenging for the military services, and that the added
stresses of deployments and the general perceptions of war, along with the po-
tential for health care providers to earn significantly more money in the private
sector, have caused some physicians to separate from military service once they
have fulfilled their service obligations. 7

Examples of Other Military Physician Recruitment Programs

e Financial Assistance Program (FAP). Provides annual grants of up to
$45,000 and monthly stipends of more than $2,000 for physicians accepted or
enrolled in a residency program. Participants incur a minimum 2-year active
duty obligation or 6-month active duty obligation for every 6 months or portion
thereof of FAP sponsorship, whichever is greater. FAP participants will serve
on active duty in a grade commensurate with their educational experience. Par-
ticipants receive full pay and allowances for their respective grades for a period
of 14 days active duty for annual training performed for each year of participa-
tion.

o Health Professions Loan Repayment Program. Provides repayment of edu-
cational loans for fully qualified health professionals. Participants incur a 2-
year active duty obligation or 1 year of active duty obligation for each year of
repayment, whichever is greater.

e Specialized Training Assistance Program. Provides a monthly stipend of
more than $2,000 for physicians in designated specialties currently accepted or
enrolled in a residency program. Participants incur a 1l-year obligation in the
Army Selected Reserve for every 6 months or portion thereof of financial assist-
ance.

For more information about DOD’s GME programs or physician recruitment, con-
tact Brenda S. Farrell, (202) 512-3604 or farrellb@gao.gov.

Succession Planning

The most recent work we have on succession planning is Human Capital: Selected
Agencies Have Opportunities to Enhance Existing Succession Planning and Man-
agement Efforts, GAO-05-585. This work included a review of how four agencies
including the Census Bureau, Department of Labor (DOL), Environmental Protec-
tion Agency (EPA) and Veterans Health Administration (VHA) are implementing
succession planning and management efforts. Key findings include:

o All four agencies had implemented succession planning and management efforts
that collectively are intended to strengthen organizational capacity. However, in
light of governmentwide fiscal challenges, we found that the agencies had op-
portunities to enhance some of their succession efforts.

e While all of the agencies assigned responsibility for their succession planning
and management efforts to councils or boards, VHA had established a Sub-

6See GAO, Military Personnel: Better Debt Management Procedures and Resolution of Sti-
pend Recoupment Issues Are Needed for Improved Collection of Medical Education Debts, GAO—
08-612R (Washington, D.C.: Apr. 1, 2008).

7See GAO-08-612R, and GAO, Military Personnel: Status of Accession, Retention, and End
Strength for Military Medical Officers and Preliminary Observations Regarding Accession and
Retention Challenges, GAO-09-469R (Washington, D.C.: Apr. 16, 2009).
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committee and high-level positions that are directly responsible for its succes-
sion efforts.

e The four agencies had begun to link succession efforts to strategic planning.
DOL, EPA, and VHA had identified gaps in occupations or competencies, under-
taken strategies to address these gaps, and were planning or taking steps to
monitor their progress in closing these gaps.

e All of the agencies’ succession efforts included training and development pro-
grams at all organizational levels. However, there were opportunities to coordi-
nate and share these programs and create synergies through benchmarking
with others, achieving economies of scale, limiting duplication of efforts, and en-
hancing the effectiveness of programs, among other things.

In the report we made eight recommendations, including two recommendations to
VA. All eight recommendations have been closed and implemented. For more infor-
mation on this work and the recommendations: https:/www.gao.gov/products/GAO—
05-585.

In addition to this work, GAO is currently looking at whether VA’s succession
planning policies and procedures are consistent with OPM’s guidance for succession
planning. For additional information on this work contact Robert Goldenkoff,
GoldenkoffR@gao.gov.

Examples of Quarterly Reporting Requirements for GAQ

Authority

GAO Section(s)/Title

Summary

P.L 115-141 Consoli-
dated Appropriations
Act, 2018

Explanatory
Statement. Div. J.
Military Construction,
VA and Related
Agencies
Appropriations Act,
2018. Veterans
Electronic Health
Records

Requires VA to submit quarterly reports on implementation of VA's
electronic health records. Report to include detailed obligations,
expenditures, and deployment strategy by VA facility. Directs GAO to
perform quarterly performance reviews of the VA electronic health
record deployment. GAO reporting date not specified.

P.L 115-55 Veterans

Appeals Improvement

and Modernization Act
of 2017.

Sec. 3 Comprehensive
Plan for Processing of
Legacy Appeals and
Implementing New
Appeals System. (a)
Plan Required. (b)
Elements. (c) Review
by Comptroller
General of the United
States. (1) In
General. (A). (B). (2)
Elements. (A). (B).
(C).

Requires VA to submit to Congress and GAO, no later than 90 days
after enactment, a comprehensive plan for processing legacy appeals
and for implementing a modernized appeals system. VA to report
quarterly until the modernized appeals system is implemented and
semiannually for 7 years following implementation.

Requires GAO to (1) assess VA's initial plan, including whether the
plan comports with sound planning practices, (2) identify any gaps in
the plan, and (3) provide recommendations for improvement as
appropriate. Report no later than 90 days after VA submits the initial
plan.

July 1, 2019

——

QUESTION FOR THE RECORD
U.S. GOVERNMENT ACCOUNTABILITY OFFICE (GAO)

The Honorable Chris Pappas

Chairman

Subcommittee on Oversight and Investigations
Committee on Veterans’ Affairs

House of Representatives

Dear Mr. Chairman

This letter responds to your request that we address questions submitted for the
record related to the May 22, 2019, hearing entitled Improving the Department of
Veterans Affairs Effectiveness: Responding to Recommendations from Oversight
Agencies. GAO’s responses to these questions are enclosed.
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If you have any questions about this response or need additional information,
please contact please contact Debra A. Draper at (202) 512-7114 or draperd@gao.gov
or Sharon M. M. Silas at (202) 512-7114 or silass@gao.gov for VHA health care
issues; Shelby S. Oakley at (202) 512-4841 or oakleys@gao.gov for VA acquisition
management issues; or Elizabeth H. Curda at (202) 512—-7215 or curdae@gao.gov for
VA disability claims issues.

Sincerely yours,

Debra Draper
Director, Health Care

Sharon Silas
Acting Director, Health Care

Shelby Oakley
Director, Contracting and National Security Acquisitions

Elizabeth Curda
Director, Education, Workforce, and Income Security

Enclosure

Attachment - Additional Questions for the Record
The Honorable Gil Cisneros

1. At the hearing, Rep. Cisneros asked GAO to provide a response for the
record on VA turnover and management weaknesses. Specifically, Rep.
Cisneros asked GAO’s thoughts about whether the issue is primarily among
career employees or political appointees or both.

In recent years, VA’s workforce has experienced instability among both career em-
ployees and political appointees.

First, VA has experienced mission-critical skill gaps and vacancies throughout the
department, which includes career employees. As of December 2018, VA reported an
overall vacancy rate of 11 percent at Veterans Health Administration (VHA) medical
facilities, including vacancies of over 24,000 medical and dental positions and
around 900 human resource positions. With 32 percent of the VA workforce eligible
to retire in the next 5 fiscal years, VA must address these mission-critical skill gaps
and vacancies that we continue to identify in our work. ! For example:

e In December 2016, we found that VHA’s limited human resources capacity com-
bined with weak internal control practices has undermined VHA’s human re-
sources operations and its ability to improve delivery of health care services to
veterans. 2 Further, VHA is challenged by inefficiencies in its performance man-
agement processes, including the lack of a performance appraisal IT system,
which prevents it from identifying trends and opportunities for improvement.
VHA can better support medical centers by establishing clear lines of account-
ability for engagement efforts, collecting and leveraging leading practices, and
addressing barriers to improving engagement. We made three recommendations
to VA to improve its performance management system. VA partially concurred
with these recommendations, which remain open.

e In October 2017, we reported that VHA is unable to accurately count the total
number of physicians who provide care in its VA medical centers.3 VHA has
data on the number of mission-critical physicians, which includes primary care
and mental health physicians, it employs (more than 11,000) and who provide
services on a fee-basis (about 2,800).4 However, VHA lacks data on the number

1Percentage based on VA employees on board at the start of fiscal year 2017.

2GAO, Veterans Health Administration: Management Attention Is Needed to Address Sys-
temic, Long-standing Human Capital Challenges, GAO-17-30 (Washington, D.C.: Dec. 23,
2016).

3GAO, Veterans Health Administration: Better Data and Evaluation Could Help Improve
Physiciagl Staffing, Recruitment, and Retention Strategies, GAO-18-124 (Washington, D.C.: Oct.
19, 2017).

4VHA obtains data from its Veterans Integrated Service Networks and VA medical centers
on which occupations are the highest priority for recruitment and retention based on known re-
cruitment and retention concerns, among other factors. VHA then consolidates this data to iden-
tify the nationwide top 10 mission-critical occupations and top 5 mission-critical physician occu-
pations. In fiscal year 2016, the ten mission-critical clinical occupations were physician, reg-
istered nurse, human resource manager, physical therapist, physician assistant, psychologist,
medical technologist, occupational therapist, diagnostic radiologic technologist, and pharmacist.

Continued
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of contract physicians and physician trainees, and thus has no information on
the extent to which medical centers nationwide use these arrangements and
whether contract physicians are working in mission-critical occupations. As
such, VHA cannot ensure that its workforce planning process sufficiently ad-
dresses gaps in physician staffing, including those for mental health providers,
which may affect veterans’ access to care, among other issues. Additionally, we
found that VHA has not evaluated the effectiveness of its physician recruitment
and retention strategies. One such strategy-hiring physician trainees-is weak-
ened by ineffectual hiring practices, such as delaying employment offers until
graduation. VHA could strengthen its strategies by comprehensively evaluating
iche causes of recruitment and retention difficulties and identifying effective so-
utions.

As a result of these findings, we made five recommendations, including that VA
develop a process to count all physicians, provide guidance on productivity measure-
ment, and evaluate its physician recruitment and retention strategies. VA concurred
with four of the five recommendations, but did not concur with the one to accurately
count all physicians, stating that its workforce assessment tools are sufficient. How-
ever, GAO maintains that this is essential for effective workforce planning.

VA has implemented two of the five recommendations. For example, in May 2019,
VA submitted an evaluation of its physician recruitment and retention programs.
The report covered use of the Education Debt Reduction Program, physician pay ta-
bles, and recruitment, retention, and relocation incentives. One result of the evalua-
tion is that VHA provided Veterans Integrated Service Networks (VISNs) with rec-
ommendations on how to efficiently allocate their recruitment, retention, and reloca-
tion incentives. Evaluating physician recruitment and retention programs will allow
VHA to ensure that funds for these activities are effective and efficient.

Also since the 2017 High-Risk Report was issued in February 2017, VA experi-
enced leadership instability in several senior positions, some of which are political
appointments. For example, there was notable turnover in critical politically ap-
pointed positions including the VA Secretary, Chief Information Officer, and Chief
Financial Officer. Secretary Robert Wilkie was confirmed in July 2018. As a result,
in our 2019 High-Risk Report, GAO determined that VA partially met the leader-
ship commitment criterion for managing risks and improving VA health care high-
risk area, as it did in 2017. As of June 2019, key leadership vacancies remain, in-
cluding the political appointments for VA Deputy Secretary and Under Secretary for
Health positions; according to the Partnership for Public Service, VA is second
among Federal departments in terms of Senate confirmations with 83 percent of key
positions filled. 5

Fully addressing GAQO’s open recommendations could significantly improve VA op-
erations; however, the recommendations highlight issues that are symptomatic of
broader, systemic management and oversight challenges that will only be addressed
through transformative action. As the Comptroller General testified during the
hearing, the reason that VA was added to the High-Risk List in 2015 was due, in
part, to underlying management weaknesses. As a result, VHA is embarking on an
administration-wide modernization program, and VBA is implementing reforms to
modernize its disability claims process. Per the statements of the Comptroller Gen-
eral during the hearing, in order for these efforts to be successful, VA leaders are
going to have to energize an entrenched bureaucracy that is challenged in imple-
menting management reforms. Successfully implementing these reforms and fully
addressing the issues that led to VA’s high-risk designations will require sustained
leadership attention on high-risk related issues as well as leadership stability.

O

See U.S. Department of Veterans Affairs, Veterans Health Administration, Mission Critical Oc-
cupation Report (2016).
5See https://ourpublicservice.org/political-appointee-tracker/, which we accessed on June 17,
19.



