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CRITICAL IMPACT: HOW BARRIERS TO 
HIRING AT VA AFFECT PATIENT CARE AND 

ACCESS 

WEDNESDAY, SEPTEMBER 18, 2019 

COMMITTEE ON VETERANS’ AFFAIRS 
HOUSE OF REPRESENTATIVES 

Washington, DC. 
The committee met, pursuant to notice, at 2:13 p.m., in room 

210, House Visitors Center, Hon. Mark Takano (chairman of the 
committee) presiding. 

Present: Representatives Takano, Brownley, Rice, Lamb, Levin, 
Brindisi, Pappas, Luria, Lee, Cunningham, Cisneros, Peterson, 
Sablan, Allred, Underwood, Roe, Bilirakis, Bost, Dunn, Banks, 
Watkins, Roy, and Steube. 

OPENING STATEMENT OF MARK TAKANO, CHAIRMAN 

The CHAIRMAN. Good afternoon. I now call the hearing to order. 
Today’s hearing will be the first of several discussions this com-
mittee and its subcommittees will hold on how the Department of 
Veterans Affairs is addressing long-standing staffing challenges. 

Data reported last month indicates that there were more than 
49,000 vacant positions across VA. Forty nine thousand, that is an 
astounding number, but there is more to it than just a number. 
And I want to look behind that number and understand what that 
number really means and how staff vacancies impact VA’s ability 
to meet its mission. 

I am concerned that, if VA’s vacancy rate continues to balloon 
unchecked, we will have no choice but to continue to send increas-
ing numbers of veterans into the community for care, and commu-
nity providers aren’t ready to care for increasing numbers of vet-
erans, according to a Rand Corporation study last year. 

This is the wrong path for VA and it is most assuredly the wrong 
path for veterans. 

First, we need to understand the scope of VA’s staffing chal-
lenges. The MISSION Act required VA to report quarterly data on 
staffing and vacancies; however, VA’s Office of Inspector General 
has found numerous problems with how VA reported those num-
bers over the first year. VA’s data overstated the number of vacant 
positions for some medical facilities by as much as 20 percent and 
understated vacancies at other facilities by as much as 8 percent. 

Instead of reporting vacancies by occupation, as the law required, 
VA published its vacancy data as occupational groups. 
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Finally, VA only posted the most recent quarter’s data on its 
public face and website. 

We still have no idea where the critical needs really were or 
whether VA has made progress in filling critical vacancies. I am 
told that VA has attempted to correct these deficiencies since the 
IG published its report. 

Now, second, we also need to know what actions VA has taken 
to address long-standing staffing challenges and the extent to 
which VA has made full use of numerous new authorities Congress 
authorized in recent years. VA was given direct-hire authority to 
be able to bring on staff in areas of greatest need; however, data 
shows that VA is not using this authority to the fullest extent. For 
instance, in 2018, VA only hired 38 police officers under direct-hire 
authority, a rate far below than the pace of attrition. We need to 
understand why VA is struggling to use this and other tools Con-
gress has provided. 

Now, third, while there is always concern with shortages among 
clinical staff, the ability to meet the highest standard of care to our 
veterans relies on more than just having the right number of physi-
cians, nurses, and pharmacists. We also need qualified and well- 
trained housekeepers, IT technicians, human resources staff, and 
all of the other occupations that help VA achieve its mission of de-
livering high-quality and timely care. 

There are numerous identified barriers and challenges associated 
with hiring and retaining these staff, but we also need to hold VA 
accountable for identifying and implementing solutions. It is not 
enough to say that something is a barrier; we need to understand 
the extent of the problem, as well as develop an actionable and ac-
countable plan to fix it. 

Fourth, leadership and governance in human capital has been a 
challenge. This is a common refrain in much of VA’s operations. 
There has been a string of acting and interim leadership respon-
sible for managing human capital for VA and the Veterans Health 
Administration since 2016. 

Now, I am very pleased to have Mr. Sitterly and Ms. Bonjorni 
here today. Welcome. I hope that VA will take the opportunity to 
address some long-standing recommendations from the IG and the 
Government Accountability Office. As we all know, it is hard to in-
stitute change when no one is responsible and no one is account-
able. 

Fifth, there are thousands of dedicated VA employees doing their 
best every day to ensure that veterans have a positive experience 
and that they get the very best care and resources. I have had the 
privilege of meeting with some of these dedicated public servants 
and I thank them for all that they do. 

I also know that these same staff are overwhelmed and, while 
they have done more with less, at some point less is not enough. 
VA’s mission also means doing the very best for its employees. 
GAO has reported on the need for training, performance manage-
ment, and other improvements to ensure that VA can retain a 
highly qualified workforce. 

I hope to hear about progress on the recommendations from to-
day’s witnesses and what VA is doing to increase morale in the De-
partment. 
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Sixth, it is the concerning effects these vacancies have on the 
success or failure of billions of dollars’ worth of technology mod-
ernization projects at VA. These projects have the potential to im-
prove health care and benefits delivery, but they will also have 
major impacts on staff productivity. Those impacts will likely be 
more acutely felt at VA’s facilities and in programs that are al-
ready understaffed. This is a particular concern for the Electronic 
Health Record Modernization project, as front-line staff members 
will have to be peeled away to complete countless hours of training, 
and some staff members will be removed from service for a month 
or more to act as super-users to help train and support other staff. 

Now, these are essential activities, but there are questions about 
how VA will be able to manage these complex IT implementations 
and training, and yet still meet its primary mission while not being 
fully staffed. There needs to be greater transparency into VA’s 
staffing plan for these IT programs and I hope to hear about that 
today. 

It is my hope over the course of this hearing to gain a better un-
derstand of progress that has been made, barriers that remain, and 
what VA proposes to do next. 

Further, if VA really needs additional tools to address these chal-
lenges, I hope you will speak up. Please tell us if you need more 
resources. 

These challenges are not insurmountable. The committee is here 
to work with VA as a partner to ensure VA can meet these chal-
lenges now and in the future. To do that, we need transparency 
from VA, so we can have an open and honest dialog about the re-
source needs of the Department and how VA intends to use those 
resources to provide the highest level of service to our Nation’s vet-
erans. 

I thank the witnesses for being here and I look forward to their 
testimony. 

The CHAIRMAN. Dr. Roe, you are recognized for 5 minutes to give 
your opening statement. 

OPENING STATEMENT OF DAVID P. ROE, RANKING MEMBER 

Mr. Roe. Thank you, Mr. Chairman. And I think it was great 
that one of the constituents drove 2 and a half hours, but I have 
been in California traffic, that might not have been more than four 
or five miles. 

[Laughter.] 
Mr. ROE. They went through a great effort to get there. 
The CHAIRMAN. Yes, they did. 
Mr. ROE. One of the committee’s longstanding priorities has been 

addressing recruitment and retention across the Department of 
Veterans Affairs. We have acted many times over the last several 
years to help VA hire the staff that it needs to provide high-quality 
care and timely benefits for our Nation’s veterans. Because of those 
efforts, there is good news to share. 

While many headlines have been written about the number of 
vacancies that exist within VA, VA’s workforce has grown by ap-
proximately 2 to 5 percent every year for the last 5 years. In fact, 
VA has more than 100,000 additional employees than when I came 
to Congress just a decade ago. 
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In that time, VA has consistently maintained a turnover rate of 
about 9.5 percent or less, well outperforming both other large cabi-
net-level agencies, which average 11 percent turnover rate, and the 
private sector health care industry, which averages a turnover rate 
between 20 and 30 percent. Since the 2014 access and account-
ability crisis, VA has increased the number of annual appointments 
in VA facilities by a whopping five million visits. That leads to real- 
world consequences for veterans who rely on VA for care and bene-
fits that they need to support themselves and their families; con-
sequences such as better access to care, better patient satisfaction 
scores, quality ratings, and less time waiting for appointments, for 
disability claims to be processed and for appears to be heard. 

We should all be proud of those statistics; however, serious re-
cruitment and retention challenges remain for the Department. 
The Association of American Medical Colleges projects that the 
United States will have a shortfall of more than 120,000 physicians 
by 2030. Given the approximately 90 percent of VA’s workforce is 
aligned under the Veterans Health Administration in support of 
the VA health care system, that will undoubtedly have significant 
consequences for VA, coupled with the numerous complexities in-
herent in VA’s multiple and often-contradictory hiring authorities, 
and the burdensome and outdated Federal hiring practices that VA 
must abide by. 

That means that we must remain vigilant about helping VA to 
improve its ability to efficiently and effectively recruit and retain 
top-notch talent to serve our veterans. That includes continuing to 
provide the Department with the additional authorities it needs to 
attract prospective employees in an increasingly competitive labor 
market and to keep the hardworking employees already at their 
jobs at VA. 

It also means ensuring that VA utilizes the authorities that have 
been given to them to their fullest extent, as the chairman men-
tioned, which is something I would like to discuss in more detail 
today, to address its needs and fill gaps in care and services. It fur-
ther includes touting not only the problems that VA is facing, but 
also the many benefits that are part of a VA career, the most im-
portant of which is the honor and privilege of caring for the men 
and women who have served. 

As chairman and now ranking member of this committee, I have 
had the unique pleasure of traveling across the country, from Long 
Island to Los Angeles and many points in between, to visit VA fa-
cilities and meet with veterans. While poor-performing and outliers 
certainly exist, and they should be held accountable, they are being 
held accountability thanks to the passage of the Accountability and 
Whistleblower Protection Act last Congress. I have been impressed 
everywhere I go by the professionalism and the dedication of the 
vast majority of VA workforce, many of whom are veterans them-
selves. And I want to end my comments this afternoon by thanking 
all of them for the good work they do and the valuable services 
they provide for our heroes. 

I look forward to our discussion this afternoon. I thank the wit-
nesses and the audience members for being here. 

With that, Mr. Chairman, I yield back. 
The CHAIRMAN. Thank you, Dr. Roe. 
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Now I would like to welcome the witnesses on our first panel, 
first and only panel. First we have Dr. Daniel R. Sitterly, Assistant 
Secretary for Human Resources and Administration/Operations, 
Security, and Preparedness, from the U.S. Department of Veterans 
Affairs. Welcome, Dr. Sitterly. 

Accompanied by Ms. Jessica Bonjorni, Acting Assistant Deputy 
Under Secretary for Health for Workforce Service, also for the Vet-
erans Health Administration. Welcome, Ms. Bonjorni. 

We also have with us Mr. John D. Oswalt, Deputy Chief Infor-
mation Officer for Information Technology Resources Management 
from Veterans Admimistration. 

We also have with us Mr. Michael Missal, Inspector General, VA 
Office of Inspector General. Welcome, General Missal. 

We have, finally, Mr. Robert Goldenkoff, Director of Strategic 
Issues, the U.S. Government Accountability Office. Welcome, Mr. 
Goldenkoff. 

We will begin with Mr. Sitterly. I will recognize you for 5 min-
utes for your opening statement. 

STATEMENT OF DANIEL R. SITTERLY 

Mr. SITTERLY. Thank you, Mr. Chairman. I probably shouldn’t 
start my comments correcting the chairman, but I am not a doctor. 
I admire all of the doctors in the VA that do great work. Mister 
is fine. Thank you, sir. 

The CHAIRMAN. My apologies. 
Mr. SITTERLY. That is quite all right, sir. 
The CHAIRMAN. Mr. Sitterly. 
Mr. SITTERLY. Yes. Chairman Takano, Ranking Member Roe, and 

members of the committee, thank you for the opportunity to dis-
cuss the Department of Veterans Affairs’ views on ways to mod-
ernize and the hiring process, and also to retain our ability to be 
a competitive employer in the health care and information tech-
nology industries. 

As a 34-year veteran of the United States Air Force myself, I 
have both a personal and a professional interest in ensuring we get 
this right at the VA. And today just happens to be the 72nd birth-
day of the United States Air Force, so happy birthday, U.S. Air 
Force. 

As the operator of the largest integrated health care delivery sys-
tem in America, the VA successfully attracts and retains high-qual-
ity talent, and VA’s overall workforce continues to grow. This 
growth, 81 percent in clinical occupations, directly responds to an 
increased demand for services based on improved access to care, re-
duced wait times, improved quality, enhanced veterans’ satisfac-
tion, and overall mission growth. VA appreciates the work Con-
gress has done to provide the flexibilities to support the recruit-
ment and the retention of talent to care for our Nation’s veterans. 

That said, VA still contends with challenges presented by the 
complexities of multiple pay and personnel authorities. As health 
care demand has increased and shortages of health care and IT 
workers grow, private sector employers are quick to adjust to the 
changes in local labor markets, and modify starting salaries and 
total compensation packages to attract top talent. While VA re-
cruits employees and applicants who are willing to accept lower 
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compensation to be part of an organization with such a noble mis-
sion, VA faces challenges in our ability to attract and then to retain 
quality health care and information technology professionals. 

Despite challenges, VA employs a variety of tools to attract and 
retain quality talent. Those tools include a powerful mission of 
service to veterans and their families, a robust training pipeline for 
the majority of our Nation’s physicians, strong employee engage-
ment, direct-hiring authorities, as you mentioned, and strategic 
workforce planning for hard-to-fill occupations and medical center 
directors. VA strategically allocates monetary incentives to close 
skill gaps and to provide greater flexibility in the recruitment, relo-
cation, and retention of highly qualified VA professionals. In Fiscal 
Year 2018, VA spent more than $50 million on these incentives. 

VA has also joined efforts with the Department of Defense to re-
cruit transitioning servicemembers. We launched a direct mar-
keting campaign to target medical professions in the military and 
IT professionals currently transitioning out of the military. VA has 
also partnered with the Department of Defense to hire military 
spouses through the Military Spouse Employment Partnership. We 
made significant progress in filling senior medical center director 
positions through a vigorous national recruitment strategy. 

Outcomes show that the VA is on the right track. Veterans are 
receiving the same or better care at VA medical centers than pa-
tients at private sector hospitals. For instance, veterans who are 
admitted for heart attacks, severe chronic lung disease, heart fail-
ure, and pneumonia have a greater chance of survival beyond 30 
days after discharge from a VA hospital than non-VA hospitals. 

According to a study in the Journal of American Medical Associa-
tion, VA average wait times are shorter than those in the private 
sector for primary care. VA reached a telehealth milestone, achiev-
ing more than one million video telehealth visits last year. 

Just this week, J.D. Power ranked the VA number 1 in the Na-
tion for customer service satisfaction for mail order pharmacies. At 
the same time, almost 90 percent of the 3.3 million veterans sur-
veyed said they trust VA outpatient medical services. 

As one of the top 10 large Federal agencies, VA continues to en-
hance employee engagement. In April, the Secretary approved VA’s 
first-ever employee engagement enterprise-wide plan, which em-
phasizes the principles of servant leadership. As I like to say, 
happy, engaged, empowered, innovative employees make for a posi-
tive veteran experience, and it also helps mightily with retention. 

We appreciate Congress’ continued support to a high-quality 
workforce that provides the best possible care and benefits to vet-
erans. 

The competition for talent in the health care and IT industries 
is increasingly competitive. Shortages abound around the Nation 
for both physicians and nurses, and they are projected to increase, 
and competition for IT talent is tight. Private hospitals use innova-
tive and progressive solutions to address recruitment and retention 
challenges, and we in the VA must be creative in our approach to 
human capital. We want to be leaders or be very fast followers of 
the best human capital practices in the Federal Government and 
in the health care and IT space. 
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We look forward to working with this committee on opportunities 
to enhance VA’s ability to attract top talent. My colleagues and I 
are prepared to respond to any questions you may have. 

Thank you. 
[THE PREPARED STATEMENT OF DANIEL R. SITTERLY APPEARS IN THE APPENDIX] 
The CHAIRMAN. Thank you, Mr. Sitterly. 
Now I would like to recognize our Inspector General, Mr. Missal. 

STATEMENT OF MICHAEL MISSAL 

Mr. MISSAL. Thank you. Chairman Takano, Ranking Member 
Roe, and members of the committee, I appreciate the opportunity 
to discuss the Office of Inspector General’s oversight of staffing 
issues with the Veterans Health Administration. In response to our 
congressional mandate, the OIG has examined and reported on 
staffing issues with VHA for the past 4 consecutive years. Our 
2019 report is expected to be released by September 30th. 

We also encounter staffing issues in connection with other work 
we conduct of VHA programs and processes. We have issued a 
number of reports with examples of areas where staffing shortages 
impacted the delivery of care, including at the Loma Linda, Mem-
phis, and Northport Medical Centers. Although VHA has made 
some improvements, it continues to face a number of challenges in 
addressing its significant staffing needs. VA has experienced chron-
ic health care professional shortages since at least 2015. The De-
partment must enhance its ability to maintain a robust workforce 
in an increasingly competitive recruitment environment and with 
anticipated health care worker shortages in several practice areas. 
VA health care remains in sharp demand even as community care 
options are expanded. 

Since January 2015, the OIG has reported on VHA clinical staff-
ing shortages as required by the 2014 Choice Act. Our 2018 report 
was the first report that included facility-specific data reported by 
leaders at 140 VA medical centers. It was also the first report to 
include non-clinical positions, such as human resources, police, and 
custodial personnel. These non-clinical occupations affect the abil-
ity of VHA facilities to provide quality and timely patient care in 
a safe and clean environment. 

The facility-specific results underscore how different the clinical 
and non-clinical needs are from one medical facility to another. We 
have therefore consistently recommended that VA develop and im-
plement a staffing model that identifies and prioritizes staffing 
needs at the national level, while allowing flexibility at the facility 
level. 

The data in our 2018 report showed that 138 of the 140 facilities 
listed the medical officer occupational series as experiencing a 
shortage, with psychiatry and primary care being the most fre-
quently reported. Of the 140 facilities, 108 listed the nurse occupa-
tional series as experiencing a shortage, with practical nurse and 
staff nurse as the most frequently reported. 

Within non-clinical occupations, we found that human resources 
management and police occupations were among the most often 
cited as shortages. Our 2019 staffing report will have similar find-
ings. 
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Challenges to meeting staffing goals were also identified in our 
2018 staffing report. Responses from medical center directors iden-
tified three frequently cited hiring challenges: first, lack of quali-
fied applicants; second, non-competitive salaries; and, third, high 
staff turnover. 

Last year’s MISSION Act created a mandate for VA to report an-
nually on the steps taken to achieve full staffing capacity and any 
additional funds needed to achieve that mark. It also required VA 
to publish staffing and vacancy information, and update that infor-
mation quarterly. 

The MISSION Act directed the OIG to report on how VA can im-
prove its publication of this data. The first required OIG report 
found VA to be in partial compliance with MISSION Act Section 
505’s requirements. 

Generally, the OIG found that VA reported its current personnel 
levels and time-to-hire data as prescribed. However, staff vacancies 
were tracked in categories that were too broad to be meaningful 
and gains and losses were not tracked according to the law. OIG 
staff also found the information to not be transparent, because VA 
did not disclose that medical facility vacancy numbers were over-
stated. 

The OIG has made oversight of VA leadership and workforce 
management a priority. Although VA has taken important steps, 
for sustained improvement additional fundamental changes are 
needed. 

Mr. Chairman, this concludes my statement. I am happy to an-
swer any questions that you or other members of the committee 
may have. 

[THE PREPARED STATEMENT OF MICHAEL MISSAL APPEARS IN THE APPENDIX] 
The CHAIRMAN. Thank you, Inspector General Missal. 
I now recognize Mr. Goldenkoff from the GAO for 5 minutes. 

STATEMENT OF ROBERT GOLDENKOFF 

Mr. GOLDENKOFF. Thank you. Chairman Takano, Ranking Mem-
ber Roe, and members of the committee, thank you for the oppor-
tunity to participate in today’s hearing on VA’s ability to recruit 
and retain a high-performing workforce. 

As you know, VA operates one of the largest health care delivery 
systems in the Nation, and provides billions of dollars in benefits 
and services to veterans and their families. As a result, a top-notch 
workforce is crucial to VA’s mission. Nevertheless, over the past 
two decades, we and others have found that VA and its components 
face serious and long-standing human capital management chal-
lenges that are impeding its ability to meet the needs of our Na-
tion’s veterans. 

In my remarks today, I will focus first on the various human cap-
ital management challenges facing VA and its components; second, 
the recommendations that GAO has made to address those chal-
lenges; and, third, how these challenges are related to a broader 
set of Government-wide human capital problems that need to be 
addressed. 

The bottom line is that while both VA-specific and Government- 
wide human capital issues are hampering VA from acquiring and 
retaining the talent it needs to fulfill its mission, VA can take and 
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in some cases is already taking a number of steps to strengthen its 
human capital management efforts. 

With respect to VA staffing challenges, we have found them to 
be systemic, long-standing, and harmful to VA’s mission. For exam-
ple, in May 2019, we reported that leadership turnover impeded 
VA’s ability to address a number of operational issues that we 
identified such as managing acquisitions, managing risk, and im-
proving veterans’ health care. 

Additionally, we found that VHA’s medical centers have large 
staffing shortages in such positions as physicians, registered 
nurses, physician assistants, psychologists, physical therapists, as 
well as human resource specialists and assistants. 

And while effective succession planning can help VA ensure it 
has a pipeline of talent to meet current and future mission require-
ments, in a forthcoming report we will note that VA has not pro-
duced a Department-wide succession plan since 2009 due to leader-
ship turnover. This could be particularly problematic as agency- 
wide around 30 percent of VA employees who were on board as of 
September 30th, 2017 will become eligible to retire by 2022. 

Of the hundreds of recommendations that GAO has made over 
the years aimed at improving the performance and accountability 
of VA, beginning in 2012, we designated 40 of these recommenda-
tions as priorities. Twelve of the recommendations are aimed at 
strengthening VA’s human capital management efforts. To date, 
VA has addressed six of the recommendations, but still needs to 
take action on the others, such as developing a process to accu-
rately count all physicians providing care at VA medical centers 
and developing a modern and effective performance management 
system. 

Beyond these specific recommendations, VA can use key talent 
management strategies that we identified for acquiring, 
incentivizing, and engaging employees, and thus be more competi-
tive in a tight labor market. 

As one example, while Federal agencies may struggle to offer 
competitive pay in certain labor markets, they can leverage exist-
ing incentives that appeal to a worker’s desire for schedules and lo-
cations that provide work-life balance. Likewise, improved perform-
ance management, professional development opportunities, and in-
volving employees in decisions that affect them could lead to higher 
levels of employee engagement and retention. 

Some of the challenges that VA is facing are part of a larger set 
of human capital issues affecting government as a whole. Struc-
tural issues impede the ability of agencies to recruit, retain, and 
develop workers, and these include outmoded position classification 
and pay systems, ineffective recruiting and hiring processes, and 
challenges in dealing with poor performers. 

In closing, while VA faces a number of staffing challenges, the 
future is not dismal, and there are a number of steps that VA can 
take within existing authorities and flexibilities to better address 
these challenges. 

Chairman Takano and Ranking Member Roe, I would be pleased 
to respond to any questions that you may have at this time. 

[THE PREPARED STATEMENT OF ROBERT GOLDENKOFF APPEARS IN THE APPENDIX] 
The CHAIRMAN. Thank you, Mr. Goldenkoff. 
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At this point, I will begin the questioning, recognizing myself for 
5 minutes. I would like to begin with Mr. Sitterly and Ms. Bonjorni 
regarding housekeeping staff, recruiting and retention of house-
keeping staff. 

This past June, the IG published a report that substantiated con-
cerns I raised in early 2018 about facility cleanliness and infection 
control at the VA Loma Linda Health Care System. Low pay and 
staff turnover among housekeeping staff were among the root 
causes the IG identified as contributing to the lack of cleanliness 
inside the medical center. When I visited the facility in early July 
to followup on the IG recommendations, there were 45 vacant 
housekeeping positions out of the roughly 150 authorized positions. 

In March 2019, Loma Linda requested special pay rates for its 
housekeeping staff and I am told that these must be approved at 
the department level. 

What is the status of that request, if you have that information, 
and have you approved these special pay rates for housekeepers at 
Loma Linda? 

Mr. SITTERLY. Mr. Chairman, let me start by answering the 
question, then I’ll let Ms. Bonjorni address Loma Linda specifically. 
But one of the challenges that we have and we are working very 
closely with OPM is delegations of the authorities to allow us in 
the Department to make the changes for special salary rates and 
hiring re-employed annuitants in some of those. Right now, the po-
sition is that we have to go to OPM to provide the data on any oc-
cupational series, including housekeepers, to show that the local 
wages are not where they should be according to the pay tables 
that we use. 

Yes, we are working on that specific request for Loma Linda with 
OPM, but every time there is a rate change we have to go back and 
do that. And so, as I mentioned, we are working very closely with 
OPM and they are very receptive to giving us delegations to allow 
those special salary rates. 

The CHAIRMAN. Ms. Bonjorni, do you have something to add to 
this at all? 

Ms. BONJORNI. Yes, just that we are also working to improve our 
recruitment abilities for housekeeping aides using the flexibilities 
we created for medical support assistant hiring under Hire Right/ 
Hire Fast approach, where we have hiring fairs and have a stand-
ing register of applicants to come through the process. 

The CHAIRMAN. Do you recommend any change in authorities for 
you in order to make this less cumbersome? Because this is a com-
mon refrain across the country. I am asking every medical facility 
I go to and they all indicate they have issues with housecleaning 
staff. 

Mr. SITTERLY. I don’t know that it requires legislation. It is a 
Title 5 under CFR. It may be an interpretation or it may be the 
statute, but the more authorities that we have in the Department 
that we don’t have to go to OPM for, the more flexible that we can 
be. That is not just for housekeepers, that is for everything. I will 
give you an example. At the senior executive level, we have to go 
to OPM to get the standards approved by other Government agen-
cies—— 
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The CHAIRMAN. Well, can you tell me how many locations you 
have approved special pay rates for housekeeping staff? If you don’t 
have that information, you can get back to me with it. 

Mr. SITTERLY. Yes, I don’t have that information with me, Mr. 
Chairman. 

The CHAIRMAN. I understand that the wages for VA house-
keeping staff are set through the Federal prevailing rate system 
through OPM, which may not adequately account for differences in 
pay between custodial staff working in a health care environment 
versus staff working in an office environment. To what extent has 
VA studied whether reclassification for this occupation is needed? 

Mr. SITTERLY. We have studied it and we agree it is needed. 
The CHAIRMAN. OK. Also, an interesting proposal that I heard 

from the Brooklyn VA recently, pay rates are part of the issue, but 
really the set-aside for veterans is—they are not proposing to get 
rid of the set-aside, but maybe if we have a system in place where 
if they could show they have done due diligence in trying to recruit 
veterans for the set-aside that that requirement after that point 
may become more flexible, so they can hire from the general popu-
lation more easily. What do you think about that? 

Mr. SITTERLY. We have 120 different hiring authorities, I would 
like very much to work with you and this committee and others to 
streamline those authorities to something simpler than that. We 
have 60 different pay tables in the VA that every time we make 
a change to a local salary we have to update the IT systems to be 
able to accommodate that. 

I would be willing to work with you to have a simpler H.R. sys-
tem in the VA and across the Federal Government. 

The CHAIRMAN. All right, thank you very much. My time is up. 
I am going to recognize Dr. Roe for 5 minutes. 

Mr. ROE. Mr. Chairman, I am going to wait until the end. I will 
need to be here for the whole hearing, so I am going to wait to ask 
questions until it is over, just so the other members may have 
somewhere they need to be. 

The CHAIRMAN. All right. Thank you, Dr. Roe. I should have done 
that. 

All right, go ahead, Dr. Dunn. 
Mr. DUNN. Thank you very much, Mr. Chairman. 
Mr. Sitterly, Secretary Sitterly, the committee has received re-

ports and they are confirmed by the VA’s Office of Labor-Manage-
ment Relations and General Counsel, that VA employees are of-
fered $100 cash during new employment orientation to join AFGE 
on the spot. Are you aware of this practice and what is your opin-
ion of this practice that appears to be a handout or a bribe to get 
new employees to join the union? 

Mr. SITTERLY. Dr. Dunn, I have heard of that, I have not verified 
that, my opinion is our employees ought to be making their own 
decisions. 

Mr. DUNN. You are the Assistant Secretary for HR, so that is 
kind of in your wheelhouse to know what is going on there? 

Mr. SITTERLY. Yes, sir, it is. That was just recently brought to 
my attention as well. My opinion is that our employees ought to 
be able to decide on their own. 

Mr. DUNN. I look forward to hearing back from you. 
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Mr. SITTERLY. Yes, sir. 
Mr. DUNN. Also, Secretary Sitterly, what, if any, is there a prac-

tical reason for the provision in the current collective bargaining 
agreement with AFGE that only allows an employee to leave the 
union and stop paying dues in a very narrow window of time each 
year that is unannounced and has automatic re-enrollment if they 
miss that, is there a practical reason for that? 

Mr. SITTERLY. Doctor, not that I am aware of, and that collective 
bargaining agreement is currently under negotiations. 

Mr. DUNN. I am so glad to hear that. It does seem to fly in the 
face of choice for your employees. 

Once again, Secretary Sitterly, can you please provide an update 
on the VA’s efforts to implement the President’s executive order to 
ensure that clinicians who are hired to care for veteran patients 
are focused on patient care and not spending any significant per-
centage of their time on—their official time on union activities? 

Mr. SITTERLY. Sir, you asked the question about physicians, 
which are under Title 38, so we have different authorities which 
are not covered under the executive order for Title 38 employees. 
So we have repudiated that time already and we are waiting for 
the courts to decide on the other three EOs. 

Mr. DUNN. So does that occur to—does that apply then to the 
other group, the Title 5? 

Mr. SITTERLY. No, sir, that does not. We are waiting for the 
courts to make a decision on those executive orders. 

Mr. DUNN. So, hypothetically, how much money would it save the 
taxpayers if we did have full implementation of that executive 
order? You would have clinicians that were doing clinical work or 
you wouldn’t have to hire so many clinicians in that case, I assume 
there is some savings, have we calculated that number? 

Mr. SITTERLY. We have done some sort of back-of-the-envelope 
math on that, Dr. Dunn. So—— 

Mr. DUNN. You have—— 
Mr. SITTERLY.—it is several millions of dollars. 
Mr. DUNN. Several million, excellent. 
Finally, let me say I am fully in support of Dr. Stone’s efforts to 

prohibit smoking in the VA medical facility campuses. It is clearly 
aligned with best medical practices, it aligns the VA with the rest 
of the health care footing in the country. However, I understand 
that there is still debate in these same negotiations that are going 
on right now and the union is continuing to push for the VA to pro-
vide smoking areas on VA campuses for the employees. Can you 
give us an update on the VA negotiations with the unions on that 
front? 

Mr. SITTERLY. I cannot give you an update on the negotiations, 
sir, but we have implemented no smoking across our medical cam-
puses currently. 

Mr. DUNN. So it is currently the rule that there is no smoking 
on the VA campuses? 

Mr. SITTERLY. Yes, sir that is correct. 
Mr. DUNN. That is good. That is a lot like all the hospitals that 

I ever worked in. 
I appreciate your time. Thank you very much, General, for the 

service to our VAs, they certainly deserve our very best efforts. 
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Mr. Chairman, I yield back. 
The CHAIRMAN. Thank you, Dr. Dunn. 
I now recognize Ms. Brownley for 5 minutes. 
Ms. BROWNLEY. Thank you, Mr. Chair. Thank you all for being 

here and, Mr. Sitterly, you have been with the VA now for maybe 
9 months or so? 

Mr. SITTERLY. Yes, ma’am, that is correct. 
Ms. BROWNLEY. And you came from the Air Force? 
Mr. SITTERLY. I did. 
Ms. BROWNLEY. No previous jobs with the VA other than this 

one. When you arrived, can you just explain to me or describe to 
me your assessment of the Department, where you thought where 
immediate improvements have been, and then talk a little bit 
about some of your successes in your short tenure. 

Mr. SITTERLY. Yes, ma’am. Thank you for the question, I appre-
ciate that. I think that my immediate assessment was I was 
shocked to find out how many folks, how many veterans were en-
rolling in the VA today, despite the fact that we have the smallest 
military that we have had since World War II, with the exception 
of the last couple of years where the end strength has increased. 
So my immediate question was, why do we have so many people 
enrolling? 

The answer is that access standards are better than they have 
been, care standards are high, people want to come to the VA now 
to receive their care, present company included. When I retired 
several years ago now, I didn’t have a disability or I didn’t apply 
for a disability, so there was no reason for me to be at the VA. 
Since I have been at the VA, they have some wonderful services 
for me, for veterans, outreach, that I was not aware of. And so that 
was my fist ah-ha moment is that we need to do outreach and we 
are doing, under the leadership of Dr. Linda Davis, a tremendous 
job outreaching to our veterans who we haven’t had enrolled in our 
facilities before. 

Ms. BROWNLEY. I was thinking more along the lines—— 
Mr. SITTERLY. Yes, ma’am. 
Ms. BROWNLEY.—of HR. 
Mr. SITTERLY. OK. The thing that sort of shocked me and the 

thing that Secretary Wilkie asked me to look at as my No. 1 pri-
ority, and the thing that best addresses the reports of the IG and 
of the GAO, is that we don’t have a manpower position manage-
ment model by which to assess our current vacancies. I have been 
engaged for the last 9 months and the chairman asked, who is ac-
countable for this, and I will tell you, ma’am, I am accountable for 
this, in putting together a position management system in which 
we can track the vacancies across the VA. 

When we talk about 50,000 vacancies, we have to qualify that 
number many different ways to assure that we know what we are 
talking about. For instance, with a 9.5 percent turnover rate 
across, let’s just use 400,000 employees for simple math, that is 
about 9500 positions that we have turnover every year times four 
and, if it takes 90 days to hire, that is 10,000 vacancies or so that 
will always be vacant because of the turnover rates that we have. 

When we look at the growth of the VA, 2 to 5 percent, as Dr. 
Roe indicated, 100,000 people in a decade. Over the last 5 years, 
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we have gone from 315,000 to 387,000 and, if Congress approves 
the President’s budget this time, we will be to 393,000. So we con-
tinue to grow our capacity, our capability in all of the services that 
we provide our veterans, it is growing exponentially every day—— 

Ms. BROWNLEY. But we can’t count the number vacancies we 
have? 

Mr. SITTERLY. We started by looking at our as-is by facility when 
we started this journey just before I got here. We have an IT sys-
tem that we have to get on track to allow us to put the right 
data—— 

Ms. BROWNLEY. Just—and I understand there is a lot to get—— 
Mr. SITTERLY. Yes, ma’am. 
Ms. BROWNLEY.—to improve upon these things, but just the real 

problem from your perspective, first 9 months, is we have no way 
of counting the number of vacancies? 

Mr. SITTERLY. We have no way of verifying the exact require-
ments and then keeping a person tied to a position versus a person 
tied to a personnel system. And so it is my responsibility and I will 
put into place business rules where 6,000 H.R. professionals across 
the VA have certain things they can change in a position and cer-
tain things that they can’t. And I—— 

Ms. BROWNLEY. OK, thanks. 
Mr. SITTERLY. Yes, ma’am. 
Ms. BROWNLEY. I have limited time. So I just want to ask either 

Mr. Missal or Mr. Goldenkoff, I am not sure which one of you can 
answer this, but I know in the Inspector General report you talked 
about there are portions—there were reporting mechanisms re-
quired within the MISSION Act, you talked about the fact that 
that was partially executed or executed in a way that was in larger 
categories, so therefore you couldn’t kind of get the exact count; am 
I correct on that? 

Mr. MISSAL. That is correct. 
Ms. BROWNLEY. OK. So there was something that was required 

in the MISSION Act to address this issue that you are raising, but 
yet the VA is not doing that. 

So my time has run out, but, you know, I would certainly like 
to have an answer. 

The CHAIRMAN. Is Mr. Bilirakis here? 
The CHAIRMAN. Mr. Steube. 
Mr. STEUBE. Thank you, Mr. Chair. 
Mr. Secretary, I represent—just to kind of orient you, I represent 

Southwest Florida, I have nine counties in Southwest Florida, and 
one of the clinics that I have in my district is in Port Charlotte. 
We have had limited and overwhelmed doctors seeing too many pa-
tients at the Port Charlotte clinic in my district. The veterans who 
go to this clinic rarely see the same doctor twice, many are referred 
to nurse practitioners instead of seeing a doctor. They are also let-
ting go of employees that should not have been let go with an al-
ready short staff. 

I have one veteran in my district who just got out of a private 
hospital and was told to see a cardiologist within a week. The VA 
hospital cannot provide him with a referral to see a cardiologist 
without him seeing a VA doctor first. The soonest he would see 
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that doctor was after 30 days, which I know falls within the time 
lines, but I don’t view that as acceptable. 

Bay Pines, to give you an idea, most of the people in my district, 
including myself, who get services through the VA go to Bay Pines, 
Bay Pines is 2 hours from Charlotte County. It is an hour and a 
half, hour and 45 from my house. If veterans in my district who 
live in Hardee, Desoto, Highlands, or Okeechobee, they are having 
to also drive, that is another probably 45 minutes, so you are prob-
ably talking 3, three and a half hours to get to Bay Pines. 

Like I said, the VA hospital couldn’t provide him with a referral 
within the time line and, because Bay Pines is 2 hours away from 
his home, he called an ambulance, went to the closest ER down the 
street. It turns out it was a life-or-death matter and he could not 
have waited the 30 days. 

This is a situation for many of the veterans in my district, it is 
a situation that I have faced personally. The clinic that I am as-
signed to is in Manatee County, which is not in my district, but it 
happens to be the closest clinic to my residence, and same scenario. 
I need a hernia repair. You go to a doc, you see your primary care 
guy, which, you know, maybe you can get in within a 30-day period 
of time to see your primary care guy, which it may be the same 
guy you saw a year ago, probably not, to then get a referral to go 
to Bay Pines, which is then going to take you another 30 to 60 days 
to get somebody that you don’t know who you are going to see for 
the first time. 

This is a situation that I have personally experienced, many vet-
erans in my district have experienced. We have a very large vet-
eran population in my district. It is Florida, everybody likes to 
come and retire to Florida, especially Southwest Florida, so we 
have a very large veteran population. The clinic in Port Charlotte 
is understaffed, which is the one in my district. What do you sug-
gest to these veterans in critical conditions do in the meantime and 
is there any plans to fully staff at least the Charlotte clinic? 

Mr. SITTERLY. Thank you for your service. I am not familiar with 
the staffing issues that you have there, and I am also not the ex-
pert on MISSION Act and the decision support tools and commu-
nity service opportunities that our veterans have, but I would glad-
ly like to visit there with you to talk about the staffing issues that 
we have and to get our arms around exactly what it is that we 
need to do to take care of our veterans. 

Mr. STEUBE. How soon would you be able to meet to discuss 
these issues? 

Mr. SITTERLY. The week after next. 
Mr. STEUBE. I have a staff person here, she will followup with 

your office, because I was supposed to meet with Secretary Wilkie, 
was it next—tomorrow, and he canceled, to discuss these issues 
and many others. So if—— 

Mr. SITTERLY. I am happy to come over and talk—— 
Mr. STEUBE.—I could meet with you—— 
Mr. SITTERLY.—yes, sir. 
Mr. STEUBE.—in a reasonable amount of time, I would like to do 

that. 
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Mr. SITTERLY. I am going to visit some facilities next week and 
I would be happy to come over when I get back and meet with you, 
and Ms. Bonjorni as well. 

Mr. STEUBE. Yes. I mean, I can’t speak for other rural districts, 
but my district is considerably rural. I go from—if anybody is fa-
miliar with Florida, I go from almost one coast to the other, and 
so it is a real challenge for those in Southwest Florida because your 
closest hospital is Bay Pines. So that, obviously, with the time-
frames and the referrals that are necessary to see a specialist, 
causes lots of challenges for the veterans in my district. 

I will have my staff today reach out to yours and hopefully we 
can arrange that. 

Mr. SITTERLY. I am happy to do that, sir. 
Mr. STEUBE. All right, thank you. 
Mr. SITTERLY. Thank you. 
The CHAIRMAN. The gentleman yields back. 
We now have Miss Rice—are you here? She is not here. 
Mr. Brindisi? Ms. Luria? 
Ms. Luria, you are recognized for 5 minutes. 
Ms. LURIA. Well, thank you for being here today as part of the 

panel. I represent a large portion of Hampton Roads, which has a 
very large veterans concentration, and I have had the opportunity 
three times this year to visit the Hampton VA Medical Center. And 
I have heard each time from different groups, both from employees 
and from leadership and management, we are now on the third di-
rector since I have been in office less than a year. One moved to 
Richmond, then we had an interim director, and starting just, I be-
lieve, yesterday the new director was installed. So I look forward 
to sitting down with him and going over some of my concerns. But 
what I hear each time is the length and the complexity of the hir-
ing process. 

And each time that I have heard this I have tried to get at what 
is the reason that it takes so long. And one thing that is high-
lighted is the fact that the process must recertify the person’s cre-
dentials every time, back to their degree, to their licensing, to their 
medical board certification, which I understand it is very important 
to confirm these things before employing an individual, but I also 
understand that this happens even if the person is already em-
ployed with the VA at a different VA medical center and then 
moves to the Hampton VA, even if the person is already employed 
as a physician or a nurse, for example, within DOD health system. 
And I have yet to understand if this is a statutory requirement or 
if it is just within the VA policy for hiring that this is required, 
even if the person is already employed by the Government, doing 
the same job with the same credentials. 

Do you have any insight onto that and how we can help smooth 
and quicken that process? 

Ms. BONJORNI. Sure, I am happy to try to address your question, 
Congresswoman. 

It is not statutory that we have to re-credential people as they 
move across facilities, it is not even policy right now. So if that is 
occurring, then we will move to correct that. It has historically 
been happening. Unfortunately, right now there is not a direct 



17 

linkage between the DOD system and the VA system that we use 
to track credentialing, so we have some opportunities there. 

Ms. LURIA. OK, we are limited on time. So I would love a fol-
lowup, and specifically a followup with regards to the new director 
at the Hampton VA Medical Center to understand if just within 
their practices locally they have been doing something that is actu-
ally hampering the time line to hire people. 

And then also I serve on the Mil-Per subcommittee as well, so 
I think that we have a good relationship between the VA and DOD 
policies, if there is a way to write something in that allows that 
streamlining, because it happens incredibly frequently within our 
region that people find job opportunities and move back and forth 
between these facilities. 

I did see in the material that was presented prior to the hearing 
today the data about attrition or turnover. What I find is that, you 
know, it is taking so long to get someone on board, yet once we 
have them there, we are not keeping them. And statistically I 
wasn’t aware of, you know, throughout the health care industry 
that there is a relatively higher turnover. In most professions it 
seemed that the VA nationally is below that threshold, but I do 
find that, you know, specifically within our VA medical center that 
I have had the opportunity to visit, that there are a lot of morale 
problems and challenges for employees, a lot of employees who feel 
like their concerns are not being adequately adjudicated. What do 
you have in mind to just improve retention? It could nationally 
meet a threshold that is better than the rest of the industry, but 
certain VA medical centers—and ours does rank in the bottom 30 
in the country statistically—do you have any programs to improve 
that and to retain good professionals who we have already on 
board? 

Mr. SITTERLY. Thank you for that question. Actually, you know, 
as you look across the entire VA enterprise, there are different 
issues that we have at different facilities based on where you are 
and it is not all monetary incentives, as you know. 

One example is, in our all-employees survey we determined that 
for physicians who have trainees and residents, that they are more 
likely to stay than those that don’t. We are looking at our program 
to make sure that we have teaching opportunities, because that 
will directly impact retention. 

A non-monetary incentive, ma’am, since you are on the Armed 
Services Committee, you understand that the DOD has the very 
best parental leave policy in the entire Federal Government for 
those in uniform. For Federal employees, we get zero parental 
leave for Federal employees. I would like very much for the VA to 
be a pilot to have the same authorities that the Department of De-
fense has for parental leave, paid parental leave. I think with 
85,000 nurses, most of whom start their careers, if they are in our 
intern programs, young, that would be a great incentive for reten-
tion as well. 

As we look across some of our other authorities that we have, re-
tention obviously is important to us, but the statistics you have to 
look a little closer at. When we look at the quit rate, we are at 3.3 
percent for nurses this year and over 4 years that quit rate has 
been decreasing. Same thing for physicians. So when you look at 
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the turnover rate, a lot of those are voluntary retirements, those 
are voluntarily going to another facility, but our quit rates are ac-
tually extremely low and they are at a 4-year low. 

So our retention, frankly, is doing well, but, again, as you go 
across the enterprise, it does vary greatly location to location. 

The CHAIRMAN. We need to move on. Thank you. 
Mr. Banks, you are recognized for 5 minutes. 
Mr. BANKS. Thank you, Mr. Chairman. 
Ms. Bonjorni or Mr. Sitterly, how many different hiring authori-

ties does VHA have for Title 38 positions, meaning medical posi-
tions? 

Ms. BONJORNI. Well, underneath Title 38, we have pure Title 38 
for a smaller number of occupations, then we have hybrid Title 38, 
which has elements of Title 38 and Title 5. So two primary hiring 
authorities, but then we have a variety of other special authorities 
and carveouts within that that allow us to follow different rules. 

Mr. BANKS. The answer is several? 
Ms. BONJORNI. Yes. 
Mr. BANKS. But there is not a specific answer, but several. 

Maybe you could provide the committee with a chart of what 
those—— 

Ms. BONJORNI. Sure. 
Mr. BANKS.—authorities are. 
Mr. Sitterly, how many of those hiring authorities do human re-

source officers use on a regular basis? 
Mr. SITTERLY. 7306, 7401–1, 7401–3, 7405 are the four primary 

ones that we use on a regular basis. 
I would also mention, if I may, another area that you can help 

us with is our market pay for medical center directors, going back 
to the issue that we have. Regrettably, when we look at the com-
plexity of systems between Title 5 and Title 38, and when we add 
additional appointment authorities, sometimes we don’t dot the Is 
and cross the Ts. While I have direct-hire authority for medical 
center directors, I can only pay them at $156,000 a year if they are 
not Title 38. 

By fixing that, it will improve our ability to hire senior level di-
rectors at our medical centers that are other than Title 38—— 

Mr. BANKS. Then we also—— 
Mr. SITTERLY.—and then we also have hybrid Title 38—— 
Mr. BANKS. So follow on that line of thinking for a moment. How 

many Title 38 hiring authorities would you say you need in order 
to hire effectively? 

Mr. SITTERLY. Four. 
Mr. BANKS. OK. Mr. Sitterly or Mr. Oswalt, your testimony re-

fers to an OIT vacancy rate that was historically high, but is now 
lower. What were the vacancy and attrition rates historically and 
what are they now? Mr. Oswalt. 

Mr. OSWALT. Thank you for the question. Historically, it has 
been in the 5 to 6 percent range. I think right now it is currently 
approximately 8 and a half percent, so we have seen an up tick 
with that. I guess, given the overall aging of the workforce, that 
is not totally unexpected. But we have made a concerted effort over 
the past 18 months to broaden our recruitment net where we are 
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actually, right now, we are pretty much maxed out on our hiring 
with the available funding we have. 

Mr. BANKS. OK. Mr. Oswalt as well. In today’s testimony and in 
recent meetings with the staff, OIT gives the impression that it 
does not have a significant staffing problem. You seem to be saying 
the staffing situation is comparable to that of other chief informa-
tion officer organizations at Federal agencies; would you say that 
is accurate? 

Mr. OSWALT. Well, getting back to what Mr. Sitterly had said 
about our projecting the requirements versus what we have fund-
ing to hire, that would be the demarcation. I mean, if we use the 
staffing model now that is currently in its final stages of develop-
ment, we can project that there is additional resources, IT re-
sources needed, but given the realities of the appropriation that we 
have, we are at full capacity in that regard. 

Mr. BANKS. OK. I understand that you have prioritized hiring for 
cyber-security positions. What other positions does OIT consider 
important and difficult to staff? 

Mr. OSWALT. Anything in the information—or in the IT job series 
we consider to be a high priority, information security being the 
most critical one, but we also have enterprise architectures, and 
primarily I would think the next below cyber-security would be 
project managers. 

Mr. BANKS. OK. How do you plan to use the direct-hire and re-
tention pay authorities that Congress granted the VA for those po-
sitions? 

Mr. OSWALT. For the cyber-security, we have been—we are in the 
second year of offering cyber retention pay and we have seen a con-
siderable drop in the turnover, the attrition of these information 
security specialists. For direct-hire authority, we are using that, 
when we said earlier that we are casting a wider net, that is one 
of the things we are doing is we are going out with standing open 
announcements where there is continually a pipeline of folks com-
ing in and applying that we are able to select from or interview 
based on that open and continuous announcement, and then exer-
cise our hiring authority. 

Mr. BANKS. OK, thank you very much. 
I yield back. 
The CHAIRMAN. The gentleman yields back. I now recognize Ms. 

Lee for 5 minutes. 
Ms. LEE. Thank you, Mr. Chairman. Thank you all for being 

here. 
I wanted to touch on governance within VA. It seems to be chal-

lenge with all facets of VA management, but really comes down to 
leadership and accountability, and human capital governance has 
complicated VA’s decentralized management. What part of—for Mr. 
Sitterly—what part of VA is ultimately accountable for addressing 
the human capital challenges? 

Mr. SITTERLY. I am. 
Ms. LEE. You are? OK. 
Mr. SITTERLY. Yes, ma’am. 
Ms. LEE. How do you coordinate with VISNs, individual facili-

ties? 
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Mr. SITTERLY. Ms. Bonjorni is the Chief Human Capital Officer 
for VHA, Ms. Beers for the Veterans Benefits Association, and Dr. 
Lisa Thomas for the National Cemetery Administration. I see those 
three people more than I see my family. There is not anything that 
we put in policy and governance that we haven’t discussed, that we 
don’t collaborate on, that we don’t talk about. 

Ms. LEE. Mr. Goldenkoff, I wanted to ask you, there has been 
some leadership turnover, and how has that—and challenges—how 
has that affected the VA’s ability to make sustainable improve-
ments in human capital management? 

Mr. GOLDENKOFF. It has been extremely problematic. Leadership 
continuity is so important because, you know, if you have a plan 
in place, if you have a strategy in place, leaders set the tone. As 
long as there is that consistent turnover, a lot of that just never 
happens or it is just much more difficult to happen when essen-
tially the people at the top are temporary employees. 

Ms. LEE. Thank you, thank you. 
I want to turn now—as you know, I am the chairwoman of the 

Electronic Health Record Modernization. A GAO 2018 report cited 
having quality, experienced program staff as a critical factor in the 
success of major IT acquisitions, also noted the importance of con-
sistency and stability of government and staff in achieving these 
goals. 

Mr. Oswalt, what specific steps has the VA and the Office of 
OEHRM taken in furtherance of these critical factors? 

Mr. OSWALT. Well, there is a standing Integration Office in the 
Office of Information Technology headed up by one of our IT senior 
executives, who happens to be a clinician as well, so there is a con-
stant, ongoing dialog there. The individuals who are at the initial 
operating capacity sites, the IOC sites, are working, what we call, 
shoulder-to-shoulder with the VA/VHA folks to develop the clinical 
workflows and to respond to their needs as our customers. In con-
junction to with the EHRM staff, my staff in particular, we provide 
a great deal of logistical support to the EHRM folks in terms of 
budget space and H.R. support. 

Ms. LEE. What percentage of the OIT staff is assigned or tasked 
with the EHRM project, do you have a percentage? 

Mr. OSWALT. No, ma’am, I don’t, but I will be able to get that 
back for you. 

Ms. LEE. Can you get that for me? You know, I am just sort of— 
obviously, the concern with supporting your ongoing IT, as well as 
this enormous oncoming project and the stress that it puts on your 
IT personnel, and obviously with your vacancy rate as well, it is 
a big concern as we move into the implementation to make sure 
that we are moving forward to that. 

Do you know what the turnover rate for your OIT personnel is 
and in what—do you have any idea about the turnover rate for the 
personnel responsible for the OEHRM? 

Mr. OSWALT. No, ma’am, I don’t. Given that this is within just 
the last 18 months, I don’t think we have the metrics on that. A 
number of OIT employees have moved over and been hired by the 
EHRM staff. So, in effect, we are fully embedded with them based 
on the relationships that exist between people and we are back-
filling the positions that, you know, were vacated by that. 
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So I don’t have any metrics on turnover, but, again, I will be able 
to provide that to you. 

Ms. LEE. Great. Thank you very much. My time is up. 
The CHAIRMAN. The gentlelady yields back. 
I now recognize Mr. Watkins for 5 minutes. 
Mr. WATKINS. Thank you, Mr. Chairman. Thanks for being here. 
There is a lot of discussion on the challenges that the VA and 

the rest of the health care community has with regards to recruit-
ing and retaining good staff and clinical support staff, but the VA 
has a lot of benefits that they offer potential employees. Why 
should potential employees, who could be listening, or those with 
whom I speak with, why should they consider a career in VA? This 
is open to anybody. 

Mr. SITTERLY. I will start. It is a noble mission taking care of 
America’s heroes, our veterans. When you look at, beyond that, the 
research that our doctors get to do in our facilities, that our clini-
cians get to do in our facilities, they are on the cutting edge in 
many, many areas of making discoveries in modern medicine. The 
same thing can be said for all of our employees. 

I don’t know if you have visited a national cemetery lately, sir, 
but the most honorable place, they are clean, they are respectful. 
It is just a wonderful way to serve your country. 

Mr. WATKINS. Excellent. Thank you. And then the followup to 
that, how can the VA better articulate these advantages of working 
with the VA beyond just the salary? 

Ms. BONJORNI. I would say that we have a lot of great resources 
out there that we use in our marketing materials to candidates, 
when we are reaching out directly to providers to try to convince 
them to make the switch to come over to VA. So we offer such 
things as our better quality of life. They don’t have to worry about 
spending all their time on billing and racing to get through their 
patients in a day, it is a much different model of care that we pro-
vide in the VA, and that attracts a lot of our providers to come 
work for us where they can provide more of a whole health ap-
proach rather than cranking out patients every day. Our website, 
VA Careers, offers a lot of information about our monetary and 
non-monetary benefits as well. 

Mr. OSWALT. I would add, sir, that approximately 60 percent of 
IT employees are veterans. So, to echo what Mr. Sitterly was say-
ing, veterans serving veterans is a belief, core belief we have. 

I would think too—and this is just pure speculation on my part— 
that increased outreach for transitioning servicemembers is a noble 
and lofty goal that I think, you know—I mean, you have people 
who from day one are dedicated and ready to work. 

Mr. WATKINS. Excellent. Thank you. 
The Association of American Medical Colleges projects that the 

U.S. will have a shortfall of some 120,000 physicians by 2030. 
What can Congress do today to ensure that the VA can effectively 
recruit highly qualified doctors despite this shortfall? 

Mr. SITTERLY. Sir, I will start with that. Give the VA the author-
ity to provide salary support, enable us to send medical students 
to the Uniformed Services University. As the Department of De-
fense moves their Defense Health Agency model around, I think 
you will find, and we have spoken to the Dean of the Uniformed 
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Services University, that they have excess capacity and we would 
love to be able to grow our own doctors. 

We are using some authorities that Congress gave us in the 
Choice in Quality Employment Act to do more scholarship pro-
grams in other facilities, we are trying to—Dr. Roe has been a 
coach for us in getting our own doctors to help recruit our doctors. 
One hundred and 20 two thousand students and residents come 
through VA hospitals every year. Last year, we increased the num-
ber of psychiatrists and health care providers by a net 1,000 by 
having a very targeted recruitment toward those students. We still 
have 2,000 more vacancies to go that we know of with current re-
quirements, so we are targeting those folks as well. 

Mr. WATKINS. Well, thank you very much. Thanks for being here, 
to the panel, thanks for what you do for our veterans and our coun-
try. 

I yield back the remainder of my time. 
The CHAIRMAN. The gentleman yields back. 
Miss Rice, you are recognized for 5 minutes. 
Miss RICE. Thank you, Mr. Chairman. 
Staffing challenges have been an ongoing concern at the 

Northport VA Medical Center, which serves veterans in my district 
and throughout Long Island. Within the past 2 years, Northport 
faced considerable turnover in virtually all of its key administrative 
roles, including 4 medical center directors, 3 chiefs of staff, 3 nurs-
ing department directors, and a heads of the human resources de-
partment who all left the facility. 

Last year an OIG investigation shed some light on nursing short-
ages at the medical center that led to quality of care issues and the 
highest number of vacancies continues to be for nursing staff posi-
tions. 

To improve recruitment of retention of nursing staff, the facility 
has proposed new salary levels to address the significant pay dif-
ferentials that exist between VA and private sector salaries. I just 
met in my district with the head of the—I guess—I don’t know if 
he is real or acting director. It is my understanding that the new 
salary levels must be approved at the VISN level. 

So, Mr. Sitterly, I guess this question would be for you. Can you 
provide any details about the approval process at the VISN level, 
what that entails, and how long it usually takes, and what author-
ity do VISN leadership officials have to either effect or weigh in on 
facility level staffing,whether it is authorized staffing levels or the 
actual hiring process? 

Mr. SITTERLY. I will start the conversation and ask Ms. Bonjorni 
to help me with her experience. But there are a couple of issues 
that you have brought up I would like to address. And the first one 
is authorizing market pay for our medical center directors them-
selves, depending on whether they are Title 5 or Title 38, and to 
allow us the flexibility to establish those market pays. 

The other issues is just in general. We do market salary surveys, 
and then we come back and determine what is the right rate to pay 
the folks based on that particular market. I don’t mean to sound 
flippant, but I would say that every VA facility is a handmade 
wooden shoe when it comes to the human capital dynamics of that 
particular area. 
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For instance, in San Francisco a neurosurgeon can get paid 
downtown close to a million dollars, 800 and some thousand. We 
can only pay them up to the aggregate $400,000. I can never com-
pete with that. 

When you get to more rural areas in America, the average salary 
is less than it is nationwide and I can’t compete because when I 
do the survey of market data they are already getting lower pay. 
So I can’t raise that pay above market rate. 

To give us more—and your particular facility I haven’t done the 
research on exactly. But I suspect that it is probably a high area. 

Miss RICE. Yes. 
Mr. SITTERLY. We don’t have to have any additional authorities 

in order to set those pay rates. But what we have to do is continu-
ously do the market surveys to determine what the local pay rates 
are, and then they have to be approved through the chain to offer 
those salary rates. 

I will let Ms. Bonjorni add to that if she wishes. 
Ms. BONJORNI. For nurse salary rates in particular, those go 

through the VISN, from the facility to the VISN and then from the 
VISN up to my office. For Northport in particular, we are working 
with them to make sure that those get processed in a timely fash-
ion. We have moved to a model of having compensation managed 
at the network level to make sure that we are looking across the 
entire market and setting pay appropriately. 

We do still have some challenges in that, even when we look at 
the market and see that we need to make a change. There are caps 
within statute that we cannot go over, even if the market indicates 
it. 

Miss RICE. Well, I mean, I think we have to address this issue 
because I agree with you that we are not going to—the Federal 
Government is not going to be able to compensate people at the 
level that they get in the private sector. If it means us acting to 
raise those caps, if that is where the authorization comes from, 
that is what we have to do because this is not just a morale issue, 
although it certainly affects the morale of the employees. This is, 
are the veterans getting the kind of healthcare that they deserve, 
and the answer is in some instances, no. And it should never be 
because we are not paying people enough money to, you know, you 
to get them to come. 

So, Mr. Missal, this question is for you. There has been, you 
know, well documented significant leadership turnover and vacan-
cies at VA over the last few years. We see this happening not only 
at the facility level as I just talked about, but department-wide. 

In your view, how has this affected VA’s ability to make more 
meaningful progress toward addressing outstanding recommenda-
tions from OIG and GAO? And I think it is important to kind of 
frame this by mentioning a comment that the president made him-
self that he actually likes the flexibility that keeping people in act-
ing positions gives him. 

But we all know that that is not—first of all, I don’t agree with 
that. I mean, you should have—they should be approved through 
the process and you shouldn’t have an agency like the VA being 
constantly run by someone in an acting position. 
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In your opinion, how has that affected the ability to get the kind 
of changes that we are talking about done with people who are ac-
tual employees who are doing the grunt work? 

Mr. MISSAL. I have had the privilege to be the inspector general 
for 3 years, 4 months and 16 days, and in that time I have served 
with 5 different individuals who have been the secretary—— 

Miss RICE. Yes. 
Mr. MISSAL.—and an almost equal number for other secretaries 

of health and other senior positions. It is very difficult for those 
people, if they are in an acting position, to present their vision for 
what they want to do to get the respect of the staff as to following 
what they do, and almost as importantly, having a leadership 
group who work together well, who communicate because in any 
large organization it is not going to be 1 person or 2 people. It is 
going to be a number of different people who are leading. And if 
they don’t have experience working together, it makes it that much 
more challenging. 

Miss RICE. I think this is an issue that we—my time is up, but 
I think this is, you know, we need to communicate that acting posi-
tions and this kind of turnover are not helpful to the efficient run-
ning of an agency as important as the VA and helping our vet-
erans. 

Thank you, Mr. Chairman. I yield back. 
The CHAIRMAN. All right. Thank you, Miss Rice. 
Mr. Sablan, you are recognized for 5 minutes. 
Mr. SABLAN. Thank you very much, Mr. Chairman. And good 

afternoon, everyone. 
The VA acquired HR*Smart, this new software for human re-

sources management in 2016, and in December 2017 VA began 
working on a department-wide position management cleanup in 
HR*Smart. But according to the inspector general, VA has yet to 
complete this position management cleanup nearly 2 years later. 
Therefore, discrepancies exist between this number of full-time em-
ployee equivalents authorized at VA medical facilities and the 
number of positions appearing in HR*Smart. 

For some facilities the IT found that HR*Smart overstated the 
number of positions by as much as 20 percent, while at other facili-
ties the number of positions for were unaccounted by as much as 
8 percent. 

So, Mr. Sitterly and Ms. Bonjorni, why is VA’s position manage-
ment cleanup taking so long? Shouldn’t this be finished by now? 

Mr. SITTERLY. Thank you for the question, Congressman. It is a 
complicated answer and I will try to make it as simple as I possibly 
can. 

But HR*Smart is our personnel data base system. We never had 
a manpower requirements piece of that in the system. And so the 
data cleanup is in the personnel actions as we went in 2016 from 
one system to another. When we started our manpower position 
management journey, we started with the as is, if you will, on what 
positions were currently across the VA, input them in. 

Now what we are cleaning up is we have positions where let’s 
say you have a requirement for a left-handed monkey wrench tur-
ner and a right-handed monkey wrench turner, but you can only 
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find two left-handed ones. So is that good enough to put into this 
position, yes or no. 

You know, that’s probably a simplistic answer, but when you 
start talking about specialties across the entire VA, you may have 
a physician’s assistant that you have hired because you couldn’t 
hire an RN, or you may have a food service worker you hired in-
stead of an RN. 

As we get to the position management across the entire VA, un-
derstanding the metric that we need to be able to assess and then 
to surgically input where we need recruiting, retention, and reloca-
tion bonuses, that will better help us define where those require-
ments are. 

Mr. SABLAN. That still doesn’t answer my question of why it is 
taking so long. 

Mr. SITTERLY. So HR*Smart, sir—— 
Mr. SABLAN. Yes. Who—— 
Mr. SITTERLY.—will require—— 
Mr. SABLAN.—who decided to acquire this software or whatever 

it is? 
Mr. SITTERLY. I cannot speak. That decision was made probably 

in 2015. It came on board in 2016. But we are adding new capa-
bility to the system every day. Not all of it is rolled out as I would 
like it, but we are adding the opportunity for us to track our resi-
dents and our students, and we will be able to do that soon so that 
we can better recruit them. We will have them in a data base sys-
tem, our employee relations. So we are continuing to build out that 
system. 

I also have to tell you that productivity standards for the VA is 
not something new. We have always had them, and we have about 
40 percent of everybody now that meets some sort of a manpower 
determinant. To put the business rules in place and to get each of 
those positions into the IT system is what we are working on now. 

Mr. SABLAN. Well, I don’t think it is easy, but I think it is nec-
essary that it must be done because, you know, you need the data 
to make good decisions. 

Mr. SITTERLY. Yes, sir. 
Mr. SABLAN. And so, Mr. Missal, does the Department’s expla-

nation seem reasonable to you, what was just answered? Should it 
take 2 years for VA to complete this position management cleanup? 

Mr. MISSAL. It is hard for me to say since it is their system. We 
have reported that they need to continue to work to improve 
HR*Smart. We have identified some issues, and they have com-
mitted to doing so. 

Mr. SABLAN. Is HR*Smart the right program, the right software 
for what the VA is faced with? 

Mr. MISSAL. I think it can be. There are a lot of different prod-
ucts out there. It’s their decision as to which one they want to use, 
which one they think is going to be the most effective for their 
needs. 

Mr. SABLAN. So you can’t say for sure? 
Mr. MISSAL. I can’t say for sure. 
Mr. SABLAN. You think there could be maybe a better system out 

there? I mean, we don’t want to be back here 2 years from now and 
still be talking about, you know, all of these issues. 
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Mr. MISSAL. I agree with you. IT is—— 
Mr. SABLAN. It’s unfair to our veterans. 
Mr. MISSAL.—an issue that comes up in a lot of different matters 

we work on. 
Mr. SABLAN. All right. So let me ask one more question. Actually, 

my time is up, Thank you. 
The CHAIRMAN. Thank you. 
Mr. SABLAN. Thank you. 
The CHAIRMAN. I appreciate that, Mr. Sablan. 
Mr. SABLAN. Thank you very much. 
The CHAIRMAN. I do. 
Mr. Lamb, you have 5 minutes. 
Mr. LAMB. Thank you, Mr. Chairman, and thank you to all the 

witnesses for being here with us. This is such an important issue. 
We hear about it at every VA that we visit. I just think the VA 
employees themselves are kind of crying out for some extra help in 
a lot of cases, and we want to make sure we get it to them, and 
for the patients, too. 

I know a lot of our conversation today has probably been about 
doctors, and I apologize. I just came in. I wanted to talk to you 
about non-doctor jobs, particularly the medical technician and 
other types of jobs that require training cycles that are a little bit 
shorter and cheaper maybe from a community college or even from 
some non-college programs. 

I know we have—in Pittsburgh there is a great program called 
the Manchester Craftsman Guild and there are similar programs 
in different places around the country that are really good at train-
ing medical technicians. 

We have such a strong healthcare economy in Western Pennsyl-
vania that those people get jobs and they are good-paying jobs, 40, 
50, 60 grand a year. They are competed for actually because these 
programs are so good at them. But when I met with some folks 
there the VA wasn’t really even on their radar screen. They weren’t 
thinking of it as a destination for their students. 

I was just curious, do any of the VA witnesses know, do we have 
formal partnership programs with kind of community organizations 
like this or with community colleges? 

Ms. BONJORNI. Sure. Thank you for the question. And that is an 
important one because medical technologists are a key part of our 
workforce, and they are on our list of shortages. 

Our national recruiters have been primarily focused on physician 
recruitment since that is where our focus needs to be in many 
cases. We also need to focus on these other occupations. 

We do have relationships with many schools across the country. 
Our health professional trainee programs allow us to bring in folks 
through different local schools. It sounds like we have at least one 
that we haven’t reached out with to partner with, and we would 
be happy to meet with you to figure out how to do that. 

Mr. LAMB. Just so I know, where does the hiring authority exist 
for folks like that? Is it at the individual hospital level? 

Ms. BONJORNI. Yes. 
Mr. LAMB. OK. 
OK, now to doctors, again, for any of the VA witnesses, since 

MISSION Act has increased the amount of debt repayment, I know 
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it has been a pretty short period of time, but do you have any data 
or feedback yet showing if that makes a difference or are you get-
ting that impression? 

Ms. BONJORNI. Yes. Already we have seen a significant uptick in 
the usage among our physicians. The average award amount has 
gone up significantly since the MISSION Act passed and we were 
given more authority. 

Mr. LAMB. That’s great. And did it go overall from, what, 140 to 
$200, was that it or—— 

Ms. BONJORNI. $1500, yes. And so our average award amount 
was around $77,000 prior to MISSION Act passing, and now it is 
up to 113,000—$115,000 on average. 

Mr. LAMB. OK. And what commitment are we asking people to 
get the full reward, how many years? 

Ms. BONJORNI. Well, each year that you are a part of the EDRP 
program, essentially it is paid in arrears. So it goes up to 5 years 
and it is paid out after you have completed the year. 

Mr. LAMB. OK. So you have to do 5 years to get the full benefit? 
Ms. BONJORNI. To get all the way to the $200,000. 
Mr. LAMB. Yes. Then in this program if you leave before the 5 

years are up, do you have to repay what was already given to you 
or—— 

Ms. BONJORNI. No, because it is paid in arrears. You have done 
the time—— 

Mr. LAMB. It is paid in arrears. That’s good. 
Ms. BONJORNI.—once you get it. 
Mr. LAMB. See, when I was at the Department of Justice we had 

a similar thing, but if you left before the 3 years was up, you had 
to pay it back which I had to do when I ran for Congress. 

[Laughter.] 
Mr. LAMB. Yes. I like the way yours is structured. That is good 

for talent. 
On the issue of the geographic disparities, I have visited a few 

VA facilities in Pennsylvania, not in my district, that have a hard 
time keeping and attracting mental health, especially which I know 
is a system-wide problem, just kind of based on where they are, a 
little isolated. 

Has anyone talked about whether you could use loan repayment 
to give even an additional benefit to people that are willing to go 
to the areas where we really need people the most? Maine is an-
other example I hear of a lot. Have we talked about increasing the 
rewards even further for those specifically targeted people? 

Ms. BONJORNI. Yes. Absolutely. We have a group right now that 
is looking at how to enhance our trainee recruitment among physi-
cians and health profession trainees. As part of that review they 
have identified we need to have a more strategic approach to put-
ting together our compensation packages so that facilities that are 
in those harder to reach areas understand exactly what kind of 
package they should put together to offer people to come on board. 

We are also focusing on recruiting those trainees and trying to 
find ways to match them across the country so that they can’t con-
fine positions not just where they are training, but also elsewhere. 
If they would like to, for example, move home to Maine or else-
where. 
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Mr. LAMB. OK. Yes. Great. Thank you for that. I mean, it strikes 
me that with the lower cost of living in a lot of these placements, 
and enhanced debt repayment or enhanced salary or all 3 could 
combine to a really nice, you know, incentive for somebody. But we 
might have to put our thumb on the scales a little bit more. 

Thank you, Mr. Chairman. I yield back. 
The CHAIRMAN. Thank you, Mr. Lamb. 
Mr. Cisneros, you are recognized for 5 minutes. 
Mr. CISNEROS. Thank you, Mr. Chairman. Thank you all for 

being here today. 
The VA Office of Inspector General found that 3 frequently cited 

categories for reasons of VA staff shortages is due to a lack of ap-
plicants, non-competitive salaries and high staff turnover. 

Mr. Missal, in your opinion what more needs to be done to ad-
dress the issues of high staff turnover and retention? 

Mr. MISSAL. A number of things should be done. First, I would 
like to emphasize that leadership at different facilities is so impor-
tant. That really sets the tone of the facility. People want to work 
at a place where not only they feel like they are fulfilling the noble 
mission of VA, but that working with people who have the highest 
integrity. So working leadership is very important. 

Also, VA has a number of different recruitment tools that they 
can use and they do use. And there could be opportunities for them 
to use them more aggressively and more effectively. 

Mr. CISNEROS. One of the recommendations you provided for was 
to engage employees as engaged employees are more productive 
and less likely to leave. 

Can you elaborate on that, please? 
Mr. MISSAL. Sure. It goes back to my previous answer, which is 

if employees feel that they own the mission, that they are part of 
helping veterans get the services and benefits that they so richly 
earn and deserve, then they are going to feel more committed to 
their job. If they feel like the job is not meeting those goals, then 
it is going to be much harder for them to want to stay. 

Mr. CISNEROS. Thank you. 
Now the VA cannot accomplish this mission without dedicated 

people behind it. For at least 2 decades the Government Account-
ability Office has documented how the VA has fallen short with its 
management of human capital. In 2019, GAO provided 8 priority 
recommendations to VA for addressing human capital, which in-
cludes accurate counting of positions, assessing the effectiveness of 
recruitment, developing effective performance management sys-
tems, and addressing retaliation. 

Mr. Goldenkoff, for those outstanding priority recommendations 
what has been the VA’s progress in implementing solutions? 

Mr. GOLDENKOFF. Well, it has been mixed. VA certainly recog-
nizes and has embraced most of those recommendations. And we 
have been working with them on a regular basis to share some 
leading practices with them. But it has been taking time. 

For example, in the area of performance management systems, 
we would like to see more progress because that is so important to 
the transformation of the whole organization. It often starts with 
the performance management system, what you hold people ac-
countable for. 
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It is taking steps in the right direction. We are encouraged by 
that. It was interesting to hear about the engagement plan at the 
enterprise level. That can address some of these issues. You just 
mentioned the importance of engagement. 

We will continue to work with them. 
Mr. CISNEROS. There has also been significant human capital 

leadership turnover at the VA over the last few years, including at 
VHA. 

In your view, how has this affected VA’s ability to make signifi-
cant strides in addressing outstanding recommendations? 

Mr. GOLDENKOFF. It has been an absolute impediment. What we 
have seen, both at VA and at all Federal agencies, is a direct con-
nection between the human resource staff and the leadership with-
in the human resource function and the mission side of the agency. 

Within the human resource area we found 2 significant issues. 
One was just a lack of internal control procedures that are so im-
portant to execute the human resource function. But then also in 
the capacity of the human resource specialists, there were short-
comings there as well. It’s a perfect storm of problems there is a 
lot of the human resources offices not fully staffed. So that in-
creases the workload. That creates burnout and engagement prob-
lems which increases turnover, which increases workload. And so 
you can see it is a non-virtuous cycle. 

It is so important to start with the human resource office because 
what they do is so important to everything else that the agency 
does. 

Mr. CISNEROS. Thank you all for your testimony today. 
I yield back the balance of my time. 
The CHAIRMAN. Dr. Roe, I recognize you for 5 minutes. 
Mr. ROE. Thank you. 
Mr. Sitterly, I was having a really good day today until you men-

tioned the birthday of the Air Force and I realized I was older than 
the Air Force. 

[Laughter.] 
Mr. ROE. It messed up my whole day. 
Mr. SITTERLY. Sorry, Doctor. 
Mr. ROE. A couple of things. 
One, the VA is out competing in a market across the country for 

very skilled people. There is a hospital in my region that has 100 
openings right now. Every single police officer, I mean police chief 
and sheriff I have talked to in my district cannot find enough peo-
ple to work in the police area, in law enforcement. 

The challenge you face is a nationwide challenge, both in and 
outside the VA. And I think you all in H.R. are in a unique posi-
tion, one of the most important positions that is unrecognized in 
the VA to recruit these talented people. You have an incredible 
challenge in front of you to do that. 

As it was mentioned, Mr. Watkins has some great advantages. 
One, the physician management, we talked about it yesterday in 
the office, may be changing how the loan scholarships like the DOD 
uses to recruit doctors have a very effective to do. 80 percent of us 
at some point in our career go through a VA, spend some time at 
a VA hospital during our medical training. So you have a chance 
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to interact and show them that the VA, how this would be a great 
place to work. 

We mentioned our local hospital system, in the last 2 years of 
nursing school, paid the tuition, books and fees, and a small sti-
pend. We were able to retain nurses. They stopped that program 
and low and behold we didn’t have enough nurses. 

Those things are huge for young people now because of the stu-
dent loan debt that they are facing across the country, $1.6 trillion 
in student loan debt. 

We have advantages. And there are obviously some challenges. 
Geographic were mentioned. I think you mentioned some things 
that we are absolutely going to look at. The DOD paid family leave, 
and that is for young families that are raising children. I know I 
was—you know, matter of fact, we mentioned this yesterday in this 
office, but I volunteered my wife to be the one that stayed home 
with the kids. I go to work because that was a lot easier than tak-
ing care of babies. 

We mentioned some successes. What I would like for you all to 
do, and I want to just any of you take this question. If you had a 
magic wand, what would you do right now to streamline the hiring 
practices to make your job easier? What can we do to help is what 
I am asking? 

Mr. Missal, any of you all can jump on that and take it. 
Mr. SITTERLY. I guess I will start that, Dr. Roe. 
I would ask Congress to do a little less in terms of additional au-

thorities for hiring. I spent 43 years doing H.R. work and I never 
seen as complex an H.R. system as I see facing us right now, not 
just in the VA, across the entire Federal Government. There are 
120 that we can count specific appointment authorities. And sev-
eral people come under more than one authority. Veterans have 6 
different appointment authorities, for instance. 

And I think the best characteristic or the best talent an H.R. spe-
cialist has to have is a law degree. It is so complex. It is very dif-
ficult. 

Thank you to this Congress. You asked us to stand up an H.R. 
academy and we did that in Baltimore. I attended it personally 
where we did nurse pay setting. It took me an entire day to learn 
how to do one nurse pay setting. It is very, very complex. 

So I would ask that we work together, sir, to simplify. We are 
working with OPM as well to simplify all of the authorities that 
we have. 

Mr. ROE. Well, we don’t know those. And so we have to have you 
all to help us with that because I think we could help not only the 
VA, that’s what our committee is, but we could help a lot of other 
agencies if we could do just that. But we need your expertise to tell 
us where the road blocks are. 

Mr. MISSAL. Yes, sir. 
Mr. ROE. Before we go, because we haven’t got time to go 

through all that today. But, I mean, that is maybe a round table 
that we do to get this hammered down so we can make your job 
more efficient and easier. 

The Choice Act we passed in 2014 increased the number of GME 
slots, about 1,500 positions, for primary care, mental health and 
others. 
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Do you know how many of those have been created, how many 
of those 1,500 slots are out there available now? 

Ms. BONJORNI. Right now it just over 1,300, so we have about 
200 to go. 

Mr. ROE. And so we are close. That is very good. And how do you 
decide where they are positioned, where they are located? 

Ms. BONJORNI. Well, I believe the language in the law did ask 
us to try to move those toward more rural areas. 

Mr. ROE. Yes. 
Ms. BONJORNI. And so that has been a bit of the delay in getting 

them up and running because it requires us to create the infra-
structure to get out to those rural areas. So we look at where the 
most need is. 

Mr. ROE. And which states have had the most GME positions? 
I hope it is Tennessee. 

[Laughter.] 
Ms. BONJORNI. I can’t answer that one off the top of my head, 

sir. 
Mr. ROE. OK. And I guess the last question on this very quickly 

is just most of these are probably with pre-existing programs that 
already had GME slots, or were these programs that did not have 
any GME slots and it started? That is much harder. 

Ms. BONJORNI. It is. And our academic affiliate office has worked 
to create a grant program to actually help build out that infrastruc-
ture in the places where they don’t have programs. 

Mr. ROE. So if we could get that, Mr. Chairman. I know you are 
interested in that—— 

The CHAIRMAN. Yes. 
Mr. ROE.—because that was one of your great ideas in 2014. So 

if we could get all that sort of compiled up, we would like to see 
that. 

Thank you, all. My time is expired. I yield back. 
Mr. CHAIRMAN. Dr. Roe, and I am especially also interested in 

that, the idea. We have been talking offline here about the, is it 
USU? 

Mr. MISSAL. Yes, sir, that’s correct. USU. Uniformed Services 
University. 

The CHAIRMAN. Uniformed services, they have capacity there. I 
am intrigued with that idea as well. That is wonderful. 

Well, I would like to thank the witnesses for their appearances 
and their testimony today. Thank you all for what you do for our 
country and for our veterans. 

All members will have 5 legislative days to revise and extend 
their remarks, and include extraneous material. 

Again, thank you for appearing before us today. This hearing is 
now adjourned. 

[Whereupon, at 3:51 p.m., the committee was adjourned.] 
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PREPARED STATEMENTS OF WITNESSES 

PREPARED STATEMENT OF DANIEL SITTERLY 

Chairman Takano, Ranking Member Roe, and Members of the Committee. Thank 
you for the opportunity to discuss the Department of Veterans Affairs’ (VA) ability 
to be a competitive employer in the health care and information technology indus-
tries, including any impacts of rising labor costs, provider pay structure, and the 
impact of previous hiring and retention related efforts. I am joined today by Ms. Jes-
sica Bonjorni, the Acting Assistant Deputy Undersecretary for Health for Workforce 
Services, Veterans Health Administration (VHA), and Mr. John Oswalt, the Deputy 
Chief Information Officer for Information Technology Resource Management, Office 
of Information Technology (OIT). 

COMPETITIVE EMPLOYER IN THE HEALTH CARE INDUSTRY 

As the operator of the largest integrated health care delivery system in America, 
VA successfully attracts and retains high quality talent and VA’s overall workforce 
has consistently grown by approximately two to 5 percent annually over the last 5 
years. This growth is responsive to an increased demand for services, which is the 
result of improved access, reduced wait times, improved quality, enhanced Veteran 
satisfaction, and overall mission growth. As of June 30, 2019, VA has 386,000 em-
ployees with over 89 percent of VA employees serving in VHA. Most of the addi-
tional staffing capacity needed in VA in the past 5 years has been in clinical occupa-
tions, which accounts for 81 percent of overall growth in VA. VA has consistently 
maintained turnover rates at or below 9.5 percent for the past decade, which is low 
when compared with other large Cabinet-level agencies that average 11 percent (as 
published by the Office of Personnel Management’s (OPM), FedScope), or with 
health care industry turnover rates of 20–30 percent (per the United States (U.S.) 
Bureau of Labor Statistics). VA has also ranked quite favorably on the list of Best 
Places to Work in the Federal Government, as compiled by the Partnership for Pub-
lic Service, reflecting improvements in employee engagement. 

Despite the foregoing successes in staffing growth, the ability for VA to remain 
competitive for some occupations is challenged by compensation inflexibilities faced 
in the Federal pay system. For example, the San Francisco medical center is in one 
of the highest cost-of-living markets. Highly specialized surgeons in that market av-
erage nearly eight hundred thousand dollars in compensation, while VA is capped 
at about 50 percent of that rate. Statutory limits on total compensation mean that 
VA must spend considerably more to contract out critical healthcare services such 
as cardiothoracic surgery and interventional radiology, as a lower cost alternative. 

IMPACTS OF THE RISING LABOR COSTS 

VA is extremely appreciative of the work Congress has done and continues to do 
in providing flexibilities to support the recruitment and retention of talent to care 
for our Nation’s Veterans. However, VA still contends with ongoing pay challenges 
presented by the limitations of multiple pay systems and compounded by rising 
labor costs. While VA utilizes many incentives available under statute to recruit and 
retain talent successfully, these incentives provide only a short-term solution. In 
many situations, existing flexibilities are insufficient to support a strategic approach 
to attracting and retaining talent. Incentives do not necessarily eliminate salary dis-
parities with competing employers and therefore, do not address long-term gaps in 
pay. As the demand for healthcare providers continues to outstrip supply (BLS 
Healthcare Occupation Outlook; American Association of Medical Colleges report, 
2019), private sector employers are nimble enough to adjust quickly to changes in 
local labor markets by modifying starting salaries and total compensation packages, 
as needed, to attract top talent. Meanwhile, VHA and other Federal employers are 
restricted by Federal statutes and regulations regarding the establishment of pay 
rates, and often require years of pay disparities to exist before lengthy processes can 
respond to market changes. This leaves Federal agencies at a disadvantage when 
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competing for talented employees. While VA has employees and applicants who are 
willing to accept a lower salary to be part of an organization with such an important 
mission, VHA faces increasing challenges in its ability to attract or retain quality 
health care professionals when the salary gap continues to increase. 

The General Schedule (GS) is the predominant pay scale for Federal employees 
and is based on the level of difficulty, responsibility, and qualifications required for 
the position. By law, GS base rates are adjusted annually based on average in-
creases in private sector salaries as measured by the Employment Cost Index, ex-
cept as otherwise provided under a Presidential alternative plan. Annual locality 
pay adjustments for GS employees are also provided by law but are subject to a 
Presidential alternative plan. As part of the Fiscal Year (FY) 2020 budget, the Presi-
dent has proposed that no increases in GS base rates or locality rates be made in 
January 2020. The Administration supports reforming the GS pay system so that 
it is more performance-based and so pay levels and adjustments are targeted to ad-
dress occupation-specific pay disparities. As a first step, the Administration has pro-
posed legislative changes that would slow the frequency of GS longevity-based step 
increases and make funding available to provide targeted performance-based pay in-
creases for mission-critical occupations. To request Special Salary Rates or adjust-
ments to these scales, VA must prepare comprehensive documentation on market 
conditions and submit the request to OPM, which coordinates special rate requests 
with other agencies employing the same type of employees, for approval. The Fed-
eral Wage System (FWS) is a uniform pay-setting structure that covers Federal 
blue-collar hourly employees. OPM oversees this pay system, with the support of the 
Department of Defense (DoD), which has responsibility for conducting wage surveys 
and coordinating special rate requests. These existing pay systems do not meet the 
fluid and dynamic nature of today’s market. VHA’s volume of positions to hire is 
tremendous, reaching more than 45,000 new hires in Fiscal Year 2018 to replace 
workers due to turnover and grow the workforce to meet Veteran demand. As of the 
end of the third quarter Fiscal Year 2019, VHA has more than 28,000 new hires 
for the year and hiring for Fiscal Year 2019 has continued to outpace separations. 
The constant need for new hiring due to mission growth and turnover is reflected 
in more than 43,000 VHA vacancies. As a result, it is necessary for the pay struc-
ture to support VHA’s ability to hire qualified candidates as quickly as possible to 
support access to care for Veterans. 

In addition to the limited flexibility in establishing new locality areas and the 
overall pay structure, the GS pay system and the FWS require the use of antiquated 
rules and formulas that do not provide for market driven pay-setting latitude. Most 
GS employees are entitled to locality pay, which is a geographic-based percentage 
rate that reflects pay levels for non-Federal workers in certain geographic areas as 
determined by surveys the U.S. Bureau of Labor Statistics conducts. Those localities 
that do not fall under a specified locality pay schedule are placed on the Rest of 
United States (RUS) schedule covering all other localities not otherwise having a 
specified schedule. VHA facilities serve multiple local labor markets, to include 
heavily populated cities, suburban towns, and low populated rural areas. Many of 
these areas receive locality pay under the RUS schedule because they do not meet 
the criteria: for a separate locality pay area; as an area of application to a locality 
pay area by being adjacent to the metropolitan statistical area; or as a combined 
statistical area comprising the basic locality pay area and having 2,500 or more GS 
employees. VHA facilities in smaller counties and rural towns generally offer sala-
ries significantly lower than the local labor market because they do not have enough 
GS employees to be considered for their own locality pay schedule. It is important 
to also note that, wherever VA facilities are located, there is a need for a robust 
and fully capable IT workforce. OIT faces some of the same challenges VHA does 
to include outdated position classification guidance that inhibits OIT’s ability to at-
tract and retain top tier IT talent in highly competitive job markets. 

PROVIDER PAY STRUCTURE 

VHA currently functions under multiple personnel systems (title 38, Hybrid title 
38, and title 5), each with multiple pay systems that contain distinctive variations 
and complexities. VHA hires health care providers under title 38 and associated 
health professionals under Hybrid title 38 (i.e., employees are covered under title 
38 for appointment, advancement, and some pay structures, but for all other pur-
poses are covered under title 5). Both authorities allow the Secretary of VA broad 
flexibility in setting pay based on both the individual’s qualifications and conditions 
in the local market. VHA hires non-clinical employees under Government-wide title 
5 authorities, with pay set under the GS and FWS. 
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VHA needs the ability to offer competitive salaries to recruit and retain employees 
in various occupations that have much higher rates of pay in the private sector, par-
ticularly in larger cities and rural areas. VHA is in the process of developing a com-
prehensive legislative package that would provide additional flexibilities for its 
workforce. 

IMPACT AND SUCCESS OF PREVIOUS HIRING AND RETENTION RELATED EFFORTS 

Despite the above challenges, VA employs a variety of tools to attract and retain 
quality talent. Those tools include direct hiring authorities, recruitment and reten-
tion flexibilities, hiring initiatives, improved employee engagement, workforce plan-
ning, targeted recruitment of Servicemembers transitioning from DoD, national re-
cruitment programs for hard-to-fill occupations and specialties, and strategies for 
filling medical center director positions. 

VA has successfully used direct hire authority for more than 71 percent Cyber Se-
curity / Information Security (Cyber / IT) of its hiring actions for 12 months, ending 
June 2019. 

The VA Maintaining Internal Systems and Strengthening Integrated Outside Net-
works (MISSION) Act of 2018 authorized or expanded several programs intended 
to recruit and retain health care providers in VHA, to include an increase in the 
maximum amount of student loan debt that may be reimbursed under the VHA 
Education Debt Reduction Program (EDRP); authorizing designated scholarships for 
physicians and dentists under the VA Health Professional Scholarship Program 
(HPSP); establishing the VA specialty education loan repayment program to 
incentivize VHA employees to pursue education and training in medical specialties 
for which VA determines there is a shortage; and establishing a pilot program for 
the Veterans Healing Veterans Medical Access and Scholarship program. 

The new OIT Office of Human Capital Management developed and implemented 
a robust Recruitment and Talent Acquisition Strategy to reduce the time to hire, 
attract, and brand OIT as an employer of choice. OIT has simultaneously created 
a first-ever comprehensive staffing model that identifies all existing workload driv-
ers and associated workforce profiles giving OIT the necessary analytical tools to de-
termine actual staffing requirements as they emerge alongside new technologies. 

During this past fiscal year, OIT rolled out many new and expanded recruitment 
and talent acquisition strategies to include: resume mining via USAJOBS; gaining 
access to critical talent identification platforms like LinkedIn; providing opportuni-
ties for students, recent graduates, Presidential Management Fellows, military 
spouses; and offering noncompetitive appointments designed to attract disabled Vet-
erans and non-Veterans. OIT continues to educate hiring managers on the vast 
number of recruitment and hiring flexibilities available to them. 

VA strategically allocates recruitment, retention, and relocation (3R) incentives to 
close skills gaps and provide greater flexibility in the recruitment, relocation, and 
retention of highly qualified VA professionals. In Fiscal Year 2018, VA spent $52.4 
million on 3R incentives. Of that total, $41.2 million (78.6 percent) was directed to-
ward VHA shortage occupations (i.e., the 10 clinical and 8 non-clinical occupations 
identified by facilities as shortage occupations via the VHA workforce planning 
cycle). 

For the second year in a row, OIT has offered Cyber-Retention pay incentives to 
IT specialists, which has been beneficial in keeping prized cyber talent within VA. 

VA uses EDRP to secure health care providers in specific, difficult to fill positions 
for up to 5 years by providing student loan payment reimbursements. Positions eli-
gible for EDRP are prioritized based on local recruitment and retention require-
ments to meet specific staffing needs. In Fiscal Year 2018, VA spent $44 million on 
EDRP. Section 302 of the MISSION Act enhanced EDRP by increasing the max-
imum award amount from $120,000 to $200,000, not to exceed $40,000 per year. Ad-
ditionally, section 306 ensures clinical staff working at Vet Centers are eligible to 
participate in EDRP. 

During Fiscal Year 2018, VA awarded 1,071 new scholarships in the Employee In-
centive Scholarship Program and supported 3,133 employees actively participating 
in the educational phase of their scholarship with funding totaling $29 million. The 
top five scholarship-funded occupations were: Registered Nurse, Licensed Practical/ 
Vocational Nurse, Social Worker, Physical Therapist, and Medical Technologist/Med-
ical Records Technician. The VA Learning Opportunity Residency program allows 
nursing, pharmacy, and medical technology students who have completed their jun-
ior year in an accredited clinical program to gain valuable clinical experience at a 
VA health care facility for up to 800 hours, with pay. From Fiscal Year 2015 
through Fiscal Year 2018, VA funded 339 student salaries for nurses, pharmacists, 
and medical technology students for a total of $4.2 million. VA also awarded $5.2 
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million for new and continuing awards to 201 nursing, physical therapy, and physi-
cian assistant participants in the HPSP. HPSP awards scholarships to students re-
ceiving education or training in a direct or indirect health care services discipline 
to assist in providing an adequate supply of such personnel for VA and the U.S. 

Targeted hiring initiatives have proven to be an extremely effective way of hiring 
talent where it is needed most. In 2017, VA introduced a Mental Health Hiring Ini-
tiative, committing to hiring 1,000 new mental health providers by June 30, 2019, 
as part of VA’s No. 1 clinical priority to eliminate Veteran suicide. By January 31, 
2019, VA surpassed its goal by hiring 3,956 mental health providers resulting in a 
net gain of 1,045 additional mental health providers. This initiative included VA’s 
inaugural virtual trainee hiring fair where 85 facilities participated to connect, 
match, and place interested candidates into mental health positions across VHA. 
Through the trainee hiring fair, 74 mental health trainees accepted job offers at a 
matched location after completion of their training. This initiative laid the ground-
work for a permanent trainee hiring capability in VHA. 

Hire Right Hire Fast (HRHF) is a hiring model initiated in 2017 for the medical 
support assistance occupation. The goal for HRHF was to reduce the time it takes 
to hire and fill open positions within this occupation. This was achieved by devel-
oping applicant registers and implementing specific actions integral to hiring suc-
cess. This program drove time-to-hire to under 60 days (formerly 180 days) and re-
duced open positions to 9.4 percent. Based on the preliminary results, HRHF will 
also be extended to the Housekeeping Aid occupation. The HRHF model was found 
to be most impactful in occupations that exhibit few requirements to entry (e.g., no 
licenses, no certifications, etc.); high loss rates; and large onboard full-time employee 
equivalent requirements. 

VHA’s Workforce Planning Cycle places direct emphasis on optimizing VA’s most 
vulnerable professions. During this process, VHA identifies staffing shortage occupa-
tions; assists with current and future workforce planning efforts and challenges; and 
conducts other workforce planning activities. In response to requirements in the VA 
Choice and Quality Employment Act of 2017, the workforce planning cycle was rede-
signed to provide a structured, data-driven approach for identifying clinical and non- 
clinical shortage occupations at the health care system level. Each year, VHA pub-
lishes a staffing shortage report that identifies the results from the Workforce Plan-
ning Cycle. During the Fiscal Year 202018 cycle, recruitment challenges were se-
lected as the primary drivers for 64 percent of the shortage occupations and special-
ties, while the remaining 36 percent were primarily associated with retention chal-
lenges. The most commonly cited root causes for shortage occupations included com-
petition with other health care employers and a limited supply of candidates. The 
most commonly cited strategies to address staffing challenges included non-competi-
tive hiring flexibilities and utilization of recruitment and retention incentives. 

As a subset of the military to civilian transition, DoD and VA have combined ef-
forts to recruit transitioning Servicemembers into vacant positions within VA. In a 
2015 study of over 8,500 Veterans, active duty Servicemembers, National Guard and 
Reserve members, and military dependents, 55 percent of the participants identified 
‘‘finding a job’’ as their most significant transition challenge. The goal of this effort 
is to create an additional candidate pipeline for entry level job opportunities. Begin-
ning in Fiscal Year 2018, VHA launched a direct marketing campaign to target mili-
tary medical professionals currently enrolled in the transition process for recruit-
ment into VHA employment. VHA uses the VA-DoD Identity Repository data to 
identify Servicemembers, their discharge date, and their military occupational spe-
cialty or specialty codes. In Fiscal Year 2018, VHA’s total Veteran hires increased 
by 36 percent, totaling over 17,000. VA is also partnering with DoD to support hir-
ing military spouses for mission-critical and hard to fill positions. Military spouses 
represent a robust pipeline of talent for health care and science, technology, engi-
neering, and mathematics occupations nationwide. Through the Military Spouse 
Employment Partnership, VA will have direct access to points of contact at military 
installations where we are able to share job opportunities and access resumes of 
qualified candidates for noncompetitive employment. 

The VHA National Recruitment Program (NRP) provides a small in-house team 
of skilled professional recruiters employing private sector best practices to the Agen-
cy’s most critical clinical and executive positions. The VHA-NRP works directly with 
VHA’s Office of Rural Health, other national program offices, Veterans Integrated 
Service Network Directors, VA Medical Center (VAMC) Directors, clinical leader-
ship, and local VAMC Facility Recruitment Liaisons to develop a comprehensive, cli-
ent-centered recruitment strategy that addresses both current and future critical 
needs. 

VHA has made significant progress in efficiently filling medical center director 
(MCD) positions through the implementation of a vigorous national recruitment 
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strategy which includes using existing legal authorities to fill MCD positions and 
leveraging critical pay authority to adjust the rate of pay up to $201,900 (as of Jan-
uary 2019) for 39 Complexity Level 1A MCD positions. In addition, the Agency has 
adopted a 120-day time-to-fill standard for MCD positions. The result has been a 
significant reduction in the MCD opening positions from as high as 25 percent in 
Fiscal Year 2015 to 11 percent in Fiscal Year 2018. 

The historically high vacancy rate in OIT resulted from an increase in attrition 
rates due to retirements, transfers, and losses to other Federal agencies in highly 
competitive job markets. As mentioned above, OIT has expanded its recruitment ef-
forts beyond the normal USAJOBS announcement and has been very successful in 
reducing its vacancy rate. One area where OIT has made great strides is hiring 
from outside of OIT. While developing and promoting existing staff is a key compo-
nent of any human capital strategy, internal hiring creates a new vacancy elsewhere 
in the organization. By encouraging hiring managers to consider a wider catchment 
area outside of OIT to fill positions, OIT has increased its net number of new hires 
lowering the overall vacancy rate. 

Improved outcomes show that VA is on the right track and that Veterans are 
being well served. Recent studies have reported that Veterans are receiving the 
same or better care at VAMCs as patients at private sector hospitals. Since 2014, 
the number of annual appointments for VA care is up by almost 5.0 million, with 
more than 58 million appointments scheduled in VA facilities last Fiscal Year and 
1.5 million extra appointments expected by the end of this fiscal year. According to 
a study in the Journal of the American Medical Association, VA average wait times 
are shorter than those in the private sector for primary care, as well as two out of 
three specialty care areas. VA recently reached a telehealth milestone, achieving 
more than 1 million video telehealth visits in Fiscal Year 2018, a 19 percent in-
crease in video telehealth visits over the prior year. This technology gives Veterans 
access to the timely, quality care they deserve, without having to travel great dis-
tances to a VA facility. As published in a March 2019 article in the Annals of Inter-
nal Medicine, Veterans who choose VA for their health care have a greater chance 
of survival beyond 30 days after hospital discharge, if they were admitted for heart 
attacks, severe chronic lung disease, heart failure and pneumonia as compared with 
non-VA hospitals. 

In the second quarter of Fiscal Year 2019, 87.6 percent of 3.3 million Veterans 
surveyed said they trust VHA outpatient services, with an overwhelming majority 
(92.1 percent) of VAMCs improving in that trust score from fall of 2017. In Decem-
ber 2018, the Partnership for Public Service released its Best Places to Work in the 
Federal Government rankings where VA ranked sixth out of large Federal agencies. 
As one of the top ten large agencies to work for in the Federal Government, VA con-
tinues to enhance employee engagement, focusing on multiple touchpoints to receive 
employee feedback. VA’s Employee Engagement Council periodically meets to ad-
dress and implement solutions. In April, the Secretary approved VA’s first ever Em-
ployee Engagement Enterprise-Wide Plan which emphasizes principles of servant 
leadership. Leaders at all levels seek feedback year-round, in person and online, to 
ensure the Agency continues making progress. High employee engagement at VA 
will positively impact the customer service Veterans receive daily. 

In summary, VA is very appreciative of the numerous recruitment and retention 
authorities granted by Congress to help support a high-quality workforce providing 
the best possible care to Veterans. However, the competition for talent in the health 
care industry is increasingly competitive. Shortages of physicians and nurses 
abound nationwide. Medical schools and private hospitals are implementing innova-
tive and progressive solutions to address these deficits both in the short and long 
term. Our ever-expanding reliance on IT to accomplish VA’s mission requires us to 
remain competitive in the IT job market and adopt new ways of thinking about re-
cruitment and retention of IT talent. 

VHA has fallen significantly behind private sector health care recruitment and 
compensation practices, which are aggressive and effective at targeting an array of 
new employees from entry levels to experienced professional staff. VHA has strug-
gled with staying competitive and being an employer of choice with the limitations 
placed on the Agency under the current pay systems and with the increased de-
mands to hire additional staff quickly to meet patient needs and support our Vet-
erans. Additionally, to position ourselves for success we must have the right level 
of IT and support. Mission success depends on IT success. We look forward to work-
ing with this Committee on opportunities to enhance VA’s ability to attract top tal-
ent. This concludes my testimony. My colleagues and I are prepared to respond to 
any questions you may have. 
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1 Veterans Access, Choice, and Accountability Act of 2014, Section 301; VA Choice and Quality 
Employment Act of 2017, Section 201; and VA MISSION Act of 2018, Section 505. 

2 OIG Determination of Veterans Health Administration’s Occupational Staffing Shortages re-
ports were previously published on September 27, 2017; September 26, 2016; September 1, 2015; 
and January 30, 2015. 

3 OIG Determination of Veterans Health Administration’s Occupational Staffing Shortages for 
Fiscal Year 2018, June 14, 2018. 

4 VHA’s own rankings in previous reports included Human Resources Officer as a position 
with shortages, but because the statute had excluded administrative positions, OIG did not in-
clude Human Resources Officer in the ranking methodology. 

PREPARED STATEMENT OF MICHAEL J. MISSAL 

Chairman Takano, Ranking Member Roe, and members of the Committee, thank 
you for the opportunity to discuss the Office of Inspector General’s (OIG’s) oversight 
of how ongoing recruitment and hiring challenges within the Department of Vet-
erans Affairs (VA) can affect patient access to quality care. The mission of the OIG 
is to oversee the efficiency and effectiveness of VA’s programs and operations 
through independent audits, inspections, reviews, and investigations. In response to 
Congressional mandate, the OIG has examined and reported on staffing concerns 
within the Veterans Health Administration (VHA) for the past four consecutive 
years (with the 2019 report expected to be released by September 30), and has 
raised issues with shortages or related issues whenever appropriate in the context 
of its other routine examinations of programs and processes. While it has made 
some significant strides, VHA continues to face a number of challenges to reaching 
full staffing. 

This statement focuses on the barriers and challenges the OIG has identified in 
VA’s efforts to recruit and retain a highly qualified workforce that delivers health 
care to millions of veterans. The OIG also acknowledges areas in which VA has 
made some laudable progress. The OIG has identified frequent changes (and lapses) 
in leadership and workforce issues as major management challenges for VA and 
consistently found staffing shortages as a root cause for many of the problems in 
veterans’ care and access identified in oversight reports. VA’s inability to adequately 
recruit, onboard, and retain clinicians and support staff, particularly within specific 
service areas, reflects problems with competitive pay, field-wide shortages with 
some professions or positions, leadership and climate, planning, and other factors. 
Efforts to remediate these problems are hampered by VA’s inability to maintain ac-
curate medical facility vacancy numbers. 

VA has experienced chronic healthcare professional shortages since at least 2015. 
It is critical for VA to move forward with developing staffing models calculated from 
defined requirements based on accurate data and implementing OIG recommenda-
tions related to hiring and retention. VA must enhance its ability to maintain a full 
workforce given the demand for VA health care, even as community care options are 
expanded. This is particularly important given an increasingly competitive recruit-
ment environment and anticipated healthcare worker shortages in several practice 
areas. The OIG reports highlighted in this statement provide stakeholders with ex-
amples of areas where the results of OIG reviews found instances of staffing short-
ages impacting the delivery of care. 

CONGRESSIONALLY MANDATED STAFFING REPORTS 

Congress has passed at least three laws since 2014 requiring a periodic account-
ing of vacancies within VHA, all of which have related OIG reporting requirements 
on VA’s occupational shortages.1 

OIG DETERMINATION OF VETERANS HEALTH ADMINISTRATION’S OCCUPATIONAL 
STAFFING SHORTAGES FOR FISCAL YEAR 2018 

Since January 2015, the OIG has reported on VHA clinical staffing shortages as 
required by the Veterans Access, Choice, and Accountability Act of 2014 (PL 113– 
146).2 Although the 2018 report was the fifth OIG report on staffing shortages with-
in VHA, it was the first report that included facility-specific data reported by lead-
ers at 140 VA medical centers.3 Users can examine the particular self-reported 
needs of an individual facility as opposed to only national data. It was also the first 
report to include nonclinical positions (such as human resources, police, and custo-
dial personnel) as required by the VA Choice and Quality Employment Act of 2017 
(PL 115–46).4 These nonclinical occupations ultimately affect the ability of VHA fa-
cilities to provide quality and timely patient care in a safe and clean environment. 
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5 The thematic analysis categories were developed after reading all the responses. Responses 
that fell outside of the developed categories were classified as ‘‘other.’’ 

6 Leadership, Clinical, and Administrative Concerns at the Charlie Norwood VA Medical Cen-
ter Augusta, Georgia, November 2, 2017. 

The facility-specific results underscore for readers how variable the clinical and non-
clinical needs are from one medical facility to another. 

Medical center directors most commonly cited the need for medical officers and 
nurses, which is consistent with the OIG’s four previous VHA staffing reports. The 
data showed that 138 of 140 facilities listed the medical officer occupational series 
(or a related VHA assignment code) as experiencing a shortage, with the psychiatry 
and primary care positions being the most frequently reported. Of the 140 facilities, 
108 listed the nurse occupational series (or a related VHA assignment code) as expe-
riencing a shortage, with practical nurse and staff nurse as the most frequently re-
ported. Within nonclinical occupations, the OIG found that human resources man-
agement and police occupations were among the most often cited as shortages. 

These results demonstrated that there are some clear commonalities, but the re-
sults also revealed wide variability in occupational shortages reported by individual 
medical centers. This was critically important to recognize because facilities have 
distinct staffing needs that must be considered in light of the facility’s mission and 
its local resources. For example, a rural facility specializing in treating mental 
health needs may be staffed differently than an urban facility providing a broad 
array of services. Moreover, the rural facility may have a much smaller pool of 
qualified behavioral health professionals from which to recruit than VA facilities in 
urban areas. 

The OIG’s 2018 report also identified challenges to meeting staffing goals. Al-
though hiring has increased, in 4 years of publishing the determination of VHA oc-
cupational shortages, the OIG has repeatedly noted the relatively long onboarding 
process and difficulty in finding suitable candidates. Medical center directors were 
able to use free text to explain the reasons for shortages, which varied significantly. 
OIG staffs’ thematic analysis of the responses resulted in three frequently cited cat-
egories: (1) lack of qualified applicants, (2) noncompetitive salaries, and (3) high 
staff turnover.5 Facilities reported recruitment challenges because of tough competi-
tion for quality healthcare professionals, and were using various recruitment tools 
such as special salary rates; recruitment, relocation, and retention incentives; and 
the education debt reduction program. The noncompetitive salaries were noted as 
a particular issue with recruitment of nonclinical staff, such as police officers. The 
survey responses noted that high turnover amongst high-performing staff had fol-
low-on impacts as remaining staff became burned out from working overtime to 
cover existing vacancies. Additionally, facilities noted that both OPM classification 
appeal downgrade decisions and outdated OPM classifications affected their ability 
to offer competitive salaries and advancement opportunities within the organization, 
resulting in VHA being a less competitive employer for new staff and less likely to 
retain highly skilled staff. An additional challenge for managers is navigating the 
recruiting and on-boarding process. In a separate OIG report, one manager de-
scribed the recruitment process at their facility as being ‘‘exquisitely problematic.’’ 6 

VA’S CORRECTIVE ACTIONS 

Staffing for future needs requires hiring in anticipation of future losses, as well 
as ongoing and projected changes in clinical demand, staffing productivity, and allo-
cation of personnel. The OIG recognizes that VHA has made progress in imple-
mented staffing models in specific areas such as primary care and inpatient nursing. 
However, operational staffing models that comprehensively cover other critical occu-
pations are still needed. Well-developed predictive staffing models would allow VHA 
to better assess and implement effective measures to address staffing shortage con-
cerns. It is not enough, for example, to address doctor and nurse positions if the 
staffing model also does not provide for staff to schedule those providers’ appoint-
ments, handle lab capacity for their testing, for sterile processing staff to clean their 
instruments, or the custodial staff to clean additional rooms. 

The Fiscal Year 2018 report’s recommendations repeat the OIG’s previous calls for 
VHA to develop additional comprehensive staffing models that address national 
needs, while supporting flexibility at the facility level. This approach would help en-
sure taxpayer dollars are invested in delivering the highest quality of care to vet-
erans as promptly as possible. These staffing models, however, cannot be completed 
without accurate data. As detailed below, in a recent report examining VA’s self- 
reported staffing data, the OIG found that VA and some of its medical facilities 
were unable to provide accurate data on the numbers of vacancies. Focusing on 
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7 Under the John S. McCain III, Daniel K. Akaka, and Samuel R. Johnson VA Maintaining 
Internal Systems and Strengthening Integrated Outside Networks Act of 2018 or VA MISSION 
Act of 2018, VA’s Office of HR&A coordinates the quarterly retrieval, aggregation, validation, 
and publication of the data (PL 115–182). 

8 Staffing and Vacancy Reporting under the MISSION Act of 2018, June 25, 2019. 
9 In implementing 5 U.S.C. § 51, OPM identified 676 occupational series (or occupations) di-

vided into 59 occupational groups and job families as of September 2018. 

serving the individual and aggregate needs of veterans in different geographic areas 
and using that understanding to develop comprehensive staffing models will help 
VA achieve more efficient and targeted hiring and retention practices. Both of the 
Fiscal Year 2018 report’s recommendations are open as of September 18, 2019, de-
spite the Executive in Charge for VHA providing a target date for completion of May 
2019. The recommendations call on VHA to refine and formalize its position cat-
egories for clinical and non-clinical staff across all facilities. 

In September 2017, the OIG made the following four recommendations to the Act-
ing Under Secretary for Health in the Fiscal Year 2017 report. 

1. We recommended that the Acting Under Secretary for Health ensure that the 
Veterans Health Administration implements staffing models for critical need oc-
cupations. VA’s self-determined Targeted Completion Date: September 2018. 
2. We recommended that the Acting Under Secretary for Health review the Vet-
erans Health Administration report on regrettable losses and implement effec-
tive measures to reduce such losses. Closed on August 2, 2018. 
3. We recommended that the Acting Under Secretary for Health continue incor-
porating data that predict changes in veteran demand for health care into its 
staffing model. VA’s self-determined Targeted Completion Date: September 
2018. 
4. We recommended that the Acting Under Secretary for Health continue as-
sessing the Veterans Health Administration’s resources and expertise in devel-
oping staffing models and determine whether exploration of external options to 
develop the above staffing model is necessary. VA’s self-determined Targeted 
Completion Date: June 2018. 

VHA has provided information on the progress they have made in addressing the 
recommendations, and OIG staff will continue to review VHA’s future work. 

STAFFING AND VACANCY REPORTING UNDER THE MISSION ACT OF 2018 

The OIG now reports on how VA can improve its administration of a website that 
publishes staffing and vacancy information in accordance with the MISSION Act.7 
Specifically, Section 505 of the MISSION Act requires VA to publish by depart-
mental component, such as the Veterans Benefits Administration, National Ceme-
tery Administration, and staff offices, or by medical facility for VHA, the following 
information: 

• The number of current personnel 
• The number of employment gains and losses processed during the previous 

quarter 
• The number of staff vacancies by occupation 
• The percentage of new staff who were hired within the Office of Personnel Man-

agement’s (OPM) time-to-hire target of 80 days 
The MISSION Act also requires VA to report annually on the steps taken to 

achieve full staffing capacity and any additional funds needed to achieve that mark. 
The first required OIG report assessing how VA is meeting this mandate found VA 
to be in partial compliance with the Section 505 requirements of the MISSION Act.8 
Generally, OIG found that VA reported its current personnel levels and time-to-hire 
data as prescribed. However, the staff vacancy, as well as the gains and losses, used 
alternative aggregation methods and were not sufficiently transparent for stake-
holders to use the information reliably to track VA’s progress toward meeting its 
full staffing capacity. 

VACANCY INFORMATION LACKED DETAIL 

Section 505 of the MISSION Act requires that VA publish the number of vacan-
cies by occupation.9 Instead, in each quarterly release, VA presented its vacancy 
data by occupational groups and job families, which are broad categories covering 
a set of related job functions. Most of the reported vacancies were generalized under 
the Medical, Hospital, Dental, and Public Health Group, referred to as the 0600-oc-
cupational group. However, this group includes clinical positions, such as doctors, 
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10 OIG staff did not receive definitive explanations from VA regarding the causes of under-
stated position counts. 

nurses, and pharmacists, as well as nonclinical positions in medical records admin-
istration, housekeeping management, and consumer safety. The lack of specificity is 
significant because, as currently reported by VA, vacancy numbers for the 0600-oc-
cupational group do not sufficiently identify position-specific staffing needs in VHA. 
For example, VA reported in November 2018 that the North Florida/South Georgia 
Veterans Health System had approximately 347 full-time equivalent (FTE) vacan-
cies within the 0600-occupational group. That number is too broad to provide mean-
ingful insight on specific vacancies, such as nurses versus physicians. VA’s Office 
of Human Resources and Administration (HR&A) staff stated they did not list va-
cancies by series because it would reduce the readability of the report and because 
they lacked enough staff to break down the data by series. While these concerns 
may have merit, the OIG maintains that reporting the data by specific job or posi-
tion would improve the value to VA and the public. 

GAINS AND LOSSES NOT REPORTED AS REQUIRED 

The MISSION Act requires VA to publish the number of employment gains and 
losses that were processed during the quarter preceding the data’s publication date. 
However, VA did not follow these specifications and, instead, published data on all 
actions that took place during all four quarters of Fiscal Year 2018, instead of only 
the fourth quarter as required. VA maintained that a report covering a single quar-
ter would not capture losses that were initiated but not processed until after the 
quarter concluded. However, the MISSION Act does not require a complete account-
ing of all gains and losses, only those that were processed during the quarter. VA 
should adjust this methodology to ensure that data are reported in compliance with 
the MISSION Act. 

PUBLISHED STAFFING AND VACANCY DATA LACKED TRANSPARENCY 

The OIG team identified opportunities for VA to improve the administration of 
posted personnel data by clearly articulating any caveats or context required to un-
derstand published figures. For example, VA did not disclose in their Section 505 
staffing reports that it was aware the medical facility vacancy numbers were over-
stated. HR&A and VHA officials told the OIG team that inconsistencies and how 
the human resources software, H.R. Smart, was used created problems in counting 
vacant positions. Since December 2017, VA has been undergoing a process to correct 
this issue. Nevertheless, to improve the value and utility of the data, VA should in-
form the public of any known facility-level inaccuracies. 

HR Smart is a position-based software, which means records are tied to the par-
ticular job position—not to the individual filling that position. The position, once es-
tablished, exists regardless of whether it is filled. VA policy requires human re-
sources staff to reuse an existing HR Smart position when an employee leaves a job. 
However, the OIG team was informed that human resources staff were creating new 
positions in HR Smart after employees left without deleting the existing job posi-
tion, which was inflating the vacancy numbers to show two vacancies for the facili-
ty’s single position—the original slot and the newly created position. 

From October to November 2018, VHA’s calculations for the discrepancy between 
the number of FTE in H.R. Smart and the authorized FTE level grew from 1 per-
cent to 2.4 percent nationwide. In December 3, 2018, an internal VHA memo indi-
cated some individual VA medical facilities had H.R. Smart position counts that 
were overstated by as much as 20.7 percent or understated by as much as 8.1 per-
cent.10 

Any variance between H.R. Smart and the authorized FTE for each location 
means that VA cannot precisely report on vacancies by facility as the MISSION Act 
requires. Also, VA medical facilities risk reporting vacancy numbers that do not ac-
curately reflect their needs. VA’s three administrations recognized that their posi-
tion counts were inaccurate and began efforts to correct these figures before the ini-
tial release in August 2018. In general, this involved reconciling approved organiza-
tional charts with FTE counts in H.R. Smart. As of February 2019, the efforts to 
clean up H.R. Smart position counts and correct VA vacancy numbers were ongoing. 

At the time the OIG published its report, VA’s public website did not maintain 
each iteration of its published data, which further undermined its value as it limited 
the public’s ability to compare data over time. For example, on November 14, 2018, 
and again on February 15, 2019, VA released the quarterly staffing and vacancy in-
formation, but replaced the prior publication rather than posting it as an additional 
release. Initially, VA staff claimed that historical releases were not maintained due 
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11 The excluded 0600-occupational family includes physicians and nurses, who would be pro-
viding direct care to veterans. The excluded 0900-occupational family includes veterans claims 
examiners and veterans service representatives, who would be processing veterans’ benefits. The 
excluded 4754-occupational series is for cemetery caretakers, who would be providing burial for 
veterans and maintaining the cemeteries. 

12 VA did not have a documented methodology for the initial two postings of staffing and va-
cancy data in August and November 2018. VA’s process to aggregate data was undocumented 
and the responsibility rested with one HR&A data analyst. HR&A staff told the OIG team that 
standardized processes were necessary for staffing and vacancy collection. 

to concern that data could be manipulated. For comparison, VA proposed that it has 
maintained its annual budget submission for public use dating back to Fiscal Year 
2008, and preserved public reports detailing veteran population and expenditures 
for compensation and pension benefits, medical care, construction, and readjustment 
and vocational rehabilitation for each State, congressional district, and municipality 
dating back to Fiscal Year 1996. Subsequently, VA changed its position and is pres-
ently maintaining historical data. 

VA ESTABLISHED A METHODOLOGY FOR DATA REPORTING, BUT ADDITIONAL 
IMPROVEMENTS ARE NEEDED 

The OIG report identified several errors in VA’s reported data that should be cor-
rected to ensure accurate representation to the public. VA misreported time-to-hire 
information in two instances. VA’s website incorrectly reported figures in November 
2018 as pertaining to the fourth quarter of Fiscal Year 2018 only, when in fact it 
represented time-to-hire data for all of Fiscal Year 2018. Similar mislabeling oc-
curred in February 2019, when VA’s time-to-hire data noted that several occupa-
tional groups and Senior Executive Service positions were excluded.11 These occupa-
tional groups support critical, mission-oriented work for the department. While 
HR&A leaders explained the exclusions were in error, VA should have verified that 
labels were accurate. In order to boost stakeholder trust in the validity of the data, 
VA’s methodology needed to be updated to include quality control steps to verify the 
accuracy of its data labeling. 

VA lacked a documented methodology for implementing the MISSION Act’s re-
quirements until February 7, 2019.12 The methodology VA established in February 
described how to compile the information supporting the MISSION Act’s four re-
quirements. The guidance ensures the work is not dependent on a single individual, 
allows for consistency across quarterly reporting, and provides an opportunity for 
VA to review each step of the process. 

The OIG team noted that VA did alter its method for sharing data with its dif-
ferent administrations and staff offices to improve the accuracy of internal quality 
assurance checks. 

RECOMMENDATIONS 

In May 2019, the OIG made the following five recommendations to the Assistant 
Secretary for HR&A to improve the administration of VA’s staffing and vacancy re-
porting. VA concurred with the recommendations and provided acceptable imple-
mentation plans. 

1. Ensure VA vacancy data are reported by occupation as required by Section 
505(a)(1)(C) of the MISSION Act. Targeted Completion Date: VA’s self-determined 
Before publishing Fiscal Year 2020 Quarter 1 MISSION Act Report, which will 
occur in February 2020. 

2. Make certain that VA staffing gains and losses data are reported by quarter 
as required by Section 505(a)(1)(B) of the MISSION Act. VA’s self-determined Tar-
geted Completion Date: Before publishing Fiscal Year 202019 Quarter 3 MISSION 
Act Report, which will occur in August 2019. 

3. Annotate limitations clearly within the staffing and vacancy data to improve 
transparency and usability of the data, to include changes from H.R. Smart data- 
cleansing efforts. VA’s self-determined Targeted Completion Date: Before publishing 
Fiscal Year 202019 Quarter 3 MISSION Act Report, which will occur in August 
2019. 

4. Ensure that the staffing and vacancy reporting website maintains historical in-
formation on the data elements required by the MISSION Act. VA’s self-determined 
Targeted Completion Date: Before publishing Fiscal Year 202019 Quarter 3 MIS-
SION Act Report, which will occur in August 2019. 

5. Update the methodology for collecting and reporting on VA staffing and va-
cancy data to ensure consistency in future quarters. VA’s self-determined Targeted 
Completion Date: Before publishing Fiscal Year 2019 Q3 MISSION Act Report, 
which will occur in August 2019. 
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13 U.S. Department of Veterans Affairs Office of Inspector General Management and Perform-
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14 Health Care Inspection: Evaluation of System-Wide Clinical, Supervisory, and Administra-
tive Practices, Oklahoma City VA Health Care System, November 2, 2017. 

15 Interim Summary Report, April 17, 2017; Critical Deficiencies at the Washington DC VA 
Medical Center, March 7, 2018. 

16 Delays in Processing Community-Based Patient Care at the Orlando VA Medical Center, 
February 20, 2019. 

VA has begun implementing the changes in Recommendations 1, 2, and 4, but all 
recommendations remain open. OIG staff will monitor VA’s progress until all pro-
posed actions are complete. 

PRIOR REPORTS IDENTIFYING STAFFING-RELATED PROBLEMS 

Each year, the OIG provides Congress with an update summarizing the most seri-
ous management and performance challenges identified by OIG work as well as an 
assessment of VA’s progress in addressing them.13 These challenges are aligned 
with the OIG’s six areas of focus outlined in its strategic plan: (1) leadership and 
workforce investment, (2) healthcare delivery, (3) benefits delivery, (4) financial 
management, (5) procurement practices, and (6) information management. 

The following OIG reports are highlighted to demonstrate how OIG staff have 
identified staffing and workforce concerns over the past several years that can affect 
the quality and timeliness of patient care. In particular, these reports highlight how 
shortages of non-clinical personnel, such as human resources, logistics, scheduling, 
and custodial, can have impacts in the timeliness of care delivered across VA med-
ical facilities. 

Health Care Inspection: Evaluation of System-Wide Clinical, Supervisory, and Ad-
ministrative Practice, Oklahoma City VA Health Care System, Oklahoma. In early 
2016, the OIG became aware of concerns regarding clinical and administrative oper-
ations at the system, subsequently expanding to other provider-related issues.14 The 
report describes how underlying causes for shortcomings within multiple program 
areas, processes, and operations were, in part, the result of leadership turnover and 
vacancies at multiple levels, most notably the medical director position, prior to May 
2016. System data indicated that full-time employee-equivalent staff levels were 
often below authorized levels, despite the use of incentives and direct-hire authori-
ties. At the same time, the system experienced serious front-line patient care staff-
ing shortages, particularly in primary care, mental health, specialty care, nursing, 
and non-VA care coordination, which has clinical and non-clinical components. The 
system director took action on the OIG recommendation, including establishing a 
process to automatically recruit for clinical and medical support assistant positions. 

Critical Deficiencies at the Washington DC VA Medical Center. In March 2017, 
the OIG received a confidential complaint and additional subsequent allegations 
that the medical center had equipment and supply issues that could be putting pa-
tients at risk for harm. The OIG conducted an inspection, issuing an interim report 
in April 2017, and a final report in March 2018.15 The final report provided findings 
in four areas: (1) risk of harm to patients, (2) hospital service deficiencies affecting 
patient care, (3) lack of financial controls, and (4) failures in leadership. These defi-
ciencies spanned many years, impacting the core medical center functions that 
healthcare providers need to effectively provide quality care. In particular, the re-
port detailed the failure to inventory and to ensure supplies and equipment reached 
patient care areas when needed. An inadequately staffed human resources function 
contributed to key vacancies throughout that facility, including shortages in logis-
tics, prosthetics ordering, sterile processing, and environmental management serv-
ices. The OIG made 40 recommendations, to which VA concurred. While VA pro-
vided detailed action plans on how the recommendations would be implemented and 
identified progress made, of the 40 recommendations, 9 are still open as of Sep-
tember 18, 2019. One open recommendation calls on the VISN 5 Director to ensure 
the timely completion of hiring actions at the facility until staffing deficiencies in 
the Logistics Service and Sterile Processing Service are fully resolved. 

Delays in Processing Community-Based Patient Care at the Orlando VA Medical 
Center, Florida. In January 2018, the OIG initiated a healthcare inspection of the 
medical center at the request of Congressman Bill Posey. The allegations included 
that a patient died while experiencing a delay in obtaining approval for aortic valve 
surgery outside VA.16 It was additionally alleged that the facility failed to timely 
approve, process, and coordinate non-VA care coordination (NVCC) consults, and 
these delays were causing adverse clinical outcomes. The OIG substantiated delays 
in the processing of other thoracic surgery NVCC consults entered during a 10- 
month period in 2017 related to an increase in the number of consults and limited 
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leased two other reports regarding allegations of poor quality of care at the CLC: Alleged Poor 
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18 Review of Environment of Care, Infection Control Practices, Provider Availability, and 
Leadership VA Loma Linda Healthcare System, June 18, 2019. 

19 Pathology Processing Delays at the Memphis VA Medical Center, Tennessee, August 27, 
2019. 

staff available to process consults. However, the OIG did not identify adverse clin-
ical outcomes associated with the delays. The OIG concluded the absence of a fully 
implemented tool to assist with care coordination increased the possibility of disrup-
tions in the care coordination for the NVCC patients. The OIG made six rec-
ommendations, including that the medical center director conduct a review of Inte-
grated Health Services workload demand and available staff, and takes appropriate 
action to ensure staffing allows for consults to be acted upon within VHA timeliness 
standards. All recommendations are now closed. 

Alleged Inadequate Nurse Staffing Led to Quality of Care Issues in the Commu-
nity Living Centers at the Northport VA Medical Center, New York. Following alle-
gations from several sources, the OIG conducted a healthcare inspection to assess 
long-term care nurse staffing and quality of care issues in the Community Living 
Centers (CLC).17 Among other findings in the September 2018 report, OIG staff sub-
stantiated that nursing leaders were aware of staffing shortages; administrative reg-
istered nurses provided CLC nursing care; facility leaders pressured CLC managers 
to accept admissions despite inadequate staffing. The OIG was unable to substan-
tiate that the use of float staff and overtime placed residents at a higher risk for 
adverse events. The OIG found the facility failed to use alternative staffing. There 
was also a delay in filling vacant positions and a lack of approval for increased staff. 
Also, overtime funding exceeded the cost of filling vacant positions. The OIG made 
three recommendations related to CLC nurse staffing and recruitment, alternative 
staffing, and overtime management. The recommendations related to nurse staffing 
and overtime management remain open. 

Review of Environment of Care, Infection Control Practices, Provider Availability, 
and Leadership VA Loma Linda Healthcare System, California. In March 2018, the 
OIG conducted an inspection at the request of Congressmen Pete Aguilar and Mark 
Takano related to a series of concerns regarding the environment of care (EOC), in-
fection control (including Legionella), care provider availability, leadership respon-
siveness, and the dental clinic at the VA Loma Linda Healthcare System.18 The OIG 
substantiated many of the identified concerns related to inconsistent levels of clean-
liness and repair through the EOC, including the dental clinic, as well as inad-
equate staff training and ineffective facility leader corrective actions. OIG also found 
high staff turnover, necessitating contracting for cleaning work and borrowing staff 
from other VA medical facilities. The OIG found inconsistent water temperatures to 
deter Legionella and in the notification of water testing results. The Sterile Proc-
essing Service’s storage room was not consistently within temperature and humidity 
parameters, and the facility’s healthcare-associated infection rates underperformed 
VHA’s national averages. There were high hospitalist and mental health staff va-
cancy rates and recruiting challenges. The OIG made 14 recommendations regard-
ing staff recruitment, EOC, infection control, Legionella inhibition, training, and 
documentation. OIG staff will monitor VA’s progress until all proposed actions are 
complete. 

Pathology Processing Delays at the Memphis VA Medical Center, Tennessee. In 
July 2018, the OIG initiated a healthcare inspection at the medical center following 
allegations of patient harm and death due to delays in processing laboratory speci-
mens and reporting pathology results in the Pathology and Laboratory Medicine 
Service (P&LMS).19 The OIG learned of delays in processing the reports, and found 
that in 2018, nearly 40 percent of P&LMS positions were vacant, and recruitment 
incentives for these critical staff vacancies were not being used. The OIG also found 
that Veterans Integrated Service Network (VISN) and national P&LMS leaders 
were aware of the vacancies but took no mitigating action. Facility leaders cited 
lengthy recruiting processes and lower pay leading to continued vacancies, as well 
as limited promotional opportunities leading to retention challenges. Additionally, 
turnover among human resources staff impacted P&LMS hiring efforts. The OIG 
made a recommendation to the VISN director to ensure that the medical center di-
rector and leadership team properly assess staffing needs in pathology and labora-
tory services and develop plans to recruit and retain those staff. The VISN director 
concurred with the recommendation, with a projected completion date of September 
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20 Health Information Management Medical Documentation Backlog, August 21, 2019. 

27, 2019. OIG staff will monitor VA’s progress until all proposed actions are com-
plete. 

Although these are just a few examples, it should be clear that staffing defi-
ciencies occur throughout VHA with far-reaching implications. Last month, the OIG 
reported how staffing shortages have created extensive backlogs in scanning elec-
tronic health records from community providers with the potential to undermine co-
ordinated patient care and well-reasoned medical decisions.20 

CONCLUSION 

The OIG has prioritized oversight of VA leadership and workforce management, 
particularly adequate staffing by qualified professionals—recognizing that defi-
ciencies in these areas are the root cause for many issues identified during OIG 
oversight reviews. Although VA has made important improvements, additional fun-
damental changes are needed for significant and sustained improvement, such as 
accurately tracking VHA’s vacancy numbers; considering the implications for sup-
port staff and other team members in staffing models for particular positions; reli-
able and transparent reporting; recruiting and retention oversight that includes con-
sideration of both individual facility and veterans’ needs within a community; and 
strong and consistent leadership to create a stable and welcoming environment. To 
more efficiently utilize its resources, VHA must identify needed staff positions based 
upon comprehensive staffing models that are completely implemented. 

The OIG thanks Congress for its commitment to ensuring VA has the resources 
to provide veterans with timely access to quality care that can be provided by caring 
and qualified staff. 

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

PREPARED STATEMENT OF THE AMERICAN FEDERATION OF GOVERNMENT EMPLOYEES, 
AFL-CIO 

Chairman Takano, Ranking Member Roe, and Members of the Committee, 
The American Federation of Government Employees, AFL–CIO and its National 

Veterans Affairs Council (AFGE) appreciate the opportunity to provide our views on 
how hiring barriers at the Department of Veterans Affairs (VA) affect patient care 
and access to VA’s exemplary, comprehensive and veteran-centric medical and men-
tal health services. 

AFGE represents more than 700,000 Federal and District of Columbia govern-
ment employees, 260,000 of whom are dedicated VA employees. AFGE is the largest 
labor representative of Veterans Health Administration (VHA) providers and sup-
port personnel, and represents employees at nearly every VA medical center. 

FRONT-LINE EMPLOYEES AND THEIR LABOR REPRESENTATIVES: CRITICAL ‘‘CHANGE 
AGENTS’’ FOR VHA INNOVATIONS 

AFGE shares the Committee’s concerns about the corrosive effect that chronic 
VHA short staffing has on patient care and access. We applaud the Committee’s 
commitment to spotlight VHA staffing shortages on the eve of the rollout of the new 
electronic health record (EHR) that will place additional demands on staff. 

During most of the past fifty years, AFGE had a front row seat at many of VHA’s 
major information technology (IT) transformations. We are grateful to former Under 
Secretary of Health, Dr. Ken Kizer for providing AFGE with a meaningful seat at 
the table when both the first EHR and bar code medication systems were imple-
mented in the 1970’s. We feel proud of our essential role in the success of these ear-
lier IT systems. As the primary users of these systems and recipients of training, 
the employees we represent must be true partners in all such endeavors. 

Sadly, reports by local AFGE officers at VA medical centers indicate that the 
agency has made little or no effort to include the union in efforts to implement the 
new EHR. 

Therefore, we urge the Committee and VA leadership to work with front-line em-
ployees and their labor representatives to implement and improve new technology 
initiatives. VA asserted in its September 16th press release that the VA Innovative 
Technology Advancement Lab (VITAL) Program selected ‘‘key clinical and frontline 
staff’’ for end user advanced training. We request that that Committee look into 
whether any labor representatives were actually among those selected. The agency 
description of VITAL participants aligns closely with the beneficial role that AFGE 
represented employees have played in the past, i.e. to ‘‘directly influence a success-
ful EHRM introduction at their facilities by performing as ‘change agents’ who can 
capitalize on and advance the capabilities and value of EHRM’s transformational in-
novation.’’ (https://www.va.gov/opa/pressrel/pressrelease.cfm?id=5314) 

COMPENSATION 

Provider compensation is a significant barrier to VHA’s ability to recruit and re-
tain a strong health care workforce. The VA does not fully or correctly utilize the 
many recruitment and retention tools enacted by Congress to make the VA competi-
tive with pay provided by other employers in local markets. The problem is exacer-
bated for providers covered completely by the Title 38 personnel system, including 
physicians, dentists, registered nurses, physician assistants and podiatrists. Due to 
broad Secretary discretion over Title 38 providers, and the absence of collective bar-
gaining rights, they cannot challenge management violations of pay laws or pay 
rules. This also prevents pay from being consistent among providers, causing favor-
itism and unequal application of pay laws that greatly undermine recruitment and 
retention. However, some VHA facilities have successfully applied existing pay laws 
to make provider pay more competitive. Therefore, the VA already has the tools it 
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needs to make pay competitive for VHA personnel. The root cause continues to be 
overly broad Secretary discretion over the pay and working conditions of Title 38 
clinicians. Adequate training of managers and human resources (HR) personnel will 
help ensure that they make proper pay decisions and face greater accountability 
when they make bad pay decisions. More congressional oversight of pay setting 
processes and pay decisions will ensure use of best practices across all VHA facili-
ties. 

For physicians, dentists and podiatrists, Secretary discretion over their market 
pay has resulted in long delays in updating pay, arbitrary decisions over which com-
parative pay data is relevant and how much to adjust market pay. In 2004, Con-
gress passed the physician-dentist pay law to make the process more transparent. 
However, in 2016, Congress eliminated the requirement that VA set market pay 
through compensation panels comprised of providers working in the relevant prac-
tice area. As a result, management now makes market pay decisions without any 
accountability or transparency and it has become much more difficult for providers 
to know whether they or their colleagues are receiving the proper amount of market 
pay. We regularly hear reports from the field that senior physicians are paid signifi-
cantly less than new hires, and that many providers are making far below market 
rate. The adverse impact of these poor pay practices is especially felt among spe-
cialty physicians and providers in high cost of living areas. 

Podiatrists were added to the physician-dentist pay system by the VA MISSION 
Act. AFGE has received many reports that they are widely disappointed by the mar-
ket pay determinations they have received. Their frustrating experiences to date 
further illustrate how a lack of competency and accountability cause good pay tools 
to be poorly utilized. Many facilities delayed implementation of this pay change; oth-
ers began implementing the fix, but miscalculated market pay and failed to take 
into consideration the greater pay needs of podiatrists performing rear-foot sur-
geries. 

Broad Title 38 discretion and a lack of transparency have also limited the ability 
of registered nurses (RNs) and physician assistants (PAs) (who were added to the 
RN third party locality pay system in 2017) to challenge improper pay determina-
tions and resulted in delays in making needed pay updates. 

RNs also express frustration with the pay determinations made by the nurse pro-
fessional standards boards (PSB) for new hires and RNs seeking promotions. Many 
front-line nurses feel that the PSB is plagued by favoritism, denying promotions to 
many deserving RNs. Our members express frustration that many in the position 
of Nurse II with extensive experience never get promoted to Nurse III. Similarly, 
individuals in the position of Nurse I with valuable experience never get promoted 
to Nurse II because they do not have 4-year degrees and the PSBs fails to properly 
credit their years of service with the VA. 

VA physician assistants (PA) report that it is extremely difficult to be promoted 
beyond a GS–11, leaving their pay well below the PA pay offered outside the VA. 
Similarly, PA Leads also have difficulty moving from GS–13 to GS 14. The VA 
Choice and Quality Employment Act of 2017 required that the VA apply the RN 
third party locality pay process to PAs but to date, the legislation has been applied 
very unevenly across facilities. 

As previously mentioned, the lack of full bargaining rights among Title 38 pro-
viders causes an additional barrier to receiving competitive pay. The VA’s Title 38 
collective bargaining rights policy, which is based on an extremely narrow reading 
of Section 7422 of Title 38, prohibits these providers from challenging VHA’s viola-
tion of pay laws and its own policies. AFGE has fought a long battle to amend Sec-
tion 7422 to eliminate the compensation exclusion and other exclusions to bar-
gaining. We are very grateful to Chairman Takano for introducing H.R. 1133, the 
‘‘VA Employee Fairness Act’’, which will rectify this problem. Without this change, 
the VA’s ‘‘7422’’ policy will continue to undermine the pay laws Congress enacts to 
keep the VA provider workforce strong. 

Hybrid Title 38 providers, including psychologists, social workers and pharmacists 
are also frustrated by the Hybrid Title 38 Professional Standards Board and the fact 
that special pay increases are within the discretion of the Medical Center Director. 
However, they can use their full collective bargaining rights and to grieve over im-
proper applications of pay laws and policies. That is why AFGE strongly opposes 
efforts to move VHA psychologists from Hybrid to full Title 38 through Section 501 
of S. 785, the ‘‘Commander John Scott Hannon Veterans Mental Health Care Im-
provement Act of 2019’’. One of the reasons offered by proponents for this change 
is the ability to get higher pay for psychologists under the physician three-tier pay 
system. In addition to losing full bargaining rights, and the right to use the griev-
ance and arbitration process, or Merit Systems Protection Board to challenge unfair 
terminations and discipline, or incorrect pay determinations, it is far from certain 
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whether front-line VHA psychologists would receive higher pay under the market 
pay system. 

VA MISSION ACT VACANCY DATA 

Adequate data on vacancies within the Department is crucial to fully assessing 
the true State of VA staffing. When Congress began the process of overhauling the 
CHOICE program, AFGE was adamant that language be included to provide trans-
parency on staffing levels. As the VA MISSION Act began to develop Section 505 
was added, which requires the Department to post data every quarter outlining 
where vacancies exist. This data is intended to provide the public with information 
— both at the national and facility levels. This data should be used as an indicator 
of how the Department is doing with hiring and retaining talented professionals to 
care for our veterans. 

Pushing for vacancy transparency is not a new notion. When Congress passed the 
CHOICE Act, they included language directing the VA Office of Inspector General 
(OIG) to provide an annual update on the five occupations with the largest vacancy 
rates. Congress further amended this part of statute in 2017 with the passage of 
the VA Choice and Quality Employment Act, which required reporting on the top 
five clinical and nonclinical occupations with the largest staff shortages. Making this 
data publicly available is important so that patients and other stakeholders are able 
to fully assess the State of their local VA. Looking at wait times only does not tell 
the full story. 

In the CHOICE-mandated reports the OIG routinely found vacancies in mental 
health and primary care. These two components are the bedrock of VA care, and 
it certainly raises red flags that the Department is routinely coming up short in 
these areas. What is also interesting is high number of nonclinical vacancies the De-
partment has, for example in the June 14, 2018, OIG report occupations such as 
police officer, general engineer, and custodial worker were all in the top 11 (11) of 
positions that need to be filled. 

Section 505 of the MISSION Act was intended to take this occupational data and 
narrow it down even further. Ideally, this language was drafted to require the de-
partment to report by facility how many vacancies exist for each occupation. On 
June 25, 2019, the OIG released its first report based on the new MISSION Act re-
quirement. While the OIG did not accuse the VA of not complying with the law, 
they did call into question the extent of VA’s reporting. According to the OIG, ‘‘VA’s 
initial reporting of staff vacancies and employee gains and losses used alternative 
aggregation methods and lacked sufficient transparency to permit stakeholders to 
use this information to track VA’s progress toward meeting full staffing capacity.’’ 

When Section 505 was included it was clear that the intent of the provision was 
to provide stakeholders with adequate data to assess VA hiring. We all agree that 
veterans have earned the world-class care and services provided by the Department, 
and AFGE stands ready to help the VA bring more fulltime Federal employees on 
board who want to make a career out of serving veterans. Instead, though, it ap-
pears that the We hope that the Committee will continue to force the VA to be 
transparent and put forth a serious effort to address staffing challenges. 

AFGE thanks the Committee for the opportunity to share our views on VHA hir-
ing practices and vacancy data collection. We welcome the opportunity to share the 
perspective of AFGE and the front-line employees we represent to ensure increased 
competency, accountability and transparency in management’s application of all 
VHA pay processes. The VA’s refusal to fill the nearly 50,000 positions that remain 
vacant is a disservice to veterans. We look forward to working with the Committee 
to ensure that all stakeholders have access to adequate data to assess VA hiring. 

THE PREPARED STATEMENT OF THELMA ROACH-SERRY 

Chairman Takano, Ranking Member Roe, and Members of the Committee, on be-
half of the nearly 3,000 members of the Nurses Organization of Veterans Affairs 
(NOVA), I would like to thank you for the opportunity to submit testimony on to-
day’s hearing ‘‘Critical Impact: How Barriers to Hiring at VA Affect Patient Care 
and Access.’’ 

NOVA is a professional organization for nurses employed by the Department of 
Veterans Affairs (VA). 

NOVA appreciates the opportunity to provide our input; as nurses who make up 
one third of the VA workforce, we will discuss the critical areas that affect hiring, 
recruitment and retention and how staffing shortages affect the delivery of care 
around the country. 
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Staffing vacancies within the Veterans Health Administration (VHA) have contin-
ued to plaque the Department and remain at over 45,000. NOVA believes that fill-
ing critical vacancies is one of the most pressing issues for VA. 

Studies have shown that better care is provided when facilities have both an ade-
quate number of nurses, and nurses that are qualified for the jobs to which they 
are assigned. 

The number of Veterans receiving care within VHA facilities has steadily climbed 
from 6.8 million in Fiscal Year 2002 to 9.0 million in Fiscal Year 2015, with many 
who require more intensive nursing care especially those returning from Afghani-
stan and Iraq, and the aging population of Veterans from prior service. 

The need to have an adequate and qualified nursing staff to care for those with 
more complex injuries led to legislation (PL 107–135) passed by Congress requiring 
VA to develop a nationwide policy on staffing levels for operation at all VAMCs. 
VA’s Office of Nursing Services (ONS) oversees the implementation of the Staffing 
Methodology for VHA Nursing Personnel as outlined in VA Directive 2017–1351.1 

The Directive provides a nationally standardized method of determining appro-
priate direct care staffing for VA nursing personnel, with nurse staffing in Patient 
Aligned Care Teams (PACTs) following the VHA Handbook 1101.10 (PACT). The Di-
rective noted that staffing decisions require the use of research and non-research 
sources of evidence, professional judgment, critical thinking, and flexibility. While 
also using available evidence with staffing standards of nursing professional organi-
zations, established VHA team staffing models and facility strategic directions to en-
sure safe and effective nursing care for Veterans. 

Staffing needs are individualized to specific clinical settings and cannot rely solely 
on ranges and fixed staffing models, staff-to-patient ratios, or prescribed patient for-
mulas. The staffing methodology described in the VA Directive requires the system-
atic collection of a minimum set of core data and unit-based operations assessment 
to support staffing decisions. Professional nursing organizations’ staffing standards 
and recommendations, where they exist, provide the basis for the ONS-developed 
tools. 

While the methodology uses a variety of tools to determine staffing levels within 
VHA, it also accounts for changes in each unit/facility to include high staff turnover 
and vacancies throughout the system. 

Several recent reports published by the VA Office of Inspector General (VAOIG) 
found a significant variation in the number and types of shortages reported. Accord-
ing to a June 14 report, (June 14, 2018/VA OIG 18–01693–196) 2, ‘‘reasons for the 
shortages varied significantly and not all facilities provided a reason for each des-
ignated shortage.’’ The number of vacancies within the Department remains high 
and the most commonly cited challenges to staffing fell into three categories: 

• Lack of qualified applicants 
• Non-competitive salary 
• High staff turnover 
NOVA remains concerned about the inconsistencies in how data is collected on 

where shortages exist. As noted in the VA OIG report mandated under the MIS-
SION Act, Section 505, (June 25, 2019 /VA OIG 19–00266–141) the VA’s vacancy 
data is organized by broad position categories—clinical and nonclinical—rather than 
specific occupations.3 Without the required specificity, i.e. nurses, doctors and other 
clinical staff shortages, those using the data to identify needs to hire within facili-
ties are spending valuable time on another step impeding the process. 

Identifying shortages where patient centered care and access is affected should be 
a priority. Simplified data that provides information on how many nurses (at all lev-
els), doctors, mental health providers, etc. are needed at each facility would be far 
more effective and transparent. 

The OIG noted in its recommendations, that VA should identify specific jobs or 
positions so that the public can better understand its staffing needs. VA should also 
adjust its methodology for aggregating gains and losses to ensure that data is re-
ported appropriately and transparently. 

As nurses who provide direct patient care, having adequate staff goes hand in 
hand in determining access and delivering high quality health care to all Veterans. 

Budgets that are sufficient in allowing VISN and Medical Center Directors to hire 
staff is critical. With the passage of the MISSION Act and expanded access to com-
munity care, VHA leaders must make decisions on how funding will be used and 
disbursed throughout its Veteran population. Medical Center Directors are con-
stantly challenged to weigh the cost of funding staff as opposed to funding other 
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critical needs. Funding mechanisms and congressional appropriations have not al-
ways contained priorities which consider the internal needs of the VHA system. 

NOVA reminds the Committee that requiring VA to do more with less puts unnec-
essary pressure on leadership at VA facilities to manage funding by borrowing from 
one account to pay for another. We have noted in the past that we do not agree 
with any plan that would include diverting staff (i.e. to non-clinical VCCP adminis-
trative referrals), and other funding from clinical care needs. Adequate and appro-
priate funding is critical if the system is to remain competitive within the health 
care industry. 

Recruitment and Retention remains one of NOVA’s top priority goals. This in-
cludes ensuring Human Resources has sufficiently trained staff in order to review 
and streamline policies and procedures to improve the efficiency and speed of the 
hiring process; supporting competitive wages for all levels of nursing; undertaking 
a thorough review of downgrades, reclassification of critical positions and imple-
menting salary surveys annually with corrective steps for all nursing staff across 
VA. As well as, revising the cap on nurse pay structures and RN pay schedules and 
reclassification of critical positions so that VA can provide acceptable salaries espe-
cially in highly competitive employment regions. 

We also stand by our commitment to a more inclusive use of APRN’s, NP’s, and 
PA’s within the system. Allowing health care professionals to practice to their full 
scope and authority will provide higher access to care for Veterans enrolled in VA, 
while encouraging those eligible to come into a system that provides the highest ac-
cess to timely quality care. 

Thank you for allowing us to submit our views today. As nurses, who are often 
the first face a patient sees, we are reminded that it is VA care that Veterans over-
whelmingly prefer and deserve. We are committed to enhancing access and improv-
ing health care at VA and stand ready to work with this Committee and its staff 
on this important mission. 

PREPARED STATEMENT OF KATHRYN JANSKY 

INTRODUCTION 

Chairman Takano, Ranking Member Roe, and Members of the Committee, thank 
you for the opportunity to offer this statement for the record. The American Associa-
tion of Nurse Anesthetists (AANA) is the professional association for Certified Reg-
istered Nurse Anesthetists (CRNAs) and student registered nurse anesthetists, with 
membership that includes more than 53,000 CRNAs and student nurse anesthetists 
representing over 90 percent of the nurse anesthetists in the United States. CRNAs 
are advanced practice registered nurses (APRNs) who personally administer more 
than 45 million anesthetics to patients each year in the United States. CRNAs pro-
vide acute, chronic, and interventional pain management services. In some states, 
CRNAs are the sole anesthesia providers in nearly 100 percent of rural hospitals, 
affording these medical facilities obstetrical, surgical, trauma stabilization, and pain 
management capabilities. 

The House Committee on Veterans’ Affairs’ hearing, entitled ‘‘Critical Impact: 
How Barriers to Hiring at VA Affect Patient Care and Access’’ comes at an impor-
tant time, as the largest barrier CRNAs face is not being able to practice to their 
full scope of education and training. On December 14, 2016, the U.S. Department 
of Veterans Affairs (VA) issued a final rule granting three of the four APRN special-
ties full practice authority, excluding CRNAs. In the final APRN rule, the VA indi-
cated that CRNAs are highly qualified for full practice authority, but were not in-
cluded with the other three APRN specialties because the VA believes there cur-
rently is not a problem with access to anesthesia care in Veterans Health Adminis-
tration (VHA) facilities. Granting CRNAs full practice authority would go a long 
way in terms of recruitment and retention. 

ASSESSMENT OF CURRENT AND FUTURE ACCESS TO ANESTHESIA CARE ISSUES 

The AANA advocates on numerous issues to help improve healthcare, patient 
safety and practice excellence by working to increase access to healthcare, make 
healthcare more affordable, and improve the quality of the care available to all pa-
tients, including our Nation’s veterans. The AANA supports full practice authority 
for CRNAs, working in Veterans Health Administration (VHA) facilities, who help 
care for our Nation’s veterans to the full scope of their education, training and licen-
sure to help ensure that veterans have access to the timely anesthesia and related 
healthcare services they deserve. 
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On December 14, 2016, the VA published its final rule granting full practice au-
thority to three of the four APRN specialties, illogically excluding CRNAs from the 
rule ‘‘due to VA’s lack of access problems in the area of anesthesiology.’’1 This is 
an inaccurate statement that is clearly refuted by evidence, as will be illustrated 
below. In order to help expand veterans’ access to quality anesthesia care, we urge 
you to do what is right for our veterans by using the evidence clearly demonstrated 
in this statement to reconsider this action. Permitting full practice authority for 
CRNAs will ensure veterans receive the full scope of timely, high-quality anesthesia 
and pain management care they so rightfully deserve within VHA facilities. 

THE VA’S OWN STUDIES AND DATA CONFIRM AN ACCESS TO ANESTHESIA CARE ISSUE 

Recent data from VA commissioned studies show a clear access to care issue in 
VHA facilities. We are troubled as to why these objective findings weren’t consid-
ered to be sufficient evidence for granting full practice authority to CRNAs in the 
final rule. As you know, the VA sponsored the congressionally mandated 2015 
RAND Corporation Independent Assessment of the VHA, which reported that wait 
times for VA care are getting longer and current VA workforce capacity may not 
be sufficient to provide timely care to veterans across a number of key specialties, 
as well as primary care.2 The VA’s Enrollee Health Care Projection Model 
(EHCPM), a healthcare demand projection model, forecasts a ‘‘19-percent increase 
in demand for VA health care services nationally from Fiscal Year 2014 to Fiscal 
Year 2019, due to a projected 5.1-percent increase in enrollment and the aging of 
enrollees.’’ 3 The VA Independent Assessment stated that one of the most important 
changes in VA policy to help meet increases in demand for healthcare over the next 
5 years and ensure continued access to care for veterans would be formalizing full 
practice authority for all APRNs, including CRNAs. 

Instead, the VA has chosen to exclude CRNAs from full practice authority, which 
means many veterans will continue to endure dangerously long wait times for need-
ed healthcare requiring anesthesia services. A report released by the VA in Decem-
ber 2016 showed there are 150 VHA facilities reporting that more than 10 percent 
of their appointments have a wait time of more than 30 days, meaning that vet-
erans have to wait more than a month to get an appointment.4 

The VA Independent Assessment reported access to care challenges due to anes-
thesia delays. Specifically, the VA Independent Assessment identified delays in car-
diovascular surgery for lack of anesthesia support, rapidly increasing demand for 
procedures requiring anesthesia outside of the operating room, and slow production 
of colonoscopy services in comparison with the private sector.5 This speaks to the 
underutilization of existing anesthesia providers such as CRNAs, who are not al-
lowed to practice to the full scope of their education, experience, and licensure. It 
remains unclear why the Independent Assessment’s impartial findings are not suffi-
cient evidence to allow full practice authority for CRNAs in VHA facilities. 

A logical solution to reducing or preventing delays in veterans’ access to anes-
thesia care in VHA facilities would be to promptly allow CRNAs to practice to the 
full extent of their education, training, and licensure. 

UNREQUIRED, UNNECESSARY CRNA SUPERVISION REDUCES ACCESS TO CARE IN VHA 
FACILITIES 

Concerns over anesthesia delays in VHA facilities stem from the underutilization 
of CRNAs who are not allowed to practice to the full scope of their education, experi-
ence, and licensure, as well as anesthesiologists who spend more time supervising 
CRNAs than actually providing hands-on patient care, even though the VA does not 
require CRNAs to be supervised by anesthesiologists or by any other physicians. 
CRNAs are appropriately educated and trained to handle every aspect of the deliv-
ery of anesthesia services including general and regional anesthesia and acute, 
chronic, and interventional pain management services. Forty states plus the District 
of Columbia have no supervision requirement concerning nurse anesthetists in 
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nurse practice acts, board of nursing rules/regulations, medical practice acts, board 
of medicine rules/regulations, or their generic equivalents, allowing CRNAs to prac-
tice autonomously consistent with their education, training, and licensure. (This 
does not take into account hospital statutes or regulations.) Furthermore, no State 
or Federal laws require CRNAs to be supervised by anesthesiologists. CRNA super-
vision leads to increased costs and reduced access to timely care, but does not lead 
to better healthcare outcomes as confirmed by scientific research data time and time 
again. 

However, observations within the VHA have found that some supervising anes-
thesiologists prohibit CRNAs from providing regional anesthesia services to veterans 
undergoing certain procedures, such as orthopedic, urological, and vascular, for 
which regional anesthesia may be the preferred choice. Further, many of these pa-
tients suffer from multiple chronic conditions such as lung disease, obstructive sleep 
apnea, and obesity. In these instances, regional anesthesia services are frequently 
the best option. Administering large amounts of narcotics to these patients, as in 
general anesthesia, introduces risks beyond those of regional anesthesia care. In-
stead of the surgeon authorizing the CRNA to provide regional anesthesia, anesthe-
siologists are ordering CRNAs to administer general anesthesia which requires a 
higher dosage of narcotic medications and inhalational agents and puts the patient 
at greater risk of postoperative pulmonary problems, slower recovery times, and 
greater postoperative pain, and also contributes to delays in physical therapy serv-
ices. All of these factors compromise the patient’s ability to recover as promptly and 
safely as possible and leads to additional costs due to longer hospital stays. 

Additional observations within the VHA find CRNAs are commonly supervised by 
anesthesiologists at 1:1 and 1:2 ratios not generally found in the commercial 
healthcare delivery marketplace, and which do not correlate with improved out-
comes.6 Because these arrangements are so costly compared with alternatives, they 
divert resources from VHA delivery of other priority services such as primary care, 
women’s healthcare or mental healthcare. Anesthesia services provided by CRNAs 
and anesthesiologists are considered extremely safe and except in rare instances a 
single anesthesia provider is sufficient to administer an excellent anesthetic. CRNAs 
administer anesthesia in all settings working in collaboration with surgeons, anes-
thesiologists, and other healthcare professionals as part of the patient care team. 
A Lewin Group peer-reviewed economic analysis noted, ‘‘There are no circumstances 
examined in which a 1:1 direction model is cost effective or financially viable.’’ 7 The 
Lewin Group analysis concludes that allowing CRNAs to practice to the full extent 
of their education and training would ‘‘both ensure patient safety and result in sub-
stantial cost savings, allowing the VHA to allocate scarce resources toward other 
Veteran healthcare needs.’’ 8 

By granting full practice authority to CRNAs, the VHA would make full use of 
more than 900 CRNAs already practicing in VHA facilities. Many more veterans 
could be cared for if start times for surgical and other types of cases requiring anes-
thesia were no longer delayed unnecessarily while waiting for supervising anesthe-
siologists to become available. This would ensure that our Nation’s veterans have 
access to essential surgical, emergency, obstetric, and pain management healthcare 
services without needless delays or having to travel long distances for care. It would 
also correspond with VA Secretary David Shulkin’s May 31, 2017 address on the 
‘‘State of the VA’’ where he remarked that the goal was to ‘‘turn the VA into the 
organization veterans and their families deserve, and one that America can take 
pride in,’’ which includes, ‘‘reducing burdensome regulations that do not make sense 
and launching new tools that make it easier for veterans to engage with VA.’’ 9 

RECRUITMENT AND RETENTION OF CRNAS WILL INCREASE PRODUCTIVITY AND 
EFFICIENCY 

The AANA fails to understand how the VA concluded that the current anesthesia 
workforce is sufficient to meet the healthcare needs of veterans in the VA health 
system. The VA stated in their final APRN rule, ‘‘VA understands that there are 
difficulties hiring and retaining anesthesia providers.’’ We agree with this state-
ment, since a major VHA workforce evaluation published in January 2015 reported 
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that CRNAs have been among the VHA’s most difficult to recruit specialties over 
four of the past 5 years.10 

In the final APRN rule, the VA provided data on CRNAs and anesthesiologists 
that is inaccurate, troubling and does not justify the assertion that current staffing 
levels can meet the anesthesia needs of veterans. As stated in the final APRN rule, 
as of August 31, 2016, the VA had 940 anesthesiologists and 937 CRNAs. In addi-
tion, data from the VA’s Center for Veterans Analysis and Statistics show a growth 
in total Veteran enrollees (6.8 million in 2002 to 9.1 million in 2014), outpatient vis-
its (46.5 million to 92.4 million) and inpatient admissions (565,000 to 707,000) in 
the VA healthcare system over the last 12 years.11 The final APRN rule also stated 
that the 2015 independent survey of VA general facility Chief of Staffs conducted 
by the RAND Corporation showed that about 38 percent reported problems recruit-
ing or hiring advanced practice providers and 30 percent reported problems retain-
ing advanced practice providers.12 

Looking at these numbers alone, it is clear that the VA is suffering from APRN 
recruitment and retention issues. With the substantial increases in the number of 
veterans using the VA system for healthcare over the last 10 years, it is unclear 
to us how only 940 anesthesiologists and 937 CRNAs are sufficient to meet the an-
esthesia care needs of more than 9 million veterans across the country. 

Moreover, we feel that CRNAs are being held to a different and unfair standard 
regarding recruitment and retention data than the other categories of APRNs who 
were granted full practice authority in the final APRN rule. For example, the VA 
states that the lack of advancement opportunities and practice autonomy were not 
cited as reasons for recruitment and retention challenges for CRNAs, and that it 
would consider future rulemaking if there’s evidence linking full practice authority 
to CRNA recruitment and retention. However, the VA fails to show that this same 
linkage was established for the other APRN categories that were granted full prac-
tice authority. The final APRN rule also provides data on critical staffing shortages 
and states that CRNAs and physician anesthesiologists are not high on the list of 
hard to recruit and retain specialties. The VA again fails to present compelling data 
that reveals shortages in the other APRN categories or of their respective physician 
counterparts. Again, CRNAs are being held to a different and inconsistent set of 
rules than the other categories of APRNs. Also, in the VA’s Economic Impact Anal-
ysis for RIN–2900-AP44, the VA reports in the description of current APRN practice 
a net gain of 88 CRNA FTEs as a reason to exclude them from the rule, while the 
VA noted a net gain of 620 NP FTEs, which is far greater than the net gain for 
CRNAs.13 

The VA’s final APRN rule also references current and future recruitment and re-
tention of CRNAs, stating that it is possible resources might be available to address 
some of these underlying issues if efficiencies were realized as a result of advanced 
practice nursing authority.14 The AANA recently surveyed its membership, which 
includes more than 90 percent of the Nation’s nurse anesthetists, and found that 
over 90 percent of respondents indicated that the decision to not grant full practice 
authority to CRNAs would deter them from seeking employment in the VHA in the 
future. This chilling effect on the ability of the VHA to hire skilled CRNAs will have 
a lasting impact on its ability to meet the healthcare needs of veterans. Conversely, 
98 percent of the survey respondents said they would be more inclined to work for 
the VHA if it took the appropriate steps to grant full practice authority to CRNAs. 

CONCLUSION 

By granting full practice authority to CRNAs, the VA would become a more desir-
able place for CRNAs to work. It would maximize productivity and efficiency, mak-
ing full use of more than 900 CRNAs already practicing in VHA facilities and also 
make working in VHA facilities more attractive to future CRNAs. Allowing CRNA 
full practice authority in the VA would only help to increase the number of CRNAs 
who can provide safe, high quality and cost effective anesthesia care for our Nation’s 
veterans. This would ensure that our Nation’s veterans have access to essential sur-
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gical, emergency, obstetric, and pain management healthcare services without need-
less delays or having to travel long distances for care. 
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