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In addition to its operational audit, investigative, contract review, and healthcare inspection roles, the OIG is responsible for a wide range of other significant activities that contribute to fulfilling the OIG's overall mission objective.





	HOTLINE





The Hotline staff operates a toll-free telephone service 24 hours a day, 7 days a week.  In addition, the OIG initiated Internet and E-mail access and began offering a Hotline Homepage in July 1996.  In the first three months of Internet access, the Hotline received 41 contacts by E-mail.  Calls, letters, and E-mail are received from employees, veterans, the general public, the Congress, GAO, and other Federal agencies reporting issues of fraud, waste, and abuse.  Due consideration is given to all complaints and allegations received, with each addressed by OIG or other Departmental staff and a response provided to the reporting individual.  
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1.  HOTLINE CASES PROCESSED�ADVANCE \D 7.20��





During the period, the Hotline Section received 11,443 contacts, with 305 cases opened and referred, and 281 cases closed, as follows:











�PRIVATE ��	HOTLINE WORKLOAD �
�
�
Total Contacts�
  11,443�
�
Cases opened and referred*�
     305 �
�
   OIG Audit�
       5�
�
   OIG Investigations�
       7�
�
   OIG Hotline and Special Inquiries�
      25�
�
   OIG Healthcare Inspections�
      14�
�
   Other OIG�
       2�
�
   VA Program Managers�
     257�
�
Cases closed	    �
     281�
�



	* Some cases referred to more than one office.
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Of the 281 cases closed during this period, 74 cases contained founded allegations.  The following graph illustrates the percentage of cases warranting corrective actions.
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The majority of the issues associated with the founded allegations concerned management, employee conduct, veterans benefits, property and personnel, patient care, time and attendance, and contract/procurement irregularities.  The following table illustrates the number of complaints by category for the founded allegations.
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�
Following are examples of allegations that were founded for each of the categories listed on the preceding table.





Management





	·	A review at a VAMC substantiated allegations that a Respiratory Unit supervisor instructed and allowed his secretary to perform pulmonary function and blood gas tests on patients.  Management agreed to take appropriate disciplinary action against the supervisor.  The secretary no longer works for the medical center.





	·	A VHA review substantiated the allegation that a veteran’s medical records did not contain verification of his service-connected disability, preventing him from being eligible for VAMC care.  The veteran was informed that verification of his service-connected disability had been received and his records had been corrected.  He was also informed that he was removed from billing status for visits previously made to a local VAMC, and a letter of apology was sent to him.





Employee Conduct





	·	A VHA review substantiated that a VAMC employee used a Government van to drive five employees to bars, a restaurant, and the beach while on official travel.  The employee was counseled.





	·	Another VHA review substantiated the allegation that a supervisor used a Government lap top computer at home to conduct personal business.  The supervisor was counseled for the personal use of the equipment and was informed of the requirement to obtain a property pass before taking a computer home for use in conducting official Government business.





	·	A third VHA review substantiated allegations that a physician performed research on veterans without obtaining approval by the Medical Center Research Board or the informed consent of the participants in the research study.  The physician was reprimanded, with all future research he performs to be closely supervised by the VAMC's Associate Chief of Staff for Research and Development.





Veterans Benefits





	·	A VBA review substantiated the allegation that the wife of a deceased veteran inappropriately received death pension benefits after she remarried.  As a result of action taken by the Regional Office, an overpayment of $23,760 was established and recovery action initiated.  Another review substantiated that a veteran inaccurately reported his income which resulted in an overpayment of $8,911 in pension benefits.  The Regional Office reduced his benefits and initiated an offset to collect the overpayment. 





	·	A VBA review substantiated an allegation that a veteran negotiated a $5,838 education benefits check intended for the University.  The regional office created an offset against the veteran’s benefits.





Property/Personnel





	·	An OIG Hotline review substantiated that numerous employees of VA Central Office and the OIG misused VA property by participating in the transmission of an E-mail chain letter.  The Hotline took immediate action to have a Broadcast message sent informing employees that this was an inappropriate use of government time and computers.





 Patient Care





	·	A VHA review substantiated that two VAMC physicians failed to properly  monitor decongestant cough syrups they prescribed for a patient that could have triggered a drug-to-drug interaction with another medication.  Both physicians were counseled and the Chief of Pharmacy cautioned pharmacy staff to be alert to the potential for drug-to-drug interactions and to contact the physician in these cases.  The VAMC sent an apology to the veteran and also initiated actions to provide better information on drug-to-drug interactions, including development of an automated "red flag" system to alert physicians and pharmacists to a potential problem.   


	·	Another VHA review substantiated allegations regarding the quality of care received by a veteran at an outpatient clinic (OPC).  The review determined that an OPC physician supervisor was not providing appropriate supervision and feedback to the physician staff.  The physician supervisor was counseled and relieved of his supervisory responsibilities, actions were taken to establish monthly meetings between the Assistant Chief of Staff for Ambulatory Care at the oversight VAMC and the OPC physicians, and a customer satisfaction survey was initiated for patients visiting the OPC.





Time and Attendance





	·	A review by the Office of the Deputy Assistant Secretary for Information Resources Management substantiated allegations of forgery and falsification of time and attendance documents.  The review found that signatures on the sign-in and sign-out sheets had been forged by an unknown individual within the service.  To prevent future recurrence, procedures were established so the sheets are kept within close proximity of the timekeeper or alternate timekeeper.  In addition, all Service employees were advised of proper time and attendance procedures.  





Contract/Procurement





	·	A review by VBA substantiated allegations that an employee was involved in irregular contract activities and had misused funds for the purchase of lap top computers.  The employee and two other employees involved in the matter were reprimanded and the supervisors of the three employees were reminded of their oversight responsibilities.  All parties were required to attend Ethics in Procurement training.  The employee was also required to attend a basic procurement course and his contractual authority was revoked until his completion of the course.


 	FORENSIC DOCUMENT LABORATORY





The OIG operates a nationwide forensic laboratory service for fraud detection which can be utilized by all elements of VA. The types of requests routinely submitted to the laboratory include handwriting analysis; typewriting; inks; paper; photocopied documents; and suspected alteration of official documents. During this reporting period, the forensic laboratory received 720 documents from various non-OIG sources which required 1,576 laboratory examinations. The laboratory received 481 additional pieces of evidence in 8 OIG criminal investigations, which required 1,186 laboratory examinations.  There were a total of 45 laboratory reports issued during the period covered by this report.





�PRIVATE ��	LABORATORY CASES FOR THE PERIOD�
�
�
	REQUESTOR�
	CASES


	COMPLETED�
�
   OIG Office of Investigations�
	8�
�
   Regional Offices�
	32�
�
   VA Top Management�
	5�
�
	TOTAL�
	45�
�



The following are examples of the fraudulent activities that were involved and the laboratory work that was completed:





	·	The daughter of a veteran's widow received over $100,000 intended for her mother for a period of 14 years after her mother's death.  Laboratory examinations identified the daughter as the author of her mother's endorsement on U.S. Treasury checks and on other documents in the veteran's claim folder.  





	·	Two individuals that had assumed the mortgages of eight HUD insured properties and two VA guaranteed properties collected rent money from tenants they placed in the properties and then failed to make mortgage payments to the lenders.  An OIG investigation first identified the 10 properties that had been assumed as well as 60 fraudulent bankruptcies relative to these properties.  Subsequent laboratory examinations identified one of the subjects of the investigation as the author of forged signatures on 10 Bankruptcy Court Voluntary Petitions and 14 Warranty Deeds.





	·	Court testimony was provided in a trial of a veterans' service officer (VSO) who had represented 18 incompetent veterans receiving 100 percent service-connected disability benefits and used his position to defraud the veterans.  Laboratory examinations identified the VSO as the author of forged signatures on official VA documents.  The trial resulted in the VSO's conviction on 12 felony charges.  














	


	REVIEW OF LEGISLATION AND REGULATIONS





The OIG reviews existing and proposed legislation and regulations relating to Department programs and operations.  The OIG makes appropriate comments and recommendations concerning the impact of the legislation and regulations on economy and efficiency in the administration of programs and operations or the prevention and detection of fraud and abuse.  During this period, 87 legislative and 52 regulatory proposals were reviewed and commented on, as appropriate.  


Some examples of the more significant legislative issues addressed in this semiannual period include:





	·	In conjunction with the Office of General Counsel, proposed legislative changes to 38 U.S.C. Section 7332 were submitted.  This section makes records relating to drug and alcohol treatment, HIV, and sickle cell anemia, confidential.  The proposed changes would enable the IG to use these records for investigating and prosecuting cases of drug diversion from VA medical centers.  The proposed amendments would not frustrate the intent of Congress that veterans seeking treatment for drug abuse would not be prosecuted for the problem for which they sought treatment.





	·	The OIG worked closely with the Department in identifying regulations that were either obsolete or superseded by other laws and regulations.  As a result, several sections of VA regulations that related to the Office of Inspector General were deleted.





The OIG has worked closely with the Office of General Counsel on a number of legal issues involving VA programs and operations.  For example:





	·	As the result of an audit regarding the use of Intragovernmental Personnel Agreements (IPAs) by VA medical centers to procure the services of physicians and other staff, the OIG worked closely with OGC and VHA to define and issue a policy on the use of these agreements in VA.  





	·	At the request of the OIG, the Office of General Counsel issued an opinion regarding the authority of VA police officers to conduct off station law enforcement activities such as criminal investigations.





	·	Also, at the request of the OIG, the Office of General Counsel issued opinions regarding expenditure of funds from the General Post Fund and the Supply Fund.





At the request of the Office of the Secretary, the Office of General Counsel issued an opinion that the Secretary has exclusive authority under 5 U.S.C. Section 8335 to approve, for IG employees, an exemption of up to three years from the requirement that 1811 criminal investigators must retire at the age of 57.


�



	OIG MANAGEMENT PRESENTATIONS





Participation in Financial Statement Audit Task Force





During this reporting period, OIG financial audit staff participated in the "Government-wide Financial Statement Audit Task Force."  This task force includes twelve subgroups consisting of GAO, OMB, CFO and OIG participants that were established to focus on key accounting and auditing issues involving the audit of the FY 1997 Government-wide financial statements.  VA OIG staff participated in the following three subgroups:





	·	Actuarial projections and audit requirements;





	·	Credit reform accounting and auditing issues; and





	·	Auditing and accounting for property, plant, and equipment.





VA Working Groups





OIG staff participated in the VA Performance Measure Work Group.  The Work Group developed a list of goals and measures that was provided to the VA Strategic Management Group advisory subcommittee.  OIG staff also participated on VA's Hammer and Scissors Award Committee, VA's Suspension and Debarment Committee, and VA's task force to develop performance measures for VA's procurement program.





Management Presentations





The Office of Inspector General participated in the "Federal Agencies United Against Fraud" conference held in Washington, DC on May 22-23, 1996.  The conference was jointly sponsored by the President's Council on Integrity and Efficiency and the Chief Financial Officers' Council.  The Deputy Assistant Inspector General for Auditing was a featured speaker and provided the conference attendees an overview of the practical issues VAOIG faced in implementing a successful computer matching program to detect and prevent fraud in VA.


  


During the year, the Assistant Inspector General for Investigations was elected to the Board of Governors as a Public Sector representative to the National Health Care Anti-Fraud Association.  He participated on the Association's Training Committee to enhance public/private partnerships in the fight against fraud in health care.





The Assistant Inspector General for Investigations was also a featured speaker at a VA conference on workers' compensation and safety issues.  He briefed the participants on the indicators of fraud and what they should be alert for when reviewing workers' compensation claims.





�
	OIG CONGRESSIONAL TESTIMONY





The Deputy Inspector General participated in Congressional budget hearings on April 23, 1996, before the House Appropriations Committee, Subcommittee on VA, HUD and Independent Agencies, and on May 3, 1996, before the Senate Appropriations Committee, Subcommittee on VA, HUD and Independent Agencies.  No formal testimony was provided.





	FREEDOM OF INFORMATION/PRIVACY ACT/OTHER


	DISCLOSURE ACTIVITIES





During this reporting period, we processed 79 requests under the Freedom of Information and Privacy Acts and released 223 audit, investigative and other OIG reports.  In 5 instances we had no records.  We totally denied one request under the appropriate exemptions of the Acts.  Information was partially withheld in 69 requests because release would have constituted an unwarranted invasion of personal privacy, interfered with enforcement proceedings, disclosed the identity of confidential sources, disclosed internal Department matters, or was specifically exempted from disclosure by statute.





	OBTAINING REQUIRED INFORMATION OR ASSISTANCE





Sections 5(a)(5) and 6(b)(2) of the Inspector General Act of 1978 require the Inspector General to report instances where access to records or assistance requested was unreasonably refused, thus hindering the ability to conduct audits or investigations.  During this 6-month period, there were no reportable instances under these sections of the Act.





Under P.L. 95-452, the IG has authority ". . . to require by subpoena the production of all information, documents, reports, answers, records, accounts, papers, and other data and documentary evidence necessary . . . ."  The use of IG subpoena authority has proven valuable in our efforts,  especially  in  cases  dealing  with  third  parties.  During this reporting period, 48 subpoenas were issued in conjunction with various OIG investigations and audits.
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