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OFFICE OF INSPECTOR GENERAL
DEPARTMENT OF VETERANS AFFAIRS

Congressional Testimony
Deputy Inspector General Testifies on VA’s Electronic Health Record Modernization 
before the Senate Appropriations’ Subcommittee on Military Construction, Veterans 
Affairs, and Related Agencies 

Deputy Inspector General David Case testified before the Subcommittee on Military Construction, 
Veterans Affairs, and Related Agencies on September 21, 2022. This hearing discussed VA’s 
deployment of a new EHR, as well as the status of recommendations from related OIG reports—
including the 15 recommendations that have remained open for more than a year. Mr. Case emphasized 
that VA staff continue to implement work-arounds in an effort to mitigate known issues, which can lead 
to delays, increased errors, and deficiencies in care. Mr. Case answered several questions about the true 
cost of the program and timeline for implementation, emphasizing the ongoing need for an integrated 
master schedule. A recording of the hearing is available on the committee website.

Office of Investigations
This office investigates potential crimes and civil violations of law involving VA programs and 
operations concerning VA employees, contractors, beneficiaries, and other individuals. These 
investigations focus on a wide range of matters, including healthcare, procurement, benefits, 
construction, and other fraud; cybercrime and identity theft; bribery and embezzlement; drug offenses; 
and violent crimes. The following investigations had significant developments this month.

Healthcare Investigations
Two Registered Nurses Charged with False Statements
A former registered nurse and a former contract registered nurse for the Oklahoma City VA Medical 
Center were indicted in the Western District of Oklahoma for false statements. According to a VA OIG 
investigation, the registered nurses allegedly made false statements to investigators related to the 
suspicious death of a veteran inpatient, specifically stating that they did not pause medication being 
administered to the victim prior to his death.

VA Medical Center Nurse Charged with Making False Entries into Medical Chart
A VA OIG investigation resulted in a criminal charge that alleges that a registered nurse at the Durham 
VA Medical Center in North Carolina made false entries into the medical chart of one of her patients. 
The nurse, who discovered the patient deceased, had not checked on him in over six hours and allegedly 
made these entries to cover that she had been derelict in her duties. She was indicted in the Middle 
District of North Carolina for making a false statement or entry.

https://www.va.gov/oig/pubs/statements/VAOIG-statement-20220921-case.pdf
https://www.appropriations.senate.gov/hearings/vas-electronic-health-record-modernization_an-update-on-rollout-cost-and-schedule
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Veteran and Wife Sentenced for Conspiracy to Defraud the Government 
According to an investigation by the VA OIG, a veteran and his wife falsely reported to VA that the 
veteran was unable to walk or use his arms. Furthermore, when applying for a VA Caregiver Support 
Program grant, the wife allegedly stated that she cared for the veteran full time when she often left the 
home while the veteran worked on the family ranch without assistance. The couple was previously 
indicted on charges of conspiracy to defraud the government, false statements, theft, and false claims. 
They were found guilty in the Western District of Michigan on all counts. The veteran was sentenced to 
60 months in prison, 36 months of supervised release, and a fine of $2,000. The veteran’s wife was 
sentenced to 36 months of supervised release. The couple was also ordered to pay joint restitution of 
more than $264,600 to VA.

Benefits Investigations
Two Defendants Pleaded Guilty for Roles in Education Benefits Fraud Scheme
Two former operators of a non-college degree technical school defrauded the VA Post-9/11 GI Bill 
education benefit program by falsifying attendance records, student grades, and professional 
certifications to conceal they were out of compliance with VA’s “85/15” rule. This rule is intended to 
ensure that VA is paying fair market value tuition by requiring at least 15 percent of the enrolled 
students to pay the same rate with non-VA funds. Non-college degree schools require students to attend 
in-person classes, and online courses are not permitted. According to the VA OIG investigation, the 
defendants allowed students to complete course work online and at their own pace. In addition to the 

Featured Investigation
Medical Technology Company President Found Guilty for Fraudulent COVID-19 and 
Allergy Testing Scheme
A multiagency investigation resulted in charges alleging that the president of a medical technology 
company conspired to improperly bill healthcare insurers for approximately $77 million in false and 
fraudulent claims for allergy and COVID-19 testing. The defendant and others allegedly schemed to 
manipulate the company’s stock price by making false claims concerning the company’s ability to 
provide accurate, fast, and cheap COVID-19 tests in compliance with federal and state regulations. It 
is further alleged the defendant and others made numerous misrepresentations to potential investors 
about the COVID-19 tests and used a VA solicitation to further the stock manipulation scheme. The 
defendant was found guilty at trial in the Northern District of California of conspiracy to commit 
healthcare fraud, conspiracy to commit wire fraud, healthcare fraud, conspiracy to pay kickbacks, 
payment of kickbacks, and securities fraud. This investigation was conducted by the VA OIG, 
US Postal Inspection Service, FBI, Defense Criminal Investigative Service, and Department of Health 
and Human Services OIG.
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false records, they posed as students when contacted by the state approving agency to confirm 
graduation and job placement data so they could maintain school eligibility. The defendants pleaded 
guilty in the District of Columbia to conspiracy to commit wire fraud. The loss to VA is over $104.6 
million. To date, this is the largest known incident of Post-9/11 GI Bill benefits fraud that has been 
prosecuted by the Department of Justice.

Spouse of Veteran Found Guilty in Connection with Compensation Benefits Fraud 
Scheme
According to a VA OIG and SSA OIG investigation, a veteran fraudulently sought (and subsequently 
received) a 100% disability rating with special monthly compensation benefits for the alleged loss of the 
use of both feet based on false statements made during his military out-processing physical and 
subsequent VA examinations. Based on alleged false statements that were made by the now-deceased 
veteran and his spouse, the veteran also received Social Security disability payments and VA grants for 
specially adapted housing and automobile adaptive equipment. After receiving a home from a private 
charity in 2013, multiple witnesses, local media, and investigators observed the veteran walking, 
driving, performing yard work, and playing basketball. The total loss is more than $582,000 to VA, 
nearly $152,000 to SSA, and $339,000 to the private charity. The veteran’s spouse was found guilty at 
trial in the Western District of Texas on charges of wire fraud, mail fraud, conspiracy to commit 
healthcare fraud, healthcare fraud, false statements related to a healthcare matter, theft of government 
funds, and aiding and abetting.

Veteran Indicted for Compensation Benefits Fraud
A VA OIG and FBI investigation resulted in charges alleging that a veteran fraudulently obtained 
disability compensation and individual unemployability benefits. The veteran allegedly made several 
false statements to VA regarding purported service-connected disabilities that did not allow him to climb 
stairs or participate in any physical activity. However, the defendant allegedly participated in activities 
such as kickboxing, surfing, and running on a regular basis. Through a service-disabled veteran-owned 
small business (SDVOSB) that he owned, the defendant was awarded several contracts, which earned a 
substantial amount of money that he failed to report to VA on his individual unemployability 
application. He also allegedly failed to list the SDVOSB’s income on personal bankruptcy filings. The 
potential loss to VA is approximately $389,000. The veteran was indicted in the Eastern District of 
Pennsylvania on charges of theft of government funds, wire fraud, false statements, and bankruptcy 
fraud.

Investigations Involving Other Matters
Former VA Contracting Officer and Coconspirator Charged with Bribery
A former South Texas Veterans Health Care System contracting officer and a coconspirator were 
indicted in the Western District of Texas on charges of conspiracy to commit bribery, bribery of a public 
official, and receipt of a bribe by a public official. A VA OIG and FBI investigation resulted in charges 
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alleging that the coconspirator paid a bribe of $100,000 to the former VA contracting officer in 
exchange for the award of a set-aside contract to a company that he controlled.

Defendant Indicted for Preparing Fraudulent Paycheck Protection Program Loans
A VA OIG investigation resulted in charges alleging that a defendant operated a Paycheck Protection 
Program loan fraud scheme. The scheme involved the defendant recruiting applicants from whom she 
received payments ranging between $45 to $120 in exchange for submitting fraudulent Paycheck 
Protection Program sole proprietor loan applications on their behalf. The defendant was indicted in the 
Eastern District of Louisiana on charges of mail fraud and conspiracy to commit mail fraud. The total 
loss to the government is approximately $1.1 million. This investigation was the result of a referral from 
the COVID-19 Pandemic Response Accountability Committee. The VA OIG is one of 21 different OIGs 
that serve as members of this committee.

Former Philadelphia VA Medical Center Employee Sentenced in Connection with False 
Travel Reimbursement Claims Scheme 
A VA OIG and VA Police Service investigation revealed that a former employee at the Corporal 
Michael J. Crescenz VA Medical Center in Philadelphia, Pennsylvania, used his access to VA’s Concur 
travel reimbursement system to approve and certify false payments in the names of other VA employees. 
From December 2015 through September 2019, the former employee directed approximately $487,000 
in bogus travel reimbursement payments to various bank accounts under his control. The former 
employee was sentenced in the Eastern District of Pennsylvania to two years in prison, three years of 
supervised release, and restitution of over $462,000 after previously pleading guilty to theft of 
government funds.

Former VA Contract Employee Charged with Assaulting a VA Police Officer with a 
Vehicle
A former contract employee at the Edward Hines, Jr. VA Hospital in Chicago was arrested after being 
charged in the Northern District of Illinois with assaulting, resisting, or impeding certain officers or 
employees. A VA OIG and VA Police Service investigation resulted in charges alleging the defendant 
resisted a VA police officer’s attempt to place him under arrest for possession of a controlled substance 
while conducting a traffic stop. When fleeing, the defendant’s vehicle allegedly struck the VA police 
officer that resulted in several injuries.

Veteran Charged with Destruction of Property at Bath VA Medical Center
According to an investigation by the VA OIG and VA Police Service, a veteran allegedly drove his 
recreational vehicle through a locked entry gate at the Bath VA Medical Center in New York, which 
caused approximately $18,000 in damage. A loaded .22 caliber revolver and a substance suspected to be 
marijuana were recovered from the veteran’s vehicle. He was arrested after being charged in the 
Western District of New York with destruction of government property, possession of a firearm on 
federal property, and possession of marijuana.
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Veteran Sentenced for Threatening a Federal Employee
A veteran was sentenced in the Northern District of Ohio to 18 months in prison after having been found 
guilty of threatening a federal employee. A VA OIG and VA Police Service investigation found that the 
veteran allegedly threatened to inflict serious physical harm on a VBA fiduciary supervisor on multiple 
occasions because VA was reviewing the defendant’s ability to handle his own financial affairs.

Office of Audits and Evaluations
This office provides independent oversight of VA’s activities to improve the integrity of its programs 
and operations. Its work helps VA improve its program results, promotes economy and efficiency, 
strengthens controls over the delivery of benefits, identifies potential fraud, verifies compliance with 
laws and regulations, and enhances veteran care and support. The Office of Audits and Evaluations 
released the following reports this month.

Procurement
Buy American Act Compliance Deficiencies at Regional Procurement Office Central 
This audit of Regional Procurement Office (RPO) Central evaluated its compliance with the Buy 
American Act of 1933 and associated guidance. The audit team reviewed contracts and related files 
created from October 2017 through March 2021 and chose 40 contracts for foreign-made items and 
another 40 for domestic items. The team also examined internal compliance reviews. The OIG 
determined that insufficient oversight and training resulted in about $280.6 million spent on foreign-
made items and $351 million for domestic items using contracts not compliant with the Buy America 
Act. RPO Central reviewers failed to identify deficiencies in almost 75 percent of the reviewed foreign-
made contracts. Contracting officers indicated training did not address all of the act’s complexities. In 
addition, RPO Central’s executive director did not fully implement recommendations from a 2017 
internal VA review. The OIG recommended the VA Office of Acquisition and Logistics’ executive 
director evaluate policies and procedures to make certain they require heads of contracting offices to 
assess compliance weaknesses identified by internal reviews, implement corrective actions, and require 
refresher training for contracting officers responsible for the deficiencies identified by internal reviews. 
The OIG also recommended the Veterans Health Administration (VHA) procurement executive director 
evaluate contract file review procedures to strengthen oversight of compliance with the act.

Financial Efficiency
Financial Efficiency Review of the VA Cincinnati Healthcare System 
The OIG assessed the oversight and stewardship of funds by the VA Cincinnati Healthcare System. The 
team examined whether appropriate controls and oversight were in place. Among the findings were that 
reviews were not completed for some obligations; the healthcare system did not comply with policy and 
did not meet the utilization goal; and the pharmacy’s efficiency could be improved. The report has eight 

https://www.va.gov/oig/pubs/VAOIG-21-02641-229.pdf
https://www.va.gov/oig/pubs/VAOIG-22-00208-221.pdf
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recommendations to the system director to ensure staff (1) review open obligations and pharmacy 
invoice reconciliations; (2) develop a plan to address adequate stock for system needs; (3) submit prime 
vendor waiver requests; (4) obtain approval before purchasing items from nonprime vendors; (5) use 
tools that show prime vendor performance concerns and challenges; (6) develop processes for efficiency 
and use data to make business decisions; (7) develop and implement a plan to increase inventory 
turnover; and (8) develop a plan to complete facility-based inventory audits.

Summary of Fiscal Year 2021 Preaward Reviews of Healthcare Resource Proposals  
from Affiliates 
The OIG completed 32 preaward reviews of sole-source healthcare proposals in fiscal year (FY) 2021 
and identified about $102.5 million in potential cost savings, with at least $44 million in sustained cost 
savings as of March 2022. This report summarizes the OIG’s prior findings and recommendations for 
costs underlying proposed hourly rates, offered per-procedure prices, and potential conflicts of interest. 
For 27 of the 29 proposals that included hourly rates, the prices offered to the government were higher 
than the supported amounts for costs such as healthcare provider salaries, administrative expenses, 
fringe benefits amounts, and malpractice insurance premiums. The OIG also determined the four 
proposals with per-procedure pricing all offered prices higher than properly calculated Medicare rates. 
In addition, 22 proposals had potential conflicts of interest that warranted an opinion from VA’s Office 
of General Counsel on whether these individuals would have a financial interest in the proposal.

VA’s Compliance with the VA Transparency and Trust Act of 2021 Semiannual Report: 
September 2022 
The VA Transparency and Trust Act of 2021 outlines oversight of emergency relief fund spending. VA 
must provide Congress a detailed plan outlining its intent and justification for obligations. The OIG 
must, in turn, submit reports comparing how VA is obligating and expending covered funds to VA’s 
plans. Two prior OIG report recommendations remained open when this report was published in mid-
September 2022: (1) consult with VA officials to determine whether Coronavirus Aid, Relief, and 
Economic Security (CARES) Act funds used for a cemetery project violated the purpose statute, and 
remedy if violated and (2) determine obligations to sustain essential information technology, update the 
obligation schedule, provide Congress an updated spend plan, and include this information in biweekly 
updates. In this second report, the OIG found VA generally complied with the act, but VA’s spend plan 
and biweekly reports could be improved. VA expected spend plan changes in September 2022 and that 
when a modern financial system management is implemented, errors will be reduced.

Healthcare Access and Administration
Home Improvements and Structural Alterations Program Needs Greater Oversight 
This audit assessed the VHA’s Home Improvements and Structural Alterations Program’s effectiveness 
in providing medically necessary improvements and alterations to primary residences for eligible 
veterans. The audit team determined that from FY 2017 through FY 2021 the program overpaid roughly 

https://www.va.gov/oig/pubs/VAOIG-22-00564-216.pdf
https://www.va.gov/oig/pubs/VAOIG-22-00564-216.pdf
https://www.va.gov/oig/pubs/VAOIG-22-00879-236.pdf
https://www.va.gov/oig/pubs/VAOIG-22-00879-236.pdf
https://www.va.gov/oig/pubs/VAOIG-21-03906-226.pdf
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2,600 veterans by an estimated $10.6 million of the total $206 million (about 5 percent). The program 
also paid about $935,000 for improvements not supported by diagnostic or medical justification as 
required. In some cases, eligibility information for the benefit was confusing or incorrect on associated 
VHA websites. VHA also did not create procedures to effectively monitor medical facilities’ adherence 
to program timelines. The OIG made five recommendations to the under secretary for health to improve 
oversight of this program by strengthening guidance and documentation of eligibility, clarifying 
eligibility information, and creating procedures to monitor adherence to program timelines.

New York/New Jersey VA Health Care Network (VISN 2) Should Improve Boiler 
Maintenance to Reduce Safety Risks and Prevent Care Disruptions 
The OIG conducted this audit to determine whether VISN 2 effectively followed VA policy when 
inspecting and maintaining boiler plants. VISN 2 was selected because data from FY 2021 showed it 
had the most boiler plant components requiring maintenance and deficiencies associated with those 
being operated past their expected lifespans. The OIG found that VISN 2 did not fully comply with 
VHA Directive 1810 on useful life assessments and operations testing and inspections. Additionally, 
VHA leaders lacked information necessary for effective oversight. The report details six 
recommendations for facilities to manage the inspection and maintenance of boiler plants more 
effectively, including ensuring boilers in need of useful life assessments are evaluated for safe operation.

Benefits Delivery and Administration
VA Did Not Provide Some Veterans Legally Required Notice and Due Process before 
Collecting Debts for the Compensation Program 
The OIG identified three scenarios in this VA management advisory memorandum for which VA 
improperly collected debts from veterans without first providing them with legally required notice and 
due process. In all these scenarios, VBA changed veterans’ benefits in ways that resulted in retroactive 
reductions in payment rates and debts for veterans to repay. VA improperly collected those debts by 
reducing retroactive payments or future monthly payments due to the veteran—without notifying 
veterans of the debt amount or of their right to dispute it or request a waiver. VA agreed the debts were 
collected improperly due to automated actions in the electronic debt management systems. In response, 
VBA commented that it plans to implement system upgrades to prevent veterans in similar 
circumstances from being subjected to improper debt collection and being denied notice and due 
process. Related OIG reports include Successive VA Errors Created a $210,000 Debt for a Veteran with 
a “Service-Connected Mental Illness” and VBA Improperly Created Debts When Reducing Veterans’ 
Disability Levels.

VBA Could Improve the Accuracy and Completeness of Medical Opinion Requests for 
Veterans’ Disability Benefits Claims 
VBA has committed an estimated total of $6.8 billion in contracts to complete disability examinations 
and medical opinions over a five-year period starting in 2016. Because medical opinion requests can be 

https://www.va.gov/oig/pubs/VAOIG-21-00887-211.pdf
https://www.va.gov/oig/pubs/VAOIG-21-00887-211.pdf
https://www.va.gov/oig/pubs/VAOIG-22-01279-206.pdf
https://www.va.gov/oig/pubs/VAOIG-22-01279-206.pdf
https://www.va.gov/oig/pubs/VAOIG-21-02447-05.pdf
https://www.va.gov/oig/pubs/VAOIG-21-02447-05.pdf
https://www.va.gov/oig/pubs/VAOIG-21-01351-151.pdf
https://www.va.gov/oig/pubs/VAOIG-21-01351-151.pdf
https://www.va.gov/oig/pubs/VAOIG-22-00404-207.pdf
https://www.va.gov/oig/pubs/VAOIG-22-00404-207.pdf
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vital to ensuring veterans receive the proper disability compensation benefits, the OIG examined 
whether VBA staff correctly followed procedures when requesting medical opinions. The review 
revealed that VBA can help reduce inadequate medical opinions, incorrect or delayed claims decisions, 
and wasted resources by improving internal controls, personnel training, and monitoring of medical 
opinion requests. VBA concurred with OIG recommendations to (1) implement electronic system 
enhancements for identifying relevant evidence before a medical opinion request can be submitted, 
(2) enhance mandated training for all claims processors and then demonstrate that the training is 
achieving its intended impact, and (3) strengthen monitoring by refining quality review processes to help 
identify areas for improvement and show advancements in complying with required procedures.

Required Medical Reexaminations Canceled 
In a July 2018 report, the VA OIG found VBA disability claims processors did not consistently follow 
policy requiring that veterans’ medical reexaminations be requested only when necessary. In response, 
VBA reduced the number of unwarranted reexaminations with the creation of “batch jobs” intended to 
automatically cancel reexaminations that meet certain parameters. However, the OIG found in this VA 
management advisory memorandum that VBA carried out two batch jobs that mistakenly included 
statutorily required reexaminations that should not have been canceled. As a result, affected veterans 
potentially received incorrect monthly compensation benefits. After the OIG raised concerns, VBA 
suspended a scheduled batch job and reestablished workload controls to determine if reexaminations 
were necessary. Since VBA took action, the OIG did not further review the batch jobs and provided this 
advisory memorandum for VBA leaders to further research and determine if additional actions are 
warranted. The OIG requested information on any further corrective actions taken. 

Information Technology
VA Is Moving toward Full Compliance with Geospatial Data Covered Agency 
Responsibilities 
Following up on a January 2021 report titled VA Needs to Comply Fully with the Geospatial Data Act of 
2018,  the OIG conducted this audit to determine whether VA—one of the “covered agencies” identified 
in the Geospatial Data Act—complied with the law’s 12 applicable requirements. Geospatial data are 
tied to a location on the earth and are identified by geographic location and characteristics of natural or 
constructed features and boundaries. VA uses geospatial data to support budget, strategic planning, and 
policy decisions to provide health care, benefits, and burial services to veterans. The OIG found VA met 
nine of the 12 requirements. VA has taken steps toward compliance, but all necessary actions have not 
been completed for requirement 1 (prepare and implement a strategy for advancing geospatial data 
activities appropriate to the agency’s mission) and requirement 3 (promote geospatial data integration). 
Although VA was previously compliant with requirement 9, it has not met additional recommended 
criteria to protect personal privacy and maintain confidentiality. The OIG recognizes the complexity of 
integrating multiple geographic information systems across the agency. In light of the significant 

https://www.va.gov/oig/pubs/VAOIG-22-01503-231.pdf
https://www.va.gov/oig/pubs/VAOIG-22-00563-224.pdf
https://www.va.gov/oig/pubs/VAOIG-22-00563-224.pdf


      

PAGE 9

SEPTEMBER 2022 HIGHLIGHTS
VA Office of Inspector General

progress VA has made to comply with the act’s requirements, the OIG made no recommendations for 
improvement but encourages VA to complete its planned actions to ensure compliance.

Inspection of Information Technology Security at the Alexandria VA Medical Center in 
Louisiana 
The OIG inspected the Alexandria VA Medical Center to see whether it met federal IT security 
requirements and found deficiencies with configuration management, security management, and access 
controls. The configuration management deficiencies included inaccurate inventories, uninstalled 
patches, and out-of-date operating systems—all of which deprive users of reliable access to information 
and risk the alteration or destruction of critical systems and unauthorized access. The security 
management deficiency could affect the integrity and protection of the center’s video surveillance 
system. Weak physical access controls compromised the security and maintenance of the information 
system, and an outdated operating system prevented accurate tracking of access to the data center. The 
assistant secretary for information and technology and chief information officer concurred with the 
OIG’s eight recommendations, which included implementing a more effective process to maintain 
consistent inventory information, additional configuration control processes, database authentication 
processes that comply with VA security requirements, and a physical access control security system that 
meets VA security standards. Recommendations also addressed improving the vulnerability and flaw 
remediation program; ensuring proper installation of network equipment and conducting routine 
maintenance on uninterruptible power supplies; and performing security control assessments for the 
video surveillance system.

Inspection of Information Technology Security at the Harlingen VA Health Care Center 
in Texas 
Like the previous report, the purpose of this inspection was to determine whether the Harlingen VA 
Health Care Center was meeting federal IT security guidance. The OIG team found deficiencies in the 
center’s component inventory, vulnerability management, and system life-cycle management. The 
center had an inaccurate component inventory; unsupported versions of applications, missing patches, 
and vulnerable plug-ins; and vulnerabilities in the network that had gone unidentified. Additionally, the 
center used unsupported applications and had deficiencies in contingency planning and access controls. 
If these deficiencies are not addressed, users will not have assurance that the system and network will 
perform as intended, and the center’s response to incidents could be impeded. The OIG made four 
recommendations to the assistant secretary for information and technology and chief information—to 
implement more effective programs and processes related to (1) maintaining consistent inventory 
information for all network segments, (2) managing vulnerability, (3) improving the system life cycle, 
and (4) retaining database logs for a period consistent with VA’s record retention policy—and one 
recommendation to the center’s director to validate that appropriate physical and environmental security 
measures are executed.

https://www.va.gov/oig/pubs/VAOIG-22-00971-217.pdf
https://www.va.gov/oig/pubs/VAOIG-22-00971-217.pdf
https://www.va.gov/oig/pubs/VAOIG-22-00973-215.pdf
https://www.va.gov/oig/pubs/VAOIG-22-00973-215.pdf
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Office of Special Reviews
This office conducts administrative investigations and increases the OIG’s flexibility and capacity to 
conduct prompt reviews of significant events and emergent issues not squarely within the focus of a 
single OIG directorate or office. The Office of Special Reviews released the following report this month.

Alleged Failures to Adequately Equip Executive Protection Personnel Are Substantiated 
in Part 
This administrative investigation found that VA had not procured ballistic body armor (vests) for some 
personnel in VA’s Executive Protection Division (EPD) despite a standard operating procedure 
requiring them to use their vests regularly in conducting their duties. VA did not have procedures to 
ensure EPD personnel promptly received suitable initial or replacement vests; to enforce their 
compliance with the requirement to wear a vest; or to track the fit, condition, or body armor warranty 
information. Based on available evidence, the OIG could not substantiate that senior leaders in the 
Office of Operations, Security, and Preparedness had denied previous vest procurement requests or 
knew that some personnel needed them. Conflicting testimony and lack of supporting documentation 
also meant the OIG could not substantiate allegations that EPD special agents’ firearms were frequently 
malfunctioning and needed to be replaced. VA concurred with the OIG’s five recommendations, 
including four focused on improvements in policies and procedures relating to the procurement, 
approval, tracking, and use of ballistic armor, and enforcement of the procedures. The final 
recommendation called for the assessment of firearms currently assigned to EPD special agents to 
determine whether any of them need to be replaced.

Office of Healthcare Inspections
This office assesses VA’s efforts to maintain a fully functional healthcare program that promotes high-
quality patient care and safety and prevents adverse events. Staff conduct inspections prompted by OIG 
hotline complaints, congressional requests, and other leads. The office also performs inspections of vet 
centers and individual medical centers, healthcare systems, networks, and community providers. The 
Office of Healthcare Inspections released the following reports this month.

Healthcare Inspections
Community Care Coordination Delays for a Patient with Oral Cancer at the Veterans 
Health Care System of the Ozarks in Fayetteville, Arkansas 
A healthcare inspection was conducted at the Veterans Health Care System of the Ozarks related to 
community care coordination delays for a patient with oral cancer. The OIG determined that the 
facility’s Office of Community Care (OCC) staff failed to act or delayed taking action on five 
community care consults resulting in the patient waiting 205 days for surgery. Facility OCC staff failed 

https://www.va.gov/oig/pubs/VAOIG-21-02145-243.pdf
https://www.va.gov/oig/pubs/VAOIG-21-02145-243.pdf
https://www.va.gov/oig/pubs/VAOIG-21-02326-233.pdf
https://www.va.gov/oig/pubs/VAOIG-21-02326-233.pdf
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to coordinate the patient’s radiation therapy and delayed coordinating chemotherapy within the 
requested timeline. They canceled a community appointment, noting a lack of VHA OCC guidance on 
community care referrals. The patient was placed on palliative care and died. The OIG made one 
recommendation to the under secretary for health related to standardizing community care coordination 
for follow-up requests from community providers and two recommendations to the facility director 
related to completing consults and coordinating community care.

Surgical Adverse Clinical Outcomes and Leaders’ Responses at the Columbia VA 
Health Care System in South Carolina 
The OIG assessed allegations of adverse clinical outcomes related to three patients’ surgical or invasive 
procedures at the Columbia VA Health Care System. Although all had adverse outcomes, quality-of-
care concerns were identified with two patients. The third patient’s post-surgical complication had no 
such concern. In one case, an intensivist (critical care specialist) and surgeon incorrectly placed a chest 
catheter and tube while attempting to drain a patient’s pleural infusion and the care deficiencies led to 
events contributing to the patient’s death. The OIG also found weaknesses in peer review and quality 
management processes. A vascular surgeon in another case conducted a wrong-site surgery, amputating 
a patient’s third toe instead of the fourth. The surgeon failed to acknowledge and discuss the deviation 
with the patient and surgical team, and leaders did not address the surgeon’s undermining of patient 
safety protocols. The OIG recommended the Veterans Integrated Service Network Director facilitate a 
comprehensive review of the first patient’s episode of care. Six recommendations were made to the 
facility director on admitting and transferring medically complex patients, peer review for quality 
management practices, timeliness of institutional disclosures and root cause analysis, the vascular 
surgeon’s disregard of patient safety protocols, and informed consent and time-out practices.

Intimate Partner Violence Assistance Program Implementation Status and Barriers  
to Compliance 
The OIG reviewed the Intimate Partner Violence Assistance Program (IPVAP) implementation status 
and perceived barriers to compliance. More than half of VHA facilities were not using the required 
IPVAP protocol. The IPVAP coordinator work may be a collateral duty, with 82 percent of IPVAP 
coordinators reporting more than half of their time was dedicated to fulfilling the role. Most coordinators 
also reported providing training at fewer than half the new employee orientation sessions and to fewer 
than half the intimate partner violence (IPV) screeners. Fourteen percent of IPVAP coordinators 
reported not implementing routine IPV screening. VHA did not establish standardized program 
evaluation methods or measures and VISN champions identified the need for clearer role expectations, 
mandatory screening, and a designated VISN IPVAP coordinator. About half of VISN lead coordinators 
reported dissatisfaction with VISN champion support. The OIG made seven recommendations to the 
under secretary for health on developing protocols at medical centers, evaluating the sufficiency of 
guidance and operational status regarding IPVAP coordinators’ dedicated time and population needs, 
determining guidance for dedicated administrative staff support, establishing standardized IPV staff 

https://www.va.gov/oig/pubs/VAOIG-21-03203-239.pdf
https://www.va.gov/oig/pubs/VAOIG-21-03203-239.pdf
https://www.va.gov/oig/pubs/VAOIG-21-00797-248.pdf
https://www.va.gov/oig/pubs/VAOIG-21-00797-248.pdf
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training as well as evaluating training efficacy, developing IPV screening requirements, expediting 
program evaluation processes, and evaluating guidance related to the roles and oversight functions of the 
VISN IPVAP champions and lead coordinators.

Comprehensive Healthcare Inspections 
Comprehensive Healthcare Inspection Program (CHIP) reports are one element of the OIG’s overall 
efforts to ensure that the nation’s veterans receive high-quality and timely VA healthcare services. 
While the OIG selects and assesses specific areas of focus on a rotating basis each fiscal year, it also 
reviews broader issue areas, such as VHA facilities’ leadership performance. The results of these 
evaluations are published in CHIP summary reports. Two CHIP summary reports were released this 
month:

Evaluation of Medication Management in Veterans Health Administration Facilities, 
Fiscal Year 2021 
This report highlights the results of a focused examination of VHA facilities’ medication management 
related to remdesivir (an antiviral medication that has been used to treat some COVID patients). The 
OIG found that VHA met many elements of expected performance, including the availability of staff to 
receive remdesivir shipments. However, VHA did not consistently provide patient and caregiver 
education for remdesivir or report adverse events to FDA in accordance with emergency use 
authorization requirements. Given FDA’s approval of remdesivir for use in adult patients hospitalized 
with COVID-19, the OIG made no recommendations related to the emergency use authorization 
requirements. However, because VHA facility staff continue to administer other medications under 
emergency use authorizations, the OIG issued one recommendation related to informing patients and 
caregivers when the medication is not FDA-approved; the option to refuse the medication; and the 
known risks, benefits, and alternatives prior to administration.

Evaluation of Care Coordination in Veterans Health Administration Facilities,  
Fiscal Year 2021 
The results of a focused evaluation of VHA facilities’ care coordination programs centered on 
interfacility patient transfers. The report describes findings from healthcare inspections performed at 
VHA medical facilities during FY 2021. Each inspection involved interviews with key staff and reviews 
of clinical and administrative processes. The OIG found general compliance with some of the selected 
care coordination requirements. However, four recommendations are included to address identified gaps 
or weaknesses related to facility policies for interfacility transfers, monitoring and evaluation of these 
transfers, transmission of patients’ active medication lists and advance directives to receiving facilities, 
and communication between nurses at sending and receiving facilities. The OIG recommended that the 
under secretary for health, in conjunction with VISN directors and facility leaders, ensure (1) written 
policies are implemented at each facility for the safe, appropriate, orderly, and timely transfer of 

https://www.va.gov/oig/pubs/VAOIG-22-00814-230.pdf
https://www.va.gov/oig/pubs/VAOIG-22-00814-230.pdf
https://www.va.gov/oig/pubs/VAOIG-22-00815-232.pdf
https://www.va.gov/oig/pubs/VAOIG-22-00815-232.pdf
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patients; (2) chiefs of staff and associate directors of patient care services monitor and evaluate all 
transfers as part of VHA’s quality management program; (3) transferring providers send patients’ active 
medication lists and copies of advance directives to receiving facilities during interfacility transfers; and 
(4) nurse-to-nurse communication occurs during the interfacility transfer process.

Featured Hotline Case
The OIG’s hotline staff accept complaints from VA employees and the general public concerning 
criminal activity, waste, abuse, and mismanagement of VA programs and operations. The following is a 
case opened by the Hotline Division that was not included in the inspections, audits, investigations, or 
reviews detailed above.

Veteran Fraudulently Received Individual Unemployability Benefits While Maintaining 
Gainful Employment
A confidential complainant reported that a veteran was collecting disability benefits related to 
unemployability despite being gainfully employed. A review of the VA benefits database revealed that 
the veteran had been in receipt of benefits since 2009. OIG hotline staff referred the matter to the St. 
Louis Regional Office for further investigation. The regional office determined that the veteran had been 
working since 2010 and had submitted false information on more than one occasion related to both his 
employment status and the status of his dependents. As a result of these findings, the veteran’s claim 
was adjusted to retroactively discontinue individual unemployability benefits from 2010 to 2015; the 
veteran’s dependents were removed from eligibility for benefits for the same period; and an 
overpayment of almost $178,000 was created.  This matter was disclosed to OIG investigators but was 
declined for prosecution because the five-year statute of limitations precludes pursuing criminal charges 
against the subject for conduct that occurred before August 2016.

***

https://www.va.gov/oig/apps/info/OversightReports.aspx
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