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BROKEN PROMISES: ASSESSING VA’S
SYSTEMS FOR PROTECTING

VETERANS FROM CLINICAL HARM

WEDNESDAY, OCTOBER 16, 2019

U.S. HOUSE OF REPRESENTATIVES
SUBCOMMITTEE ON OVERSIGHT AND INVESTIGATIONS
COMMITTEE ON VETERANS’ AFFAIRS
Washington, DC.

The subcommittee met, pursuant to notice, at 2:48 p.m., in room
210, House Visitors Center, Hon. Chris Pappas (chairman of the
subcommittee) presiding.

Present: Representatives Pappas, Rose, Cisneros, Peterson,
Wexton, Peters, Cunningham, Takano, Bergman, Radewagen, Bost,
Roy and Miller.

OPENING STATEMENT OF CHRIS PAPPAS, CHAIRMAN

Mr. PAPPAS. Good afternoon. I call this hearing to order. Without
objection, the chair is authorized to declare a recess at any time.

Before we begin, I would like to ask unanimous consent for our
colleagues, Representatives Cunningham, Lewis, Miller, Peters and
Wexton to participate in today’s hearing should they all be able to
attend.

Without objection, so ordered.

I would like to also welcome our full committee chair, Mark
Takano. Thank you for being here, Mr. Chair.

Approximately 8 weeks ago the media began reporting on a
string of concerning incidents of patient harm and professional mis-
conduct in VA medical facilities. In August, a former VA patholo-
gist in Fayetteville, Arkansas was charged with involuntary man-
slaughter, fraud and making false statements in an attempt to con-
ceal years of substance abuse. Over his 11-year tenure with VA he
is believed to have botched diagnoses for an estimated 3,000 vet-
erans, some of whom died.

Authorities are also investigating at least a dozen suspicious
deaths at the VA hospital in Clarksburg, West Virginia. Medical
examiners have now determined that 3 of these veterans died of
homicide by insulin injection.

Early in September a veteran receiving end of life care at a VA
nursing home in Atlanta was bitten by ants more than 100 times
before facility staff finally moved him to a new room and took ac-
tion to address this infestation. These reports are sickening.
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Over the last 2 months we have also received a steady stream
of reports from VA’s Inspector General (IG) identifying appalling
VA quality management failures in several other locations.

For example, last month the IG reported on multiple leadership
failures at a VA facility in Veterans Integrated Services Network
(VISN) 10 in the Midwest which allowed an opthalmologist to per-
form substandard surgery and laser procedures for 2 years. This
doctor regularly took hours to complete cataract surgeries that
should have taken less than 30 minutes. The facility director and
chief of staff repeatedly dismissed concerns that were raised by
other staff members.

Although these 2 facility level leaders had the responsibility and
the authority to remove the provider, they instead chose to dis-
regard the patient safety risks. The reason, according to the IG the
ophthalmologist’s spouse was also a surgeon at the facility and
leaders worried that terminating one would entice the other to re-
sign, leaving several veterans—Ileaving the facility with 2 physician
vacancies.

In the end, as a result, several veterans were referred to commu-
nity care for further treatment to resolve complications arising
from this surgeon’s care.

It would be easy to dismiss any one of these cases as just an iso-
lated incident or just one bad apple. Collectively, these cases speak
to wider problems with VA’s ability to identify clinicians who are
negligent, abusive or committing criminal acts and prevent them
from practicing. The VA has got to do better.

Today’s hearing will explore several critical questions: What red
flags are VA facilities missing, overlooking or choosing to ignore
when they hire and employ clinicians; when concerns arise, why
are not medical center officials investigating in a timely manner;
and when concerns are substantiated, why isn’t VA reporting them
to the National Practitioner Data Bank, the NPDB, and to State
licensing boards in a timely fashion.

As today’s hearing will make clear, far too much responsibility
and authority has been placed at the local level. The Veterans
Health Administration and its VISNs are doing far too little over-
sight to ensure that facility level leaders understand and are com-
plying with policies for ensuring proper patient care and safety.

Instead, VA’s pervasive lack of accountability is leading to pa-
tient harm. That is why we have convened today’s hearing. Vet-
erans and their families deserve answers. They need to know that
the VA is upholding its moral and ethical obligation to deliver
world class health care. This is the promise our Nation made to
those who have served, and our heroes deserve nothing less than
that.

This is not new territory for VA or for this subcommittee. In fact,
2 years ago General Bergman shared a subcommittee hearing on
this very topic. One of our witnesses. Dr. Gerard Cox, testified at
that hearing. Among other things, Dr. Cox promised that the VA
would update its policies related to credentialing and privileging,
improve the timeliness and reporting to the NPDB and State li-
censing boards, expand NPDB reporting to nurses and other types
of clinicians instead of just physicians and dentists, and establish
a new VISN level compliance process.
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As you will hear today, none of these actions have been made
since our subcommittee’s last hearing on this topic. I will say that
again. The VA has not taken any of the actions that it promised
during that hearing in 2017. The string of incidents over the last
8 weeks should serve as a wake up call. No one here would deny
veterans deserve any less than that, but we must do better for VA
employees who are brave enough to speak up when they are con-
cerned that a colleague’s clinical incompetence, their impairment,
negligence or misconduct is putting veterans’ lives at risk.

As the IG found in the case of the ophthalmologist in VISN 10,
facility leaders repeatedly ignored concerns raised by other clini-
cians at the facility. The indictment of the VA pathologist in Ar-
kansas states that colleagues complained to facility leaders repeat-
edly that the doctor appeared to be intoxicated while on duty, both
before and after he completed an inpatient treatment program.

In both cases it took years for facility leaders to remove these
providers, and in the meantime our veterans suffered. It is not
enough for VA leaders to sit here today and pledge policy changes.
They have done that before. We need to see that VA is as outraged
as we are and that leaders at all levels will be willing to walk the
walk. We must see a fundamental cultural transformation. Some-
thing must be done to make VA a place where employees at all lev-
ells feel they have psychological safety and to be able to sound the
alarm.

Employees need to know that their concerns will be taken seri-
ously, that there is a sense of urgency to address these concerns
as soon as they arise and that VA is acting swiftly to guarantee
these issues do not occur again in the future. Their lives depend
on it.

With that I would like to recognize our ranking member, General
Bergman, for 5 minutes for any opening remarks he may have.

OPENING STATEMENT OF JACK BERGMAN, RANKING MEMBER

Mr. BERGMAN. Thank you, Mr. Chairman. As you stated on the
front end, in 2017 as chair of this subcommittee I held a hearing
on VA provider competency, which focused on VA’s handling of pro-
viders who were found to deliver substandard care.

Sadly, we are holding another hearing on this vitally important
topic in the wake of several new reports of serious patient harm
involving VA providers. Our veterans deserve better and we collec-
tively must give them our best effort because they have given us
their best effort through their service.

When problems arise, we must take a long, hard look at what
went wrong, why it went wrong, and what we can do to mitigate
the risk of future failures.

The unfortunate reality is that this is a retrospective process. No
congressional hearing or legislation can change what happened. It
has been said that there are 3 things that you can never get back
in this world: The spent arrow, the spoken word, and the missed
opportunity.

Mr. Chairman, we have before us an opportunity to significantly
improve the department for veterans and their loved ones. The
committee has received several reports recently from the VA In-
spector General and the Government Accountability Office (GAO)
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that identified failures in credentialing, privileging and quality
management. It appears to me that there are polices in place that,
if followed, could mitigate and/or avoid many of these issues.

However, an organization’s policies and procedures alone do not
make for success. It is the leadership of the organization that es-
tablishes the culture, empowers individuals to think and act auton-
omously, and drives the organization toward a more improved
version of itself. It appears that many of these problems are, in a
large part, leadership failures.

For example, one of the glaring issues following a recent GAO re-
port was the lack of consistent and standard credentialing, privi-
leging and quality management oversight from VISN Chief Medical
Officers. The report found that the VISN CMOs assessments of
credentialing, privileging and quality of care were often incomplete
with inconsistent use of the “standardized assessment tool.” In fact,
some VISN officials stated that they were not using the standard-
ized tool, but rather developing their own auditing tool.

You cannot manage what you do not measure. It seems that
there is little about the VISN’s oversight of credentialing and privi-
leging that is actually measured.

Another area of concern that the inspector general has raised is
the lack of direct observation of providers on Focused Professional
Practice Evaluations or FPPEs. Instead, VA facilities rely on docu-
ments to evaluate the provider’s performance.

Though documents may show performance to be within accept-
able ranges, they may not capture a practitioner’s behavior while
operating, responding during a crisis or confidence with a proce-
dure. I am interested in hearing more about this issue from our
witnesses.

As a military commander, I know that there is always the 10
percent who are not with the program and can sully the reputation
of the rest of the organization. While hundreds of thousands of vet-
erans receive quality health care from tens of thousands of VA pro-
viders every day, VA is not immune to this 10 percent problem.

When issues are identified, VA must act swiftly to address them.
Therefore, I want to know what VA is doing to correct the identi-
fied failures and most importantly what it has learned from these
failures and what systems and people have been put in place to en-
sure that VA avoids similar failures in the future.

To kind of sum up, the observation is no clear chain of command,
no structured review process and no requirement for direct obser-
vation.

I thank all of our witnesses for being here today and I look for-
ward to a productive hearing.

With that, Mr. Chairman, I yield back.

Mr. PappAS. Thank you, Ranking Member Bergman.

I will now recognize our first witness. First we have Ms. Sharon
Silas, a director of the U.S. Government Accountability’s Office
Health Care Team.

Thank you for appearing with us today, and you are recognized
for 5 minutes.

STATEMENT OF SHARON SILAS
Ms. SiLAs. Thank you.



5

Chairman Pappas, Ranking Member Bergman, and members of
the subcommittee, I am pleased to be here today to discuss our re-
cent body of work on provider qualifications and competence in
VA’s health care system.

My testimony today is summarized as findings and recommenda-
tions from 2 recent reports on VA’s response to adverse information
when credentialing providers, and the reviews and reporting of VA
providers when concerns are raised about the quality of their clin-
ical care.

Based on our findings from these 2 reports, we made 11 rec-
ommendations, 9 of which remain open.

Like other health care facilities, VA medical centers are respon-
sible for ensuring that their providers deliver safe care to patients.
VA has processes and policies in place to help ensure that pro-
viders have the qualifications and competence to deliver quality
care to veterans.

First, as part of credentialing and renewing clinical privileges for
a provider, Veterans Health Administration (VHA) policy requires
VA medical centers to review the NPDB which is a data base that
collects and releases information on providers who, for example,
have been disciplined by a State licensing board or other health
care entity.

Review of NPDB reports are used to verify that the provider’s
medical licenses are current and in good standing. However, in our
2019 report we found inconsistent adherence to VHA policies that
disqualified providers from employment at VA medical centers.

Specifically, we found that some VA medical center officials were
not aware of key policies that govern credentialing reviews and
that gaps exist in VHA policy that allow for inconsistent interpre-
tation.

For example, VHA did not have policies in place regarding Drug
Enforcement Agency (DEA) registrations and the circumstances in
which waivers may be required.

Last, VHA’s oversight of VA medical centers’ reviews of adverse
information was inadequate.

Second, VA medical center officials are also required to review
and, if warranted, address any concerns that may arise about a
privileged provider’s clinical care. Depending on the nature of the
concern and the review’s findings, take appropriate actions includ-
ing limiting or preventing the provider from delivering care to vet-
erans.

VA medical center officials are also required to report the pro-
viders against whom they take adverse privileging actions to the
NPDB and State licensing boards. If VA medical centers fail to
properly review, address and report concerns that have been raised
about the provider’s performance, they may be exposing veterans,
and potentially the public, to unsafe care.

In our 2017 review, we found that for 148 providers that re-
quired clinical reviews at 5 VA medical centers, VA officials were
unable to provide any documentation for about half of them. In
fact, officials acknowledged that in some cases the required reviews
were not conducted at all.

Furthermore, VA medical centers did not always conduct reviews
of providers’ clinical care in a timely manner, some taking longer
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than 3 months and in some cases years to initiate reviews of a pro-
vider’s performance.

We also found that the 5 VA medical centers did not alert the
NPDB or State licensing boards if there were serious concerns with
regard to a provider’s clinical performance as required by VHA pol-
icy.
Specifically, we found that only 1 of 9 providers was appro-
priately reported to the NPDB and none of these providers were re-
ported to the State licensing boards. We found that 1 of these pro-
viders was later fired and reported to the State licensing board by
a non-VA facility for the same reason several years later.

The causes of these deficiencies that we identified in this review
can again be attributed to gaps in policy and inadequate oversight.
For example, we found that VHA policy does not require VA med-
ical centers to document all types of reviews of providers’ clinical
care. We also found that while VISN officials are responsible for
overseeing the credentialing and privileging processes of the re-
spective VA medical centers, none of the VISN officials we spoke
with describe any routine oversight.

In the last few months a number of high profile incidents involv-
ing quality and safety concerns with VA providers have been cov-
ered in the media. While these cases each have their own specific
circumstances, many appear to illustrate the potential impact of
the deficiencies we identified in our reviews and highlight the im-
portance of VA implementing GAOs recommendations.

Strengthening policies and oversight of VA medical center’s
credentialing and reviews of provider clinical care when concerns
are raised are key to decreasing the risks that our veterans and the
general public will be exposed to unsafe care.

This concludes my prepared statement. I would be happy to an-
swer any questions that you may have.

[THE PREPARED STATEMENT OF SHARON SILAS APPEARS IN THE APPENDIX]

Mr. PappAS. Thank you very much, Ms. Silas.

Our second witness is Dr. John Daigh. He is the Assistant In-
spector General for Health Care Inspections at the VA Office of In-
spector General.

Dr. Daigh, thanks for joining us, and you are recognized for 5
minutes.

STATEMENT OF DR. JOHN DAIGH

Dr. DAIGH. Chairman Pappas, Ranking Member Bergman, mem-
bers of the subcommittee, I thank you for the opportunity to testify
regarding Office of Inspector Generals (OIG’s) work on the impor-
tant topic of credentialing and privileging of licensed and inde-
pendent practitioners.

I am privileged to represent the OIG’s Office of Health Care In-
spections and the staff that prepared the reports discussed in our
written testimony.

I would like to begin by affirming that our work supports the fact
that VHA usually provides quality health care to veterans, and
that the overwhelming majority of clinical administrative staff at
VA hospitals are committed to their mission.
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However, it is clear that credentialing and privileging processes
along with the patient safety program and quality assurance must
be improved to provide appropriate assurance that veterans will
continue to receive high quality medical care.

In numerous reports over the last few years my office has de-
tailed incidents where physician care did not meet VHA standards
and episodes where veterans were placed at risk or harmed as a
result of too many months of unchecked substandard care.

We have made recommendations to VHA to address the lapses
in provider credentialing and privileging practice evaluations and
a to ready acceptance by VHA privileging committees that a pro-
vider has the clinical skills and thought processes required to pro-
vide high quality care.

We are also concerned that it takes too long for the leadership
at a hospital to act to address poor performing providers.

In particular, an August 2019 report highlights many of these
failures with the VISN 10 medical center’s decision to hire an
opthalmologist. The individual that was hired was not board eligi-
ble in ophthalmology. The submitted clinical references did not pro-
vide comfort that the physician could perform cataract surgery, a
surgery for which the physician was subsequently given privileges
by the facility leadership. He was not adequately assessed through
the FPPE process with respect to the ability to perform cataract
surgeries. When concerns about the quality of this provider’s sur-
gical care were raised by nurses and other members of the staff,
hospital leadership was far too slow to respond.

Simply put, it should not be a challenge to determine there is a
problem when cataract surgery that should take less than 30 min-
utes takes hours, and it should not be a challenge to remedy that
problem.

While VHA needs to improve their efforts to collect and review
all required documents for the credentialing process, more empha-
sis should be given to understanding the quality of the provider’s
prior practice through interviews and references from appropriate
sources.

VHA needs to look for opportunities to adopt a show me attitude
when granting privileges. For example, observing a colonoscopy or
reviewing the interpretation of scans and pathology slides should
be comprehensively adopted in early stages of a provider’s employ-
ment.

Direct observation of clinical procedure performance and in-
creased use of simulation centers could better demonstrate that a
clinician will be more likely to provide high quality medical care.

More concerning to me than the credentialing and privileging
issues we uncover is the finding that substandard care was pro-
vided for months without VHA leadership action. Technicians and
nurses tell my staff that they have no reason to speak up about
poor provider care when they see inaction from providers them-
selves or from facility leadership.

I am unsure if providers and staff are not making themselves
heard or if leadership is not listening. This problem speaks to the
need to consider changes to the patient’s safety and quality assur-
ance programs. They must work together to ensure that veterans
receive quality medical care.
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While we generally believe VHA policies are reasonable, it is
time for VHA to conduct a serious review of how it implements
these policies. Our recent reports should not be discounted as iso-
lated events that would be expected to occur across a large system.

In addition to challenging how providers are evaluated in order
to reduce variance across the system, VHA should consider ap-
pointing a national leader for each speciality whose primary re-
sponsibility is to ensure that the quality practice of that speciality
across VA is at an outstanding level.

A change in how local, regional and national leaders conduct
evaluations and communicate about practitioners who should not
be providing care to veterans is paramount given these missteps
and delays. Many of the failures we identify can be traced to what
is, at best, ineffective oversight from regional and national leaders.

Mr. Chairman, that concludes my statement and I will be
pleased to answer any questions.

[THE PREPARED STATEMENT OF DR. JOHN DAIGH APPEARS IN THE APPENDIX]

Mr. PAppPAS. Thank you very much, Dr. Daigh.

Finally, I will recognize our VA witnesses, Dr. Steven Lieberman,
the Acting Principal Deputy Under Secretary for Health at the Vet-
erans Health Administration or VHA. He is accompanied by Dr.
Gerard Cox, VHA’s Deputy Under Secretary For Health For Orga-
nizational Excellence. Finally we have Ms. Jessica Bonjorni who is
VHA’s Acting Assistant Deputy Under Secretary For Health For
Work Force Services.

Thank you all for joining us today and, Dr. Lieberman, you are
recognized for 5 minutes.

STATEMENT OF DR. STEVEN LIEBERMAN

Dr. LIEBERMAN. Good afternoon, Chairman Pappas, Ranking
Member Bergman and members of the subcommittee.

I appreciate the opportunity to discuss the Veterans Health Ad-
ministration’s process for credentialing, privileging and quality
management. I am joined today by Dr. Gerard Cox, Deputy Under
Secretary For Health For Organizational Excellence, and Ms. Jes-
sica Bonjorni, Acting Assistant Deputy Under Secretary For Health
For Work Force Services.

VA is committed to ensuring that veterans receive safe, high
quality health care. We know that some staff do not uphold VA’s
values and we will hold accountable anyone that provides poor care
or commits crimes in our facilities.

Some recent events are deeply disturbing. It is extremely trou-
bling that the actions of a few flawed staff might overshadow the
great work of the nearly 348,000 employees who provide quality
care every day to veterans and their families.

During Fiscal Year 2019, VA clinical staff engaged patients more
than 121 million times, completed 1.7 million more outpatient ap-
pointments at VA facilities over Fiscal Year 2018, and saw an addi-
tional 73,000 more veterans over Fiscal Year 2018. We are proud
that veterans are continuing to choose VA for their health care as
the quality of care and access in VA continues to improve.

Research studies highlight that the quality of care in VA is bet-
ter than care in the private sector. The public does not often hear
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about the overwhelming majority of our patient encounters where
VA staff works hard every day to optimize care. Our internal sur-
veys from veterans who receive VA care show that their trust in
our system continues to improve, most recently at 88 percent.

As we grow, we are undergoing a transformation into a high reli-
ability organization. This new initiative to eliminate harm to pa-
tients includes remedying the culture in which mistakes may hap-
pen. Research confirms that most errors in health care are unin-
tentional. Our goal is to embrace a just culture where staff feel
comfortable speaking up if something has gone wrong or could go
wrong if a concern is not addressed. This creates a system that re-
duces mistakes and prevents errors from harming the patient.

It is important to note that a just culture still ensures account-
ability, immediate discipline and prosecution, when appropriate, for
those who act with maliciousness, willful negligence or intent to
cause harm. VA demonstrated our commitment to that account-
ability with the recent incidents when staff did not live up to VA’s
high standards.

VA removes people who willfully cause harm from patient care
immediately.

We learn from the mistakes that cause harm and we welcome in-
vestigations to ensure that we are doing everything we can to cre-
ate a safe health care environment. We have not found a common
thread between the recent incidents. Instead, there are a small
number of people whom acted inappropriately.

VA has a robust set of processes to screen all applicants before
they join VA that includes background screening. For health care
providers we follow the joint commission standards for
credentialing and privileging, including checking with the pro-
vider’s State licensing board and the National Practitioner Data
Bank to determine if an applicant has been reported due to sub-
standard care, professional misconduct or professional incom-
petence.

VA continues to monitor provider’s performance and the external
reporting bodies to ensure they remain fit for service, and we react
quickly when a new issue is found.

Unfortunately, there is no way in health care to predict every
human failing. We establish strong systems in the way industry
standards to respond quickly and comprehensively whenever a pa-
tient’s safety might be in jeopardy.

In conclusion, I want to emphasize that I am sorry for any pain
that any veteran or their families have experienced as a result of
our employees acting inappropriately. When something goes wrong
we learn from those experiences. As a result of that, we get strong-
er. We get stronger because of the nearly 348,000 employees who
come to work every day to provide excellent care to veterans.

That completes my opening statement and we are prepared to
answer your questions.

[THE PREPARED STATEMENT OF DR. STEVEN LIEBERMAN APPEARS IN THE APPEN-
DIX]

Mr. PApPAS. Thank you, Dr. Lieberman.

We will now turn to questions and I will begin by recognizing
Chairman Takano for 5 minutes.

Mr. TAKANO. Thank you, Chairman Pappas.
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About a month ago the full committee held a member day hear-
ing where colleagues presented their veterans policy priorities and
I was alarmed to hear from Representative Womack that VA either
failed to provide or was slow to provide relevant information to his
office and to other members of the Arkansas delegation after firing
the pathologist whose botched diagnoses allegedly contributed to
the death or harm of numerous veterans.

Representative Westerman submitted a statement for the record
for today’s hearing that echos those concerns. According to Mr.
Westerman, the VA for months ignored his request to convene an
administrative investigation board to examine possible medical cen-
ter leadership failures. The investigation was convened only after
several of the facilities senior leaders, including the director, had
retired or quit.

I have also heard from members of the Arkansas delegation that
VA originally only proposed reviewing the final year of cases han-
dled by this individual. That is right. VA did not plan to fully re-
view all 11 years of this pathologist’s diagnoses until after Mem-
bers of Congress and the IG applied pressure to do so.

Dr. Lieberman, has VA now finished reviewing all 11 years of
this provider’s practice?

Dr. LIEBERMAN. Yes, they have, sir.

Mr. TAKANO. Great. How has VA gone about informing veterans
whose health may have been affected who might have been
misdiagnosed by this doctor?

Dr. LIEBERMAN. They have reached out to every veteran or their
family, if the veteran was no longer available, to disclose to them
what had happened with their loved one.

Mr. TAKANO. Approximately how many veterans have been con-
tacted, veteran families?

Dr. LIEBERMAN. Approximately 30.

Mr. TAKANO. 30. Are there more to be contacted because we are
talking about 11 years worth of cases.

Dr. LIEBERMAN. Those are the cases where harm may have oc-
curred as a result of the provider.

Mr. TARANO. All right. I will be interested to hear more from
your office about how you arrived at those 30 and how you could
eliminate all of the other cases.

Dr. LIEBERMAN. We would be happy to meet with you to discuss
that further.

Mr. TAKANO. Thank you.

Dr. Lieberman, when and how did the VA medical center, the
VISN and VA headquarters become aware that at least a dozen—
I am turning now to the question of Clarksburg, West Virginia, at
least a dozen veterans died under suspicious circumstances over
the course of about a year and a half. How did you become aware?
How and when did the VA medical center, the VISN, the VA head-
quarters become aware that at least a dozen veterans died under
suspicious circumstances?

Dr. LIEBERMAN. As you know this is still under criminal inves-
tigation and we have not had confirmed the numbers. We have not
been informed on any specific numbers. We certainly were in-
formed of what had trans—that there was a concern
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Mr. TAkANO. I just want to know how you all became aware.
How did any of the medical centers, the VISN, how did you become
aware?

Dr. LIEBERMAN. The facility had concerns that this was going on
and did a review over a year ago and they informed their facility
leadership who, once they became aware, immediately called lead-
ership at the time in VA headquarters and then the OIG was im-
mediately notified also.

Mr. TAKANO. My question is, is it true that they only became
aware after the IG brought it to their attention or are you saying
that they became aware before that—the IG got involved?

Dr. LiEBERMAN. Right before the IG became involved. The IG
was notified very soon after leadership in VA headquarters was
made aware.

Mr. TAKANO. How did you become aware of these deaths?

Dr. LIEBERMAN. Personally, I heard about it without any details,
just that there was a concern at the facility from the OIG.

Mr. TAKANO. This is after the OIG was brought into this?

Dr. LIEBERMAN. I was not the leadership at the time when the
concerns were first brought forward. When I assumed my leader-
ship role is when I was notified about this.

Mr. TAKANO. Okay. What actions, if any, has VA taken to inform
veterans or their next of kin who may have suffered unexplained
hypoglycemic events or even death at the Clarksburg Veterans Af-
fairs Medical Center (VAMC)?

Dr. LIEBERMAN. We have not reached out to anyone as this is an
active investigation.

Mr. TAKANO. Fair enough.

Are veterans and their families expected to rely on the news
media for this information?

Dr. LIEBERMAN. They certainly have the OIG available to answer
any of their questions.

Mr. TARANO. All right. VA is not—because of the ongoing inves-
tigation, you have not pro-actively made any notifications of the
families?

Dr. LIEBERMAN. That is correct.

Mr. TAKANO. Mr. Chairman, my time is out and I yield back.

Mr. PApPAS. Thank you, Chairman Takano.

I would now like to recognize Ranking Member Bergman for 5
minutes.

Mr. BERGMAN. Thank you, Mr. Chairman.

Dr. Lieberman, according to the VHA handbook, 1100.19, the
Principal Deputy Under Secretary for Health or designee is respon-
sible for ensuring oversight of VHA’s credentialing and privileging
for licensed providers.

However, the handbook also says, “The ultimate responsibility
for credentialing and privileging resides with the facility director.”

Can you please help me reconcile who has the ultimate responsi-
bility because you are higher in the chain, the chain of command
that is, than a medical center director, correct?

Dr. LIEBERMAN. Correct, sir.

Mr. BERGMAN. Okay. Who is at the top?
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Dr. LIEBERMAN. Ultimately the Principal Deputy Under Sec-
retary and the Under Secretary for Health have the ultimate re-
sponsibility for the organization to ensure that it is done correctly.

Mr. BERGMAN. Okay. Let me ask you a question. If you are at
the top, you know, what are your expectations as they related to
credentialing, and privileging, and when was the last time that you
personally laid out your expectations?

Dr. LIEBERMAN. Credentialing and privileging is a critical aspect
of screening to ensure we get the right candidates for our positions,
although there is no perfect way to predict when an employee is
going to be problematic. There are many checks and balances in
this process. It starts with the H.R. department actually, takes a
look at suitability, looks for—every employee undergoes a back-
ground check, gets fingerprinted.

Then the credentialing office begins their part of the review,
which is what is called primary source verification where they dou-
ble check that whatever the applicant says in their application is
correct. They will check directly to make sure that they got the cor-
rect diploma, the correct training, the——

Mr. BERGMAN. Okay. Well, you know, you could talk for a lot be-
cause there is a lot to do there. To use the example of the cataract
surgery taking 2 hours when we know it should take somewhere
between 15 and 30 minutes, depending on what type of procedure,
whether it is a temporal incision or wherever it is.

But the point is, you know, the ASCRS, the American Society for
Cataract and Refractive Surgery, as well as other medical dis-
ciplines have, you know, have criteria for performance.

Does the VA look to these speciality groups like the cataract sur-
geons to make sure that in the end you are doing—I hear you are
doing the paperwork, but who is doing truly the hands on to make
sure that the surgeon can hold the phacoemulsification, you know,
hand piece correctly so that it does not suck the iris out as opposed
to the lens?

Dr.‘) LIEBERMAN. Dr. Cox, do you want to just talk about that
issue?

Dr. Cox. Sure. Thank you very much for the opportunity to be
here today.

Each clinical community establishes its own standards for qual-
ity. Ultimately, to answer your question, sir; it is the immediate
supervisor, that surgeon, the service chief in ophthalmology or gen-
eral surgery or dermatology or whatever service it is that is respon-
sible for assuring the competency and the quality of the practice of
the people providing that care in that medical center.

As you heard, there are processes in place for ongoing profes-
sional performance evaluation and for peer review to conduct that
assurance.

Mr. BERGMAN. When is the last time that somebody got called
before a board of their peers for review and was, shall we say,
given a thumb’s down based on performance?

Dr. Cox. Well, in the surgery community, the idea of having a
sort of peer review or local review of one another’s care is common-
place. Morbidity and mortality conferences are routine in every
medical facility, including VA medical facilities, to review cases
where there is an unexpected outcome or something that could
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have been done differently. That has helped providers learn from
one another and assure the higher quality of care.

Dr. LIEBERMAN. Yes, just to respond, peer reviews get a thumb’s
down. Everyone has the responsibility to do these objectively. If the
standard of care was not met, that is pointed out.

Mr. BERGMAN. Is there, I hate to say, re-mediation or retraining?

Again, in my time as a commercial pilot, if you could not pass
your check ride you did not fly the line. You were not certified safe
to operate that aircraft. You had to go back through training and
you got a couple of chances before you lost your job.

Is there such, if you will, an exact set of re-qualification training
or standards that will allow people who are good folks, but maybe
their skill sets are not up to where they need—they must be to,
again, to handle surgical instruments, is there a process?

Dr. Cox. Well, you are exactly right, sir. It is a requirement that
everybody be monitored in this way and the process depends on the
specifics of each case. Each one is handled individually.

It may be determined that additional training or retraining is the
remedy. It may be something like a lesser remedy, more close scru-
tiny or more frequent oversight. As Chairman Pappas suggested
earlier, having another surgeon directly observe the care of that
surgeon under scrutiny in the operating room.

Then in egregious cases where the provider’s performance can
not be improved after additional training or scrutiny of that type,
then that is when we get into the question of taking action against
the person’s privileges to suspend them, limit them, or even to re-
voke them.

Mr. BERGMAN. Well, again, what this committee looks for, sub-
committee looks for is examples of oversight on your part. These
are tough decisions and tough things to have to tell professionals,
you did not make the cut. There is no pun intended in that at all.
I mean, the idea is that you need to get better before we let you
in;clo an operating room or into whatever level of care you are pro-
viding.

Dr. Daigh, you have raised to my staff that there is a lack of di-
rect observation of providers when they are under a focus profes-
sional practice evaluation, the FPPE. What could be missed if a
provider’s documents are reviewed, but they are not directly ob-
served?

Dr. DAIGH. Thank you, sir, for the question.

I think in the ophthalmologist’s case I think it is pretty clear
that if at the beginning of this individual’s practice one had simply
gone to the OR, if they were already a competent ophthalmologist,
and observed this individual provide surgery for a day or 2, you
would probably come to the conclusion that this person should not
be %rivileged to practice medicine at the hospital that they prac-
ticed.

I think it is a missed opportunity, whether we are talking about
colonoscopies or surgical procedures or the interpretation of slides
or images to not test whether an individual new to your hospital
with the prior practice coming in to test how well they actually can
perform, as opposed to saying, you have wonderful degrees, you
have been to great places, we are going to assume you can do this
procedure.
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Thank you, sir.

Mr. BERGMAN. Okay. I know my time is up.

To relate it to a check ride, you just do not welcome a new pilot
into your squadron without giving him a check ride first.

Thank you, Mr. Chairman. I yield back.

Mr. PAppAS. Thank you.

I will now recognize myself for 5 minutes of questioning.

I would like to start with Ms. Silas. One of the things that I hope
we can address today at this hearing is the status of the corrective
actions that VA promised it would take in our last subcommittee
hearing on this 2 years ago.

I just want to reflect a little bit on your testimony. You indicated
that the GAO made 11 recommendations. Among these rec-
ommendations include updating credentialing policies to establish
a timeliness requirement reviewing quality of care concerns and to
make clear that facilities must document these reviews.

GAO also recommended that VHA direct its VISNs to audit fa-
cilities’ compliance with requirements for preparing credentialing
files, initiating and completing timely reviews, documenting those
reviews and reporting adverse actions to NPDB and State licensing
boards.

Is it true that almost all of these recommendations remain
unimplemented? If so, what are the status in getting VA where
they need to be?

Ms. SiLAs. Thank you for that question.

Yes. Out of the 11 recommendations that we have made between
the 2 reports, 9 of those recommendations remain open. The 2 rec-
ommendations that have been closed is the recommendation that
the VISN chief medical officer document evidence that the VISNs
are overseeing compliance with policies.

When we did a recommendation follow up with the Veterans
Health Administration in August 2019 they let us know that Vet
Pro was modified to allow for documentation of the VISN chief
medical officer reviews.

The other recommendation that has been closed is the rec-
ommendation that QSV office should compile and disseminate best
practices to the facilities. The Veterans Health Administration let
us know that they had compiled best practices and codified some
of those best practices at the time.

Mr. Pappas. Well, thank you for that.

It is my understanding that VHA’s credentialing and privileging
policies, the directive and handbook, were due for re-certification at
the end of October 2017.

Dr. Cox, I am wondering if I can ask you, you testified before the
subcommittee almost 2 years ago pledging to update these policies
and establish a VISN level oversight process.

Can you reflect on those comments and where things stand today
and why we have not gotten to implementation?

Dr. Cox. Thank you, Mr. Chairman. I would be happy to.

Since 2 years ago when I sat before this committee, there have
been a number of steps that we have taken to strengthen and im-
prove our credentialing and privileging and quality oversight.

First of all, as you read in the GAO report, we completed a re-
view; a focused review of over 70,000 providers in our system who
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had been improperly—to identify any who had been improperly
hired because they had previously had a license that was revoked.
That is a prohibition that we corrected. We removed 11 out of the
70,000 as a result of that review, and we reinforced the prohibition
by providing additional training for our chiefs of staff and our
credentialing officials at medical centers.

We developed and piloted that standard auditing tool for VISN
Chief Medical Officers (CMOs). This is now an automated tool that
will be fully implemented before the end of this calendar year. It
will not only provide a standard for all CMOs to use, but also auto-
matically provide information about the summary of those reviews
to the VHA Central Office Medical Staff Affairs office that is re-
sponsible for these policies.

We strengthened the Focused Professional Practice Evaluation
(FPPE) and Ongoing Professional Practice Evaluation (OPPE) mon-
itoring practices by mandating that only a specialist from within
the same specialty community can review the work of another pro-
vider. That had not been standard prior to 2016. Now it is the
standard. Those specialty-specific criteria must be used at each fa-
cility, rather than having a boiler plate set of criteria for those re-
views.

We also, in cases where there is only one type of specialist, a solo
physician, let us say the only general surgeon or the only anesthe-
siologist, in those cases we have put policy in place to make sure
that their work is reviewed by somebody who is a true peer, some-
body in the same specialty from a different facility rather than hav-
ing a non-peer from within the same facility, even a clinical super-
visor such as the chief of staff, for example, conduct those reviews.

Mr. PAPPAS. I appreciate these steps. When do you expect that
these policy updates will be completed?

Dr. Cox. Well, the policy updates are in progress and one of the
reasons that they have not been completed is because we are re-
writing and expanding them to incorporate some of these strengths
and strengthening activities.

For example, we are separating the credentialing policy from the
privileging policy and in the privileging policy adding additional in-
formation and guidance on how to conduct FPPE and OPPE.

In the case of the credentialing policy, we are incorporating re-
quirements now for telemedicine which add another level of com-
plexity for assessing the credentials of somebody who might prac-
tice in one State, but via telehealth be taking care of veterans in
another State.

I expect both of these would be published by next summer.

Mr. PAPPAS. By next summer of 2020?

Dr. Cox. Yes, sir.

Mr. PappaAs. Okay. That is well beyond the date that you had in-
dicated in the 2017 hearing, and I understand that these things
can take months of review to actually get to the implementation
stage. So——

Dr. Cox. That is correct.

Mr. PAPPAS.—we are going to continue to do follow up on that.
I think this continues to be a critical area that requires our atten-
tion.
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My time is expired, so I would like to recognize the next member
for questioning.

Ms. Radewagen, you are recognized for 5 minutes.

Ms. RADEWAGEN. Hello for Mr. Chairman and Ranking Member.
Thank you for holding this hearing. Thank you also to the panel
for being here today.

Dr. Lieberman or Dr. Cox, VHA Handbook 1100.19 states that
the VISN CMO is responsible for oversight of the credentialing and
privileging process of the facilities within the VISN using standard-
ized assessment tool.

Would you please explain what this tool is, and what data does
this tool provide, and how are these data points utilized in over-
sight?

Dr. Cox. The auditing tool is basically an electronic form that
has standard criteria that will be used across all 18 VISNs by each
of the Chief Medical Officers. They will use it to review any clinical
or competency reviews that are conducted at the facilities within
that VISN.

Just to put this in perspective, Dr. Lieberman mentioned there
were 348,000 or so VA employees. 180,000 of them are licensed pro-
viders. We have 180,000 providers in our credentials data base. Of
those, 65,000 of them are independent providers such as physicians
and dentists and advanced practice nurses.

One of the reasons that you do not hear about the 64,990-plus
providers that are not getting into trouble that are not providing
substandard care is because they are caring, and they are com-
petent, and they are committed to the care of veterans.

Ms. RADEWAGEN. Ms. Silas, in your written testimony you ref-
erenced a standardized audit tool that VA developed to help VISNs
oversee reviews of clinical concerns. It appears to me that many of
the problems are a result of facilities not appropriately using the
tools that VHA has provided.

I would like to hear your opinion as to what VHA needs to do
to make sure that the tool is employed properly.

Ms. Siras. That is correct. There is an audit tool that has been
developed for the VISNs to oversee or at least conduct audits of the
VA facilities.

What we found was that during our review from 2017 that none
of the VISN officials that we spoke with described any type of rou-
tine oversight. They were not using the audit tool consistently.

We did make a recommendation that the Veterans Health Ad-
ministration ensure that the VISNs were consistently using that
tool to conduct their audits because currently right now the VISN
or the VHA policy does not require VISNs to oversee the directors
reporting to the National Practitioner Data Base or to the State li-
censing boards. This could also be incorporated into the tool and
help to better ensure that there is oversight of the VA medical cen-
ters.

Ms. RADEWAGEN. Thank you, Mr. Chairman. I yield back.

Mr. PApPAS. Thank you.

I would like to recognize Mr. Cisneros for 5 minutes.

Mr. CisNEROS. Thank you, Mr. Chairman. Thank you all for
being here today.
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Dr. Lieberman, in your testimony you State that the VA has an
obligation to notify State licensing boards of any substantial find-
ings in substandard care performed at the VA by current or former
licensed health care professionals. However, in instances in which
faulty clinicians are still able to practice to the detriment of vet-
erans still occurs.

In your opinion what are the barriers in place that prevent the
VA from reporting a clinician to the State licensing board?

Dr. LIEBERMAN. I will start and then perhaps Dr. Cox will have
items to add.

First of all, when we fail to do something in a timely manner,
if we do not—any issues with any of the cases we are discussing,
we study what went wrong and we identify the problems and we
look in the given facility. But then we also look nationally at what
we can do to improve it.

Often, issues involved with failure for this would have to do with
training of our staff and making sure that they are aware of the
right way to proceed, and the timeliness and how they are sup-
posed to proceed. Dr. Cox.

Dr. Cox. First of all, let me clarify that reporting to the State
licensing board is a separate process from reporting to the National
Practitioner Data Bank (NPDB) and with different thresholds.

Reporting to the licensing board is done whenever we have
enough evidence that a provider may have failed to meet the ac-
ceptable standard of care and could have put patients at risk.

The VA has no authority to take action against any provider’s li-
cense. That authority resides with the licensing board. We provide
them the evidence that we collect and then it is up to the board
to determine whether to open their own investigation and whether
to use that evidence to take actions such as restricting, removing
or suspending a provider’s license.

The standard for National Practitioner Data Bank reporting is
much higher. That can only be done after a complete investigation
as well as all the due process that providers do, including a fair
hearing where they can present their own evidence and call their
own witnesses to defend themselves.

At that point the National Practitioner Data Bank report is sub-
mitted by the Medical Center Director. To answer a question that
came up earlier, it is the Medical Center Director who is the privi-
leging authority and who has the sole and ultimate responsibility
for making these decisions.

In fact, VA does a pretty good job of policing itself. The basis for
that statement is that over the last 3 and a half years, from Janu-
ary 2016 until June of this year we reported over 1,000 of those
65,000 licensed independent providers to the NPDB. We have re-
ported over 1,000 people in that 3 and a half year span.

These actions are taken all the time. They are difficult and com-
plex cases. They require judicious decision-making on the part of
that Medical Center Director. But that is what we need to do to
protect the safety of Veterans.

Mr. CIsNEROS. In the 2017 GAO report found that the VA med-
ical center selected for their investigation did not report any of the
providers with adverse privileges actions taken against them to
State licensing boards despite it being required by VHA policy.
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Therefore, GAO recommended it be required that the VISN offi-
cials establish a process for oversight in ensuring the VA medical
centers were reporting providers to the State licensing board and
to the National Practitioner Data Banks.

My understanding, to this date, the recommendation has still not
been taken up even 2 years later. Why is this the case and why
are there obstacles that prevent the VA from implementing this
necessary oversight?

Dr. Cox. Well, we agreed with the recommendation that it is the
responsibility of the VISN to conduct that oversight. One of the
reasons is, as I mentioned, 65,000 providers, 170 or so medical cen-
ters, so it is just not feasible to expect that any one person or office
in Washington, DC. can do that. We have regional governance for
that reason.

Regarding the open GAO recommendations that Ms. Silas talked
about, I just wanted to indicate that, you know, across the 2 GAO
reports in question, the 2017 report had 4 recommendations. It is
true they are all still open. But it would not be fair to say that they
have not been acted upon. That report was published in November
2017 and within 2 months, by January 2018 we had issued addi-
tional interim guidance to the field in lieu of a formal policy
change, which is still in the works, and took the recommended ac-
tions.

Two of those 4 open recommendations have to do with putting
this in policy, so they can not be closed until we have published
that formal policy as Chairman Pappas asked me about. The other
2 have to do with finalizing this automated auditing tool for chief
medical officers which we will be rolling——

Mr. CiSNEROS. Yes. I am running out of time here, but I would
like to, if you could, Mr. Lieberman, or Dr. Lieberman, sorry, sub-
mit for the record, one of the things that you said was training.
There was a lack of training as to why this was not happening.

If you could submit for the record what that training program is
and how are we going about training these directors of the medical
centers to make sure that these requirements are met, that they
do need to report these to the licensing boards and to the National
Practitioner Data Bank, I would appreciate that.

Dr. LIEBERMAN. I would be happy to do that. I can just want to
reemphasize what Dr. Cox was speaking about. Our VISN chief
medical officers take this responsibility incredibly seriously and
they have been going into the facilities and doing direct reviews
and auditing, and we see this as really making a difference.

Mr. CiSNEROS. All right. Thank you. I yield back my time.

Mr. PApPAS. Thank you.

I would like to recognize Ms. Miller for 5 minutes.

Ms. MILLER. Thank you, Chairman Pappas, and Ranking Mem-
ber Bergman, and thank you all for being here today.

It is of utmost importance that we continue to provide and main-
tain the highest quality of care for the men and women who have
served our country so bravely. The deaths at Lewis A. Johnson VA
Medical Center in Clarksburg, West Virginia, and the sexual as-
sault allegations in Beckley, West Virginia VA Medical Center are
not only troubling, but they are unacceptable.
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As Members of Congress, it is our job to support swift and proper
investigations to ensure that such instances never happen again.
There have been considerable progress that has been made with
the quality of care that our veterans are receiving following the en-
actment of the MISSION Act and efforts to address the veterans’
suicide epidemic.

Our service members should feel safe and comfortable seeking
care at the VA and these events show that there needs to be addi-
tional oversight of clinicians, proper removal of bad actor and moni-
toring of care.

The tragic deaths of our veterans at the Lewis A. Johnson VA
Medical Center in Clarksburg and the sexual assault allegations at
the Beckley VA Medical Center, once again, are unacceptable. We
must work together to ensure the families of our Nation’s heroes
get the answers that they deserve and that we can work to prevent
these tragic events in the future.

I fully support the investigation into this matter and I appreciate
the committee’s interest and oversight.

Dr. Lieberman, many of the veterans in my district are ex-
tremely faithful to the VA and the quality of care that they receive
there. Do you have any suggestions on how we can take VA policies
that are made here in D.C. and ensure that they make it down
through the leadership ladder to guarantee that the individuals are
aware of the policies and are implementing them correctly?

Dr. LIEBERMAN. Thank you for that question, a very important
question.

We take this very seriously when we implement policies. We are
in the process of modernizing and that is a big part of our mod-
ernization is to ensure that we are adequately communicating to
all levels of the organization. We start at the top and have national
meetings, but ultimately it is spread through the VISNs and then
down to the facilities.

We also have through our clinical leadership, we expect them to
communicate. We expect the communication to be 2 way. We have
national calls by specialty, by different parts of the organization,
nursing, clinical areas, and we talk about what are the challenges
that the field is facing, what are their concerns if we are imple-
menting a policy, making sure we get their input.

We do not want everything to be, decisions to be made always
at the top. We want to make sure that we get input from front line
staff so that our policies can be most effective.

Ms. MILLER. I am glad to hear that.

Dr. Daigh, what are the concerns and/or benefits of incorporating
a direct observation policy?

Dr. DAIGH. Thank you for that question.

I think that the direct observation in many instances allows an
expert, for example, going back to the eye surgeon, to observe
whether or not it is a go, no go using the airline language as to
whether a surgeon could actually do that job or not.

If you have an individual that you are going to give privileges to
do a colonoscopy to, and you watch that person do the colonoscopy,
and you see the same images that that person doing the
colonoscopy is seeing, you can have a conversation, are they recog-
nizing the right landmarks, are they seeing pathology and
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biopsying it appropriately or marking it appropriately, did they get
to where they want to go to the cecum to call it a complete
colonoscopy.

I think that by observing and watching an individual do the
skills they are being hired to do, you can learn a great deal.

There are other areas where it is much more difficult. It is an
expensive process, but I think it is one that should be considered
and applied much more freely than it is currently in the VA.

Ms. MILLER. If we were to incorporate this policy, what would it
look like in terms of staffing, timeliness and quality of care?

Dr. DAIGH. I do not have an answer to that. I think that that
would require work I have not done to try to figure out what the
staffing requirements be or what the actual implementation strat-
egy would be.

But by observing and reporting on the cases that we have seen
recently, we are seeing evidence now that physicians are making
errors that we did not used to see in terms of making it through
the system and impacting a large number of veterans.

I think it is time to consider that we start to look at the quality
of care provided at the beginning when we hire someone and do a
more forceful job there observing their practice in addition to moni-
toring them with not just paperwork, but with a data collection
system that is relevant to the care they provide.

For example, monitoring how much blood loss a surgeon has dur-
ing a surgery is important, but that may not really inform as to
whether they can do their surgery well.

Ms. MILLER. But it also is not just the physicians.

Dr. DAIGH. I agree. There are many providers in the hospital
who—well, let me answer it this way. Nurses in general are re-
quired to show me that they—prove that they can do a skill. You
are asked to suction here, suction this. You are asked to put a piece
of equipment together to start an IV or to set up an IV bag.

Physicians are often given credit for their training and education
and experience, and I think there should be more of a show me at-
titude as they are granted the privileges to do skills as other people
who work in the hospital are often required to do.

Ms. MILLER. Because there are many other people that work in
the hospitals.

Dr. DAIGH Absolutely.

Ms. MILLER. Thank you. I yield back my time.

Mr. PApPAS. Thank you, Ms. Miller.

I would like to recognize Mr. Cunningham for 5 minutes.

Mr. CUNNINGHAM. Thank you, Mr. Chair, and thank you to each
and every one of you all for coming here today. I appreciate it.

Dr. Lieberman, in 2017 a constituent of South Carolina’s first
congressional district who was also a VA patient with a service-re-
lated mental health disability died by asphyxiation while under su-
pervision of the Doran VA Medical Center. Are you familiar with
that case?

Dr. LIEBERMAN. I have heard about it. Yes.

Mr. CUNNINGHAM. Okay. I mean, speaking more generally here
I want to use my time to discuss the VA’s approach toward ensur-
ing patient safety in a mental health setting, particularly for those
patients who have been diagnosed with a serious mental illness.
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Can you speak briefly about the policies or safeguards that the
VA has in place to protect mental health patients from harm by
hospital staff?

Dr. LIEBERMAN. We take this very seriously, patient safety. We
talk about this. If there is any events that go wrong, we are going
to take a look at it and see what happened in these situations. Cer-
tainly, if there is a suicide, but in this case it was not a suicide.
It was

Mr. CUNNINGHAM. Physical restraint.

Dr. LIEBERMAN.—physical restraint. Correct. We look at physical
restraints. We monitor for that also with—under the recommenda-
tion of the joint commission we are supposed to take a look at that.
We are supposed to minimize use of physical restraint. When some-
thing goes wrong, we have to take a look at it. Our mental health
leadership take this very seriously, and do look at this, and do talk
about this in national forums about how we can do better when
something goes wrong.

Mr. CUNNINGHAM. Are you familiar with how personnel are
trained under these circumstances when they have an encounter
with someone with a serious mental health issue as was in this
case?

Dr. LIEBERMAN. I would like to take that for the record and get
back to you and make sure I get you an accurate answer of all the
details. But we do extensive training in this area.

Mr. CUNNINGHAM. Yes. I would like to know some more details
about the training and also who or what department in particular
is charged with making sure that the restraint protocols meet cer-
tain standards. You do not have that information either handy I do
not suppose, do you?

Dr. LIEBERMAN. Not today, no. We will be happy to get you that.

Mr. CUNNINGHAM. Okay. As far as the personnel thing, you
touched on this briefly before, but what processes are in place to
ensure the personnel are screened, they are credentialed, and they
are retrained periodically to certify that they are aware of VHA
policy requirements relating to the safe use of such techniques?

Dr. LIEBERMAN. When we first hire people we certainly do exten-
sive background checking, doing fingerprinting, making sure that
no one has a criminal background. Depending on the level of the
staff, if it is licensed staff we are going to validate that they have
the correct licenses.

We are certainly going to check their references, important
things like that, to make sure that they do not have any history
in the workplace showing any concern. Then we go very deep for
our providers, making sure that everything they put on their appli-
cation is accurate. If there is a lapse in time that they work, why
did that have that lapse, are they physically and mentally healthy.
We ask for—to have a medical recommendation about that.

Mr. CUNNINGHAM. Okay. I appreciate it. You will supplement the
record and provide that information as far as who is tasked with
training them and what that protocol is and how often it is re-
viewed, correct?

Dr. LIEBERMAN. Absolutely.

Mr. CUNNINGHAM. You know, obviously as we are seeing when
our men and women return home from service, so many of their
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scars we can not see. This is becoming, you know, a difficult issue
to deal with. But they deserve the best care that we can give them.
I applaud the VA for what they have done, and we are just seeking
the areas in which they can improve upon. I appreciate your serv-
ice.

My question to you is, what else can we as Members of Congress,
specifically this committee, do to ensure that this growing area of
concern, men and women with mental health issues, Post Trau-
matic Stress Disorder (PTSD), after coming back from doing so
much for our country are awarded the care that they deserve and
the care that they need? Are there any other tools from us that you
would request?

Dr. LIEBERMAN. I really want to emphasize how dedicated, how
well trained most of our staff are that do the right thing every day.

I have a concern when we just focus on the negative that it actu-
ally harms the veteran who is on the fence about whether they
should come to the VA. We have to tell both sides. We have to tell
the good stories because we hear that veterans hear about these
issues, which are certainly concerning, and we certainly have to
learn from them and improve. But we also have to talk about the
quality of care that VA has to offer and especially for mental
healthcare. I apologize for what happened at Doran. That is a very
upsetting issue there for that particular case.

But we have to get our veterans to be willing to come to us, and
I just get worried when we just focus on negative in forums that
it is harming the veteran.

Mr. CUNNINGHAM. Yes. I would say in Charleston we have a 5-
star facility and——

Dr. LIEBERMAN. Uh-huh.

Mr. CUNNINGHAM.—are very proud of that facility there in
Charleston. I think overall that that is the impression there. Unfor-
tunately, though, we do have to focus on some of the terrible situa-
tions we are confronted with and how to make things better and
to ensure that they do not become a pattern. I think that is the
purpose of being here today.

Again, I thank you for your service, each and every one of you
all, and I would yield back.

Mr. PAPPAS. Thank you.

Mr. Peters, you are recognized for 5 minutes.

Mr. PETERS. Thank you, Mr. Chairman, and Ranking Member
Bergman. Also, thank you for letting me waive on this committee.
I was pleased to serve on it in the last Congress. As a San Diegan
I really want to say how much I appreciate the work you all do and
appreciate your commitment to our veterans.

I also want to acknowledge that there is a lot of fine work going
on at the VA and that the nature of our business is that as over-
sight we are going to look at some of the things that are not going
as well.

I wanted to come today just to get into a little bit of a troubling
story from the San Diego VA. I recently detailed this story at the
VA committee member day last month, but wanted to summarize
the story here.

The San Diego VA participated in a study examining alcoholic
liver disease, which was one site among other institutions of a larg-
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er National Institutes of Health (NIH) funded study led by the
Pittsburgh Liver Research Center at University of North Carolina
(UNC) Chapel Hill.

Nine patients diagnosed with alcoholic hepatitis received
transjugular biopsies, and according to whistleblower’s disclosures
this was not the standard of care and reported this to the VA’s Of-
fice of Medical Inspector or OMI.

Following OMI’s report the Office of the Special Counsel, or OSC,
conducted an independent investigation and found that the VA’s in-
ternal report was unsatisfactory.

The Special Counsel report alleges that these samples were col-
lected improperly, sometimes without patient consent, and could
have put patients in harm’s way, not that there was evidence that
anyone was harmed, but that was their conclusion. The Special
Counsel urged the VA to revisit its findings in the matter and take
a truly critical look at the research being conducted at the San
Diego VA.

Now we know this is not the first time that OMI has investigated
wrongdoing and has come up short in answers according to the
Special Counsel. According to data provided by inewsource, which
is a San Diego news outlet who has broke the story, when the Of-
fice of Special Counsel reviews OMI report, 16 percent of them are
found unreasonable, which is more often than other executive agen-
cies.

My colleagues here will remember the clinical neglect at the
Manchester VA which has been mentioned. The Special Counsel
also find OMTI’s reports in that instance to be unsatisfactory.

Again, no recorded cases of risking patient safety in this in-
stance. This story presents a case, though, that could have con-
sequences in other settings, especially for VA medical centers that
conduct research onsite. We want them to do that. We want them
to pair with academic institutions. My goal is to strengthen the in-
vestigatory bodies that handle these types of allegations so that
these things do not come up.

Dr. Cox, maybe I will ask you, since you served as the director
of the Office of Medical Inspector, how often does OMI review and
report on medical research issues like these?

Dr. Cox. Thank you, Congressman. I would be happy to answer
your question.

First of all, it is not often that the Office of the Medical Inspector
is involved with research oversight. VA is unique in having a sepa-
rate and independent Office of Research Oversight (ORO) which
participated with the Office of the Medical Inspector in that San
Diego review.

If I may, I just would like to clarify the sequence of events that
you described about the liver research case.

The 2 whistleblowers at the San Diego VA Medical Center, to
whom we are very grateful for bringing these concerns forward,
went to the Office of the Special Counsel (OSC). They asserted
themselves as whistleblowers with OSC. Through the standard
statutorily guided process, the Special Counsel of the United States
referred the matter to the Secretary of the VA, who had then as-
signed it to the Office of the Medical Inspector (OMI) for Investiga-
tion.
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OMI completes dozens of these whistleblower investigations
every year. They are part of our independent internal assurance
and oversight capability. They are the entity that can go into any
VA medical center and conduct an investigation and collect evi-
dence to determine whether the whistleblower’s allegations are
substantiated or not.

As you indicated, when OMI did the initial investigation, and
wrote a report of that investigation at San Diego, they failed to
substantiate the whistleblowers’ concerns. The reason for that, it
%‘a’ier became apparent, is that at least 1 key witness was not truth-
u —_—

Mr. PETERS. Okay.

Dr. Cox.—was not forthcoming with information. When we later
found out about that ourselves, we took it upon ourselves to go
back, conduct a second visit, a second investigation. This is after
OSC had closed the initial case and said it was not reasonable. On
the second occasion we substantiated those findings, substantiated
that there was egregious research misconduct, and voluntarily sub-
mitted that second report to the Special Counsel of the United
States, and they are now considering it.

Mr. PETERS. Great. I appreciate that.

In general, do you think that OMI has enough resources to thor-
oughly handle whistleblower complaints?

Dr. Cox. I do. You mentioned the inewsource article and we were
able to answer questions from the investigative reporter before she
published the article. We conducted our own analysis of the rate
at which the Special Counsel of the United States finds OMI’s re-
ports not reasonable and we came up with a very different number.

She asserted 16 percent. Our number is about 5 percent. That
track record actually has substantially improved from 2014 when
the Office of the Medical Inspector was restructured, and we have
added additional staff since then. I believe that the staffing levels
are now at—

Mr. PETERS. I am out of time, but to the extent you would like
to supplement your answers in writing, I would certainly appre-
ciate that. Again, I appreciate you all being here.

Thank you.

Dr. Cox. I would be very happy to. Thank you.

Mr. PETERS. I yield back.

Mr. Pappas. Thank you.

I would now like to recognize Ms. Wexton for 5 minutes.

Ms. WEXTON. Thank you, Mr. Chairman, and thank you to Mr.
Chairman and Ranking Member for allowing me to participate in
today’s hearing.

I represent Northern Virginia here in Congress and my district
begins just outside of Washington D.C. and goes about 100 miles
west all the way to West Virginia. Veterans in my district, because
we do not have a VA facility of our own, they have the option of
either going east into the D.C. VA or west to Martinsburg. Both of
these facilities are in VISN 5 and so obviously the allegations or
the substantiated issues at VISN 5 are very important to me and
to my constituents.

I was really troubled to learn about the deaths at the Johnson
Medical Center in Clarksburg, West Virginia, and the sexual as-
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sault allegations at Beckley, West Virginia’s VA medical center. I
am very concerned about the serious allegations of wrongdoing by
medical personnel at the VA facilities in Arkansas and Georgia.

Our veterans have sacrificed so much for our country and they
deserve the highest quality of care, and at a minimum they should
feel safe in our VA facilities. I think we can all agree about that.
Unfortunately, these facilities have failed on both counts.

With the benefit of hindsight we are able to see some of the
things that went wrong, but what I am hoping we are able to do
with today’s hearing is make sure that we have the protections and
protocols in place to make sure that these things do not happen
again.

I would like to focus for a moment on the role of VISNs in over-
sight of wrongdoing at these VISN 5 facilities. There have been re-
ports, Dr. Lieberman, that VA employees are hesitant to report
suspected wrongdoing in these and other incidents. I was pleased
to hear you talk a little bit about, you know, from top down, but
also from bottom up to make sure that the reports are made.

Are VA employees trained on the appropriate chain of command
in reporting suspected wrongdoing at the VA medical center level?
Dr. LIEBERMAN. Thank you for that question, Congresswoman.

This is a really critical issue and that is why we are undertaking
this high reliability organization journey where, as a part of being
a just culture staff feel comfortable coming forward. They are not
concerned that they are going to get in trouble for this, and so we
are working on this.

At the Atlanta facility, one of the biggest failures with that un-
fortunate case was the culture there was such that it did not come
up the chain of command of what was going wrong there. As a re-
sponse to that, we really emphasized in a variety of different fo-
rums, including Dr. Stone, our executive in charge, sent out a letter
to every employee talking to them about the importance, that they
have an obligation, a responsibility to speak up when they see an
unsafe situation, that we will protect them if they come forward.

Certainly, if some employees will never trust their leadership,
and so we always have the backup, there are hotlines, OIG. We
have the compliance hotline, OSC. There is always that. But, real-
ly, we want to get to the point in our own organization where ev-
erybody feels comfortable in speaking up.

Ms. WEXTON. It would also be good for them to feel comfortable
that their complaints will make it up the chain of command and
be acted upon, and they will find out what the results of the inves-
tigation——

Dr. LIEBERMAN. Absolutely. We have to lead by example and
show them that they are making a difference in the workplace
when they speak up.

Ms. WEXTON. Thank you.

Ms. Silas, I was pleased to hear you talk about the GAOs 11 rec-
ommendations and ones that are being implemented, and particu-
larly with regard to the standardized audit tool.

Now am I to understand from your answer to an earlier question
that there are issues with the tool that is being rolled out right
now? Is it lacking in some way?
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Ms. SiLAs. No. I was not commenting that there was an issue
with the audit tool. We are still waiting for validation that the tool
has been rolled out.

Ms. WEXTON. Have you had an opportunity to see how this tool
works?

Ms. SiLAs. I have not personally had an opportunity to see how
the tool works.

Ms. WEXTON. Has someone with GAO had an opportunity to see
how this tool works?

Ms. SiLas. Yes. The team that conducted the review had oppor-
tunity.

Ms. WEXTON. Is it your understanding from that team that the
tool that is going to be implemented will address the oversight con-
cerns that were announced in the report?

Ms. SiLAS. Yes. That is correct.

Ms. WEXTON. Okay.

Dr. Cox, I guess you were talking about the fact that this tool
is going to be rolled out before the end of the year; is that correct?

Dr. Cox. Yes, ma’am.

Ms. WEXTON. What kind of training do you have for staff in order
to ensure that they are properly using the oversight tool and that
it will be a part of any sort of initial intake?

Dr. Cox. Training of both the Chief Medical Officers at the
VISNs who are going to be the primary ones to use this tool, and
of the credentialing officials at every VA medical center, is a part
of the implementation strategy. That is built into the roll out proc-
ess.

The tool was developed and has been piloted. There were, as with
many new electronic things, some IT glitches. We had to step back
a little bit and fix those bugs, and that is the reason that it has
not already been implemented. But it is on track to be rolled out
this year.

Ms. WEXTON. You expect that for the year 2020 it will be fully
op%ragional and be used in the entire facility all throughout the
VISN?

Dr. Cox. We do.

Ms. WEXTON. Okay. Thank you very much.

I see my time has expired. I appreciate it. I yield back.

Mr. PAppPAS. Thank you very much.

I just have a few additional questions before we close and I am
wondering, Dr. Daigh, if I can ask one of you.

In your testimony you talk a little bit about the decentralized na-
ture of VHA and how this places significant responsibility, if not
all the responsibility, in the hands of local leaders to ensure they
are employing highly qualified, highly competent professionals.

But time and again your teams have discovered that leaders
have failed to carry out certain responsibilities related to reviewing
the quality of care concerns and taking action to limit or revoke
privileges and reporting clinicians to licensing boards and the
NPDB.

In your opinion should all of these responsibilities inherently re-
side at the local level? Do we have that balance right, or is there
an opportunity here to get VISNs and VHA more involved in the
process?
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Dr. DAIGH. I think that VISNs and VHA should be more involved
in the process. I think that sometimes there is a lack of knowledge
as to what an evaluation would be that is proper. If you hire a
medical specialist who is the only person in the hospital who does
that specialty, the chief of staff may, in fact, know very little about
the technical aspects of that job.

I think getting larger involvement or more specific involvement
by national leaders would be important.

Mr. PAppAS. Thank you.

11]gr. Lieberman or the VA, would you like to comment on that at
all?

Dr. LIEBERMAN. I think we are, or we are moving in that direc-
tion. As we mentioned before, the chief medical officers are having
much more involvement with oversight and auditing of the process
as well as our national offices are. Certainly a lot of the sugges-
tions that Dr. Daigh has mentioned we are taking under serious
consideration and taking a look at.

Mr. Pappas. Okay. Dr. Lieberman, one more thing before we
close, and this has to do with the situation with the pathologist in
Arkansas.

One of the things that really does not sit well with me is that
this individual completed a 3-month inpatient rehab program and
then was returned to his position as the chief of pathology. He
went on not only to conceal his continued impairment, but was also
changing, you know, recommendations and he was believed to have
falsified veterans’ medical records in that process.

I am wondering if you could talk broadly about the acceptability
of an individual returning to a supervisory position. Shouldn’t we
have individuals watching this person’s work as opposed to this in-
dividual being tasked with watching the work of other folks?

Dr. LIEBERMAN. Thank you for that question.

In this country about 10 to 15 percent of American citizens will
have a problem with alcohol or other forms of substance abuse dur-
ing their lifetimes, and that is no different than health care pro-
viders. It is an unfortunate fact, but that is part of our society.

It has been shown that for physicians that they actually have a
very high long-term success rate with rehabilitation, upwards of 80
to 90 percent abstain from alcohol. It is thought that those individ-
uals truly love what they do in their careers, and they are com-
mitted to this and they are successful.

In health care, in society, individuals are given a chance. This in-
dividual went through rehab. Most people who go through rehab
will not—if the allegations are true about what the OIG has said
about this individual, this person was very trained and skilled and
found a substance that most people in health care have not even
heard of, and knew that this could cause intoxication and also
would not be detectable on screening.

I was not there or not involved with the decision, but certainly
one could look at the decision to immediately put this individual
back as the service chief. You might have decided to observe them
in a non-leadership position for a while just to confirm.

Again, this individual was getting repeated alcohol tests and
they were turning out to be negative. There were no obvious warn-
ing signs about that initially.



28

Mr. PAappAS. Well, I certainly believe in second chances and sup-
porting an individual’s recovery is crucial, especially in the work-
place. But I think that additional steps should have been taken in
this case.

I am wondering, Dr. Daigh, if you have any thoughts on that
particular case.

Dr. DAIGH. I would like not to talk about the case at hand, but
talk more generally. I certainly do believe in second chances. I do
think, though, when someone has a physical impairment or a men-
tal impairment, be it Hepatitis or drug abuse or substance abuse,
and they are brought back on to practice medicine that there
should be close oversight of the quality of the work they do. Wheth-
er or not they are a manager or not, I think that is more of a local
decision. But I think that the care they provide post-whatever the
event was ought to be critical and be focused.

Mr. PAppPAS. Well, thank you. Thank you to our panel.

I would like to see if General Bergman has any additional ques-
tions or if he would like to close.

Mr. BERGMAN. The answer is both.

Mr. PAppAS. Okay.

Mr. BERGMAN. One quick question. Ms. Bonjorni, you have been
sitting there very quiet and patient for this entire time. I noticed
that in your bio that you are certified both in human resource and
project management.

It is my understanding that there are organizations that certify
credentialing specialists. Does VHA require credentialing personnel
to be certified and, if not, has VA explored the benefits of requiring
certification and, if so, what did it find?

Ms. BONJORNI. Well, thank you for your question, sir.

I do not believe that we have explored that, but we are actually
in the beginning stages of a process to look at the organizational
structure and the position and career paths for people who do
credentialing work within VHA. That is absolutely a concept that
we could explore to determine whether that would make a signifi-
cant positive impact.

Mr. BERGMAN. Well, you know, we are all here. You know, sev-
eral of us have used the word just recently within the last minute
or so we believe in second chances. We also believe that if—we
have to look inside ourselves as an organization and what is it we
are trying to achieve, and are our tactics, techniques and proce-
dures or processes that we would use for ensuring that, number 1,
the best quality outcome for the veterans, and that starts with pro-
viders who are credentialed, certified, re-certified from time to time
to ensure that they are up to standard.

I would just like to, if I can just incorporate my closing into this,
Mr. Chairman.

Mr. PAPPAS. Sure.

Mr. BERGMAN. You know, again, thanks for the hearing. You
know, it has been about 2 years since I chaired the subcommittee
hearing on this topic. I guess to say I am not troubled would not
be true. I am troubled that we continue to have the same conversa-
tions about leadership and policy implementation. We can and we
must do better.
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I intend to work with all of you and all our other witnesses to
leverage your experience, because you are where the rubber meets
the road, to leverage your experiences, your responsibilities, to im-
prove VA’s processes for credentialing, privileging and quality man-
agement.

That said, I am encouraged by the fact that several of the inci-
dents referenced today reached OIG through VA employees who
were willing to stand up and call out what they believed to be sub-
standard care, substandard practitioning, if you will.

We have had a series of hearings on the process for VA staff to
report serious concerns, and with another one on the horizon I
wanted to take a moment just to thank these individuals who have
utilized the system to bring attention to these serious, serious
issues.

With that, Mr. Chairman, I yield back.

Mr. PApPpPAS. Thank you very much, General Bergman.

Thank you as well to our panel for being here today.

I think it is critical that we understand that we are all looking
out for the veteran, the end-user of the care offered by the VA to
ensure that it is top notch and to ensure that their health safety
is always protected.

Veterans need to trust that the VA is fulfilling its responsibilities
for credentialing and privileging. They also need to know that this
department is taking appropriate action to investigate concerns
that arise about clinical care and remove clinicians who deliver
substandard care or engage in misconduct.

We as a subcommittee have a duty to ensure that VA fulfills all
of its responsibilities and, unfortunately, I think today’s testimony
means that we have some more work to do. I am committed to
working alongside General Bergman and to the members of this
subcommittee as well as our congressional colleagues on both sides
of the aisle to continue our oversight work and to continue to en-
courage the VA to be moving in the right direction.

I thank you for all of your efforts. I thank the workforce at the
VA and its providers for the care that they offer for our veterans
day in and day out. I just hope we can continue this conversation
and continue to understand that there is a sense of urgency that
is there for our veterans to make sure that the steps that have
been outlined today are implemented as quickly as possible.

Members have 5 legislative days to revise and extend their re-
marks, and include any extraneous material.

Again, thank you all for joining us today. Without objection, the
subcommittee stands adjourned.

[Whereupon, at 4:16 p.m., the subcommittee was adjourned.]
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Chairman Pappas, Ranking Member Bergman, and Members of the
Subcommittee:

| am pleased to be here today to discuss our recent body of work on
provider qualifications and competence at the Department of Veterans
Affairs (VA). VA’s Veterans Health Administration (VHA) operates one of
the largest health care systems in the nation, and has approximately
165,000 licensed health care providers, such as physicians and nurses,
across its 172 VA medical centers and over 1,000 outpatient facilities. "
Like other health care facilities, VA medical centers are responsible for
ensuring that their providers deliver safe care to patients. As part of this
responsibility, VA medical centers are required to determine whether
each provider has the appropriate professional qualifications and clinical
abilities to care for patients. During this process, known as credentialing,
VA medical center officials review and verify information about the
provider’s qualifications and practice history. Such information can
include the provider’s application for employment at VA, education, and
state licenses. VA providers are required to hold at least one active and
unrestricted medical license. If a provider has ever had a license revoked
for cause, or has voluntarily surrendered a license after being notified in
writing by the state of potential revocation of the license for cause, the
provider is not eligible for VA employment, unless the license is restored
to a full and unrestricted status.?

As part of credentialing, VHA policy also requires VA medical centers to
review the National Practitioner Data Bank (NPDB) for any adverse
information about a provider. The NPDB is an electronic repository
administered by the U.S. Department of Health and Human Services that
collects and releases information on providers who either have been
disciplined by a state licensing board, professional society, or health care
entity, such as a hospital, or have been named in a medical malpractice
settlement or judgment. Consistent with industry standards, VHA policy
requires VA medical centers to query the NPDB and verify with the

1For the purposes of this testimony, we use the term “provider” to refer to both licensed
independent health care providers, such as physicians and dentists, and licensed
dependent providers, such as nurses.

2Individuals who were appointed prior to November 30, 1999, and have been on
continuous appointment since that date are not disqualified for employment by any
license, registration, or certification revocations or voluntary surrenders that predate
November 30, 1999, provided they possess one full and unrestricted license as applicable
to the position. “For cause” refers to actions taken on the basis of professional
misconduct, professional incompetence, or substandard care.

Page 1 GAO-20-152T
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appropriate state licensing boards that a provider’s medical licenses are
current and in good standing—unrestricted—before appointing a provider
to its medical staff. VHA policy also requires VA medical centers to query
the NPDB when licensed independent providers such as physicians—
those who can independently provide medical care—renew their clinical
privileges.? Additionally, VHA enrolls these licensed independent
providers in the NPDB continuous query, which alerts VHA if any entity
reports information on a provider to the NPDB.4 (See appendix | for
additional details on VHA'’s credentialing, privileging, and monitoring
processes.)

The presence of information in the NPDB does not automatically
disqualify a provider from working at VA medical centers. Each VA
medical center has broad discretion in hiring providers, within parameters.
For example, a provider listed in the NPDB for a revoked license can be
employed by VA if the license has been restored. If the NPDB indicates
that a provider has had other state licensing board action, such as a
reprimand, VA medical center officials must review the information on a
case-by-case basis and document their review.

After a provider is hired, VA medical centers are also required to
investigate and, if warranted, address any concerns that may arise about
the provider’s clinical care.5 Concerns about a provider’s clinical care can
be raised for many reasons, ranging from a provider not adequately
documenting information about a patient’s visit to practicing in a manner
that is unsafe or inconsistent with industry standards of care. VA medical
centers may also become aware of a potential concern if the NPDB
includes new adverse information about an existing provider. If VA
medical centers fail to properly review and address concerns that have

3Privileges are the specific set of clinical services that a provider is approved to perform
independently at a medical facility, based on an assessment of the provider's professional
performance, judgement, clinical competence, and skills. VA medical centers are required
to review and approve each licensed independent provider's privileges at least every 2
years.

4VHA plans to begin requiring medical centers to enroll licensed dependent providers in
the NPDB continuous query by the end of 2019

SVA medical centers can identify concerns about a provider's clinical care in a variety of
ways, including 1) ongoing monitoring of a provider's performance, 2) a trend of certain
outcomes from quality reviews conducted by the provider's peers; 3) complaints or
incident reports from any individual with a concern, and 4) filed or settled tort claims or
malpractice claims.
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been raised about a provider, veterans may be exposed to unsafe care
and potential harm.

Depending on the nature of the concern and the findings from their
review, VA medical center officials may take adverse privileging actions
against a provider that either limits the care the provider is allowed to
deliver at the facility or prevent the provider from delivering care
altogether. VA medical center officials are required to report independent
providers against whom they take adverse privileging actions to the
NPDB so that this information is available to other VA medical centers,
non-VA hospitals, and other health care facilities. VA medical center
officials are also required to report providers—both independent and
dependent—to state licensing boards when there are serious concerns
about providers’ clinical care. State licensing boards can then investigate
and determine if a provider’s conduct or ability to deliver care warrants
action against the provider's medical license.

Over the past few months, the VA Office of Inspector General and the
media have reported on multiple cases of quality and safety concerns
regarding specific VA providers. The issues reported range from
providers lacking appropriate qualifications to poor performance and
provider misconduct. For example, the VA Office of Inspector General
reported in September 2019 that a VA medical center did not comply with
several VHA credentialing and privileging activities in hiring and reviewing
a surgeon. The Inspector General substantiated that the VA medical
center staff did not appropriately verify the provider’s credentials.
Additionally, despite ongoing concerns about the provider’s productivity,
competency, and technical skills, medical center leadership reappointed
the provider to the medical staff, which the VA Inspector General said
allowed the provider to continue performing surgical procedures without
the required training or competency to do so.®

My testimony today summarizes key findings from our February 2019 and
November 2017 reports on the implementation and oversight of VHA

6Department of Veterans Affairs, Office of Inspector General, Veterans Health
Administration: Leadership Failures Related to Training, Performance, and Productivity
Deficits of a Provider at a Veterans Integrated Service Network 10 Medical Facility, Report
#19-06429-227 (Washington, D.C.: Sept. 24, 2019).
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processes for reviewing and reporting quality and safety concerns about
VA providers.” Accordingly, this testimony addresses

1. VA medical centers’ reviews of adverse information about providers in
the NPDB and VHA'’s oversight of these reviews;

2. selected VA medical centers’ reviews of providers’ clinical care after
concerns are raised and VHA'’s oversight of these reviews; and

3. selected VA medical centers’ reporting of providers to the NPDB and
state licensing boards and VHA’s oversight of these processes.

In addition, | will highlight key actions that we recommended VA take,
including VA’s responses and the current status of those
recommendations.

For our 2019 report, we reviewed a nongeneralizable sample of 57 VA
providers, including physicians, nurses, dentists, physical therapists, and
social workers across all 18 Veterans Integrated Service Networks
(VISN).8 These 57 providers were listed in the NPDB for an adverse
action, such as a revoked or surrendered license, and were working at
VHA as of September 30, 2016.° For each of the individuals in our
sample, we reviewed the VHA personnel and credentialing files, as well
as state licensing board documents. Further details on our scope and
methodology are included in our February 2019 report on credentialing
VA providers. ' For our 2017 report, we reviewed documentation and
interviewed medical center staff at a nongeneralizable selection of five VA
medical centers (across five different VISNs) to identify any independent
providers whose clinical care was reviewed after a concern was raised

7GAO, Veterans Health Administration: Greater Focus on Credentialing Needed to
Prevent Disqualified Providers from Delivering Patient Care, GAO-19-6 (Washington,
D.C.: Feb. 28, 2019) and VA Health Care: Improved Policies and Oversight Needed for
Reviewing and Reporting Providers for Quality and Safety Concerns, GAO-18-63
(Washington, D.C.: Nov. 15, 2017).

8Each VISN is responsible for managing and overseeing VHA facilities within a defined
geographic area and for reporting to VHA.

9We judgmentally selected 57 providers for in-depth review from 1,664 individuals
employed by VA as of September 30, 2016 who had an NPDB report. We selected
providers with a health care conviction or an adverse action, such as a revoked or
surrendered license. We considered factors such as the seriousness of the offense, total
number of offenses, and whether the provider had any VHA disciplinary records. Our
February 2019 report included both independent and dependent providers.

10GAO-19-6, 55
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about that care. For each identified provider, we reviewed
documentation and interviewed staff to determine whether the VA medical
center took an adverse privileging action against any of these identified
providers from October 2013 through the time we completed our site
visits in March 2017. Further details on our scope and methodology are
included in our November 2017 report. 12 Finally, we obtained information
from VA officials in October 2019 on the status of their efforts to
implement the recommendations that we made in our 2019 and 2017
reports.

We conducted the work on which this statement is based in accordance
with generally accepted government auditing standards. Those standards
require that we plan and perform the audit to obtain sufficient, appropriate
evidence to provide a reasonable basis for our findings and conclusions
based on our audit objectives. We believe that the evidence obtained
provides a reasonable basis for our findings and conclusions based on
our audit objectives.

VA Medical Centers
Took Action against
Some Selected
Providers with
Disqualifying
Information in the
NPDB but
Overlooked Others

In our review of 57 providers selected for our February 2019 report, we
found that the responsible VA medical centers took action against some
providers with disqualifying information in the NPDB but overlooked

1We selected the five VA medical centers based on the complexity of services offered
and their geographic distribution. We identified providers at each medical center by
reviewing facility documentation of credentialing meetings from fiscal year 2014 through
fiscal year 2016. During our visits, we conducted interviews with facility leadership and
asked them to confirm the completeness of our list of providers. Our November 2017
report included independent providers only.

12GAO-18-63, 3
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others. '3 We found that VA medical centers took administrative or
disciplinary actions against some providers, such as removing them from
patient care, after becoming aware of adverse information in the NPDB.
However, many of these actions were taken following our review and a
VHA-wide licensure review, both of which occurred in 2018, rather than at
the time of the NPDB report. Specifically, the responsible VA medical
centers removed five providers who they determined did not meet VA
licensure requirements following our inquiries. For example, one of these
five providers had surrendered a license in 2014, while employed at VA,
but was not removed by the VA medical center until after our inquiries in
2018. Additionally, another provider was reported to the Drug
Enforcement Administration (DEA) by a VA medical center after we
inquired about the provider prescribing controlled substances without
appropriate registration.

We also found that VA medical centers hired or retained some of the 57
providers who they acknowledged had disqualifying adverse information
in the NPDB, which is inconsistent with VHA policy. Specifically, these
providers had licenses that were revoked or surrendered for cause, but
VA medical center officials overlooked or were unaware of this
information. However, none of these providers still worked at VHA at the
time we completed our review. For example, one VA medical center hired
a provider who had a state license revoked for patient neglect and
substandard care.* VA medical center officials stated that they received
the NPDB report about the revoked license at the time the provider was
hired in 2014 but it was inadvertently overlooked by multiple staff. This
provider voluntarily resigned in 2017.

In our February 2019 report, we found that three factors were largely
responsible for inconsistent adherence to VHA policies that disqualify
providers from employment.

« First, some medical center officials are not aware of key VHA policies,
such as the requirement that a provider who has had a license
revoked or surrendered for cause is ineligible for employment unless
the license is reinstated. For example, in the case of the provider who

13Cases evolve over time and can span multiple categories, which is why we did not
enumerate the number of cases we found that fit into these various categories. We found
that in some of the 57 cases, VA medical centers determined that providers had
administrative or other nondisqualifying adverse actions reported in the NPDB, and
concluded that the providers could be hired or retained.

14This provider had an active license in another state.
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surrendered a license in 2014, documentation shows that the medical
center staff became aware of the surrendered license in 2015, but
VHA staff stated that the removal was stalled due to confusion about
policies. This lack of awareness of key policies may be linked to a lack
of mandatory training for credentialing staff.

« Second, gaps in VHA policy allow for inconsistent interpretation. For
example, VHA has not issued policies pertaining to employing
providers who have had their DEA registration for prescribing
controlled substances revoked or surrendered for cause. While the
DEA requires registrants, like VHA, to obtain a waiver before
employing such providers, VHA policy is silent on the requirement to
obtain a waiver; we found that VA medical center officials were
unclear on the DEA requirement and had hired providers without
obtaining the required DEA employment waiver. Further, we found
that two providers inappropriately prescribed controlled substances
without a DEA waiver.15

« Third, VHA’s oversight of VA medical centers’ reviews of adverse
information is inadequate. Under VHA policy, VISN officials are
responsible for reviewing providers with certain adverse licensure
actions. However, we found that this review was not always
conducted or documented. Further, although VHA-wide reviews of
provider licenses have been completed and have identified providers
with licensure issues, VHA officials indicated that these types of
reviews are not routinely conducted because they are labor intensive.

In our February 2019 report, we also found that some VA medical centers
had taken steps to improve the credentialing process and identify
providers who do not meet the licensure requirements. For example, one
medical center completed a periodic review of all licensed providers to
identify providers who may have had an expired licensure issue. Another
VA medical center updated its policies to require providers with adverse
actions to be reviewed by management. However, we found that VHA
does not routinely assemble and disseminate information about initiatives
that medical centers have undertaken to improve the oversight of
providers.

15The DEA enforces the controlled-substances laws and regulations of the United States.
According to DEA regulation, registrants—including VHA facilities—must obtain a waiver
of federal regulations from DEA before employing a provider who has (1) been convicted
of a drug-related felony, (2) had a DEA registration revoked or denied, or (3) surrendered
a DEA registration for cause
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In our February 2019 report, we concluded that without consistent
adherence to VHA employment policies and adequate oversight, VHA
lacks assurance that all VA providers have the appropriate professional
qualifications and clinical abilities to care for patients. To address these
shortcomings, in our February 2019 report we made seven
recommendations to VA. VA concurred with these recommendations.
Table 1 summarizes these recommendations and the steps VA has taken
to address them.

1
Table 1: GAO’s February 2019 Recommendations for Improving Department of Veterans Affairs (VA) Provider Credentialing
and the Implementation Status of These Recommendations

GAO recommendation Implementation status

The Under Secretary for Health should ensure that facility Status: Not addressed
officials who are responsible for credentialing, reviewing

Y < A VA concurred with this recommendation and reported in August 2019
credentials, and hiring receive periodic mandatory training.

that this training has been implemented. When VA provides
documentation of the training and additional information about the
training requirements, such as who is required to take the training
and how often, we will review this information and make an
assessment on whether this recommendation has been fully
addressed.

The Under Secretary for Health should develop policies and Status: Not addressed

guidance regarding Drug Enforcement Administration (DEA) v concurred with this recommendation in principle. VA indicated in

registrations, including the circumstances in which DEA August 2019 it has requested DEA’s interpretation of the waiver
waivers may be required, the process for requesting them, and requirement

a mechanism to ensure that facilities follow these policies.?

The Under Secretary for Health should identify and review Status: Not addressed

providers whose DEA registrations were revoked or VA concurred with this recommendation and said it will reinforce

surrendered for cause and determine whether an employment  processes for taking appropriate administrative actions with respect

waiver may be needed from DEA to providers whose DEA registrations have been revoked or
surrendered for cause. In August 2019, VA reported that it conducted
a review of providers with National Practitioner Data Bank (NPDB)
reports related to DEA registration since 2009. VA identified 10
providers and determined that 9 of the 10 had full, unrestricted DEA
registration. However, VA may need to obtain a DEA waiver for one
provider, even though VA reported that the provider is no longer
prescribing controlled substances.

The Under Secretary for Health should confirm that Veterans ~ Status: Addressed
Integrated Service Network (VISN) level Chief Medical Officer  y/o concurred with this recommendation and reported in August 2019
reviews are being appropriately documented so that Veterans  tat s electronic credentialing system, VetPro, was modified in

Health Administration (VHA) Central Office officials are able to  Noyember 2018 to allow for documentation of VISN Chief Medical
ensure that facilities and VISNs are complying with oversight  Officer reviews.

policies.?

The Under Secretary for Health should confirm that the Status: Not addressed
appropriate VHAv Central Office is c_onductlng monitoring to VA concurred with this recommendation. As of October 2019, VA
ensure that required VISN-level Chief Medical Officer reviews  apticipates being able to run reports to verify that VISN Chief Medical

of “zenie: independent practitioner credentialing files are Officer reviews have been completed later in October 2019.
conducted.
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GAO recommendation

Implementation status

The Under Secretary for Health should direct the VHA facilities Status: Not addressed

to periodically review provider licenses using NPDB adverse- v concurred with this recommendation in principle. VA indicated that
action reports, similar to recent VHA-wide reviews. Facility it requires enroliment of all independent VA providers in the NPDB
officials should take appropriate action on providers who do continuous query so that VA medical centers and VHA receive alerts
not meet the licensure requirements, and report the findings to it jicensure actions have been taken. VA stated that this process
VHA, VISN and Central Office officials for review. allows for proactive, immediate reviews, rather than periodically

running retrospective reviews of NPDB adverse action reports.
Additionally, as of January 2019, VA implemented new requirements
for documenting these reviews. As of October 2019, VA plans to
require medical centers to enroll dependent VA providers in the
NPDB continuous query by the end of 2019

The Under Secretary for Health should direct the Office of Status: Addressed
Quality, Safety and Value (QSV) to compile and disseminate to \/A concurred with this recommendation and reported in August 2019
all facilities best practices employed by facilities that have that it has codified best practices in standard practice in a variety of

proactively identified and addressed provider adverse-action  ways, including developing a standard form for reviewing NPDB

licensure issues*

reports and implementing training on the NPDB for credentialers.

Source: GAO-19-6 and GAO analysis of VA information. | GAO-20-152T

2DEA registrations allow providers to prescribe controlled substances.

®Each VISN is responsible for managing and overseeing VHA facilities within a defined geographic
area and for reporting to VHA. The VISN Chief Medical Officer is responsible for oversight of the
credentialing and privileging process.

°QSV is the office within VHA responsible for overseeing VHA-wide credentialing and privileging
policy.

Selected VA Medical
Centers’ Reviews of
Providers’ Clinical
Care Were Not
Always Documented
or Timely

As we reported in November 2017, we found that from October 2013
through March 2017, the five selected VA medical centers required
reviews of a total of 148 providers’ clinical care after concerns were
raised about their care. However, for almost half of these reviews, officials
at these medical centers could not provide documentation to show that
the reviews had been conducted.'® We found that all five VA medical
centers lacked at least some documentation of the reviews they told us
they conducted, and in some cases, we found that the required reviews
were not conducted at all. For example, we found that the medical
centers lacked documentation showing they conducted a prospective
review of 26 providers. Additionally, VA medical center officials confirmed

16VA medical center officials have flexibility to determine the most appropriate process to
use to review a provider's clinical care depending on the specific concerns and the
situation. These processes include 1) focused professional practice evaluation for cause,
which is a prospective review of a provider’s care, during which the provider has the
opportunity to demonstrate improvement; 2) retrospective review, which is a review of the
provider’s past patient care; and 3) comprehensive review, which is a more extensive
retrospective review that is generally performed by a panel of experts and typically results
in conclusions and recommendations. VHA policy states that if allowing a provider to
continue delivering patient care could result in imminent danger to veterans, officials
should remove the provider from delivering patient care during the review.
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that they failed to conduct this required review for an additional 21
providers.

We also found that the five selected VA medical centers did not always
conduct reviews of providers’ clinical care in a timely manner. Specifically,
of the 148 providers, the VA medical centers did not initiate reviews of 16
providers for 3 or more months, and in some cases, for multiple years,
after concerns had been raised about the providers’ care. For three of
these 16 providers, additional concerns about the providers’ clinical care
were raised before the reviews began.

In our November 2017 report, we found that two factors were largely
responsible for the inadequate documentation and untimely provider
reviews.

« First, VHA policy does not require VA medical centers to document all
types of reviews of providers’ clinical care, including retrospective
reviews, and VHA has not established a timeliness requirement for
initiating reviews of providers’ clinical care.

« Second, VHA'’s oversight of the reviews of providers’ clinical care is
inadequate. Under VHA policy, VISN officials are responsible for
overseeing the credentialing and privileging processes at their
respective VA medical centers. While reviews of providers’ clinical
care after concerns are raised are a component of credentialing and
privileging, we found that none of the VISN officials we spoke with
described any routine oversight of such reviews.'” This may be in part
because the standardized tool that VHA requires the VISNs to use
during their routine audits does not direct VISN officials to ensure that
all reviews of providers’ clinical care have been conducted and
documented. Further, some of the VISN officials we interviewed told
us they were not using the standardized audit tool as required.

In our November 2017 report, we concluded that without adequate
documentation and timely completion of reviews of providers’ clinical
care, VA medical center officials lack the information they need to make
decisions about providers’ privileges, including whether or not to take

17When asked about their routine audits, VISN officials we interviewed generally described
selecting a sample of providers from different specialties to review compliance with VHA
requirements related to credentialing and privileging. For example, VISN officials may
check that medical centers have appropriately verified their providers’ medical licensure.
Some officials said they may also look at documentation of a VA medical center’s review
of a provider's clinical care after a concern had been raised if any of the providers in their
sample happened to have documentation of such concerns in their files
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adverse privileging actions against providers. Furthermore, because of its
inadequate oversight, VHA lacks reasonable assurance that VA medical
center officials are reviewing all providers about whom clinical care
concerns have been raised and are taking adverse privileging actions
against the providers when appropriate. To address these shortcomings

and improve VA

medical center reviews of provider quality and safety

concerns, we made three recommendations to VA in our November 2017
report. VA concurred with these recommendations. Table 2 summarizes
these recommendations and the steps VA has taken to address them.

Table 2: GAO’s No 2017 R

for Improving Department of Veterans Affairs (VA) Reviews of Provider

Quality and Safety Concerns and the Implementation Status of These Recommendations

GAO recommendation

Implementation status

The Under Secretary for Health should specify in Veterans
Health Administration (VHA) policy that reviews of providers’
clinical care after concerns have been raised should be
documented, including retrospective and comprehensive
reviews.

Status: Not addressed

VA concurred with this recommendation and indicated plans to
revise policy to codify requirements for documenting reviews. As of
October 2019, VA estimates completing these and other revisions
to the VHA policy in August 2020.2

The Under Secretary for Health should specify in VHA policy a
timeliness requirement for initiating reviews of providers’ clinical
care after a concern has been raised.

Status: Not addressed

VA concurred with this recommendation and indicated plans to
revise policy to incorporate timeline expectations for initiating
reviews after clinical care concerns have been raised. As of
October 2019, VA estimates completing these and other revisions
to the VHA policy in August 2020.2

The Under Secretary for Health should require Veterans
Integrated Service Network (VISN) officials to oversee VA
medical center reviews of providers’ clinical care after concerns
have been raised, including retrospective and comprehensive
reviews, and ensure that VISN officials are conducting such
oversight with the required standardized audit tool.” This
oversight should include reviewing documentation in order to
ensure that these reviews are documented appropriately and
conducted in a timely manner.©

Status: Not addressed

VA concurred with this recommendation and indicated plans to
update the standardized audit tool so that it directs the VISNs to
oversee reviews of providers' clinical care after concerns have
been raised. As of October 2019, VA reported that it had developed
and piloted a new standardized audit tool. VA stated that it needs
about 6 months to implement and assess the tool. VA estimated
completion in November 2019.

Source: GAO-18-63 and GAO analysis of VA information. | GAO-20-152T

2VA officials indicated that the delay in issuing the revised policy is due to revisions unrelated to these

recommendations.

bEach VISN is responsible for managing and overseeing VHA facilities within a defined geographic
area and for reporting to VHA.
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°Since April 2018, this recommendation has been designated a priority recommendation. We began
issuing letters to the Secretary of VA in 2017 identifying open recommendations that we consider to
be the highest priority (i.e., priority recommendations) for VA to implement in order to significantly
improve VA operations. See GAO, Priority Recommendations: Department of Veterans Affairs,
GAO-19-358SP (Washington, D.C.: Mar. 28, 2019).

Selected VA Medical
Centers Did Not
Report All Providers
to the NPDB or to
State Licensing
Boards as Required

In our November 2017 report, we found that from October 2013 through
March 2017, the five VA medical centers we reviewed had only reported
one of nine providers that should have been reported to the NPDB as
required by VHA policy. Furthermore, none of these nine providers were
reported to state licensing boards as required by VHA policy.'® These
nine providers either had adverse privileging actions taken against them
or resigned or retired while under investigation before an adverse
privileging action could be taken.

The VA medical centers documented that these nine providers had
significant clinical deficiencies that sometimes resulted in adverse
outcomes for veterans. For example, the documentation shows that one
provider’s surgical incompetence resulted in numerous repeat surgeries
for veterans. Similarly, the documentation shows that another provider’s
opportunity to improve had to be halted and the provider was removed
from providing care after only a week due to concerns that continuing the
review would potentially harm patients.

In addition to these nine providers, one VA medical center terminated the
services of four contract providers based on deficiencies in the providers’
clinical performance, but the facility did not follow any of the required
steps for reporting providers to the NPDB or relevant state licensing
boards. This is concerning, given that the VA medical center documented
that one of these providers was terminated for cause related to patient
abuse after only 2 weeks of work at the facility.

At the time of our review, two of the five VA medical centers we reviewed
each reported one provider to the state licensing boards for failing to meet
generally accepted standards of clinical practice to the point that it raised

18As a result of our audit work, VHA officials told us in April 2019 that the five selected VA
medical centers completed NPDB reporting for eight of the nine providers and state
licensing board reporting for seven of the nine providers. VHA officials stated that one
provider was not reported to the state licensing board because the provider had self-
reported before the VA medical center had an opportunity to do so. VHA officials stated
that the other provider was not reported to the NPDB or state licensing board because the
VA medical center director, at the time, had made the decision not to do so.
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concerns for the safety of veterans.' However, we found that the medical
centers’ reporting to the state licensing boards took over 500 days to
complete in both cases, which was significantly longer than the 100 days
suggested in VHA policy.

Across the five VA medical centers, we found that providers were not
reported to the NPDB and state licensing boards as required for two
reasons.

« First, VA medical center officials were generally not familiar with or
misinterpreted VHA policies related to NPDB and state licensing
board reporting. For example, at one VA medical center, we found
that officials failed to report six providers to the NPDB because they
were unaware that they were responsible for NPDB reporting. Officials
at two other VA medical centers incorrectly told us that VHA cannot
report contract providers to the NPDB.

« Second, VHA policy does not require the VISNs to oversee whether
VA medical centers are reporting providers to the NPDB or state
licensing boards when warranted. We found, for example, that VISN
officials were unaware of situations in which VA medical center
officials failed to report providers to the NPDB.

As a result of VHA staff misinterpretation of VHA policy and insufficient
oversight, we concluded that VHA lacks reasonable assurance that all
providers who should be reported to the NPDB and state licensing boards
are reported. Consequently, the NPDB and state licensing boards in other
states where the providers we identified held licenses were not alerted to
concerns about the providers’ clinical practice. We reported that this could
allow a provider who delivered substandard care at one VA medical
center to obtain privileges at another VA medical center or at hospitals
outside of VA’s health care system. In our November 2017 report, we
noted several cases of this occurring among the providers who were not
reported to the NPDB or state licensing boards by the five VA medical
centers we reviewed. For example,

« We found that two of the four contract providers whose contracts were
terminated for clinical deficiencies remained eligible to provide care to
veterans outside of that VA medical center. At the time of our review,

19These two providers were not among the nine providers who had an adverse privileging
action taken against them, or who resigned or retired while under investigation but before
an adverse privileging action could be taken. They were also not among the four
contractors whose services were terminated.
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one of these providers held privileges at another VA medical center,
and another participated in the network of providers that can provide
care for veterans in the community.

+ We also found that a provider who was not reported as required to the
NPDB during the period we reviewed had their privileges revoked 2
years later by a non-VA hospital in the same city for the same reason
the provider was under investigation at the VA medical center.
Officials at this VA medical center did not report this provider following
a settlement agreement under which the provider agreed to resign. A
committee within the VA medical center had recommended that the
provider’s privileges be revoked prior to the agreement. There was no
documentation of the reasons why this provider was not reported to
the NPDB.

To improve VA medical centers’ reporting of providers to the NPDB and
state licensing boards and VHA oversight of these processes, we made
one recommendation in our November 2017 report. VA concurred with
this recommendation. Table 3 summarizes the recommendation and the
steps VA has taken to address it.

Table 3: GAO’s Not

for Improving Department of Veterans Affairs (VA) Reporting of Provider

Quality and Safety Concerns and the Implementation Status of This Recommendation

GAO recommendation

Implementation status

The Under Secretary for Health should require Veterans Status: Not addressed
Integrated Service Network (VISN) officials to establish a process  \/a concurred with the recommendation and indicated plans to
for overseeing VA medical centers to ensure that they are update the standardized audit tool so that it directs the VISNs to

reporting providers to the National Practitioner Data Bank (NPDB)  gngyre timely reporting to the NPDB and state licensing boards, in
and state licensing boards, and are reporting in a timely manner.  accordance with Veterans Health Administration (VHA) policy. As

of October 2019, VA reported that it had developed and piloted a
new standardized audit tool. VA stated that it needs about &
months to implement and assess the tool. VA estimated
completion in November 2019. In addition to completing the tool,
VA needs to demonstrate that the providers we identified in our
review have been reported to the NPDB and state licensing
boards, or document its decision not to report these providers.

Source: GAO-18-63 and GAO analysis of VA information. | GAO-20-152T

Notes: Each VISN is responsible for managing and overseeing VHA facilities within a defined
geographic area and for reporting to VHA. Since April 2018, this recommendation has been on our
high priority list. We began issuing letters to the Secretary of VA in 2017 identifying open
recommendations that we consider to be the highest priority (i.e., priority recommendations) for VA to
implement in order to significantly improve VA operations. See GAO, Priority Recommendations:
Department of Veterans Affairs, GAO-19-358SP (Washington, D.C.: Mar. 28, 2019)

Chairman Pappas, Ranking Member Bergman, and Members of the
Subcommittee, this concludes my statement. | would be pleased to
respond to any questions that you may have at this time.
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If you or your staff members have any questions concerning this
GAO Contact and testimony, please contact me at (202) 512-7114 (silass@gao.gov).
Staff Contact points for our Office of Congressional Relations and Public
Affairs may be found on the last page of this statement. Other individuals
A0kn0W|edgmentS who made key contributions to this testimony include Marcia A. Mann

(Assistant Director), Kaitlin M. McConnell (Analyst-in-Charge), Summar

C. Corley, Cathy Hamann, Jacquelyn Hamilton, and Vikki Porter. Other

contributors include David Bruno, Julia DiPonio, Ranya Elias, Kathryn A.
Larin, and Joy Myers.
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Appendix |: Veterans Health Administration
Credentialing, Privileging, and Monitoring

Processes

According to Department of Veterans Affairs’ (VA) Veterans Health
Administration (VHA) policies, all licensed health care providers must be
credentialed before they are permitted to work.! Credentialing is the
process of screening and evaluating qualifications and other credentials—
including licensure, education, and relevant training—that is the first step
in the process of determining whether the provider has appropriate
clinical abilities and qualifications to provide medical services.
Credentialing processes and requirements differ for independent licensed
providers, such as doctors—who are permitted by law and the facility to
deliver patient care services independently, without supervision—and
dependent providers, such as nurses—who deliver patient care under the
supervision or direction of an independent provider. Additionally, VHA
policy states that only licensed independent providers may be granted
clinical privileges. Privileging is a process through which a provider is
permitted by a facility to independently provide medical or patient care
that is in alignment with the provider’s clinical competence. Figure 1
provides a summary of the VHA credentialing and privileging processes
for independent and dependent providers.

1VHA policy allows for temporary medical staff appointments for urgent patient care needs
before full credentialing information has been received.
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Figure 1: VHA'’s Credentialing and Privileging Process
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For licensed independent practitioners, the Service Chief also reviews the v

experience. clinical privileges requested by the provider. N/A
Privilegin . . . . . 0
A egh 9 o ° Facility credentialing committees review information and decide
[FEEEES By or not to i to the facility Director.”
which a provider is b
permitted by a facility to The cognizant credentialing committee reviews the provider’s verified 4 L4
independently provide credentialing file and the Service Chief's recommendation and makes a
medical or patient care recommendation to the facility Director about whether or not to appoint
that is in alignment with the provider.
the provider’s clinical
competence. For licensed independent practitioners, the credentialing committee also
determines whether clinical privileges should be granted as requested by 4 N/A
the provider, and makes a recommendation to the facility Director.
e The facility Director makes the final decision as to whether
to appoint the provider.®
The facility Director reviews the Service Chief and credentialing committee v v
recommendations and decides whether or not to appoint a provider.
For licensed independent practitioners, the facility Director also determines
whether clinical privileges should be granted as requested by the provider. v N/A
« Applicable

N/A  Not applicable
Source: GAO analysis of Department of Veterans Affairs information. | GAO-20-152T

Note: Licensed independent practitioners are providers who are permitted by law and the facility to
provide patient-care services independently, without supervision or direction. Examples of licensed
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A dix I Health
s P vileging, and
Processes

independent practitioners are doctors and dentists. Dependent providers, such as registered nurses,
are individuals who provide patient care under the supervision or direction of a licensed independent
practitioner.

2VHA officials told us that, concurrent to the credentialing process, Human Resources officials at the
facilities complete preemployment checks, including drug testing, suitability review, and criminal-
background checks.

bWe refer to committees that review the provider's credentials as “credentialing committees.” VHA
officials told us that the facility’s Executive Committee of the Medical Staff—comprising the facility's
medical staff leadership—is responsible for reviewing credentials and privilege requests for licensed
independent practitioners. They said that the facility's Professional Standards Board—comprising
peers from the provider's occupation—is responsible for reviewing credentials for dependent
providers. If there is no Professional Standards Board for the occupation that the provider is applying
for, they told us that the credentialing file is reviewed by a second credentialing professional to ensure
that credentialing is completed in accordance with policy.

°VHA officials told us that for dependent providers, the approving official may be someone other than
the facility Director.

VHA facilities are also required to monitor providers’ licenses after they
are hired to ensure the licenses are current and review any licensure
actions, in accordance with VHA policy. Figure 2 provides a summary of
VHA'’s processes for monitoring independent and dependent providers’
licenses.

Figure 2: VHA'’s Process to Monitor Provider Licenses

Licensed

independent Dt:psinddent
practitioners BIOVICERS
» VHA facilities review licensed independent practitioners’ clinical privileges at
least every 2 years. Among other items, facility officials confirm licensure v N/A
status, pi i 1cy, and malpractice history, when deciding
. whether or not to renew licensed independent practitioners’ privileges.
» VHA facilities enroll licensed independent practitioners in the National
Practitioner Data Bank (NPDB) continuous query. Through an electronic
Monitoring interface, NPDB continuous query alerts VHA if any entity files a report on v N/A
Veterans Health one of VHA's licensed independent practitioners. Facilities reenroll licensed
Administration (VHA) independent practitioners in NPDB continuous query annually.
facilities monitor the
%:::x;zczf::i;gns » VHA facilities verify the provider’s license by contacting the state licensing
and to verify that board when it is up for renewal—typically every 1 to 2 years, depending 4 V4
TeEmEEs A ETEEs] on the state and type of license—to ensure that the license is in good
standing.

«  Applicable
N/A  Not applicable
Source: GAO analysis of Department of Veterans Affairs information. | GAO-20-152T

Note: Licensed independent practitioners are providers who are permitted by law and the facility to
provide patient-care services independently, without supervision or direction. Examples of licensed
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independent practitioners are doctors and dentists. Dependent providers, such as registered nurses,
are individuals that provide patient care under the supervision or direction of a licensed independent
practitioner.
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VA HEALTH CARE

Actions Needed to Ensure Provider Qualifications
and Competence

What GAO Found

The Department of Veterans Affairs (VA) needs to take action to ensure its health
care providers have the appropriate qualifications and clinical abilities to deliver
high quality, safe care to veterans, as GAO recommended in its February 2019
and November 2017 reports. Specifically, GAO found the following:

VA medical centers took action against some providers who did not
meet VA licensure requirements, but overlooked others. In its 2019
report, GAO found that some VA medical centers took administrative or
disciplinary actions against these providers, such as removing them from
employment, after becoming aware of disqualifying information in the
National Practitioner Data Bank (NPDB). The NPDB is an electronic
repository that contains information on providers who have been disciplined
by a state licensing board, among other information. However, in some cases
VA medical centers overlooked or were unaware of disqualifying information
in the NPDB. For example, officials told GAO they inadvertently overlooked a
disqualifying adverse action and hired a provider whose license had been
revoked for patient neglect. GAO found three reasons for this inconsistency:
lack of mandatory training for key staff, gaps in Veterans Health
Administration (VHA) policies, and inadequate oversight.

Selected VA medical centers’ reviews of providers’ clinical care were
not always documented. The five selected VA medical centers that GAO
included in its 2017 report were required to review 148 providers’ clinical care
after concerns were raised about their care from October 2013 through
March 2017. However, officials at these medical centers could not provide
documentation to show that almost half of these reviews had been
conducted. GAO found two reasons for inadequate documentation of these
reviews: gaps in VHA policies and inadequate oversight of the reviews.

Selected VA medical centers did not report providers to the NPDB or to
state licensing boards as required. The five selected VA medical centers
that GAO included in its 2017 report had reported one of nine providers to
the NPDB that they were required to report from October 2013 through
March 2017. None of these providers were reported to state licensing
boards, as required by VHA policy. These nine providers either had adverse
privileging actions taken against them—actions that limit the care providers
can deliver at a facility or prevent the providers from delivering care
altogether—or resigned or retired while under investigation before such an
action could be taken. GAO found two reasons providers were not reported:
lack of awareness or understanding of VHA policies and inadequate
oversight of this reporting.

GAO made 11 recommendations in its 2019 and 2017 reports to address the
deficiencies identified. VA implemented two of these 11 recommendations, and
provided action plans to address the other nine recommendations.

United States Government Accountability Office
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PREPARED STATEMENT OF DR. JOHN D. DAIGH

Chairman Pappas, Ranking Member Bergman, and members of the Sub-
committee, thank you for the opportunity to discuss the Office of Inspector General’s
(OIG’s) oversight of Veterans Health Administration (VHA) efforts to ensure its
medical facilities are effectively implementing their provider credentialing and privi-
leging (C&P) processes. The mission of the OIG is to oversee the efficiency and effec-
tiveness of VA’s programs and operations through independent audits, inspections,
reviews, and investigations. For many years, the OIG has conducted reviews and
investigations that have identified concerns with VHA’s C&P operations.

This statement focuses on barriers and challenges to VHA’s efforts to implement
programs that ensure licensed independent healthcare practitioners have the appro-
priate qualifications to provide medical care services within the scope of their li-
cense. The need for VHA to properly manage and oversee these programs cannot
be understated, as they are key to ensuring veterans receive health care from highly
qualified providers. Although VHA has national policies governing the C&P process,
the decentralized structure of VHA puts significant responsibility on local leaders
and physicians to actually execute the C&P process. The OIG has completed several
reports recently in response to allegations of inappropriate or incomplete C&P proc-
esses. While the OIG has found general compliance with C&P processes during the
course of recurring comprehensive healthcare inspections,! other focused OIG
healthcare reviews related to specific incidents have identified concerning lapses in
protocols that could have or have led to patient harm.

After providing some context for the discussion of C&P deficiencies, several re-
ports are highlighted to provide examples of failures the OIG has identified in the
C&P process.

BACKGROUND ON CREDENTIALING, PRIVILEGING, AND SKILL ASSESSMENT

VHA has defined procedures for credentialing and privileging “all health care pro-
fessionals who are permitted by law and the facility to practice independently—
without supervision or direction, within the scope of the individual’s license, and in
accordance with individually granted clinical privileges.”2 These healthcare profes-
sionals are also referred to as licensed independent practitioners (LIPs).

Credentialing “refers to the systematic process of screening and evaluating quali-
fications.”3 Credentialing involves ensuring an applicant has the required edu-
cation, training, experience, and mental and physical health. This process also en-
sures that the applicant has the skill to fulfill the requirements of the position and
to support the requested clinical privileges.

Clinical privileging is the process by which an LIP is permitted by law and the
facility to provide medical care services within the scope of the individual’s license.
Clinical privileges are specific to the medical procedure performed. They are based
on the individual’s clinical competence, recommendations by service chiefs (typically
the LIP’s supervisor) and the Medical Staff Executive Committee, and with approval
by the facility director. Peer references, professional experience, health status, edu-
cation, training, and licensure inform decisions about a provider’s clinical com-
petence and ability to successfully accomplish clinical privileges. Clinical privileges
are granted for a period not to exceed 2 years, and LIPs must undergo reprivileging
prior to expiration.4

VHA also mandates processes to check the skills of providers during their term
of employment. A Focused Professional Practice Evaluation (FPPE) is a time-limited
process conducted in three instances: (1) for all new LIPs who are requesting initial
privileges or scope of practice; (2) when a provider requests a new clinical privilege
or scope of practice; and (3) when issues affecting the provision of safe, high-quality
patient care are identified. VHA requires that all LIPs new to the facility have
FPPEs completed, documented in the provider’s electronic profile, and reported to

1 The OIG’s Comprehensive Healthcare Inspection Program and the Comprehensive
Healthcare Inspection Summary Report Fiscal Year 2018 are discussed in the background sec-
tlon of this statement.

2 VHA Handbook 1100.19, Credentialing and Privileging, October 15, 2012 (This VHA Hand-
book was scheduled for recertification on or before the last working date of October 2017 and
has not been recertified.) Healthcare professionals such as clinical pharmacists, nurses, and
technologists are evaluated on their competency to perform core and specific skills and tech-
niques, often using objective assessments, such as test-taking and completing simulations. These
processes are entirely separate from the ‘C&P process and are not addressed in this statement.

3 VHA Handbook 1100.19.

4 VHA Handbook 1100.19.
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an appropriate committee of the medical staff.> The process involves evaluating the
provider’s privilege-specific competencies. This may include periodic chart review,
direct observation, monitoring diagnostic and treatment techniques, or discussion
with other individuals involved in the care of patients.®

To monitor an LIP’s performance during his or her service and help assist in de-
termining whether a provider will be reprivileged, VHA uses the Ongoing Profes-
sional Practice Evaluation (OPPE). This oversight process involves the service
chief’s evaluation of the provider’s professional performance and includes data spe-
cific to the provider’s practice, such as reviews of surgical cases, electronic health
records, infection control, and drug usage evaluation. Data must be provider-specific,
reliable, easily retrievable, timely, justifiable, and comparable. The OPPE includes
data from direct observation and reviews and confirms the quality of care delivered
by privileged providers. OPPEs allow the facility to identify professional practice
trends affecting patient safety and quality of care. The service chief is responsible
for establishing whether a provider does or does not meet established criteria.

THE OIG’S COMPREHENSIVE HEALTHCARE INSPECTION PROGRAM FOCUS ON EVALUATING
CREDENTIALING AND PRIVILEGING PROCESSES

The OIG uses its Comprehensive Healthcare Inspection Program (CHIP) to pro-
vide cyclical, focused evaluation of the quality of care delivered in the inpatient and
outpatient settings of VHA facilities. Each inspection covers a consistent and pre-
determined set of key clinical and administrative processes that are associated with
promoting quality care across facilities. These inspections are one element of the
overall efforts of the OIG to ensure that the Nation’s veterans receive high-quality
and timely VA healthcare services.

OIG CHIP teams evaluate areas of clinical and administrative operations that re-
flect quality patient care, with focused review areas changing every fiscal year.?
C&P processes were evaluated in Fiscal Year (FY) 2018, whereas Fiscal Year 2019
and Fiscal Year 2020 have focused on privileging.

COMPREHENSIVE HEALTHCARE INSPECTION SUMMARY REPORT FISCAL YEAR 2018.

In Fiscal Year 2018, OIG staff completed 51 CHIP reports, which are rolled-up
in an Fiscal Year 2018 Summary Report. Those reports were based, in part, on OIG
staff interviews with facility leaders and reviews of C&P documentation for LIPs
initially hired within 18 months before site visits and LIPs reprivileged within 12
months before the visits.® The OIG evaluated

e performance indicators for credentialing processes, such as current licensure
and verification of primary source information;

e privileging processes, such as verifying existing privileges and the details of the
recommendations and approvals for requested privileges;

e FPPEs; and
e OPPEs.

The Fiscal Year 2018 CHIP Summary Report generally found compliance with re-
quirements for C&P processes but identified concerns with the FPPE and OPPE
processes.

The Summary Report made four recommendations to the Under Secretary for
Health to improve the C&P process nationally, based upon aggregate data collected
during the Fiscal Year 2018 CHIP site visits. The first recommends that VHA en-
sure that the FPPEs are reported properly to committees for review. The second rec-
ommends that the FPPEs clearly delineate timeframes for review in compliance
with VHA policy. The third recommends that VHA verify that clinical managers in-
clude service-specific data in ongoing professional practice evaluations and monitor
clinical managers’ compliance. The fourth recommends VHA verify that clinical
managers include specialty-specific elements in gastroenterology, pathology, nuclear

5 VHA Handbook 1100.19.

6 VHA Handbook 1100.19.

7 The eight areas for Fiscal Year 2018 were quality, safety, and value; credentialing and privi-
leging; environment of care; medication management; mental health; long-term care; women’s
health; and high-risk processes. The nine areas for Fiscal Year 2019 were leadership and organi-
zational risks; quality, safety, and value; medical staff privileging; environment of care; medica-
tion management; mental health; long-term care; women’s health; and high-risk processes. The
ten areas for Fiscal Year 2020 are leadership and organizational risks; quality, safety, and
value; medical staff privileging; environment of care; medication management; care coordination;
mental health; women’s health; high risk processes; and veterans integrated service networks.

8 Comprehensive Healthcare Inspection Summary Report Fiscal Year 2018, October 10, 2019.
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medicine, and radiation oncology providers’ OPPEs and monitor clinical managers’
compliance. The Executive in Charge for VHA concurred with the first, third, and
fourth recommendations and in principle with the second recommendation.® The Ex-
ecutive in Charge projected that these recommendations would be fully implemented
by June 2020. OIG staff will monitor VA’s progress.

CREDENTIALING & PRIVILEGING PROCESS BREAKDOWNS

Ensuring that VHA providers have the training and education to care for the vet-
erans they serve is imperative in the delivery of high-quality health care. Without
effective implementation of the credentialing process, veterans are at risk of receiv-
ing care from providers who are not appropriately licensed, adequately skilled, or
trained. Despite the importance of credentialing, OIG reports, such as the following,
have documented breakdowns when VHA staff have not actually verified and ob-
tained the required documentation or confirmed the accounts of job applicants’ ref-
erences.

LEADERSHIP FAILURES RELATED TO TRAINING, PERFORMANCE, AND PRODUCTIVITY DEFI-
CITS OF A PROVIDER AT A VETERANS INTEGRATED SERVICE NETWORK 10 MEDICAL FA-
CILITY.

In December 2018, the OIG became aware of allegations of mismanagement,
waste of funds, and safety risks at a Veterans Integrated Service Network (VISN)
10 medical facility.1© A complainant alleged an ophthalmologist lacked training, pro-
vided substandard care, and failed to meet productivity expectations. In spite of
these reported concerns, the facility’s chief of staff intended to reappoint the surgeon
following the probationary period.

The OIG substantiated the surgeon lacked adequate training to perform cataract
and laser surgery as the surgeon did not satisfactorily complete an approved resi-
dency training program, was ineligible for board certification in ophthalmology, and
did not meet the facility’s ophthalmologist hiring requirements. Additionally, the
OIG found several C&P activities that did not comply with VHA policy. Facility staff
could not explain to the OIG why primary source verification was not obtained from
all foreign educational institutions the surgeon listed in the credentialing paper-
work, and staff did not document when attempts to do so were unsuccessful. In ad-
dition to documentation to support claims of education and training, VHA requires
physician applicants to provide the names of references with knowledge of the appli-
cant’s ability to perform the work for which they are being hired. Specifically, infor-
mation is sought about the individual’s level of performance, number and type of
procedures performed, appropriateness, and outcomes of care provided. The four ref-
erences the surgeon at issue provided were all flawed. Two non-VHA references had
no direct knowledge of the surgeon’s ability to perform cataract surgeries. The third
could not provide actual numbers of surgeries or describe outcome quality. And, the
fourth could not describe the surgeon’s technical performance.

Facility leaders continued to employ the surgeon despite substandard performance
and staff in associated specialties expressing concerns about the surgeon’s quality
within months of hire. The surgeon did not consistently demonstrate the skills to
assure good outcomes, was unable to meet surgical productivity expectations, and
surgery times exceeded norms. For example, the chief of staff was told that the sur-
geon was taking one-to-two hours to complete a cataract surgery, as compared with
VHA’s average of 26 minutes. Retrospective clinical reviews by two other ophthal-
mologists within the same VISN reflected these deficits.

Despite these ongoing concerns, the chief of staff endorsed the surgeon’s re-
appointment as the facility’s sole ophthalmologist. At the time of the interviews, fa-
cility staff told the OIG that they believed the surgeon would be reappointed be-
cause facility leaders needed the services of the surgeon’s spouse, who was also a
surgeon, and facility leaders described them as a “package set,” admitting that rela-
tionship was a consideration. As a result, for 2 years before the surgeon was termi-
nated, patients were placed at unnecessary risk for potential surgical complications.
The OIG made five recommendations related to C&P processes, professional practice
evaluations, management of performance deficits, and the chief of staff's actions.
OIG staff continue to monitor VA’s progress until all proposed actions are complete.

9 VHA concurred in principle to our recommendation that FPPEs have clearly delineated
timeframes, noting that the Joint Commission describes FPPEs as focusing on either a period
of time or a certain number of procedures for infrequent activities.

10 Leadership Failures Related to Training, Performance, and Productivity Deficits of a Pro-
vider at a Veterans Integrated Service Network 10 Medical Facility, September 24, 2019.
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PROFESSIONAL PRACTICE EVALUATION BREAKDOWNS

In addition to being credentialed, before rendering services, the facility’s medical
leaders must determine if a provider meets the specific criteria for conducting proce-
dures. Importantly, the facility considers the provider to be privileged only for par-
ticular medical procedures and must repeat the privileging process if the provider
wishes to conduct different patient care services. Therefore, VHA policy dictates that
providers are privileged using identified provider-, service-, and facility-specific
privileges. A critical feature of ensuring that providers are delivering high-quality
care is the focused evaluation (FPPE) and the ongoing evaluation (OPPE). Once a
provider begins rendering care to veterans, proper use of the FPPE to monitor per-
formance at the start of employment or if a question of the provider’s skills is raised
can mitigate risks. A properly executed OPPE is critical for VHA’s determination
whether 1t wishes to retain the services of a current provider. However, numerous
OIG reports have identified a lack of diligence across VHA facilities in executing
FPPEs and OPPEs as the following examples demonstrate.

INTRAOPERATIVE RADIOFREQUENCY ABLATION AND OTHER SURGICAL SERVICE
CONCERNS AT THE SAMUEL S. STRATTON VA MEDICAL CENTER IN ALBANY, NEW YORK.

The OIG conducted a healthcare inspection in response to confidential allegations
regarding lack of quality oversight of the facility’s Surgery Service, including com-
munications to patients about surgery complications; the peer review process; and
surgery outcomes for a surgical oncologist.!l OIG’s inspection revealed the facility
did not meet VHA’s C&P requirements. A lack of documentation regarding the sur-
gical oncologist’s supervision and competencies during the initial FPPE period may
have contributed to the facility later not recognizing that the surgeon had missed
diagnosing and removing tumors from veterans. The OIG could not determine if the
surgeon was supervised when conducting the intraoperative radiofrequency ablation
procedures, and there were no written evaluations of the procedures. The surgery
manager’s use of the FPPE was ineffective for practice evaluation.

Additionally, the surgeon’s OPPE was flawed. The forms contained incomplete
data and did not address specific competencies related to the surgical specialty. Fur-
ther complicating matters, the chief of surgery failed to collect sufficient data to
evaluate the surgeon’s practice and surgical outcomes. The quarterly data used by
the chief of surgery to evaluate the surgeon’s competency also contained errors over
a 2-year period, thus failing to trigger a focused review of the surgeon. OIG staff
could not determine if healthcare quality data or patient safety trends were affected
by poor FPPE/OPPE processes because of the unreliable data. The OIG also found
failures related to the facility’s quality management. Patients were not timely noti-
fied that the surgeon did not completely remove tumors. Nine recommendations
were made, and one recommendation related to establishing a process to track, mon-
itor, and report on intraoperative radiofrequency ablation outcomes remains open.

This report underscores the need for adherence to VHA policy that ongoing as-
sessments of a provider’s competence must focus on the specific provider and exam-
ine his or her particular skills and judgment as they relate to the requested privi-
lege. To ensure thorough and accurate evaluations, VHA policy has appropriately
{nandated that reviews be conducted by a physician with similar training and privi-
eges.

QUALITY OF CARE CONCERNS IN THORACIC SURGERY, BAY PINES VA HEALTHCARE
SYSTEM IN FLORIDA.

This healthcare inspection focused on anonymous allegations regarding the qual-
ity of care provided by a thoracic surgeon at the Bay Pines VA Healthcare System.12
While the review did not substantiate that the thoracic surgeon was incompetent,
the OIG identified a deficiency in the system’s process for evaluating a surgeon’s
competency. Contrary to policy, the criteria used in the surgeon’s initial FPPE were
not privilege-specific and was inadequate to fully assess a practitioner’s skills. The
OIG recommended that the system’s director ensure that FPPE review criteria are
sufficient to evaluate the privilege-specific competence for thoracic surgeons.

The surgeon had been employed with VA long enough to have undergone a rou-
tine recredentialing OPPE, which was conducted by an administrative psychiatrist.
New VHA guidance had been issued, but was not yet in force, mandating OPPEs

11 Tntraoperative Radiofrequency Ablation and Other Surgical Service Concerns at the Sam-
uel S. Stratton VA Medical Center Albany, New York, August 29, 2018.

12 Quality of Care Concerns in Thoracic Surgery Bay Pines VA Healthcare System Bay Pines,
Florida, August 16, 2017.
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be conducted by a provider with similar training and privileges. Based on the OIG’s
recommendation made during the site visit, the system arranged for the surgeon to
be proctored in order to confirm whether the surgeon had the ability and skills. A
thoracic surgeon from another VA facility directly observed the thoracic surgeon’s
operative skills and did not have concerns regarding his surgical technique. VHA
has satisfactorily completed action on OIG recommendations. This report highlights
the benefit of having performance determinations made with specificity and by an
independent peer.

CREDENTIALING AND PRIVILEGING PROCESS FAILURES HAVE PATIENT CARE IMPACTS

Additional reports from the OIG further demonstrate that failures to execute C&P
processes properly occur across the VHA system and affect its provision of patient
care and quality management.

FACILITY LEADERS’ OVERSIGHT AND QUALITY MANAGEMENT PROCESSES AT THE GULF
COAST VA HEALTH CARE SYSTEM IN BILOXI, MISSISSIPPI.

The OIG conducted a healthcare inspection to examine the C&P process, as well
as the facility’s understanding of quality management practices, in response to mul-
tiple allegations of another thoracic surgeon’s poor quality of care.l3 A review of the
surgeon’s C&P files revealed that before hiring the surgeon in August 2013, facility
leaders knew of malpractice issues as well as the surgeon having relinquished a
State medical license in October 2006 to prevent prosecution in a disciplinary case.
Still, the facility director hired the surgeon after the Credentialing Committee rec-
ommended the appointment.

Process failures continued after the surgeon’s hiring. Facility leaders did not com-
plete components of the surgeon’s focused and ongoing evaluations. In addition, the
OIG team found that facility leaders were deficient in granting and continuing the
surgeon’s clinical privileges without required evidence of competency. During the
OIG’s April 2018 site visit, the OIG team found that although the surgeon resigned
from VHA in December 2017, the chief of surgery did not provide C&P staff with
details regarding an exit-interview statement about the surgeon’s failure to meet
standards of practice until June 2018. This information was needed to inactivate the
surgeon’s C&P file.

Facility leaders removed the surgeon in October 2017 from clinical care without
following required processes, including notifications to external reporting agencies.
As a result, facility leaders were unable to report the surgeon to the National Prac-
titioner Data Bank and were delayed in reporting to State licensing boards.

The failures to follow C&P processes with the surgeon led the OIG to review serv-
ice file documentation for 50 other facility care providers who were newly appointed
to the medical staff from October 2016 through December 2017. The following table
reflects deficiencies in facility oversight responsibilities.

VHA and Facility Requirements OIG Findings
New facility providers undergo FPPE as defined atthe | Fourteen of the 50 provider service files did not
time of privilege approval. contain documentation of a defined or completed
FPPE.
Providers undergo FPPE when there is a change or Three of four providers who requested a change or
request for a new privilege. new privilege did not have an FPPE.

The Executive Committee of the Medical Service must | Three of seven “for cause” FPPEs were not

consider all information, including reasons for renewal presented to the committee for consideration in
when criteria have not been met, such as a “for cause” | making recommendations on clinical privileges.
FPPE and document deliberations in the meeting

minutes.

OPPE reviews conducted by service chiefs must Six of 18 provider service files that contained an
include activities with defined criteria that emphasize OPPE did not contain a review for appropriateness
appropriateness of care, patient safety, and desired of care, patient safety, and/or desired outcomes.
outcomes.

13 Facility Leaders’ Oversight and Quality Management Processes at the Gulf Coast VA
Health Care System, August 28, 2019. Two other allegations received were addressed in the
OIG report, Inadequate Intensivist Coverage and Surgery Service Concerns, VA Gulf Coast
Healthcare System Biloxi, Mississippi, March 29, 2018.



62

Additionally, the OIG noted weaknesses in quality management, documentation
of basic and advanced cardiac life support certification, administrative closure of
electronic health record notes, posting of confidential data to the facility’s internal
website, adverse event reporting, completion of institutional disclosures, and admin-
istrative investigation board timeliness.

The OIG made 18 recommendations related to professional practice evaluation
processes, National Practitioner Data Bank and State licensing board reporting, doc-
umenting sufficient detail in committee meeting minutes to reflect decisionmaking,
and protecting certain confidential information. Recommendations also centered on
reporting events to the Patient Safety Committee, reporting surgery patients’ deaths
as required, completing proactive risk assessments, and institutional disclosure and
administrative investigation board review processes. OIG staff will monitor VA’s
progress until all proposed actions are complete.

FACILITY HIRING PROCESSES AND LEADERS RESPONSES RELATED TO THE DEFICIENT
PRACTICE OF A RADIOLOGIST AT THE CHARLES GEORGE VA MEDICAL CENTER IN ASHE-
VILLE, NORTH CAROLINA.

An OIG healthcare inspection team evaluated concerns regarding deficiencies
identified in the practice and oversight of a fee-basis radiologist during a 6-month
tenure in 2014.1% The concerns were identified during the facility’s 2018 CHIP re-
view in response to questions related to the radiologist’s initial C&P, the radiolo-
gist’s1 éieﬁcient delivery of care, and the facility’s delayed evaluation of the deficient
care.

The OIG determined that facility leaders did not complete the C&P of the radiolo-
gist in line with VHA and facility requirements. First, the references used to ap-
prove the radiologist’s request for privileges did not include a reference from peers
and a most recent employer. In fact, the references were from three non-radiologist
physicians and a non-physician radiology technician. These are individuals who are
not “qualified to provide authoritative information regarding training/experience,
competence, [and] health status.” The failure to secure a reference from the radiolo-
gist’s last employer is notable given the radiologist had been working at a VA med-
ical center in Altoona, Pennsylvania (Altoona VAMC). Second, in June 2014, the ra-
diologist denied having been notified of any malpractice-related judicial proceedings.
However, the radiologist was sent notification by the Altoona VAMC in January
2014 that they were named in a tort claim, with a separate notice sent a later in
June. VHA Central Office and Asheville VAMC leaders explained to the OIG that
they were unaware of these tort claims and would not have known before final adju-
dication of the claims unless the radiologist disclosed them.

As the radiologist began providing medical services in 2014, there was inadequate
oversight of the radiologist, most vividly demonstrated by the facility’s failure to
complete an FPPE within VHA-established timelines. The chief of imaging, the radi-
ologist’s supervisor, did not complete the FPPE for 174 days, well past the 90-day
deadline. This failure was undetected because facility managers did not have a
tracking system to monitor such action items. When the chief of imaging did finally
review the radiologist’s work, it was noted as “unsatisfactory” with concerns about
diagnostic interpretations. The facility also did not complete a review of the radiolo-
gist’s work until after 2016 and did not submit an issue brief to VISN 6 leaders
alerting them to the clinical failures until 2018, after the OIG identified the con-
cerns in the CHIP review. If the facility had conducted the FPPE within required
timelines, the radiologist could have been removed from service more quickly. As it
happened, two patients received disclosures resulting from the radiologist’s deficient
practices. The facility also received help from VHA’s National Teleradiology Pro-
gram to assist with reviews of the radiologist’s work, identifying dozens of other im-
ages that were not read to standard.

Facility leaders failed to take proper actions to curtail the radiologist’s practice
after not renewing the radiologist’s contract in December 2014 and did not promptly
complete the subject radiologist’s exit memorandum within 7 days as required by
VHA to comply with State licensing boards’ reporting requirements. The results
were not made to the facility professional standards board until August 2018, 3
years after the required date. Due to the failure to complete the exit memorandum,
the patient safety manager was not promptly notified to trigger mandated adminis-
trative reviews. After the OIG review commenced, the facility director issued notices

14 Facility Hiring Processes and Leaders’ Responses Related to the Deficient Practice of a Ra-
diologist at the Charles George VA Medical Center Asheville, North Carolina, September 30,
2019.

15 Comprehensive Healthcare Inspection Program Review of the Charles George VA Medical
Center, Asheville, North Carolina, October 16, 2018.
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in January 2019 to eight State licensing boards stating that the radiologist failed
to meet generally accepted standards of clinical practice. The OIG subsequently
made four recommendations to the facility and VISN related to C&P requirements,
State licensing board reporting, reporting of adverse events, and potential adminis-
trati\ie actions. OIG staff will monitor VA’s progress until all proposed actions are
complete.

ALLEGED INAPPROPRIATE ANESTHESIA PRACTICES AT THE JAMES E. VAN ZANDT VAMC
IN ALTOONA, PENNSYLVANIA.

In 2018, the OIG reported on C&P concerns also involving the Altoona VAMC in
response to a complainant’s allegations about the services provided by an anesthe-
siologist at the facility.1® The anesthesiologist allegedly did not follow VHA and fa-
cility policies for controlling medication waste and did not individualize patient
medication dosing and used more anesthetic/sedation medication than the rec-
ommended guidelines for outpatient procedures. The OIG found the anesthesiologist
used more anesthetic/sedation medication for outpatient procedures than the FDA-
approved manufacturer’s instructions for 17 of 20 identified patients. This OIG-di-
rected review was conducted by the chief of anesthesiology at the Corporal Michael
dJ. Crescenz VA Medical Center in Philadelphia, Pennsylvania. While the OIG found
issues with dosing above the recommended guidance, OIG staff did not find that the
reviewed patients suffered related adverse outcomes.

The OIG examined the facility’s adherence to VHA and facility-level privileging
policies as well as reporting the provider’s conduct to oversight bodies. Although the
facility did not identify issues to report to the National Practitioner Data Bank or
the anesthesiologist’s pertinent State licensing board upon the anesthesiologist’s dis-
charge from employment, the OIG recommended that the facility should reevaluate
if the provider should be reported for the practice of administering medications in-
consistent with FDA-approved manufacturer’s instructions.

Facility leaders did not provide oversight of the anesthesiologist according to VHA
and facility privileging and ongoing monitoring policies. When facility leaders re-
newed the anesthesiologist’s privileges in 2017, the privileges were not facility-spe-
cific, which is a key component of privileging. The anesthesiologist’s privileges in-
cluded management of patients under general anesthesia during surgical and cer-
tain other medical procedures and supervision of critically ill patients in special care
units, which the facility does not have. Therefore, facility leaders should not have
granted those privileges to the anesthesiologist.

Additionally, the anesthesiologist’'s OPPE did not include monitoring of drug
usage, which is a relevant, provider-specific data element. The reason for this was
unclear; however, a review of drug usage data may have identified a pattern of the
anesthesiologist prescribing anesthesia medications inconsistent with FDA-approved
manufacturer’s instructions, which increased the patients’ risks of respiratory and
cardiac arrest and/or failure. The OIG made four recommendations, which are now
closed. The facility subsequently reported the anesthesiologist to the National Prac-
titioner Data Bank and State licensing board.

NATIONAL AND LOCAL OVERSIGHT WEAKNESSES

Many of the issues identified in the cited OIG reports are united with common
themes of management and programmatic failures. Many of these failures are due
to ineffective oversight from regional and national leaders. The OIG has not found
evidence that national leaders are actively engaged in the determination, collection,
and analysis of standardized quality-related data. The OIG has also found that local
leaders do not always have tools to track and follow-up on completion of provider
evaluations. These gaps can lead to situations in which local leaders receive action-
able information later than desired to promptly resolve problems.

Additionally, because VHA first uses a local peer to review a clinician’s perform-
ance, smaller facilities that have few specialists can be at a disadvantage. The re-
viewing clinician may be placed in the awkward position of attempting to review
medical decision-making without the requisite skills or education. When VHA med-
ical facilities face physician staffing shortages, this problem intensifies as the clini-
cian is required to devote time to conducting the review in addition to their daily
tasks, such as accomplishing their patient care duties.

The C&P issues reported by OIG should not be discounted as isolated events ex-
pected across a large system. Rather, changes should be considered to the C&P proc-
esses by requiring LIPs to demonstrate the skills required to perform specific clin-

16 Alleged Inappropriate Anesthesia Practices at the James E. Van Zandt VAMC, Altoona,
Pennsylvania, July 5, 2018.
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ical activities. For example, during the FPPE process, the regular use of direct ob-
servation of clinical procedure performance and increased use of simulation centers
would better demonstrate that a clinician will provide high-quality medical care.
VHA should also consider appointing a national leader for each specialty whose pri-
mary responsibility is to ensure the highest quality practices across all facilities,
with active involvement in overseeing the FPPE and OPPE processes. The need for
changes in how local, regional, and national leaders conduct evaluations and com-
municate about practitioners who should not be providing care to veterans could not
be more urgent given the missteps and delays the OIG has observed.

CONCLUSION

VHA’s goal is to deliver high-quality, timely health care to veterans. To achieve
this objective, it is clear that VHA must improve its efforts to ensure physicians
have the training, skills, and techniques they claim to possess. The OIG has repeat-
edly identified deficiencies in the management and execution of the C&P processes
that inevitably lead to mistakes and failures in the delivery of health care to vet-
erans. To more efficiently use its resources in delivering health care, VHA must con-
tinue to implement OIG and other oversight recommendations and properly staff
clinical positions to provide the capacity needed for properly conducting the C&P
processes.

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

PREPARED STATEMENT OF DR. STEVEN LIEBERMAN

Good morning, Chairman Pappas, Ranking Member Bergman, and Members of
the Subcommittee. I appreciate the opportunity to discuss VA’s processes for ensur-
ing the competency and quality administration of care by the health care profes-
sionals we employ. I am accompanied today by Dr. Gerard Cox, Deputy Under Sec-
retary for Health for Organizational Excellence (VHA) and Ms. Jessica Bonjorni,
Acting Assistant Deputy Under Secretary for Health for Workforce Services.

INTRODUCTION

VA is committed to ensuring that Veterans receive safe, high-quality health care.
VA serves over 320,000 Veterans every day. The vast majority of VA employees are
committed to doing the right thing while serving America’s Veterans. In fact, as VA
recently testified, many of VA’s providers are called to serve in our medical facilities
not because of money or acclaim, but because of their commitment to VA’s mission
to care for Veterans.

As in any large health care system, we must also face the unfortunate reality that
some individual employees have not upheld that commitment. The actions of those
few are deeply troubling. It is also deeply troubling that those actions might taint
the reputations and undermine the good work of the nearly 348,000 VHA employees
who run our medical facilities and take care of Veterans every day. These few peo-
ple do not represent VA’s values, and we will continue to hold accountable those
who would commit crimes or provide poor care in our facilities.

VA takes great care to screen employees for their character and suitability and
for their eligibility for a personal identity verification credential before bringing
them on duty, including conducting criminal background checks. We also conduct
extensive scrutiny of prospective health care providers’ medical credentials, and
after hiring, we monitor those providers to ensure they are clinically competent and
are providing safe, high-quality care. While we must do everything we can to make
sure our employees are well-qualified and suitable for their jobs, we also recognize
that we cannot guarantee that VA will never hire another person who fails to up-
hold VA’s commitment to Veterans. What we have done in the face of that reality
is establish a system in which wrongdoing can be identified quickly and swift action
can be taken to minimize the harm to Veterans. We will learn everything we can
from the problems that have given rise to this hearing to strengthen our system.
We have also found in our reviews of recently publicized cases that the monitoring
and reporting systems we have in place typically work well in identifying potential
inappropriate behavior or inadequate care earlier than before, and that VA’s leaders
do, in fact, take quick action to ensure that patients are safe.

SCREENING: BACKGROUND CHECKS

VA requires that all individuals working directly with Veterans are thoroughly
and properly vetted. For all potential employees, this starts with a background
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screening before entering on duty. The background screening process applies to all
applicants, appointees, employees, contractors, affiliates, and other individuals who
require physical or electronic access to VA information or information systems to
perform their jobs.

VA conducts different levels of background checks on employees based on their
position description, function, and scope of practice, as required by Office of Per-
sonnel Management (OPM) rules. Most front-line facility-level positions, including
direct patient care positions, require a Low-Risk/Non-Sensitive Investigation. Upon
receiving a conditional offer of employment, selected applicants undergo pre-screen-
ing for an interim suitability and personal identity verification (PIV) credentialing
determination consisting of a review of their FBI criminal check results and employ-
ment history. If this review is favorable, the applicant is given a firm offer of em-
ployment. If derogatory information exists and cannot be mitigated, the subject’s job
offer is normally rescinded.

Following the pre-screening and interim suitability and credentialing determina-
tion, a full background investigation, that includes work and criminal history, etc.,
is initiated. DoD’s Defense Counterintelligence and Security Agency (DCSA) con-
ducts these background investigations and returns them to the local VA facility for
adjudication. An OPM-trained suitability adjudicator in the facility Human Re-
sources Office reviews all investigative information and must establish a reasonable
expectation that the person’s employment or continued employment either would or
would not protect the integrity and promote the efficiency of the Department. When
there is a reasonable expectation that a person’s employment would not do so, the
person is found unsuitable. The process to remove an unsuitable VA employee varies
depending on the length of the subject’s employment (probationary vs. non-proba-
tionary).

CREDENTIALING AND PRIVILEGING

The next step in hiring a health care professional is the credentialing process.
VHA’s medical credentialing and privileging policies apply to all licensed health care
professionals, including physicians, dentists, advanced practice nurses, physician as-
sistants, and clinical pharmacists who work in any VA health care facility, as well
as those in Veterans Integrated System Network (VISN) offices and the VHA Cen-
tral Office.

e Medical Credentialing is the process of obtaining and verifying documents re-
lated to the applicant’s professional education, licensure, and certification, (such
as copies of medical licenses, medical or nursing school diplomas, board certifi-
cation certificates, etc.). The medical credentialing process also includes a re-
view of the applicant’s health status; previous experience, including any gaps
in training and employment longer than 30 days; professional references; mal-
practice history and adverse actions; and/or criminal violations, as appropriate.
These requirements are established by The Joint Commission, which accredits
most health care facilities across the U.S., including all VA Medical Centers
(VAMC). VA does not make firm employment offers to health care professionals
until the medical credentialing process is completed.

e Privileging is the process by which the authorized official at an individual
VAMC (generally the Medical Center Director) determines whether to grant
clinical privileges to permit a licensed independent practitioner to provide med-
ical care services within the scope of his or her licensure, training, and experi-
ence. According to The Joint Commission’s standards, the decision whether to
grant clinical privileges to an applicant to the medical facility’s medical staff
must be made at the local facility level.

Every applicant for a position on the medical staff of a VA facility is required to
disclose information about any history of malpractice claims, adverse actions taken
against licensure or privileges held in a previous position, prior misdemeanor or fel-
ony convictions, etc. VA’s mandatory screening procedures also require queries of
the appropriate State Licensing Board (SLB), the Federation of State Medical
Boards, and the National Practitioner Data Bank (NPDB) to determine whether an
applicant has been reported to any of these entities due to substandard care, profes-
sional misconduct, or professional incompetence. VA verifies the information dis-
closed by the provider to ensure the hiring official has a full picture of the applicant
from an objective source.

All information obtained through the medical credentialing process must be care-
fully considered before appointment and privileging decision actions are made. Hir-
ing officials take this process very seriously when considering a potential employee.
The local Medical Center Director has the ultimate decision authority about wheth-
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er an employee should be hired and whether clinical privileges should be granted,
based on the outcome of the medical credentialing process.

MONITORING AND INVESTIGATIONS

VA has an obligation to reasonably ensure that its health care staff meet or ex-
ceed generally accepted professional standards for patient care and has the obliga-
tion to alert those entities charged with licensing health care professionals when
there is serious concern about a licensed health care professional’s clinical practice.

This obligation includes monitoring the care that our providers deliver in medical
facilities. It also includes notifying SLBs of any substantiated findings of sub-
standard care performed at VA by current or former licensed health care profes-
sionals and responding to inquiries from SLBs concerning the clinical practice of
those professionals.

Whenever concern arises about a privileged provider’s ability to deliver safe, high-
quality patient care, the first consideration is whether that provider presents an im-
minent danger to the health and safety of any individual based upon the knowledge
at hand. If there is an imminent danger, the VAMC Director invokes a summary
suspension of clinical privileges which immediately removes the provider from pa-
tient care to ensure patient safety. Summary suspension can range from suspending
a single privilege to perform a specific procedure to suspension of all clinical privi-
leges; however, the purpose of summary suspension is to afford time for a focused
review of the clinical care concern or issue. This action can be taken by a facility
Medical Center Director immediately, allowing VA to ensure Veterans’ safety with-
out delay to conduct an investigation. Providers receive a notice of suspension that
includes their due process rights to respond.

The focused clinical care review generally takes the form of a retrospective review
of the care that has been provided in the clinical care area of concern. Retrospective
reviews are completed by independent health care professionals of the same spe-
cialty who hold privileges in the area being reviewed. These specialists provide an
expert opinion regarding whether the provider under scrutiny has met the standard
of care. The facility’s clinical leaders then decide on whether action should be taken
based on the findings of the review. If a review of the findings does not identify a
risk to patients, appropriate action may involve intensive monitoring of the pro-
vider’s practice for a defined period. In more serious cases, an adverse privileging
action may be warranted, such as reducing, restricting, or denying privileges or, in
ﬂf most egregious cases, revoking all privileges and terminating employment with
VA.

NPDB SCREENING AND ONGOING MONITORING

As described above, all applicants are thoroughly screened, including a review of
any reports made to NPDB. Each report is individually reviewed in detail and pri-
mary source information is obtained from the reporting entity to outline the cir-
cumstances that led to the report. If information obtained through this process calls
into question the professional competence or conduct of an individual applying to
VA, the selecting official and facility leadership review the facts and circumstances
to determine what action would be appropriate, possibly including non-selection.

After being appointed to the medical staff of a VA facility, all privileged providers
are enrolled in and monitored through the NPDB Continuous Query Program. VA
mandated this voluntary, proactive measure so that we receive immediate alerts
whenever any privileged provider is reported by any entity to the NPDB, including
reports that arise from problems that occurred prior to VA employment. Once the
alert is received, VA expeditiously obtains primary source information related to the
report entered and takes immediate action as needed. For example, if an NPDB re-
port is entered by an SLB, VA can review the information obtained from the report-
ing licensing board and determine if a licensure action has been taken which would
immediately disqualify a provider from a VA appointment in accordance with sec-
tion 7402(f) of title 38, United States Code. The review of licenses and determina-
tion of qualification for employment is made by the facility Human Resources Offi-
cer in consultation with the District Counsel Attorney. VA takes the matter of li-
cense revocation very seriously, as we continue to keep sight of the well-being of
our Veterans in our care.

We note that VA is like all other health care systems in this area. All accredited
VAMCs and systems adhere to Joint Commission standards for medical
credentialing and monitoring care. If there were some way of entirely avoiding mis-
conduct or poor clinical care, there would be no need for the industry to use an
NPDB, or for SLBs to have review procedures. We are, unfortunately, unable to pre-
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dict and account for every issue that may arise, which is why we must respond
quickly and comprehensively whenever Veterans’ safety might be in jeopardy.

In 1980, VA established the Office of the Medical Inspector (OMI) to assess and
report on quality of care issues within VHA. In Public Law 100-322, Veterans’ Ben-
efits and Services Act of 1988, Congress expanded the functions of OMI and as-
signed the VA Inspector General an oversight role. This law addressed the Depart-
ment’s quality assurance activities, upgraded and expanded OMI, and increased its
number of employees to ensure independence, objectivity, and accountability.

As an integral element of VHA’s oversight and compliance program, OMI is re-
sponsible for assessing the quality of VA health care through independent, objective,
and thorough health care investigations. In 2014, following the VA wait times crisis,
the Acting Secretary of Veterans Affairs appointed Dr. Cox as the Interim Medical
Inspector. Under his leadership, we restructured the policies, procedures, and
human resources of OMI.

CONCLUSION

VA remains committed to earning Veterans’ trust in our system and will continue
to do everything we can to ensure that our patients receive appropriate and safe
health care. Although VA cannot always foresee and prevent wrongdoing, we will
continue to monitor patient care diligently and take quick action when Veterans’
safety is at risk. Mr. Chairman this concludes my testimony. My colleagues and I
are prepared to respond to any questions you may have.
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SUBMISSIONS FOR THE RECORD

PREPARED STATEMENT OF THE HONORABLE RICK CRAWFORD (AR-1)

Chairman Pappas and Ranking Member Bergman, thank you for holding this
hearing regarding the Veterans Affairs health system.

I would like to thank the committee for its attention to the disturbing matter that
occurred in the Fayetteville VA Hospital from 2015 to 2018.

Due to the failure of leadership within the Veterans Health Care System of the
Ozark (VHSO), Dr. Robert Morris Levy’s irresponsible actions have resulted in over
3,000 misdiagnoses and 15 deaths.

Our great Veterans deserve the best care and should have never been exposed to
the personal tragedies that resulted from Mr. Levy’s malpractice.

We should all use this terrible situation as an opportunity to review and amend
rules and regulations within the Department of Veterans Affairs to ensure that our
Veterans receive quality healthcare and accurate diagnoses.

While I am not a member of the Committee on Veterans Affairs, I am committed
to providing support for any proposals that will help the Department of Veterans
Affairs avoid similar tragic situations in the future.

One important change to consider would be to prohibit individuals from taking
supervisory roles immediately after being rehabilitated from substance abuse.

I believe that many common-sense changes can be made to ensure that this never
happens again.

I would especially like to thank the Department of Veterans Affairs Office of In-
spector General for its extensive investigation that resulted in Federal charges.

Again, thank you Chairman Pappas and Ranking Member Bergman for your time
and attention to this matter.

PREPARED STATEMENT OF THE HONORABLE FRENCH HiLL (AR-2)

Chairman Pappas, Ranking Member Bergman, and Members of the Committee:

I appreciate the opportunity to submit this statement in support of this critical
hearing today examining patient harm at U.S. Department of Veterans Affairs (VA)
medical facilities.

As you may be aware, in my home State, Dr. Robert Morris Levy was chief pa-
thologist at the VA Medical Center of the Ozarks in Fayetteville, Arkansas, and was
recently indicted for allegedly botching diagnoses for an estimated 3,000 veterans
between 2005 to 2017, and responsible for at least 15 deaths.

This alleged gross negligence by a physician charged with caring for our veterans
is a disturbing revelation and a clear failure to uphold the VA’s mission to the men
and women who served our Nation in uniform.

Congress has provided the VA with the necessary tools to remove bad actors, such
as Dr. Levy. Failing to dismiss physicians and any other employees whose work is
unsatisfactory does a disservice to our veterans.

Dr. Levy’s case is especially troubling, as his history of issues with substance
abuse and run ins with the law were evident for years.

Nine years before VA even hired him in 2005, he was arrested and convicted of
drunken driving. He hid his abuse at VA for a decade until an employee reported
him to supervisors as intoxicated in 2015, but Dr. Levy denied the allegation and
no further action was taken.

In 2016, Dr. Levy was found to be intoxicated when he was called to the radiology
department to assist with a biopsy. His blood alcohol level was at 0.4, five times
the legal limit in Arkansas of 0.08. He was suspended and entered a 3-month inpa-
tient treatment program, at taxpayer expense.

After completing treatment, Dr. Levy returned to his work at VA, as if nothing
happened.

(71)
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In 2017, Dr. Levy was sent home after appearing drowsy and “speaking nonsense
phrases” when he arrived to chair an October 2017 meeting of the hospital’s tumor
board. The hospital was forced to cancel multiple surgeries and medical procedures
that required a pathologist.

His clinical privileges were suspended but he was allowed to return to nonclinical
work. Again, allowing this reckless behavior to continue.

It would be almost an entire year before VA began a deeper dive of his work, find-
ing a number of misdiagnoses.

In March 2018, Dr. Levy was arrested for driving under the influence after local
police spotted him driving erratically in a post office parking lot. He was finally
fired by VA the next month.

I was proud to support the VA Accountability and Whistleblower Protection Act
of 2017, which was signed into law on June 23, 2017, and instituted necessary re-
forms at the VA by providing the Secretary with the authority to remove, demote,
or suspend any VA employee, including Senior Executive Service (SES) employees,
for performance or misconduct.

This would have proved vital to Dr. Levy’s case, who had a staggering record of
being impaired on the job and yet continued to evaluate patients even after numer-
ous complaints against him.

My district is home to many of our brave veterans and service members at Little
Rock Air Force Base and Camp Robinson, and they deserve to know that VA is giv-
ing them the best possible care.

I share your commitment to rigorous oversight to protect the men and women who
sacrificed and served our country and will hold those who break the law and under-
mine the mission of the VA accountable.

Thank you again for holding this critical hearing and putting the care of our Na-
tion’s veterans above all else.

PREPARED STATEMENT OF THE HONORABLE JOHN LEWIS (GA-5)

Good afternoon, Chairman Pappas, Ranking Member Bergman, and Members of
the Subcommittee.

Thank you for inviting me to testify on this important matter. I am grateful that
the Subcommittee is holding this hearing. It is critical that safe, quality, consistent,
compassionate patient care become a top priority at all VA Medical Centers. A
United States Veteran should never experience what Airman Joel Marrable and his
family endured.

The Atlanta Veterans Affairs Health Care System (VAMC) is one of the largest
in the country. In Atlanta alone, there are more 18,000 Veterans, who may rely on
the services provided at VA medical facilities. The Atlanta VAMC is one of eight
Department of Veterans Affairs (VA) medical facilities that comprise the VA South-
east Network. This expansive network serves 1.4 million Veterans in Georgia, South
Carolina, and Alabama. This is the third largest veteran population in the country.

Many Veterans throughout the region rely on the Atlanta VAMC to provide gen-
eral and service-related health care. Located in Decatur, Georgia, the Atlanta
VAMC oversees community-based clinics and health facilities throughout Metro At-
lanta and surrounding areas. The Eagle’s Nest Community Living Center is one of
several facilities in the VA Southeast Network responsible for providing Veterans
with long term care. Fulfilling their mission should require the highest level of at-
tentive and empathetic care.

The importance of these facilities and the expectation of quality, safe care are the
reasons that Air Force Veteran, and cancer patient, Joel Marrable’s case is so hor-
rific. When news broke last month detailing how Airman Marrable endured more
than 100 ant bites while in care at the VAMC’s Eagles Nest Community Living Cen-
ter, a facility in my district, I was disgusted and heartbroken.

I want you to close your eyes. Imagine that after serving your nation around the
world, you face the greatest battle of your life—the fight against cancer. It is a con-
stant struggle, and the pain seems insurmountable. When you feel as if the suf-
fering could not get any worse, you are attacked by an infestation of ants—covering
your body and your room, biting you constantly— as you fight for your life.

This is what Airman Marrable endured. This is how a daughter discovered her
father. This was their lasting memory of Atlanta VAMC. The staff told his daughter,
Ms. Laquana Ross, that they thought her father passed away because of the mag-
nitude of ants covering his body. I cannot comprehend how a person could be so ne-
glected that the staff could not tell if he was still alive.

The record should be clear—the Atlanta VAMC failed Airman Marrable in his
final days. It was Ms. Ross who discovered that her father was still alive and still
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fighting for his life. It was Ms. Ross who insisted that her father to receive the care
and dignity that he deserved in his final hours. A clean room, a bathed body, a bed
without biting bugs, and regular health checks are not extraordinary expectations.
These are the basics, and the VAMC failed to provide them.

In Airman Marrable’s last days, his family could not even comfort him without
causing pain. Ms. Ross recalled that her father was in so much agony from the ant
bites that he would flinch whenever she touched his swollen hands. Mr. Chairman,
these were his final moments. This was the care that his government gave Airman
Marrable as he transitioned from this world.

When something is not right, it is our duty as Members of Congress to speak up
and speak out. We have a moral obligation to do what is just and what is fair. Mr.
Chairman, I shared my concerns with Department of Veterans Affairs Secretary,
Robert Wilkie, and Ms. Ann Brown, the Director of the Atlanta VA healthcare sys-
tem in a letter, which I would like to submit for the record. I am here today, be-
cause I want to ensure that what Airman Marrable endured never occurs again. He
deserved better, and his country failed him and his family in their time of need.

The men and women who serve and sacrifice for our country deserve exceptional
care from an agency and their contractors whose sole purpose is to care for those
who valiantly protected our Nation. I am grieved by the inept response and neg-
ligence surrounding Airman Marrable’s care. It is appalling to know that in his last
days, Airman Marrable and his family were left to resolve this crisis when they
should have been afforded the opportunity to cherish their last precious moments
together.

Throughout my congressional district, Veterans are an integral part of the fabric
of our community. These patriots put their lives on the line and their family,
friends, and personal ambition on the back burner as they serve our Nation. They
work, live, and contribute to the vibrancy of our country and deserve the highest
level of respect and care.

Mr. Chairman, similar to many congressional offices, the majority of my office’s
constituent casework concerns Servicemembers, Veterans, and their families.. Upon
hearing of this horrific case, my District Office caseworkers began a desperate
search to provide support and solace to Airman Marrable and his. family. We ex-
tended our deepest condolences and ensured that the Marrable family knew that our
office was a resource in their darkest hour.

The challenge of timely, quality, consistent service at VA facilities remains con-
stant and widespread. My caseworkers are constantly fielding stories from frus-
trated and distraught constituents and their families. There is a sense of disarray
and a lack, of appreciation for the important work of VA patient advocates, who are
key intermediaries between congressional offices, the VA, and the Veterans. Re-
sponses to congressional inquiries languish, and those caseworkers and advocates
who dedicate their careers to serving United States’ Veterans and Servicemembers
increasingly feel hopeless.

I believe that the commitment to the health and well-being of our Veterans takes
priority over politics and party lines. We must demonstrate that the sacrifices made
by these brave men and women were not in vain. These women and men sacrificed
selflessly, and their country’s appreciation should be proudly displayed by the qual-
ity of care at every VA Medical Facility.

As a nation and as a people, we can do better, and we must do better. The care
our Veterans receive is a direct reflection of how our Nation shows gratitude to
those who fight bravely to preserve our freedoms. Compassion, empathy, and respect
should be our compass, our mission, and our mandate. At every opportunity, we
should work tirelessly to correct the errors and shortcomings of the systems upon
which they rely and strengthen the agency to support future generations of Vet-
erans and their families.

Again, I thank you, Mr. Chairman, for the opportunity to testify this afternoon.
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The Honorable Robert Wilkie

U.S. Department of Veterans Affairs
810 Vermont Avenue, N.W.
Washington, D.C. 20420

Dear Secretary Wilkie,

I write to thank you for speaking with me regarding preliminary actions to ensure that what
Mr. Joel Marrable, an Air Force Veteran, and his family experienced at Eagles’ Nest Community
Living Center in Decatur, Georgia, never occurs again.

As you know, reports surfaced last week that Airman Marrable’s family discovered their
beloved patriarch covered with ants and over 100 bites in his room at the Eagle’s Nest Community
Living Center, a part of Atlanta VA Medical Center in Decatur, Georgia. Sadly, Airman Marrable
passed away from cancer shortly afterwards. It is unacceptable that in the days before his death,
Airman Marrable endured preventable pain and suffering,

Family members should trust their government to care properly for their loved ones. The
reported infestation, living conditions, and atrocious care are inexcusable. The abysmal care that
he received in his final days did not reflect the significance of his life and our appreciation for his
service to our nation.

The men and women who serve, protect, and sacrifice for our country deserve exceptional
medical care. Veterans and their families should receive respect and exemplary care and services
from an agency and their contractors whose sole purpose is to care for those who valiantly served
our nation.

The negligence and inept response surrounding this incident are alarming and
unacceptable. Ilook forward to a continued updates on this grave matter and information on plans
to ensure that Veterans in Metro Atlanta receive the quality of care that they earned and merit.




75

Secretary Wilkie
Ms. Brown
September 17, 2019
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cc;  'The Honorable Johnny Isakson, Chait, Senate Committee on Veterans’ Affairs
The Honorable Mark Takano, Chair, House Committee on Veterans’ Affairs

PREPARED STATEMENT OF THE HONORABLE DAVID MCKINLEY (WV-1)

We cannot begin to understand the grief and anger the families of those killed
at the Clarksburg VA Medical Center have felt this last year. To find out that your
loved ones were killed while in the care of a hospital is unimaginable.

The investigation into the suspicious deaths at the Clarksburg VA Medical Center
has now gone on for more than 16-months and has left families with more questions
than answers. It is imperative that the authorities conclude this investigation as
soon as possible and provide answers to the public, closure to the families and jus-
tice to those who lost loved ones.

While hindsight is 20/20, we now know that several red flags should have been
raised soon after the deaths. At the time, many of these deaths did not raise sus-
picions, and family members trusted the VA hospital when they were told the
deaths were natural.

While it is clear several missteps were made, we would be remiss if we did not
give credit to the Clarksburg VA Medical Center, for self-reporting the suspicious
deaths once a pattern was noticed.

This incident has damaged the trust veterans and their families’ have in the VA,
and we owe it to them to find out what happened. I hope the committee will use
today’s hearing to find solutions that will protect our veterans and restore their be-
lief that they are receiving the best quality of care possible.

PREPARED STATEMENT OF THE HONORABLE CAROL MILLER (WV-3)

Thank you, Chairman Pappas and Ranking Member Bergman for holding this
hearing today.

It is of utmost importance that we continue to provide and maintain the highest
quality of care for the men and women who have bravely served our country.

The deaths at Louis A. Johnson VA Medical Center in Clarksburg, West Virginia
and the sexual assault allegations at Beckley, West Virginia VA Medical Center are
troubling and unacceptable. As Members of Congress, it is our job to support swift
and proper investigations to ensure that such instances never happen again.

There has been considerable progress with the quality of care that our veterans
receive following the enactment of the MISSION Act and efforts to address the vet-
eran’s suicide epidemic. Our service members should feel safe and comfortable seek-
ing care at the VA, and these events show that there needs to be additional over-
sight of clinicians, proper removal of bad actors, and monitoring of care.

The tragic deaths of our veterans at the Louis A. Johnson VA Medical Center in
Clarksburg and the sexual assault allegations at the Beckley VA Medical Center are
unacceptable. We must work together to ensure the families of our Nation’s heroes
get the answers that they deserve, and that we can work to prevent these tragic
events in the future. I fully support the investigation into this matter and appre-
ciate the Committee’s interest and oversight.

PREPARED STATEMENT OF THE HONORABLE BRUCE WESTERMAN (AR-4)

Chairman Pappas and Ranking Member Bergman, distinguished Members of the
Committee, and today’s witnesses, thank you for hosting today’s hearing and allow-
ing me to submit a statement for the record.

As many of you now know, the Veterans Health Care System of the Ozarks
(VHSO) suffered a catastrophic failure to hold one of their highest-ranking providers
accountable, Chief Pathologist Dr. Robert Morris Levy.

Since his firing in 2018, only after he was arrested for a DUI, it has been uncov-
ered that his malpractice resulted in the death of 15 of our Nation’s veterans and
15 others whose health was irreparably harmed.
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An additional 3,007 errors and misdiagnosis date back to 2005. It’s now been un-
covered that Dr. Levy had a misdiagnosis rate of 9 percent. Over 12 times the aver-
age pathology error rate.

In total, Dr. Levy diagnosed over 21,000 individuals and viewed 33,902 total cases
during his tenure.

We may never know the true extent of the damage he caused, but the systemic
problems that allowed it to occur in the first place must be addressed, and that
starts with leadership.

When I first learned of the issues with Dr. Levy in May 2018, I immediately re-
quested more information on how veterans and their families would be notified of
the lookback process, and what resources would be made available to those seeking
more information.

The VA did set up a dedicated phone line for patients, but when my staff tested
it, they sat on hold for over 22 minutes.

Imagine learning from a televised press conference that you may have had your
cancer misdiagnosed, and you call a number to learn more about what you can do,
only to wait almost half an hour before you can talk to anyone.

That’s simply unacceptable, and the problems didn’t end there.

We requested for months that the VHSO put together an Administrative Inves-
tigative Board (AIB) to internally review the processes and problems that enabled
this to happen, but it wasn’t completed until September 17, 2018, almost 4 months
after first learning of the problems with Dr. Levy.

At that time, many of the senior leadership staff had retired or quit, limiting the
ability for the Board to conduct a substantive investigation.

Furthermore, we were told that the AIB was limited to assessing the validity of
the allegations against Dr. Levy related to quality of care, and that they could not
investigate the quality of care and oversight because the Office of the Inspector Gen-
eral (OIG) was investigating these issues.

My staff inquired with the OIG’s office to assess if this was in fact true, and we
were told the OIG does not believe they would have directed the VHSO to avoid
those topics.

I would like to know why the AIB took so long to be commenced and completed
and why, or if, it was limited in scope per the VHSO’s communication to my office?

I also have concerns regarding the VHSO’s decision to first only conduct a short
retrospective review of Dr. Levy’s cases.

It took the VA Inspector General requesting a full, comprehensive review to be
done instead of the VA making this decision on their own—potentially harming the
health of veterans who received care from Dr. Levy at other stages of his career.

The lookback process seems as if it was made up as it went along without any
proven and tested systems in place to ensure each and every case was reviewed in
depth and in a timely manner.

Does the VA have a standard lookback or review process for cases involving med-
ical malpractice, and if so, was it properly followed?

Additionally, why was Dr. Levy allowed to immediately return to a position of au-
thority after rehabilitating from substance abuse?

This allowed Dr. Levy to conceal misdiagnosis that may have been caused by his
substance abuse. He was able to remove and delete cases that may have shown evi-
dence of misdiagnosing patients, and even falsely claim a second physician had re-
viewed his cases for quality control.

The VA must look at the processes and procedures for reinstating physicians after
substance abuse issues to ensure they do not relapse or hide medical mistakes with-
out proper oversight.

Another issue we discovered was the length of time it took for VISN Director Skye
McDougall to put a permanent Medical Center Director in place following the retire-
ment of Dr. Worley in June 2018, the previous Medical Center Director and super-
visor to Dr. Levy.

From communications my staff had with Director McDougall, she stated that a
replacement candidate had been submitted for approval in May 2018—yet this
makes no sense because Dr. Worley was still there at the time.

That candidate, Mr. Kelvin Parks, was not formally approved until the end of No-
vember 2018.

Why did it take 6 months to hire a permanent director, one who had been serving
as an Interim Medical Center Director the whole time, during a time when strong
leadership was needed?

And was a proper interview process followed that included other candidates to as-
sess who may serve the VHSO best?
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Additionally, what processes are in place to ensure a timely and efficient hiring
process is in place, and what can be done, whether administratively or legislatively,
to ensure the hiring process can be improved?

Although more issues were uncovered, the examples I present here today show
a pattern of leadership failures when problems arise, and we need to ensure these
failures don’t happen again.

The members of America’s Armed Forces are promised care for life due to the sac-
rifice they make to serve our Nation. We owe it to them to ensure that promise is
kept, and that the care they receive is of a high quality.

The men and women that work at the VA are honorable, hard-working and highly
qualified medical personnel who provide our Nation’s veterans with great care, but
that care can always be improved.

And when malpractice like this happens, it’s imperative we do everything we can
to ensure it’s made right and corrected so it may never happen again.

As Members of Congress, how can we support the VA, and are there legislative
changes we need to make to help stem leadership and accountability failures and
ensure our veterans get the best care possible?

Again, thank you Chairman Pappas and Ranking Member Bergman for allowing
me this opportunity, and I trust that we will all work together to ensure this may
never happen again.

PREPARED STATEMENT OF THE HONORABLE STEVE WOMACK (AR-3)

Chairman Pappas, Ranking Member Bergman, distinguished members of the sub-
committee, thank you for holding this important hearing focused on the Veterans
Affairs health system.

As many of you know, Robert Levy, a former employee of the Veterans Health
System of the Ozarks (VHSO), was recently indicted in the Western District of Ar-
kansas on three counts of involuntary manslaughter and 28 counts of mail fraud,
wire fraud, and making false statements to law enforcement.

These charges stem from Mr. Levy’s conduct while serving as Chief of Pathology
and Laboratory Medical Services for the VHSO, which is located in my district in
Fayetteville, Arkansas.

While he was serving as Chief of Pathology, Mr. Levy was responsible for diag-
nosing veterans after examining their fluid and tissue samples. He repeatedly
showed up to work intoxicated, first from alcohol and then, in order to pass man-
dated alcohol tests, from a substance called 2M-2B. This compound produces a sen-
sation like alcohol but cannot be detected on normal alcohol screenings. Mr. Levy
was finally fired from the VA in April 2018 following 2M—-2B being detected in a
fluid sample.

This was not Mr. Levy’s first time failing an alcohol test. He was required to pass
mandatory alcohol screenings because in 2016 he was found to be intoxicated while
on duty. His blood alcohol content was 0.396—almost 5 times the legal limit—during
the time he was scheduled to consult on a biopsy for a patient.

I was given the opportunity to speak about this situation at your committee’s
Member Day Hearing last month. During my testimony, I asked your committee to
investigate the circumstances surrounding Mr. Levy’s reinstatement, specifically
how he was allowed to return to duty as a supervisor. I want to thank each and
every one of you for responding to my request by holding this hearing.

While I understand this hearing is intended to look broadly at the VA’s
credentialing system, I would ask you to pay special attention to the physician rein-
statement process. Particularly, the process for determining whether a physician
should be returned to a supervisory position.

As Mr. Levy’s indictment clearly shows, he was able to conceal misdiagnoses that
may have occurred because of his intoxication due to his supervisory position. This
position allowed him to ensure any conflicting diagnoses were removed or deleted
and, in some cases, he was able to falsely claim a second physician conducted a re-
view when no review was completed.

As I previously stated, I do not understand why, at the very least, an independent
review procedure was not put in place to ensure Mr. Levy’s subordinates were able
to submit their reviews without interference. I think this committee and the VA
should look at the procedures for reinstating a physician following a substance
abuse issue. Furthermore, I hope you will look at whether or not those physicians
should be returned to supervisory positions.

I truly appreciate your attention to these matters. The people of Northwest Ar-
kansas and across the country are well-served by your diligence and knowledge. I



78

look forward to any solutions that come from this hearing and stand ready to help
you in any way.

Our veterans stepped forward to defend our country and our values. They an-
swered the call of duty, and it is now up to us to support these patriots. This hear-
ing is the first step to ensuring the VA’s credentialing system is appropriate for that
mission.

Thank you again for your time and attention.

PREPARED STATEMENT OF THE NATIONAL COUNCIL OF STATE BOARDS OF NURSING

Thank you for the opportunity to provide input on the House Committee on Vet-
erans’ Affairs, Subcommittee on Oversight and Investigations hearing: Broken
Promises: Assessing VA’s System for Protecting Veterans from Clinical Harm. The
National Council of State Boards of Nursing (NCSBN) commends the Subcommittee
for holding this hearing and addressing provider accountability issues within the
Veterans Health Administration (VHA).

NCSBN is an independent, non-profit association comprising 59 boards of nursing
(BONs) from across the U.S., the District of Columbia and four U.S. territories.
BONSs are responsible for protecting the public through regulation of licensure, nurs-
ing practice, and discipline of the 4.9 million registered nurses (RNs), licensed prac-
tical/vocational (LPN/VNs), and advanced practice registered nurses (APRNs) in the
U.S. with active licenses.

NCSBN has a longstanding relationship with the VA, including working exten-
sively with the Office of Nursing Services and Telehealth Services in support of reg-
ulatory changes that improve veterans’ access to providers and the care they deliver.
We strongly support VA as they endeavor to care for our Nation’s veteran popu-
lation and seek to serve as a partner and resource in the Department’s efforts to
improve quality of care and patient safety. With those goals in mind, our comments
fol(ius on two issues that we believe are critical to improving patient safety in the

REPORTING TO STATE LICENSING BOARDS (SLBS) AND THE NATIONAL PRACTITIONER
DATA BANK (NPDB)

In November 2017, the Government Accountability Office (GAO) released a study
entitled, “Improved Policies and Oversight Needed for Reviewing and Reporting Pro-
viders for Quality and Safety Concerns.”! The report found that between October
2013 and March 2017, the five VA Medical Centers under review had taken adverse
privileging actions against nine providers that should have been reported to SLBs
and NPDB. Of those nine providers, only one was reported to NPDB and none of
them were reported to SLBs. The report exposed a major gap in public protection
that exposes veterans and other patients to potentially risky care providers. GAO
made four recommendations in the report, which included making sure that proper
\S/'IIJ%N oversight was in place to ensure timely reporting of providers to NPDB and

S.

VA concurred with GAO’s recommendations, and set September 2018 as a tar-
geted completion date for the first two recommendations and October 2018 for the
second two recommendations. NCSBN is pleased that VA concurred with GAQO’s rec-
ommendations and developed plans to address them. However, we were dis-
appointed to learn, according to testimony before this Subcommittee by Comptroller
General Gene L. Dodaro on May 22, 2019, that all of GAO’s recommendations re-
main open and that VA revised completion dates to August 2019 and August 2020,
respectively. We encourage the VA to provide additional updates related to imple-
menting these recommendations.

As a means to further address these ongoing patient safety issues, NCSBN en-
courages the passage of the Department of Veterans Affairs Provider Accountability
Act (S. 221), which would require VHA facilities to report any covered major adverse
action taken against a VHA provider, particularly those that affect patient safety,
to the NPDB and the appropriate SLBs. The Senate Committee on Veterans Affairs
has already held a hearing on the bill and introduction of a House companion is
likely in the coming months.

Additionally, NCSBN strongly encourages VHA, in consultation with SLBs, to re-
vise and update VHA Handbook 1100.18-Reporting and Responding to SLBs, which
outlines procedures that VHA facilities must follow when reporting providers to and

1 GAO, VA Health Care: Improved Policies and Oversight Needed for Reviewing and Report-
ing Providers for Quality and Safety Concerns, GAO-18-63 (Washington, DC.: Nov. 15, 2017).
https://www.gao.gov/assets/690/688378.pdf.
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interacting with SLBs. This section of the Handbook was originally drafted in 2005
and was scheduled for recertification in 2010, however no action has been taken.
The current handbook language is both antiquated and complex, leading to VHA
employee confusion about reporting responsibilities and limiting communication be-
tween SLBs and VHA facility staff.

ONGOING MONITORING OF PROVIDER CREDENTIALS

In February 2019, GAO released a report entitled, “Greater Focus on
Credentialing Needed to Prevent Disqualified Providers from Delivering Patient
Care.”2 The report identified several issues with how VHA reviews provider creden-
tials, and highlighted a need for ongoing monitoring of provider licensure. In re-
sponse, GAO made the following recommendation and VA concurred.

Recommendation 6-The Under Secretary for Health should direct the VHA facili-
ties to periodically review provider licenses using NPDB adverse-action reports,
similar to recent VHA-wide reviews. Facility officials should take appropriate action
on providers who do not meet the licensure requirements, and report the findings
to VHA VISN and Central Office officials for review.

NCSBN supports ongoing verification of VHA provider licensure to ensure that
our Nation’s veterans are being treated by safe, competent providers. Over the past
2 years, NCSBN has had a tremendous partnership with the VA Office of Nursing
Services, helping them better monitor the license status of VA nurses in real-time
by offering direct assistance to several VHA facilities in implementing Nursys e-No-
tify, a free service for institutions who want to receive automated nurse license sta-
tus updates. Nursys e-Notify informs a VHA facility if one of its employed RNs or
LPN/VNs receives public discipline or alerts from their licensing jurisdiction(s). It
also notifies the facility if licenses are expiring. Pilot sites for implementing Nursys
e-Notify include: Baltimore, Maryland VAHCS, Beckley, WV VAMC, Dallas (North),
TX VHCS, and Marion, IL VAMC. Nearly 20 VHA facilities have implemented
Nursys e-Notify to date.

NCSBN is pleased with ongoing efforts to implement Nursys e-Notify at all VHA
facilities and encourages VA to require its implementation at every VHA facility na-
tionwide. This will enable nurse leaders at every facility across the country to have
real-time information regarding the license and discipline status of their entire
nursing workforce.

CONCLUSION

NCSBN and State boards of nursing look forward to continued partnership with
the VHA, Congressional VA Committees, VA providers, and our Nation’s veterans.
We aim to help ensure that veterans seeking care from the VHA enjoy the same
patient safety protections as patients in the private sector.

NCSBN appreciates the opportunity to share our perspective and expertise with
the Subcommittee on this important matter. If you have any questions or would like
any additional information, please do not hesitate to contact us. Elliot Vice,
NCSBN’s Director of Government Affairs, can be reached at evice@ncsbn.org and
202-624-7781. We look forward to continuing the dialog on these important issues.

O

2 GAO, Broken Promises: Assessing VA’s System for Protecting Veterans from Clinical Harm,
GAO 19-6, (Washington, DC.: February 28, 2019). https://www.gao.gov/assets/700/697173.pdf.
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