
 
 

December 8, 2022 
 
The President  
The White House 
Washington, D.C. 20500 
 
 Re: OSC File No. DI-21-000746 
 
 
Dear Mr. President: 
   

  I am forwarding to you a report transmitted to the Office of Special Counsel (OSC) by 
the Department of Veterans Affairs (VA) in response to the Special Counsel’s referral of 
disclosures of wrongdoing at the U.S. Department of Housing and Urban Development-VA 
Supportive Housing (HUD-VASH) Program, Albuquerque, New Mexico. The whistleblower, 
who chose to remain anonymous, disclosed that agency officials engaged in conduct that may 
constitute a violation of law, rule, or regulation, gross mismanagement, and a substantial and 
specific danger to public health. I have reviewed the disclosure, the agency report, and the 
whistleblower’s comments, and in accordance with 5 U.S.C. § 1213(e), have determined that the 
report’s findings appear reasonable. The following is a summary of the allegations and findings. 

The Allegations 

 The whistleblower alleged that in violation of agency policy, , Social Work 
Chief, and , HUD-VASH Supervisor, rejected the requests of , HUD-
VASH Case Manager, to travel to visit eight veterans in person. The whistleblower alleged that 
failing to conduct home visits placed veterans’ health at risk and contributed to a veteran’s death 
that occurred the week of July 19, 2021. Additionally, the whistleblower alleged that vacancies 
in case manager positions in the New Mexico HUD-VASH program, including those in 
Farmington, Gallup, and Zuni, compromised program access for Native American and rurally 
located veterans.  

The Agency Report 

 The agency investigation did not substantiate the whistleblower’s allegations. Veterans 
Health Administration (VHA) Directive 1162.05 outlines requirements for case management and 
assessment of veterans.1 On March 31, 2020, the Deputy Under Secretary for Health for 
Operations and Management (DUSHOM) issued the memorandum, “Guidance to Avoid All 

 
1Housing and Urban Development Department of Veterans Affairs Supportive Housing Program (June 29, 2017). 



The President 
December 8, 2022 
Page 2 of 4 
 

Routine or Non-urgent Face-to-Face Visits” to all Veterans Integrated Service Network (VISN) 
Directors. Then on April 4, 2020, the DUSHOM issued an internal memorandum, “Homeless 
Program Office (HPO) Guidance on Face-to-Face Visits,” to all VISN Directors, Network 
Homeless Coordinators and Medical Center Directors.  

The investigation found that following the guidance in the DUSHOM memorandum, 
Albuquerque HUD-VASH leadership gave instructions to limit face-to-face visits, including 
those that would occur in the community, and provided guidance for urgent situations requiring 
face-to-face and walk-in clinic visits. The report also stated that these memoranda prompted 
HUD-VASH leadership to provide guidance to case managers outlining the high-risk criteria to 
be used to justify community visits, and the approval process for those visits. The investigation 
found that the SW Chief, SW Assistant Chief, and the HUD-VASH Supervisor and Program 
Manager did not deny travel, except for COVID-19-related restrictions, such as restrictions on 
transporting veterans in government vehicles. Additionally, social workers were instructed to 
remotely manage cases in Socorro and Valencia County, New Mexico. Although VHA Directive 
1162.05 requires weekly home visits at a minimum, face-to-face home and community visits 
were not required during the COVID-19 pandemic due to the DUSHOM memorandum. The 
investigation found one social worker who claimed to have been prohibited from traveling to an 
essential visit, but the social worker was unable to provide, and the investigation did not uncover, 
any documentation to support this assertion.  

 The investigation also did not substantiate that the failure to conduct HUD-VASH home 
visits placed veterans’ health at risk and contributed to a veteran’s death the week of July 19, 
2021. The report noted that HUD-VASH’s primary focus is to aid in obtaining stable housing for 
homeless veterans. The report explained that it is not within the scope of the social worker case 
managers to assess medical conditions, and that home visits are primarily meant to ensure that 
residences comply with HUD’s housing quality standards.  

Further, the investigation found that appropriate steps were taken to provide medical care 
to the veteran who passed away in July 2021. According to the report, the veteran was in the 
maintenance phase of the HUD-VASH program and had demonstrated the ability to maintain 
stable housing and successfully access public transportation. Review of the veteran’s medical 
record indicated that the assigned HUD-VASH SW case manager contacted the veteran by 
telephone on June 29, 2021, for a monthly maintenance check. The same day, the HUD-VASH 
SW case manager contacted the Veteran’s Homeless Patient Aligned Care Team (HPACT) 
clinician to relay that the veteran had reported a red and swollen leg. The HPACT RN contacted 
the veteran the following day and expressed concern over the veteran’s worsening condition, 
triaged the encounter as “urgent” and advised the veteran to go directly to the Albuquerque VA 
Emergency Department (ED) or urgent care either that day or the next. 
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 The report stated that the veteran presented to the Albuquerque VA ED on July 2, 2021, 
was evaluated, and subsequently left against medical advice after expressing displeasure at how 
the ED was managing his pain. The report indicated that an ED physician assessed the veteran as 
having adequate mental capacity to make decisions at the time he left the ED. The report 
explained that HPACT administrative staff contacted or attempted to contact the veteran on nine 
separate occasions throughout July 2021 and were notified on July 29 that the veteran had passed 
away on July 23 in the Intensive Care Unit at a non-VA hospital in Albuquerque.  

With respect to the concerns raised about the vacancies in case manager positions, the 
investigation found no evidence of veteran harm secondary to vacancies in the HUD-VASH 
program. The investigation revealed that there were three case manager vacancies in Farmington, 
Gallup, and Zuni that were being covered by case managers working in other areas. The report 
stated that active recruitment to fill the vacancies in Farmington and Gallup was underway. 
Further, the report indicated that the Zuni position has not been actively recruited because Zuni 
Pueblo representatives reported that there were no homeless veterans in the area in either 2020 or 
2021 and there is currently no HUD housing available in the community. However, the 
investigation also revealed a memorandum from the Executive Director, VHA Homeless 
Programs Office to the Albuquerque Director that referenced the Zuni case manager vacancy and 
stated, “It is critical that this position be filled and actively providing case management support 
to Veterans in Tribal HUD-VASH.” 

Finally, the report made multiple recommendations to the New Mexico HUD-VASH. 
The recommendations include considering the reassignment of case managers to cover Valencia 
and Socorro or approving overnight travel with per diem for the Taos case manager, reconciling 
Albuquerque’s intent not to recruit for the Zuni case manager position with the directives set 
forth in the related memorandum from the Executive Director, and working with VISN to fill 
vacant positions with contract employees if HUD-VASH is unable to fill them.  

The Whistleblower’s Comments 

 The whistleblower strongly disagreed with the agency report and its findings. The 
whistleblower expressed concerns about the clarity and administration of case manager visitation 
policies by HUD-VASH Leadership. The whistleblower also raised an additional allegation 
concerning a potential violation of agency travel policy. However, that allegation was not 
included in this investigation. 

The Special Counsel’s Analysis and Findings  

I thank the whistleblower for bringing forward these allegations about veteran safety to 
OSC. Based on the findings of the investigation, I have determined that the report meets all 
statutory requirements and appears reasonable.  
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As required by 5 U.S.C. § 1213(e)(3), I have sent copies of this letter, agency reports, and 
the whistleblower’s comments to the Chairs and Ranking Members of the Senate and House 
Committees on Veterans’ Affairs. I have also placed redacted copies of these documents and a 
redacted copy of the referral letter in our public file, which is available at www.osc.gov. This 
matter is now closed.  
 

Respectfully,      

    
Henry J. Kerner   
Special Counsel   

Enclosures     




