
































































































































Plastered all over VA computer systems, e-mail, social media, etc. 

·-·· -····· ---m--A-ve-ry disfuroing event occurreaat11:le\' eterans Health Admimstratwn MedtcaTcenter -in ---:--­

Northport New York on 8/29/2012 involving sexual harassment and discrimination on par with 
the infamous 1991 Navy Tail hook scandal. A scantily clad female stripper named Sasha Gaulin 
(www.firegypsy.com) was hired to perform an erotic and sexually provocative fire dance (which 
is listed on her website under the tab "Upcoming Shows" titled Northport VA Event Fire 
Performance). The idea and approval was conceived, initiated and endorsed by Mr. Phil 
Moschitta to host this demeaning provocative spectacle fueled not just by the incendiary fire 
dance but also by male chauvinistic testosterone. Despite the protests of employees and visitors 
to this humiliating debacle, Mr. Moschitta insisted that, "the show must go on." This nearly 
naked female erotic performer was paraded in a humiliating display of misogynistic and 



• 

(erotic fire dance) unless an authorized official ratifies the action or other official with 
appropriate authority sanctions that commitment (to hire a stripper). This variance resulted in 
both a delinquent obligation and an unauthorized commitment since Mr. Moschitta approved the 
ratification which is the process whereby designated officials convert and authorize a 
commitment to a legal contract (of hiring a stripper). The action must be a proper use of 
appropriated funds i.e. not a "personal use" expense for strippers, booze, food, blondes, etc. and 
must be for services which VA has authority to contract and/or to expend appropriated funds not 
in violation of public law i.e. for strippers, booze, food, blondes, etc. Mr. Moschitta as the 
Ratification Official was ultimately culpable and responsible. A report should've been sent to the 
VA Business Oversight Board at Central Office. Mr. Moschitta violated VISN 3 Network Policy 
# 1 ON3 -90-003, VHA Handbook 7 401.7 and VA Directive 7 401.7. 

This also violates a United Nations treaty that the U.S. has signed called fhe:~bPtt¥¢niotl bn'th¢ 
JS:li~~~~n qf~!tE~~~ pf,Pts9Hmiu~~i;tll.:i~g'~~~st.wpmeP,',f~SPAW'i;1s•.iUe'w~tl~!s;J>if~~ 
~·e·~~I•·.~~¢1fm~nf'Aitw~m~~_~~~,~~i4~li~~,i¥~~*"¢~ts\,~h~'~¢~l1s~R:~ijs'~~ta~:ifit¢ril~t~~ria,J,qgmm~itY: •• ~n 
t~~'~l>e~~;n~··:mr~tj~t~p~~;!ij\4l:~cf~p}l~')s~1~$~~~Jl~~Jig~G\:tp f~~·et~;~~s~.~,~~fi!h~titf·'.hetW:~~llirnt~i1'~~ 
wcimen.··c:sp~.w~s~:pr~~isi~n~~P~~t;~~1i$~~~~~,;~f~Pm~n(s,~i~~nP.eq~ali~; jriduill:~ia~ea~ 
wli~re'Wom~R fNing~intn&tt.s~ 'stilt'£~~~ setifi~s~~aUeil~es,·sucn~~s equal p~j~~tdf'!e'lu~l ~otk, 
domestic violence, access to health care, parental leave and discrimination linked to parenting 

responsibilities. Perhaps more importantly, CEDA W provides a clear definition of discrimination 

and equality and spells out state obligations with regard to guaranteeing women's enjoyment of 

their human rights on an equal footing with men. Key points: 

c~PA_W ~ohi~i~s:~:Q1PP~ai!#Pf9Vlsiorts' th ~n$iWe~P~n's .~hUltY •tci~~~it!pate.inih~ 
wotkll\1•.~qe o'n·•·. a ,.;as~Sr:ci'f:equal,i+rv. ' .. ~1f~r---<J{.':£~, -.',:i-\ «, ,· '"'··~~:·:i."i>'1·<' v,•,.h-P- •-1·-~""'~;l 

• Through ratification, the U.S. will commit to periodically review its record on these crucial 
areas by the CEDA W committee of independent experts and to revise the laws, policies and 
programs that may impede real equality for women in the U.S. The experience of other 
countries has shown that the democratic dialogue ensuing from these procedural commitments 
is very beneficial, leading, for example, to the creation ofnation~l equality a~tionplans, 
renewed andnuancedpublic deba.teonequality issues artdpolistr(li~tive·b1gag¢m~rii fiotrt ~1 
parts of society in achievittg wom~:n~:S equality. 

u • ---u- m{CEDAW).llle-''WOmen'SDilr of right~1sacornerstone:-ofatttf!'·tWomen programmes.--More ----

than 185 countries are parties to the Convention. - See more 
at: http://www.unwomen.org/en/about-us/guiding-documents#sthash.78nB1Pbs.dpuf 

Many are dismayed and disenfranchised that Mr. Moschitta NEVER offered any public apology 
for his offense to those victimized by his egregiousness nor has he been formally disciplined for 
his lascivious behavior. Mr. Moschitta continues his reign of terror with impunity against any 
vulnerable groups including minorities, crippled veterans, under privileged females, etc. The 
broadcast message only instigated senior management's zeal for their mean spirited behavior 





that pay the heavy price for maintaining and supporting evil hate mongers such as Messrs. Sabo, 
Moschitta and Sledge with their anti-disabled veteran crusade masquerading as YourV A. 

I demand that your office conduct a full investigation and independent Congressional probe into 
this disturbing incident as an overall systemic pattern of fraud, waste, abuse, mismanagement, 
intimidation and discrimination promulgated and fostered by Mr. Moschitta and Mr. Sabo VISN 
3 director who was very well informed who cowardly acquiesced despite desperate pleas to 
publicly apologize and to remove Mr. Moschitta. This has created a very toxic and hostile work 
environment at the VA Northport despite a 2011 GAO report slamming the VAs negligence and 
failure to report sexual attacks at VA facilities. This is ultimately very harmful to veterans and is 
a form of veteran abuse. Perhaps if the director focused more on delivering timely care to 
veterans instead of hiring strippers the VA would be a better place for veterans. Ms. Maria 
Favale associate VA Northport director should also be terminated since she was also 
photographed prancing around with this same stripper. This fraternity stunt gone wild objectifies 
& humiliates women which is conduct unbecoming of a public official reflecting poorly upon the 
VA and its values, the military, veterans, women, children and America. This is anathema 
towards the VA I-CARE initiatives and contrary to the diversity that this country demands of the 
public sector. What's next - a Playboy bunny jumping out of a cake in the director's office? 

Service Connected (SC)/Special Authority (SA) conditions 

The Business Office, Administrative and Provider responsibilities for SC/SA care and Fee Basis 
requests 

The Fee Basis requests were illegally denied at the level of the director (Mr. Phil Moschitta) 
instead of being processed by the Chief of Staff (COS) Dr. Ed Mack in coordination with the 
Business Office (this was NEVER done in my case). Also dove tails into the illegal privacy 

-- -m- --m -------l:wea-e-hes--s-inee-NQ-NE-ef--the---Iffisiness--Gff~-affmha<:l-any.-al.ltllm--ity.M-I"ight-to access -!'Il¥----m ----m- -
medical records since the below processes were violated compromising my PII, SPI, PHI and 
identity. I am eligible and qualify for all benefits as previously communicated to your office 
based on: my 1 00% service connected disability rating, all of my service connected disabling 
conditions, special authority since I am also service connected for Military Sexual Trauma 
(MST), I have more than 6 SC adjudicated SC conditions, my VIC, enrollment, etc. 

The Department of Veterans Affairs Administrations 



* if the primary rated condition worsens over time, the Veteran should be encouraged to contact 
VBA for possible reassessment of rated disabilities. 

What Does Compensable Mean? 

Compensable refers to a VBA rated SC disability for which monetary compensation is 
authorized for payment. A Veteran might even be entitled to compensation when disabilities are 
rated 0% disabling. For additional information on the topic of compensation see Chapter 2 of the 
Federal Benefits for Veterans. 

Note 

For those who suffer the most severe injuries or disabilities, VA Disability Compensation is 
designed to ensure that our Veterans are able to live with dignity. 

What is a Special Authority? 

Important Note 

Providers are responsible for clinically determining if care/treatment is related to a Special 
Authority and indicating this by answering yes/no to designated prompts in CPRS. Clinical 
documentation must also support this determination. There will be no first party copayment or 
third party insurance billing for treatment/care related to Special Authorities. 

Veterans who have Special Authority (SA) eligibility receive cost-free medical care at VHA for 
those conditions related to that specific SA eligibility per Title 38 legislation. In accordance with 
VHA regulation and policy, VHA has not published an all-inclusive list of conditions for these 
SA eligibilities. The VHA provider has wide latitude and makes the determination if the visit, 
care, or treatment is related to a specific SA eligibility after prudent consideration of applicable 
clinical research and clinical decision-making. 

Current SA eligibility authorities include (list subject to change as new legislation occurs): 

*Agent Orange (AO) 

- ----- · ----*-eamp-tejeune-Environmentai-:Actiorr-RegistryfetEA-R) --- ------- - - -------- ------ -- -- --------- -- --- - ----------- ---------- ---- -

* Ionizing Radiation (IR) 

*Project Shipboard Hazard and Defense (SHAD) 

*Head and Neck Cancer 

*Combat Veteran (CV) 

* Military Sexual Trauma (MST) 



Service connected conditions are listed in VHA records under several options. Providers access 
this information most often through the consolidated health record. Conditions are also listed in 
the eligibility screen of patient registration. Designated VHA staff has been granted access to 
VBA Virtual VA database where narrative and coded rating sheets reside. This provides VHA 
with the actual Veteran rating and is the most authoritative source of information. 

The following are tools to assist with SC/SA determination: 

* Virtual VA: VBA website where rating code sheets and narrative documents are stored 
containing the root source ofthe Veterans' rated conditions. 

* The most definitive source of the Veterans' rated conditions is the rating decision maintained 
by VBA Regional Offices. 

* CPRS Encounter Form: The Encounter Form will list SC conditions and highlight special 
authorities applicable to the Veteran prompting the provider to indicate if the care or treatment 
provided was SC/SA. 

* Compensation and Pension Exams (if available in CPRS) may be very helpful but are not the 
definitive VBA rating. 

* Patient Care Encounter (PCE): a VistA option that contains future and past appointment lists. 

* Registration and eligibility staff: These individuals can provide eligibility-based information 
regarding SC/SA. 

* Patient interview: The patient may be a source of information of rated condition, but the 
provider makes the final encounter determination-use all of your resources. 

What is the Role/Responsibility ofthe Department ofVeterans Affairs Provider? 

The provider makes the determination that the treatment/care provided during an encounter is for 
a service connected condition or special authority eligibility. The provider also identifies the 
primary diagnosis as supported by clinical documentation. If the primary diagnosis for the 
encounter is the Veteran's rated SC condition, the encounter is SC. If a secondary diagnosis is a 

------ --rated-8erondition,-the-provi-der-must-determineif-aetive-treatment-waspr-ovi-ded-f&-ihat 
condition. Designation of SC/SA requires clinical judgment and prudent application of SC/SA 
guidelines. Neither the Veteran nor the Veteran's health care plan will be billed if care/treatment 
is validated as SC/SA. Clinical documentation must support a provider's designation of SC/SA. 

Active treatment in this context includes a change in the patient's treatment regimen or active 
diagnostic testing for the SC condition. Mention of stable conditions and/or re-ordering of 
routine medications or labs does not constitute active treatment for revenue purposes. Treatment 
of secondary or adjunct conditions is non-service connected (NSC) and will be billed to the 
Veteran's third party insurance company unless the conditions are specifically rated. lfthe 
primary rated condition worsens over time, encourage the Veteran to have VBA complete a 



5. M-1, Part I Chapter 15, section 15.02b (5). 

6. Department of Medicine and Surgery Manual- Operations: 
http://www 1. va.gov/vhapublicationsNiewPublication.asp?pub _ ID=784 

The Revenue Process in the Context of Service Connection and Special Authority 

Revenue Process Overview 

Intake and Registration 

Patient Registration 

Patient Registration encompasses activities relating to the initial establishment of an individual's 
application for VA health services, determination of their eligibility for these benefits, and 
enrollment in the VA health care system. Data collected during the registration process allows 
VA to: 

* identify the types of health services requested; 

* uniquely establish the patient's record; 

* assess the applicant's priority for enrollment in the VA health care system and assess the 
applicant's eligibility for cost-free health care, long-term care, outpatient prescriptions and 
mileage reimbursement; 

*determine the applicant's marital status, next of kin and emergency contact for care 
management and consent purposes; 

*determine the applicant's demographic information, such as address and telephone numbers; 
and 

* identify the applicant's employment information and third party health insurance coverage 
necessary to facilitate recovery of the cost of care furnished for treatment of non-SC/SA 
conditions. 

Insurance Identification 

The process for determining the existence of a third party payer that is responsible for covering a 
portion of the cost of providing medical care for the Veteran. Identification of insurance may 
occur: 

* at the time of enrollment; 

* prior to a visit/admission thru pre-registration; and 



Therefore, HIMS may query providers to obtain additional, clarifying documentation to improve 
the specificity and completeness of the data used to assign diagnosis and procedure codes in the 
patient's health record. 

Revenue Utilization Review 

Precertification 

The process of obtaining prior authorization for outpatient or inpatient services from a third party 
payer. This process may involve a clinical review against appropriateness screening criteria as 
required on selected procedures/services that are stipulated by the insurance carrier's pre­
established policies. Review of outpatient non-emergent services and procedures often requires 
48 hours or more prior notification. To avoid penalties and loss of revenue, timely identification 
and precertification of services or procedures is required through a systematic process. Failure to 
obtain precertification may result in a financial penalty. Identifying services and procedures that 
require prior authorization is a continuous process due to insurance policies being subject to 
change. 

Admission Certification 

A form of medical care review in which an assessment is made of the medical necessity of a 
patient's admission to a hospital or other inpatient institution. Admission certification seeks to 
assure that patients require a hospital level of care. Certification can be done before 
(preadmission) or shortly after (concurrent admission) depending on insurance policy 
stipulations. 

Continued Stay Reviews 

A review during a patient's hospitalization to determine the medical necessity and 
appropriateness of continuation of the patient's inpatient stay. Concurrent reviews typically 
involve reviewing the patient's case while the patient is still in-house to obtain pertinent clinical 
information in support of medical necessity. Revenue Utilization Review nurses provide clinical 
continued stay reviews to third party payers for the purpose of continued authorization. 

Billing 

Bill Creation 

Billing is the process of submitting claims to third party insurance companies in order to receive 
payment for services rendered by a health care provider. Bill creation includes the process of 
applying charges to services or care provided to a Veteran including but not limited to: 

* facility charges (inpatient/outpatient); 

* skilled nursing facility/sub-acute inpatient Institutional per diem charges; 



terms of coverage for the patient. Upon posting payment, an account becomes either paid in full 
or paid in part. Payment processing for a third party payer also includes a determination of 
whether any portion of the payment must be used to offset a corresponding first party copayment 
debt if the Veteran is required to pay copayments for medical services and/or medications as part 
of their eligibility. The payment process concludes with the reconciliation of receipts and 
deposit. 

Collection Correspondence and Inquiries 

Once claims are received by payers, correspondence indicating payment (partial or full) is 
submitted back to the facility that generated the claim. Typically, this correspondence is in the 
form of an Explanation of Benefits (EOB) or an Electronic Remittance Advice (ERA). Follow­
up must occur on all partial payments, potential overpayments, and/or payments not made timely 
in order to determine if additional reimbursement or a refund is due based on policy provisions 
and care provided. Follow-up typically occurs by telephone, accessing the payer's internet 
website, or written correspondence. Claims correspondence also includes processing 
documentation from Veterans concerning their accounts including: requests for hardships 
consideration and/or waiver of copayment charges, requests for refunds, or establishment of 
repayment plans. 

Referral of Indebtedness 

Referral of indebtedness involves enforced collection actions. In the case of a first party claim, 
enforced collection involves forwarding the claim to the Debt Management Center for potential 
offset of VA pension and benefit payments and the Treasury Offset Program (TOP) for offset of 
other federal payments including income tax returns, social security, child care rebate, etc. As for 
referral of third party claims, when an insurance company refuses to pay VA for legitimate 
claims and all follow-up procedures have been exhausted, the claims should be referred to 
Regional Counsel. 

Appeals 

The formal process of disputing a decision on a claim by a third party payer in order to obtain 
payment for all or part of the denied services or days of care. Individual third party payers and 
States have established guidelines for filing an appeal of a claims decision. Appeals are an 

- ~~-- ~integratpart-of-the-reventte~prograrn~fer-seettring-jtlSttfted~reimbur-sement--for-thi:rd-party-paym.ent---~ -- ~- -~-· ~ 

denials. An important aspect of the revenue utilization review process is to evaluate clinical 
denials and determine appropriate follow-up action. Regardless of efficiency of the RUR 
program, occasionally payers deny payment for medically necessary treatment provided to a 
covered patient, which may require submission of an appeal. Disputing such denials requires the 
clinical expertise of the RUR Nurse. 

The Importance of Accuracy 

Why is it important to have accurate recognition, determination, and validation of SC/SA 
encounters, and episodes of care at each touch point of the revenue process? 



The provider makes the determination that the treatment/care provided during an encounter is for 
a service connected condition or special authority eligibility. The provider also identifies the 
primary diagnosis as supported by clinical documentation. If the primary diagnosis for the 
encounter is the Veteran's rated SC condition, the encounter is SC. If a secondary diagnosis is a 
rated SC condition, the provider must determine if active treatment was provided for that 
condition. Designation of SC/SA requires clinical judgment and prudent application of SC/SA 
guidelines. Neither the Veteran nor the Veteran's health care plan will be billed if care/treatment 
is validated as SC/SA. Clinical documentation must support a provider's designation of SC/SA. 

Active treatment in this context includes a change in the patient's treatment regimen or active 
diagnostic testing for the SC condition. Mention of stable conditions and/or re-ordering of 
routine medications or labs does not constitute active treatment for revenue purposes. Treatment 
of secondary or adjunct conditions is non-service connected (NSC) and will be billed to the 
Veteran's third party insurance company unless the conditions are specifically rated. If the 
primary rated condition worsens over time, encourage the Veteran to have VBA complete a 
reassessment of their rated disabilities. The provider also evaluates treatment or care provided 
during an encounter for relationships to applicable special authority eligibilities. 

Team Communication 

The following departments and associated staff must work together to ensure proper assignment 
and validation of SC/SA care or treatment: 

* providers; 

* RUR nurses; 

*Facility Revenue Technician (FRT); 

* Health Information Management Services (HIMS) coders; and 

* billers. 

What Is Revenue Utilization Review? 

mu ~~~~ ~ u ReVerHieU1i1tzatton~It-evtewtittJit)is-anintegral part uftht;Vitkrevenue-pro~i~:l:JR-isa-~ 
clinical process that requires the skills of a Title 38 Registered Nurse (RN). The duties performed 
by RUR nurses have a foundation in the Nursing Process, as other clinical activities performed 
by nurses. 

The VA RUR nurse is a patient advocate, program liaison, clinical reviewer with advanced 
clinical knowledge, and consultant who conducts focused reviews requiring clinical input, 
including SC/SA validation. The RUR nurse will validate the appropriateness of SC or SA 
designation based on the provider's documentation of treatment provided in the consolidated 
health record. The RUR nurse has several available resources to assist in the accuracy of 
validation with the most definitive being Virtual VA, a VBA repository where rating code sheets 



accurate submissions. To ensure success, communication among the local VA medical facilities, 
VISNs and their associated CPACs, and HIMS is essential. Some duties are listed below: 

* code inpatient admissions to determine principal diagnosis and Diagnosis Related Group 
(DRG); 

* identify and code all professional services provided during the course of an inpatient admission 
that are not SC/SA; 

* ensure treatment documented in the progress note supports the diagnosis code; 

* ensure any and all modifiers are correct; 

*ensure Current Procedural Terminology (CPT) codes are correct; 

* HIMS will review and assign codes to billable encounters and billable ancillary services, such 
as Laboratory and Radiology; and 

* if a coder questions the SC/SA determination, the encounter will be referred for RUR 
validation review. 

Role of Billers 

Billers process non-SC/SA claims as part of the VA revenue process. Billers refer encounters to 
RUR nurse for review and validation if there is a question of SC/SA care or treatment. 



Department of Veterans Affairs 

Office of Inspector General 

Audit of Alleged 
Manipulation of Waiting Times in 

Veterans Integrated Service Network 3 

VA OiHice of Inspector Generat 
Washingtlm. DC 204:20 





1947 --A government commission on reforming government uncovers enormous waste, 
duplication and inadequate care in the VA system and calls for wholesale changes in the agency's 
structure. 

1955 --A second government reform commission again finds widespread instances of waste and 
poor care in the VA system, according to the Independent Institute. 

1970s -- Veterans grow increasingly frustrated with the VA for failing to better fund treatment 
and assistance programs, and later to recognize exposure to the herbicide Agent Orange by 
troops in Vietnam as the cause for numerous medical problems among veterans. 

1972 --Vietnam veteran Ron Kovic, the subject of the book and movie, "Born on the Fouth of 
July," interrupts Richard Nixon's GOP presidential nomination acceptance speech, saying, 
according to his biography, "I'm a Vietnam veteran. I gave America my all, and the leaders of 
this government threw me and others away to rot in their VA hospitals." 

1974 -- Kovic leads a 19-day hunger strike at a federal building in Los Angeles to protest poor 
treatment ofveterans in VA hospitals. He and fellow veterans demand to meet with VA Director 
Donald Johnson. The embattled director eventually flies to California to meet with the activists, 
but leaves after they reject his demand to meet in the VA's office in the building, according to 
Johnson's 1999 Los Angeles Times obituary. The ensuing uproar results in widespread criticism 
of Johnson. A few weeks later, Johnson resigns after President Richard Nixon announces an 
investigation into VA operations. 

1976 -- A General Accounting Office investigation into Denver's VA hospital finds numerous 
shortcomings in patient care, including veterans whose surgical dressings are rarely changed. 
The GAO also looked at the New Orleans VA hospital, and found ever-increasing patient loads 
were contributing to a decline in the quality of care there, as well. 

1981 --Veterans camp out in front ofthe Wadsworth Veterans Medical Center in Los Angeles 
after the suicide of a former Marine who had rammed the hospital's lobby with his Jeep and fired 
shots into the wall after claiming the VA had failed to attend to his service-related disabilities, 
the New York Times reported at the time. 

1982 --Controversial VA director Robert Nimmo, who once described symptoms of exposure to 
the herbicide Agent Orange during the Vietnam war as little more than "teenage acne," resigns 
under pressure from veteran's groups. Nimmo was criticized for wasteful spending, including use 
of a chauffeured car and an expensive office redecorating project, according to a 1983 GAO 
investigation. The same year, the agency issues a report supporting veterans' claims that the VA 
had failed to provide them with enough information and assistance about Agent Orange 
exposure. 



2006 -- Sensitive records containing the names, Social Security numbers and birth dates of 26.5 
million veterans are stolen from the home of a VA employee who did not have authority to take 
the materials. VA officials think the incident was a random burglary and not a targeted theft. 

2007 -- Outrage erupts after documents released to CNN show some senior VA officials received 
bonuses of up to $33,000 despite a backlog of hundreds of thousands ofbenefits cases and an 
internal review that found numerous problems, some of them critical, at VA facilities across the 
nation. 

2009 --The VA discloses that than 10,000 veterans who underwent colonoscopies in Tennessee, 
Georgia and Florida were exposed to potential viral infections due to poorly disinfected 
equipment. Thirty-seven tested positive for two forms of hepatitis and six tested positive for 
HIV. VA Director Eric Shinseki initiates disciplinary actions and requires hospital directors to 
provide written verification of compliance with VA operating procedures. The head of the Miami 
VA hospital is removed as a result, the Miami Herald reports. 

2011 --Nine Ohio veterans test positive for hepatitis after routine dental work at a VA clinic in 
Dayton, Ohio. A dentist at the VA medical center there acknowledged not washing his hands or 
even changing gloves between patients for 18 years. 

2011 --An outbreak of Legionnaires' Disease begins at the VA hospital in Oakland, 
Pennsylvania, according to the Pittsburgh Tribune-Review. At least five veterans die of the 
disease over the next two years. In 2013, the newspaper discloses VA records showed evidence 
of widespread contamination of the facility dating back to 2007. 

2012 -- The VA finds that the graves of at least 120 veterans in agency-run cemeteries are 
misidentified. The audit comes in the wake of a scandal at the Army's Arlington National 
Cemetery involving unmarked graves and incorrectly placed burials. 

2013 --The former director of Veteran Affairs facilities in Ohio, William Montague, is indicted 
on charges he took bribes and kickbacks to steer VA contracts to a company that does business 
with the agency nationwide. 

····· -.January-2614-~"-eNN-r eports -that-at-least--}9-veterans-died-at-VAhospitals-inQ~lB-and--w-J.-}-------- -------- -
because of delays in diagnosis and treatment. 

April 9 --Lawmakers excoriate VA officials at a hearing. "This is an outrage! This is an 
American disaster!" says Rep. Jackie Walorski. 

April 23 -- At least 40 veterans died while waiting for appointments to see a doctor at the 
Phoenix Veterans Affairs Health Care system, CNN reports. The patients were on a secret list 
designed to hide lengthy delays from VA officials in Washington, according to a recently retired 
VA doctor and several high-level sources. 



May 22 --The chairman of the House Veteran Affairs Committee says his group has received 
information "that will make what has already come out look like kindergarten stuff." He does not 
elaborate. 

Researcher Caitlin Stark, Scott Bronstein, Nelli Black, Drew Griffin, Greg Botelho, Eliott C. 
McLaughlin, Ashley Fantz, Ray Sanchez, Patricia DiCarlo, Dana Ford and Tom Cohen 
contributed to this report. 

WSJ Blogs- Explaining the VA's Size and Scope, in Five Charts- Washington Wire 

http://blogs. wsj .c0m/washwire/ZO 14/05/2:9/explairung-:the~vas-size~and-scope-ithfive~ 
chattsf?mod=wsj . valettop .. email 

NYTimes.com: Investigator Issues Sharp Criticism of V.A. Response to Allegations About 

BY RICHARD A. OPPEL JR. 

The head of an independent agency within the executive branch criticized the Department of 
Veterans Affairs for not digging deeper into widespread allegations. http://nyti.msN5Dyb5 

How the VA developed its culture of coverups I The Washington Post 

http:/ /vvww. washington post. com/ sf/nati onal/2 0 14/05/3 0/how-the-va-developed-its-culture-of-

covemps/ 

WSJ.com - Treat veterans with respect, not pity 

··· --·--m- -m--http-:Hooline.wsi~/newstartide~elnftw.£BlDtJ0±4i4e5i-7-cm~0045795'76GW4520+lt-­

O,.JMyQjAxMTAOMDiwNTEyNDUyWj 

NYTimes.com: Thank You for Being.Expendable 

BY COLBY BUZZELL 

The scandal over the care of veterans is really an old story. http://nyti.ms/lhoSXr5 



As a veteran of over 26 years, I've become increasingly concerned with the deepening divide 
between our military and civilian populations. The following characterization and quote comes 
from a Washington Post interview that former Chairman of the Joint Chiefs, Admiral Mike 
Mullen gave upon his retirement in 2011. 

Whattrouble.s Mullen is that this magnificentprofes.sionalforce (Americ~~smHitary)has 
become a sep~r~te tribe inAmerica, too little connected to the rest ofthe country: "They 
don?t kn.owthedepthJraJdthe breadth of what we l).ayebet:ntltro\l~h; theratuntbe~s of 
deployments;, the stress.on the force, the suicide issues; the eX:traordinary;perlormance.'r, 

The men and women who've chosen to serve America are preserving our freedoms in near 
anonymity, often in dangerous shadows on the other side of the world. 

It's not until movies like "Lone Survivor" are made do the American people get a glimpse of the 
heroism and sacrifice of our troops -- volunteer troops. But in today' s culture, we have a 
tendency to move on to the next thing on our iPads, Washington moves on to its next partisan 
fight, the media moves on to a more sensational story, all while our troops protect our freedoms 
at the edges of civilization, and our veterans quietly suffer indignities at the hands of a federal 
agency that has grown too large, too cold, and unaccountable. 

This must change. 

This Memorial Day we should pledge to fix this. We owe it to our fallen, we owe it to those who 
made it back home, and we owe it to those future heroes who will serve that America will keep 
our promises to our veterans. From Lexington and Concord to Gettysburg; from Normandy to 
Korea, and from Vietnam to Iraq and Afghanistan. We owe it to them. 

Americans in 2014 enjoy the highest quality of life that mankind has ever seen. It's been 
achieved through the hard work and innovation of the American people, and preserved by those 
relatively few Americans who have been willing to lay down their lives in service to their nation 
- our nation. 

It's time to show our veterans how thankful we are for their service. It's time to fundamentally 
reform the VA. · 

Republican Bill Johnson represents Ohio's 6th District in the US. House of Representatives. He 
is a 26-year veteran of the United States Air Force and former Chairman of the House Veteran 
Affairs Oversight & Investigations Subcommittee. 

NYTimes.com: Why I Blew the Whistle on the V.A. 

BYSAMFOOTE 

Veterans must get the medical care they need. http://nyti.ms/loeoW41 



A federal investigative agency says it is examining 67 claims of retaliation by supervisors at the 
VA against employees who filed whistle blower complaints. The independent Office of Special 
Counsel said 30 of the complaints about retaliation have passed the initial review stage and are 
being further investigated for corrective action and possible discipline against VA supervisors 
and other executives. 

Monday's private report details the case of Stuart Kallio, an inpatient pharmacy technician 
supervisor at the Palo Alto VA Health Care System who complained to superiors about what he 
described as incompetent, uncaring management and inefficiencies in delivering medicine to 
patients. 

The pharmacy service had steadily deteriorated to the point that it was "in a perpetual state of 
failure, failing to provide timely, quality care to veterans," Kallio said in a Feb. 26 email to 
supervisors. He addressed his criticisms up the chain of command as far as Elizabeth Joyce 
Freeman, director of the Palo Alto VA Health Care System. 

On April 7, the chief of the pharmacy service sent Kallio a letter threatening to suspend him for 
sending emails "that contained disrespectful and inappropriate statements about your service 
chief' and others at the hospital, including leadership of the Palo Alto VA, the POGO report 
said. Kallio defended:himself in a letter to superiors detailing hospital records that showed 
patients suffering from ''missed doses, late doses, wrong doses" of medication. He was 
suspended for two weeks in Julie. 

On June 20, the day before his suspension was to end, Freeman placed Kallio on paid leave 
pending an investigation. Another VA official ordered Kallio not to discuss the case outside the 
VA, the report said. 

This month, Freeman became interim director of the V A's troubled Southwest Health Care 
Network based in Arizona. The former director there retired after reports this spring that dozens 
of patients have died while awaiting treatment at the Phoenix VA hospital. 

POGO's Brian said an order attempting to gag Kallio, coupled with expansion of Freeman's 
responsibilities, "seem directly at odds" with a message Acting VA Secretary Gibson has 
repeated in recent weeks emphasizing the importance of whistleblower protection. 

A spokesman for Gibson said Monday that the VA thanks POGO "for bringing these important 
claims to light." The spokesman, Drew Brookie, encouraged the group to provide relevant 
information to the V A's Office of Inspector General and Office of Special Counsel "so there can 
be appropriate follow-up." 

The V A's acting inspector general, Richard Griffin, has issued a subpoena demanding that 
POGO tum over a list of whistle blowers who filed complaints through its website, which is 
operated jointly with the Iraq and Afghanistan Veterans of America. The groups have refused, 
saying release of the name would violate the promise they made to whistle blowers. 



"The scheme was deliberately put in place to avoid the VA's own internal rules," said Foote in 

Phoenix. "They developed the secret waiting list," said Foote, a respected local physician. 

The VA requires its hospitals to provide care to patients in a timely manner, typically within 14 

to 30 days, Foote said. 

According to Foote, the elaborate scheme in Phoenix involved shredding evidence to hide the 

long list of veterans waiting for appointments and care. Officials at the VA, Foote says, 

instructed their staff to not actually make doctor's appointments for veterans within the computer 

system. 

Instead, Foote says, when a veteran comes in seeking an appointment, "they enter information 

into the computer and do a screen capture hard copy printout. They then do not save what was 

put into the computer so there's no record that you were ever here," he said. 

According to Foote, the information was gathered on the secret electronic list and then the 

information that would show when veterans first began waiting for an appointment was actually 

destroyed. 

"That hard copy, if you will, that has the patient demographic information is then taken and 

placed onto a secret electronic waiting list, and then the data that is on that paper is shredded," 

Foote said. 

"So the only record that you have ever been there requesting care was on that secret list," he said. 

"And they wouldn't take you off that secret list until you had an appointment time that was less 

than 14 days so it would give the appearance that they were improving greatly the waiting times, 

when in fact they were not." 

Foote estimates now the number of veterans waiting on the "secret list" to see a primary 
------------------- -···········-···················· 

care physician is somewhere between 1,400 and 1,600. 

Doctor: It's a 'frustrated' staff 

"I feel very sorry for the people who work at the Phoenix VA," said Foote. "They're all 

frustrated. They're all upset. They all wish they could leave 'cause they know what they're doing 

is wrong. 



No one called from the VA with a primary care appointment. Sally says she and her father-in­

law called "numerous times" in an effort to try to get an urgent appointment for him. She says 

the response they got was less than helpful. 

"Well, you know, we have other patients that are critical as well," Sally says she was told. "It's a 

seven-month waiting list. And you're gonna have to have patience." 

Sally says she kept calling, day after day, from late September to October. She kept up the calls 

through November. But then she no longer had reason to call. 

Thomas Breen died on November 30. The death certificate shows that he died from Stage 4 

bladder cancer. Months after the initial visit, Sally says she finally did get a call. 

"They called me December 6. He's dead already." 

Sally says the VA official told her, "We finally have that appointment. We have a primary for 

him.' I said, 'Really, you're a little too late, sweetheart.' " 

Sally says her father-in-law realized toward the end he was not getting the care he needed. 

"At the end is when he suffered. He screamed. He cried. And that's somethin' I'd never seen him 

do before, was cry. Never. Never. He cried in the kitchen right here. 'Don't let me die.'" 

Teddy added his father said: "Why is this happening to me? Why won't anybody help me?" 

Teddy added: "They didn't do the right thing." Sally said: "No. They neglected Pop." 

First hidden -- and then removed 

··············· · Fooie.says-Bfeenis ap.erfecfexarnpTe-ora-veteranw1io.neeaeaaiiurgenrappoJ.ntmeiiCwi1na-· -· 
primary doctor and who was instead put on the secret waiting list -- where he remained hidden. 

Foote adds that when veterans waiting on the secret list die, they are simply removed. 

"They could just remove you from that list, and there's no record that you ever came to the VA 

and presented for care .... It's pretty sad." 

Foote said that the number of dead veterans who died waiting for care is at least40: 



It stated, in part: "We have conducted robust internal reviews since these allegations surfaced 

and welcome the results from the Office of Inspector General's review. We take these allegations 

seriously." 

Read the full statement here 

The VA statement to CNN added: "To ensure new Veterans waiting for appointments are 

managed appropriately, we maintain an Electronic Wait List (EWL) in accordance with the 

national VHA Scheduling Directive. The ability of new and established patients to get more 

timely care has showed significant improvement in the last two years which is attributable to 

increased budget, staffing, efficiency and infrastructure." 

Foote says Helman's response in the first statement is stunning, explaining the entire secret list 

and the reason for its existence was planned and created by top management at the Phoenix VA, 

specifically to avoid detection of the long wait times by veterans there. 

"This was a plan that involved the Pentad, which includes the director, the associate director, the 

assistant director, the chief of nursing, along with the medical chief of staff-- in collaboration 

with the chiefofH.A.S." 

Washington is paying attention 

The Phoenix VA's "off the books" waiting list has now gotten the attention ofthe U.S. House 

Veterans Affairs Committee in Washington, whose chairman has been investigating delays in 

care at veterans hospitals across the country. 

According to Rep. Jeff Miller, chairman of the House Committee on Veterans' Affairs, what was 

happening in Phoenix is even worse than veterans dying while waiting for care. 

----- -- - ----- -------------------- - ----------- -- ------------- -------------- - ----- - ------------------- ---- --- ------ ----- --- -------- -------·~--- -· ------------------- --- --- - - ----------- --- --- -------

Even as CNN was working to report this story, the Florida Republican demanded the VA 

preserve all records in anticipation of a congressional investigation. 

In a hearing onApril 9, Miller learned even the undersecretary of health for the VA wasn't being 

told the truth about the secret list: 

"It appears as though there could be as many as 40 veterans whose deaths could be related to 

delays in care. Were you made aware ofthese unofficial lists in any part of your look back?" 

asked Miller. 



Does the VA Have More Secret, Deadly Wait Lists?- The Daily Beast 

Does the VA Have More Secret, Deadly Wait Lists? 

A single, secret wait list contributed to the deaths of dozens of veterans in a single VA hospital. 
Insiders say there could be many, many more such lists. 

GOP leaders, whistle-blower join in calls to privatize veterans' care 

Published May 25, 2014 

Calls to move veterans' health care into the hands of private hospitals, amidallegations of 
widespread problems in Veterans Affairs facilities, gained momentum this weekend with House 
Speaker John Boehner and a Department of Veterans Affairs whistle-blower backing such a plan. 

"It's absolutely a good idea," Dr. Margaret Moxness, who exposed long waits at a VA facility in 
West Virginia, told "Fox News Sunday." "This should have happened years ago." 

Derek Bennett, of the advocacy group Iraq and Afghanistan Veterans of America, also said on 
the show that he supports the idea. 

Boehner said Saturday that he supported the idea of "privatizing" the department two decades 
ago, and that he has a renewed interest amid allegations that government employees kept secret 
records to conceal veterans' long waits for medical treatment and that as many as 40 died while 
waiting. 

"I still like the idea, and especially now," he told The Columbia Dispatch newspaper, while 
making clear that getting veterans prompt care comes before making such a sweeping change. 

The Obama administration announced Saturday that more veterans will be allowed to be treated 
in private hospitals in situations where the federal government cannot expand care in VA 
facilities. 



Officials also are investigating claims that VA employees have falsified appointment records to 
cover up delays in care. An initial review of 17 people who died while awaiting appointments in 
Phoenix found that none of their deaths appeared to have been caused by delays in treatment. 

The Associated Press contributed to this story. 

American tax dollars paying for poor service, bad outcomes in VA hospitals 

Dr. Manny: American tax dollars paying for poor service, bad outcomes in VA hospitals 

Over the years, I've become aware of numerous stories highlighting the many instances of poor 
care given to our veterans within the veterans affairs (VA) hospital system. And in my opinion, 
the Obama administration has only made things worse within the VA hospitals, because of its 
lack of accountability and poor transparency over the past 5 1/2 years. Ironically, President 
Obama was elected on the principles oftransparency and accountability. Yet, the records clearly 
show this has been one of the least transparent administrations ever. If not for the outcry coming 
from the families of veterans, journalists and congressional legislators, many of the horror stories 
coming out of VA hospitals may never have seen the light of day. In 2012, malpractice payments 
to U.S. veterans reached a 12-year high. That year, $91.7 million was paid out to patients who 
were allegedly injured during the course of their medical treatment in VA .hospitals, according to 
records obtained by Bloomberg News through a Freedom of Information Act request. And 
according to data obtained by the Center for Investigative Reporting, in the 12 years since 
September 11, 2001, more th'ln $200 million in wrongful death payments have been made by the 
Department of Veterans Affairs. Of course, there are thousands of well qualified health workers 
in the VA health system- including doctors, nurses and technicians. However, there are also 
physicians and health care providers who appear to be failing to meet their professional 
responsibilities in providing good care. And because VA hospital workers are government 
employees, it is extremely difficult to discipline, monitor or fire these people. In fact, if a patient 
wants to sue for medical malpractice at a VA hospital, they must sue the federal government, not 
the individual physician or health care worker. Suing the federal government is not an easy task. 
Many lawyers who deal with regular malpractice are not knowledgeable about federal 
malpractice rules. And it gets worse: The American taxpayer is being forced to pay for the 
medical negligence being incurred upon our veterans by these government health professionals. 
VA records showed that taxpayers have spent at last$700 million to resolve claims filed against 

-ntlle-V A Sfnce-zolll. Perhaps one Of the sa&fest aspects ofth~cs story 1Slllat over the past IYyears;-­
thousands of new veterans have needed to rely on health services provided by the federal 
government after returning from wars in Afghanistan and Iraq. Many of these patients are young. 
They need good outcomes. This generation ofveterans has paid a hard price in fighting for our 
freedom - often well beyond the call of duty. Why has providing for these veterans, along with 
ensuring that instances of malpractice or wrongful death within the VA system are properly 
addressed, not been a priority for the Obama administration? 



veterans to lose faith in the system," Tarantino said in a statement. "VA has a long way to go to 
earn back the trust and confidence of the millions of veterans shaken by this controversy." 

The no-frills whistle-blower website suggests that potential users use a secure browser to submit 
any allegations. 

"You should never use a government or contractor phone, fax or computer to contact POGO," 
the website reads. "POGO may be able to further research your concerns, bring public attention 
to any wrongdoing, and alert senior policymakers, who can bring about change. We've been a 
watchdog since 1981." 

Shinseki and other witnesses are testifying Thursday about allegations that the Phoenix hospital 
maintained a secret waiting list to hide lengthy delays for sick veterans. A former clinic director 
says up to 40 veterans may have died while awaiting treatment at the Phoenix facility. 

"If allegations about manipulation of appointment scheduling are true, they are completely 
unacceptable -- to veterans, to me and to our dedicated VA employees," Shinseki said. 

The hearing before the Senate Veterans Affairs Committee comes as President Obama has 
assigned White House Deputy Chief of Staff Rob Nabors to work on a review focused on 
policies for patient safety rules and the scheduling of patient appointments. The move, 
announced late Wednesday, signals Obama's growing concern over problems at the VA. 
Problems similar to those that surfaced in Phoenix have since been reported in other states. 

The American Legion and some congressional Republicans have called for Shinseki to resign, a 
move he and the White House have resisted. The V A's inspector general is investigating the 
Phoenix claims, and Shinseki has ordered an audit of VA facilities nationwide to see how they 
provide access to care. 

A White House official said Shinseki requested more help with the review, leading Obama's 
chief of staff, Denis McDonough, to tap Nabors for the assignment Shinseki said he welcomes 
Nabors' help in making sure veterans receive high-caliber health care in a timely fashion. 

"While we get to the bottom of what happened in Phoenix, it's clear the VA needs to do more to 
ensure quality care f6rour veterans, II 01:5ama said in a statement. 

The chairman of the Senate committee said there were "serious problems" at the VA, but 
lawmakers must avoid a msh to judgment. 

"I don't want to see the VA system undermined," Sen. Bernie Sanders, I-Vt., told The Associated 
Press. "I want to see it improved. I want these problems addressed." 

VA spends close to $500M on conference room, office makeovers under Obama 



The records also show hundreds of thousands in taxpayer dollars were spent on work that had 
little to do with health care. The hospital's 2013 gardening budget was more than $180,000. The 
hospital's interior design bills over the past three years surpassed $211,000. 

The figures have raised concern, as the Phoenix VA faces accusations that up to 40 veterans may 
have died while waiting for critical care. VA Secretary Eric Shinseki is testifying Thursday on 
Capitol Hill on the scandal. 

"Our nation's veterans need access to health care and doctors, not interior decorators and 
designers," Sen. Tom Coburn, R-Okla., said in a statement. "I'm proud of the work ordinary 
citizens and groups like Open the Books are doing to hold the VA accountable." 

Total compensation, recPrds show, topped $700 million over the past three years and exceeded 
$240 million in 2013. aione .. Salaries inake up about half the Phoenix VA's annual budget, with 
doctors and nurses making up just a quarter of the Phoenix VA staff. The Phoenix VA currently 
treats 78,000 veterans, putting the Phoenix VA's doctor-to-patient ratio at 1-to-345. 

Staff salaries, according to the records, reach as high as $357,528 for doctor executives and 
$14 7, 724 for nurse staff. The average Arizona doctor makes just over half of what the top-paid 
Phoenix VA doctors make, according to federal stats. 

One Phoenix VA chaplain was paid more than $100,000 in 2013. 

Phoenix VA Director Sharon Helman, now on leave, received the highest bonus compensation in 
2013, with $9,345. 

"Taxpayers paid out tens of millions in salaries to an elite corps of doctors and health care 
experts," said Adam Andrzejewski, founder of federal spending database OpenTheBooks.com. 
"None of them blew the whistle. These experts were either incompetent or made too fat on the 
taxpayer gravy train." 

Records from the Phoenix V A's non-medical departments reveal that bonuses were paid out 
across the hospital's branches. The hospital's one Quality Assurance unit worker earned roughly 
$90,000 a year for 2011 and 2012, without bonuses. 

As complaints about care quality and alleged cover-ups mounted, the Phoenix VA did not 
expand its Quality Assurance unit beyond its one employee. 

Rep. David Schweikert., R-Ariz., says his office received complaints on the Phoenix VA hospital 
system for over a year, and that he turned these concerns over to I-touse investigators. However, 
it was not until whistle-blower and former Phoenix VA staff member Dr. Sam Foote lodged his 
complaints with lawmakers and the inspector general that inquiries began into deaths potentially 
tied to delayed treatment and some 1,600 military veteran patients waiting months for care. 



http://www. usmedicine.com/ agencies/ department -of-veterans-affairs/va-care-delays-implicated-

in-veteran-fatalities-lawmakers-express-anger/ 

VA Faces Systemwide Problems with Patient Scheduling 

By Bob Brewin 

May 15,2014 

The Veterans Affairs Department faces systemic problems going back more than a decade when 

it comes to scheduling timely medical appointments for patients, lawmakers on both sides of the 

aisle charged at a Senate Veterans Affairs Committee hearing today. 

The hearing was spurred by news reports that the Phoenix VA Health Care System maintained a 

"secret" waitlist of 1,400 to 1,600 veterans forced to wait months for treatment. According to 

reports, 40 veterans on the list died while awaiting care. Since then VA whistleblowers have 

charged that personnel at VA facilities in Colorado, Florida, Texas and Wyoming have "gamed" 

the system and "cooked the books" to hide patient wait times. 

Sen. Patty Murray, D-Wash., said the Government Accountability Office reported in 2001 that 

"long wait times persist" even though VA had set a goal for patients to see a clinician within 30 

days. Similar critical reports by GAO or the department's inspector general followed in 2005 and 

2012. Sen. Richard Burr, R-N.C., the committee's ranking member, said "manipulation of 

patient wait times" included making appointments in what he called "ghost clinics" without staff. 

Sen. Johnny Isakson, R-Ga., cited an August 2010 internal VA memo from William Schoenhard, 

.... !ll~l!_l!1!4e_I~~cretaryJ~.I health administra!!ve~Eera!i_~~-'-~~~~~l.l:~.s_aj_~_".It_J.l:~s~~IE~-~ ill)' ___ _ 

attention that in order to improve scores on assorted access measures, certain facilities have 

adopted use of inappropriate scheduling practices sometimes referred to as 'gaming strategies' .. 

. This is not patient centered care." 

In the memo, first obtained and published by VA Watchdog.org in 2010, Schoenhard said patient 

schedulers had crafted dozens of strategies to manipulate the system and "additional new or 

modified gaming strategies may have emerged, so do not consider this list a full description of 



BY RICHARD A. OPPEL JR. 

The V .A.'s acting inspector general told a Senate committee that federal prosecutors are looking 
to determine whether criminal violations occurred at a medical center in Phoenix accused of 
falsifying data or creating secret waiting lists. http://nyti.ms/lgrzhlb 

Exclusive: VA Scandal Hits New Hospital 

Veterans with serious heart conditions, gangrene, and even brain tumors waited months for care 
at the Albuquerque VA hospital, a whistleblowing doctor tells The Daily Beast. 

Add Albuquerque, New Mexico's to the growing list ofVA hospitals accused of keeping secret 
waiting lists to hide delays for veterans seeking medical care. And it may already be too late to 
get to the truth and find out what harm, if any, was done to veterans there-V A officials are 
already destroying records to cover their tracks, a whistleblower inside the hospital tells The 
Daily Beast. 

Last month, word broke that the Department of Veterans Affairs hospital in Phoenix kept a secret 
waiting list that allegedly led to dozens of preventable deaths. The VA's inspector general was 
brought in to investigate the charges and hasn't yet found any deaths in Phoenix linked to wait 
times, but his investigation is ongoing. Since then five other facilities have come under fire, 
leading to calls for VA Secretary Eric Shinseki to step down. And now there's Albuquerque's. 
The evidence for this new secret list may be hard to track down, however. 

"The 'secret wait list' for patient appointments is being either moved or was destroyed after what 
happened in Phoenix," according to a doctor who works at the Albuquerque VA hospital and 
spoke exclusively with The Daily Beast. "Right now," the doctor said, "there is an eight-month 
waiting list for patients to get ultrasounds of their hearts. Some patients have died before they got 
their studies. It is unknown why they died, some for cardiac reasons, some for other reasons." 

There's no proof yet that veterans died while waiting for treatment, like what allegedly happened 
in Phoenix. But the doctor says it's quite possible that some veterans would still be alive if they 
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care. 

On March 19, 2014, for example, a patient with a deteriorating heart condition requested to see a 
doctor. The patient was finally seen only days ago, on May 16, when they were admitted to the 
hospital for decompensated heart failure. "A near miss" as the VA doctor familiar with the case 
described it. "He could have died before being seen." 

The Albuquerque VA did not respond to requests for comment but Ozzie Garza, director of the 
VA Regional Office of Public Affairs, provided this statement to The Daily Beast: "We are not 



One veteran's heart troubles were serious enough that a physician requested they be seen in the 
next available slot on January 8, 2014. Over three months later, the patient was seen in late April. 

A patient whose initial blood test on December 8, 2013 suggested he might have a brain tumor 
waited until April 28 2014 before he was seen again. Another veteran, diagnosed with gangrene, 
was referred for surgery so doctors could try to salvage his limb or amputate it if necessary-it's 
36 days after he was initially supposed to see the surgeons and he's still waiting now. 

A second source inside the Albuquerque VA, a medical technician, said the facility provided 
high quality care. But the technician acknowledged it could take a long time before veterans get 
in the door to receive it. 

The list of patients waiting for tests grew so long in one department that the technician became 
disheartened and stopped checking it around Christmas of last year. "I honestly stopped doing 
that because it just overwhelmed me personally," the technician said. 

The VA's Office of Inspector General began investigating the Albuquerque medical center last 
year, according The Albuquerque Journal, after employees there reported that appointments were 
being manipulated to conceal patients' actual wait times. That would mean that the inspector 
general, and the VA itself, knew about allegations of corruption there long before the Phoenix 
story broke in April. 

Rep. Jeff Miller, chairman of the House Committee on Veterans' Affairs, has been beating the 
drum about wait times and advocating reform since before the latest crisis put the VA back in the 
spotlight. "VA's delays in care problem is real and has already been linked to the recent deaths 
of at least 23 veterans," Miller told The Daily Beast. 

Yet it wasn't until the latest VA scandal broke nationally-months after the inspector general 
first investigated claims that are strikingly similar to what was later reported in Phoenix-that 
Albuquerque's came back into focus. The status of the initial investigation still hasn't been made 
public. 

Last week, New Mexico Senator Tom Udall requested a new investigation into his state's VA 
hospitals. Udall called for the audit after his office received dozens of complaints from veterans 
about long wait times at the VA, and reports that Albuquerque's schedulers were forging 
appointment records. 

New Mexico is now the seventh state where allegations have emerged about VA medical 
facilities cooking the books. As new incidents continue to display the same features uncovered in 
past cases, the details are revealing a common language of bureaucratic corruption 
communicated across state lines between different VA facilities. 



his own feelings. The second echo of Shinseki came when McDonough said the president had 
sent staff to look into the VA investigation and "find out if this is a series of isolated cases or 
whether this is a systemic issue." 

The V A's own investigation is ongoing and will continue to attract attention as more revelations, 
like the claims about the Albuquerque VA, keep coming out. It remains to be seen how leaders 
who are "madder than hell" will react to the evidence they find and what, if anything, they will 
order done about the situation. 

If you are a VA employee and have firsthand information about waiting lists, or other problems 
with patient care at the VA, we want to hear about it and can keep the details of your account 
confidential. Email your story to submissions@thedailybeast. com. 

A doctor tells the truth about the VA health care system 

By Dr. Marc Siegel 

Published May 27, 2014 

FoxNews.com 

The news that more than half our states have VA facilities with secret waiting lists that threaten 
the lives of our veterans is shocking. 

But the more pervasive, less sensational, problem with VA hospitals is one I have experienced as 
a physician: They are fallback places, providing second tier medical care, with each facility 
serving meat and potatoes medicine to its community of needy veterans. 

Many veterans know this and choose to get their health care elsewhere when they can, via 
Medicare or private insurance if they have it. For these veterans, the VA is a place to go for free 
prescriptions, lab tests and medical care only when they can't get in to see their regular doctors. 

Veterans as a group need more care, not less, because of the stress and risk involved in 

defending and protecting our country. 

Veterans as a group need more care, not less, because of the stress and risk involved in defending 
and protecting our country. Injuries in combat and post-traumatic stress are accompanied by bad 
habits, including smoking. According to the Centers for Disease Control, 74 percent of veterans 
report a history of smoking. Almost 45 percent of military deployed to Iraq.and Afghanistan 
smoke. That's double the rate of civilians. 



counseling, surgery, hospitalization, and nursing-home care." Another less recognized but very 

valuable service to our country includes the provision of a fertile training ground for physicians, 

including the cardiologists of tomorrow. 

I owe a lot to the Veterans Administration healthcare system. It was there in the early 1990s that 

I touched my first patient. Wearing a short white coat, I fumbled with the ophthalmoscope, more 

of an adornment than tool, and when I spied that ever-elusive optic disc for the first time, I felt a 

deep sense of satisfaction. This brief respite from the classroom was a joyful validation of my 

journey to becoming a physician, and the VA hospital for nine years would have a front-row seat 

to my metamorphosis. 

To a young physician who was in love with the idea ofthe practice of medicine since 

kindergarten, it was a veritable Disney World of medical procedures, odd diagnoses, and clinical 

scenarios. Toward the end of my residency and then into my fellowship, my time there evolved 

into an intense love-hate relationship. I loved the autonomy, the opportunity to learn procedures, 

and the great responsibilities given to young trainees. I literally skipped out of the cath lab after 

my first day, having been handed the manifold for the first time and "allowed" to inject my first 

coronary artery. But as much as I loved my training experiences there, I loathed even more the 

red tape and the "because-I -said-so" rules that made no sense from the standpoint of service, 

such as the limited number of caths we could book on a daily basis. 

Our cath-lab director was both a superb human being and a dedicated employee. The nurses and 

techs guarded the safety of our veterans with an iron fist, but there were long waits to get into our 

lab and even longer waits for interventional services that at the outset ofmy·career had to be 

obtained out of state. Many veterans who needed a service had to fight hard to avoid falling 

through the widening cracks of that untouchable behemoth of a healthcare system. When I heard 

of the recent investigations into the Veterans Administration of health care, I breathed a sigh of 
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My first serious disappointment involved the inability to get a patient with severe coronary artery 

disease to another facility in another state for more definitive care. I was an intern on the 

cardiology service. His family would call us weekly through an overhead page to ask whether we 

were making any headway. In turn, I made weekly phone calls to every entity I could think of to 

try to get that patient his procedure. My resident told me one day very matter-of-factly "not to 

bother," because he had died. I've never forgotten the sting of unnecessary death at the hands of 

inefficiency. Even.as I write this note, my mind flashes back to a sea of white tile floors, shiny 





http://www .foxnews. com/po li tics/20 14/08/0 5/ as-investigation-continues-va-has-told-congress­
rnore-than-few-whoppers!?intcmp=latestnews 

Gingrich: Why can't VA be customer-friendly and digitally competent? 

By Newt Gingrich and Ali Meshkin 
updated 10:32 AM EDT, Fri May 23,2014 

(CNN) --When the American Legion calls for Secretary ofVeterans Affairs Gen. Eric 
Shinseki to resign, you know something is profoundly wrong. 

In a statement entitled "Shinseki Must Go,"' Daniel Dellinger, national commander of the 
American Legion, said, "His record as the head of the Department of Veterans Affairs ... tells a 
story ofbureaucratic incompetence and failed leadership." 

"The disturbing reports coming from the Phoenix VA Medical Center are just one of what 
appears to be a pattern of scandals that have infected the entire system," Dellinger continued. "It 
has been more than 20 years since the American Legion has called for the resignation of a public 
official. It's not something we do lightly. We do this because of people who have been failed by 
the system." 

Note the key charge: "A pattern of scandals that have infected the entire system." 

This is an historic opportunity for Congress to look beyond personality and scapegoating and to 
take seriously the potential for a "breakout" that would replace the current breakdown with a new 
Veterans Administration capable of serving today's veterans with modem technologies and 
standards. 

Congress should start by looking at institutions that handle people and information effectively, 
accurately and with great accountability. 

The next time you make an airline or hotel reservation, ask why the Veterans Administration 
can't be that customer-friendly. 

The next time you use your smartphone, ask why there isn't a "veterans app" that makes it easier 
for our veterans to keep track of their VA appointments, records, diagnoses, etc. 

The next time you use an ATM machine to get cash in less than 11 seconds, ask why it can take 
175 days to transfer a veteran from the Defense Department to the Veterans Administration. 

In contrast to the modem systems we deal with on a daily basis, the VA bureaucracy is a disaster. 



The VA doesn't need to employ criminals to lose large sums of money, however. It's capable of 
losing taxpayer funds all on its own through sheer incompetence. 

As of February, there were 400,000 disability claims considered "backlogged." That is, they've 
been in processing for more than 125 days. As one veteran of combat in Afghanistan told us, 
"Appointments are so far back it's ridiculous and claims are even further behind .... You can 
definitely get an appointment -- it's just going to be three to six months down the road." 

To fix this mess, the VA created a new program, the Veterans Benefits Management System. But 
as the Washington Examiner describes a new report by the department's Inspector General, "Poor 
planning, slow software and cost overruns raise the spectre that the $500 million electronic 
document system being deployed by the Department of Veterans Affairs will not break the 
months-long delays to process disability compensation claims." 

The computer system started out flawed as millions of dollars were spent to scan files "without a 
clear plan," the result being that users had to "wade through hundreds of pages of electronic 
documents, sometimes for hours, to find the information they needed." And it still 
takes employees longer to create a claim in the new system, which reportedly crashes on a 
regular basis, than it did in the old one. 

We probably should not be surprised at this money being spent to build systems that work just as 
poorly as the ones they replace. The VA and Defense Department have spent $1.3 billion over 
the past four years attempting unsuccessfully to develop a single system for electronic health 
records. 

This record of corruption and incompetence is nothing to be proud of, and certainly nothing to 
reward. In fact, it's intolerable. 

Senior VA officials, however, are not only keeping their jobs but are receiving bonuses. 

From 2007 to 2011, the bureaucrats in charge of the VA distributed nearly $17 million in "extra 
compensation" to senior officials at a time when hundreds of thousands of veterans' claims were 
backlogged. At a facility in Pittsburgh, employees were given bonuses despite the fact that 29 
veterftft~-eentraetecl--L-egi~ires'--disease,--f-we--Bf-whem-cliefr.----- --------- --------------- ---------------

With 13 years of continuous war behind us and an aging population of veterans from previous 
wars, the workload at the VA is only going to increase. This is not a temporary problem, and our 
veterans are not just going to disappear. In fact, as time goes on, there will likely be more of a 
demand for care since issues such as PTSD sometimes do not manifest themselves until years 
later. 

In a big bureaucracy, people are promised comfortable jobs; it's difficult to fire them, and they 
are typically not held to any real performance standards. This breeds an environment favoring 
incompetence and corruption. 



My bestselling book, "The Ultimate Obama Survival Guide" was released in April of2013. 
Here's what I wrote then: 

"Take Veterans Affairs. A federal appeals court has ruled the VA suffers from 'unchecked 
incompetence.' That incompetence is killing our brave veterans. I bet you didn't know 18 
veterans commit suicide per day. Or that 85,000 vets are on waiting lists for care. Even a 
severely depressed vet can wait eight weeks to see a psychiatrist. Still want government to run 
your health care?" 

I hate to say it but ... "I told you so." So why didn't America see this disaster coming? Just look 
at what we've been hearing about the mess at the VA. There are tales of government 
mismanagement, substandard health care, vets being tre¢l:ted horribly,vets dying after waiting on 
long lists to get cate. Vets committing suicide. 

We have known about some of this for a long time. About the only thing we didn't know was 
that there was outright criminal negligence which could lead to murder charges. 

We didn't know government employees kept secret waiting lists to cover up the long delays -­
even though they knew patients had life-threatening illnesses. That sounds like murder to me. 

What a surprise! Conservatives like Sarah Palin and I screamed about "death panels" and "death 
by rationing" under ObamaCare years ago. 

Government is a walking disaster. Government screws up everything it touches, while losing 
billions of dollars in other people's money. 

How could putting government in charge of health care for 330 million Americans possibly work 
out? 

All the wars in America's history have cost about $7 trillion. Yet the war on poverty has cost $20 
trillion and counting (adjusted for inflation) ... and poverty is still at a record high. What a 
massive failure and waste of taxpayer money. 

............ .Ihe fedeg}_ Re.s.~e JlC!S on~_l!J.ainiob .::..~rotec.t_Ql~_~,alu~<:>f Q.l.l!..c!<:>!l.<!!.·.Y~!!!J.~sf2_l!~_h.!!.slg~L 
98% of its value since the Fed was founded. · 

The same government that brought you failing post offices, failing trains, and pretty much failing 
everything else is now in charge of your health care (as well as 17% of the U.S. economy). 

The same government employees who brought us $17 trillion in national debt are in now in 
charge of health care-- yet Obama promised ObarnaCare would save money and reduce the 
deficit. He also promised you could keep your health insurance if you liked it. And you could 
keep your doctor. And your insurance premiums would not go up. 



Shinseki acknowledged that the VA destroyed the list, but he said federal law and VA policy 

require the agency to take such action with records that are "no longer needed for reference 

purposes." 

Wednesday's hearing comes one day after Sen. Pat Toomey (D-Pa.) announced plans to 

introduce a bill that would allow patients at VA hospitals to sue VA employees who falsify or 

destroy health records. The measure would also allow the VA to fire employees who engage in 

such activities. 

Miller has also promised legislation related to the scheduling controversy. He said last week that 

he would introduce a bill that would allow veterans to receive care at private-sector clinics if 

they wait more than 30 days for appointments. The VA would pick up the costs of treatment 

under that proposal. 

The three VA officials scheduled to testify Wednesday are: Assistant Deputy Under Secretary 

for Clinical Operations Thomas Lynch; Assistant Secretary for Congressional and Legislative 

Affairs Joan Mooney and Congressional Relations Officer Michael Huff. 

Democrats and Republicans on the committee expressed frustration with the VA for not making 

the officials available to testify at a hearing last week. The panel has approved a motion to 

subpoena the employees if they do not appear Wednesday. 

MORE: House panel readies subpoena for VA ofiicials 

th¢ •. 'll\ch~ftt~f~~~;~~w.~~.·.c~mmtnee·~r~Vi4Wa·;~~t)Ycrs~·m~ut~~,~~ti~~~~~tq'f~lhe·itr~&rtiig~•.~~t 
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VA Audit Confirms Thousands of Veterans Await Care Appointments 

WASHINGTON- AVA internal audit found that more than 57,000 new veterans have been 

waiting for more than 90 days or more for an appointment and that another 64,000 veterans who 

requested an appointment during the enrollment process during the past 1 0 years have not yet 





"Secretary Shinseki began the process of removing senior leaders at the Phoenix VA Medical 
Center. I agree with that decision," McDonald said. "There continue to be investigations in 
Phoenix, and once those are complete, we will be able to hold employees who have violated our 
values accountable and we will do so to the letter of the law. But from my travels to more than 
30 VA sites over the last 60 days, I see that the overwhelming majority of them are doing their 
best every day to serve Veterans. I saw that in Phoenix and I've seen that across the country." 

Messages left with Helman's attorney and at Deering's office were not returned. A woman who 
answered the phone in Deering's office said, "Well, we get a lot of criticism, so we're kind of 
numb to it." 

A spokesman for the Phoenix VA said he had to run media requests through the VA's national 
communication office. · 

The scandal broke in May, with revelations that the Phoenix VA had created a secret list in order 
to make patient wait times seem shorter, numbers that were tied to some officials' bonuses. 
Patients were languishing for months and, according to a VA inspector general's report, 293 died 
while awaiting care. Helman, Deering and other leaders have also been accused of creating a 
hostile workplace environment in which employees were punished for speaking out. 

For Pedene, that retaliation came in the form of losing the job she loved and had served in for 
nearly two decades. After she spoke out about financial improprieties, she was transferred to a 
clerical job, yet continued to collect the salary of a senior government employee. 

"It hurts my heart to talk about it," Pedene said. 

Mitchell was reassigned from her job as emergency room director after she reported serious 
problems at the ER, including improper triage protocol. She said many employees are still afraid 
to speak out or even be associated with those who have because the leadership has not changed. 

"There were some employees that requested that I not send them emails and not speak with them 
in the hallway because they worried management might think I was getting information from 
them," she said. "They didn't trust their manager not to retaliateagainst them." 

As more whistleblowers have come forward; the scandal has extended far beyond Phoenix, 
showing a deeply troubled department and a national crisis in veterans care just as the system is 
absorbing hundreds ofthousands of Iraq and Afghanistan veterans, some with serious injuries 
and long-term ailments such as post-traumatic stress disorder. 

One ofthe most vocal critics has been Samuel Foote, the pugnacious, longtime Phoenix VA 
physician with glasses and long gray sideburns who has become the face of the VA 
whistleblower movement. In an interview with Stars and Stripes, Foote, who testified on Capitol 



A 2012 audit by the VA's Southwest Health Care Network found that facilities in Arizona, New 
Mexico and western Texas chronically violated department policy and created inaccurate data on 
patient wait times via a host of tactics. 

The practice allowed VA employees to reap bonus pay that was based in part on inaccurate data 
showing goals had been met to reduce delays in patient care, according to the VA Office of 
Inspector General. At the Phoenix medical center alone, reward checks totaled $1 0 million over 
the past three years. 

Top officials at the Phoenix VA Health Care System, including Sharon Helman, who was 
suspended as director last month, have repeatedly claimed they were not aware of scheduling 
misconduct until complaints by whistle-blower physician Sam Foote were made public in April. 

But audit findings, based on a review of data from the second quarter of fiscal 2011, show the 
violations proliferated throughout the Southwest and were common nationwide. 

The report notes that former VA Undersecretary Robert Petzel, who resigned under fire in May, 
convened a conference call with Health Administration Services leaders nationwide in 
September 2011 to confront the problem. According to the audit, Petzel pressed department 
executives "not to 'game' the system." 

A year earlier, William Schoenhard, then a VA deputy undersecretary, described and prohibited 
various "gaming strategies" used nationwide to falsify wait-time data. His directive made top 
regional administrators responsible for ensuring the integrity of medical appointment systems, 
and required annual reviews. 

Acting VA Secretary Sloan Gibson last week directed all VA medical center and health care 
system directors to do monthly in-person site inspections and reviews of scheduling practices in 
every clinic within their jurisdiction to ensure adherence to policies. 

That sort of scrutiny was supposed to have occurred after the 2012 audit. Helman became director 
·· · ··· ·- ofi11e-Ph.oeiiiX-\TA-Hea1t11-care-sysfem:1n:-FeoruiifY1-or:r:a:mon.tllaftertliesoutliwesraucnrwas-

issued. She made timely medical appointments her system's No. 1 priority and implemented a 
"wildly important goal" program. 

E-mails between Helman, Bowers and others- obtained via a public records request- verify 
that VA leaders in Arizona were intensely aware of scheduling compliance problems during 
2013. 

Yet, as late as last December, Helman continued to paint a rosy picture for outsiders. In a letter 
to Sen. John McCain, R-Ariz., Helman discounted allegations of a Phoenix whistle-blower who 



"In retrospect, I wish I would have done that," she added. "But there were constant messages 
from my office that basically said, 'We don't game the system. We need to know how bad it is."' 

Hundreds ofthousands of ex-military personnel nationwide have been affected by the massaging 
of data and cancellation of appointments at many of the V A's approximately 950 facilities. 
Appointment manipulations resulted in veterans' delayed care that sometimes resulted in 
negative medical consequences, according to the VA Office of Inspector General. They also 
created a false impression of timely patient services, obstructing improvements to the system. 

The Southwest regional audit analyzed 573,000 appointments at 3,423 VA clinical offices in the 
three states. The audit uncovered a spider's web of tactics used to produce inaccurate wait-time 
data. Among them: 

Appointments routinely were canceled in blocks by VA clinics, eliminating backlogs and 
artificially reducing wait-time statistics.But those same clinics indicated in data reports that the 
appointments had been canceled by patients. In El Paso, VA health care schedulers canceled one 
in four appointments during the period examined. Some clinics showed suspected cancellation 
clusters on more than half of the days during the quarter. 

VA employees often recorded walk-in patients as scheduled visits to make it appear veterans 
were seen without any wait at all when, in fact, they showed up uninvited because they could not 
schedule appointments. In Phoenix, 77 percent of the walk-in patients were improperly listed as 
scheduled appointments. At Prescott's VA medical center, 85 percent of the clinics engaged in 
the deceptive practice, which apparently skewed wait-time data. It also allowed veterans to 
collect round-trip travel expenses for their clinic visits, rather than one-way benefits authorized 
for walk-in patients under the VA claims system. 

Appointments were entered into computers without listing a desired date, making it possible to 
insert an untrue date later. That form of manipulation occurred at all seven major medical centers 
investigated: Phoenix, Prescott and Tucson; Albuquerque; and El Paso, Amarillo and Big 
Springs, Texas. 

When first-time appointments for new patients were not available within 90 days, those veterans' 
names were not even entered into the electronic wait system. The result? Protracted delays that 
were not counted in wait-time data. 

Some VA facilities misrepresented wait times by incorrectly recording the date patients were 
seen by physicians as the desired appointment date. At the VA medical center in Prescott, 
administrators claimed four of five patients were seen on the date they wanted an appointment. 
Although auditors could not determine the data accuracy without analyzing each appointment, 



http://abcnews.go.coin!Health/wireStory/va-medical-inspector-retires-scathing-report-24405983 

BREAKING NEWS Wednesday, May 28, 2014 2:08PM EDT 

V.A Watchdog Finds Failures in Care at Phoenix Hospital 

The inspector general for the Department of Veterans Affairs reported on 

Wednesday that at least 1, 700 veterans at the agency's medical center in 

Phoenix were not registered on the proper waiting list to see doctors, creating 

a serious condition that means veterans "continue to be at risk of being 

forgotten or lost" in the convoluted scheduling process. 

All the while, the hospital falsely reported waiting times that suggested 

delays were minimal, the report said. 

"While our work is not complete, we have substantiated that significant 

delays in access to care negatively impacted the quality of care at this medical 

facility," Richard J. Griffin, the acting inspector general for the department, 

said in an interim report on his investigation into the Phoenix medical center. 

READ MORE» 

http://www .nytimes. com/20 14/0 5/29 /us/va-report -confirms-improper­
waiting-lists-at-phoenix-center.html?emc=edit na 20140528 

The true VA scandal is shared across the federal government 

By Editorial Board, 

AT THE :Depffi1mell:~<;of V:et~i~ris Affaffs, the· federM govetnment's lal'gest empf6yer. (the Aritly 
ntilks secorr<l)~, otily 5,6. 9 pefcent of ewPlhye~s h,e1ieve theY cqn disc1()se as"llspected. viofati()n qf 
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tespect''fQI\flleir'sel]iQr.leaq~rs.feW~f'~tlll~:,::~E'ijJfpef~efit.: .•. t~,)~te. safisfl~dWi'ttitfiepplicles•··and 
practices bfinpse J:eadefs. 

Quite an indictment, you may say, one that confirms congressional demands for the summary 
firing of Eric K. Shinseki, the Cabinet secretary in charge of the VA. But the numbers for the 



Read more about this issue: 

Eugene Robinson: Heads need to roll at the VA 

Dana Milbank: VA Secretary Eric Shinseki needs to go 

Poor care at VA hospitals cost 1,000 veterans their lives, report says- Washington Times 

http://www .washingtontimes.com/news/20 14/jun/24/poor-care-va-hospitals-cost-1 000-veterans-

VA nurse alleges agency turned on her after she reported abuses I Fox News 

http://www. foxnews. com/us/20 14106/25/va-nurse-alleges-agency-turned -on-her-after-reporter­
patient-abuse/?intcmp=latestnews 

VA Physicians Testify about Harsh Retaliation for Blowing Whistles on Care Issues 
WASHINGTON- Retaliation against physicians and other employees who voice complaints is 
unacceptable and will not be tolerated in the agency, a senior VA official emphasized to 
lawmakers at a House hearing last month. James Tuchschmidt, MD, VA acting principal deputy 
under secretary for health, offered a broad apology following testimony by physician 
whistleblowers who recounted how retaliation against those who speak up about problems at VA 
is "alive and well." http://www. usmedicine.com/agencies/department-of-veterans-affairs/va­
physicians-testify-about-harsh-retaliation-for-blowing-whistles-on-care-issues/ 

VA apologizes for error in patient-death report 

Published August 08, 2014 

Associated Press 

··The:BepartmentofV-eterans-Affair..g.fiasapelogizedf~what -iteaHed-an:"inadvertent"·mistake · 
that underreported the number of deaths linked to delays in cancer treatment at VA medical 
facilities. 

"VA inadvertently caused confusion in its communication" of a revi6w of cases involving patient 
harm or deaths linked to delays in treatment for gastrointestinal cancers, the agency said in a 
statement obtained by The Associated Press. 

The VA apologized for the error and said, "There was no intent to mislead anyone with respect 
to the scope or findings of these reviews." 



By Ellison Barber 

Published August 28, 2014 

Washington Free Beacon 

A whistle blower who helped bring attention to extended wait times for veterans at VA hospitals 
says that a report by the Department of Veteran Affairs inspector general is misleading and 
intended to "exonerate" the VA of wrongdoing. 

While the IG report found that at least 40 vets died while on electronic wait lists (EWL) and 
numerous veterans were forced to wait for extended periods of time for treatment, the report's 
authors were "unable to conclusively assert" that electronic wait list (EWL) times caused the 
deaths. 

The report also claims that whistle blowers did not provide them with a list of the forty patients 
who allegedly died while awaiting care. Instead, the investigators "conducted a broader review 
of 3,409 patients identified from multiple sources." 

Utilizing electronic records from the Phoenix VA, the report continues, "we were able to identify 
40 patients who died while on the EWL during the period April2013 through April2014." 

Out of the 3,409 patients reviewed, investigators found "28 instances of clinically significant 
delays in care associated with access to care or patient scheduling." 

Department of Veterans Affairs training guide depicts upset veterans as Oscar the Grouch 

http://nydn.us/lzUctoa 

An 18-page slide show titled 'What to Say to Oscar the Grouch - Dealing with Veterans During 
Town Hall Claims Clinics' was reportedly presented last week to VA employees in preparation 
for upcoming town-hall events in Philadelphia. 

''''''""""--"-"''' J3Y MICHAEL SORRENTINO 

NEW YORK DAILY NEWS 

Friday, August 29,2014, 8:10PM 

The Department of Veterans Affairs likened dissatisfied veterans to Oscar the Grouch, according 
to an internal training guide obtained by the Philadelphia Inquirer. 



Managers at more than a dozen Veterans Affairs medical facilities lied to investigators about 
scheduling practices and other issues, the department's inspector general said Tuesday. 

Richard Griffin, the V A's acting inspector general, said his office is investigating allegations of 
wrongdoing at 93 VA sites across the country, including 12 reports that have been completed and 
submitted to the VA for review. 

"The rest are very much active," Griffin told the Senate Veterans Affairs Committee on Tuesday. 

Griffin's office has been investigating VA hospitals and clinics across the country following 
reports of widespread delays that forced veterans in need of medical care to wait months for 
appointments. Investigators have said efforts to cover up or hide the delays were systemic 
throughout the agency's network of nearly 1,000 hospitals and clinics. 

While incomplete, Griffin provided the panel with a snapshot of the results so far. 

Managers at 13 facilities lied to investigators about scheduling problems and other issues, he 
said, and officials at 42 of the 93 sites engaged in manipulation of scheduling, including 19 sites 
where appointments were cancelled and then rescheduled for the same day to meet on-time 
performance goals. 

Sixteen facilities used paper waiting lists for patients instead of an electronic waiting list as 
required, Griffin said. 

Griffin was testifying on an investigative report by his office on delays in patient care at the 
troubled Phoenix veterans' hospital, where a whistleblower first exposed long delays and 
falsified waiting lists. A resulting scandal led to the ouster of former VA Secretary Eric Shinseki 
last spring. 

The Aug. 26 report said workers at a Phoenix VA hospital falsified waiting lists while their 
supervisors looked the other way or even directed it, resulting in chronic delays for veterans 
seeking care. The inspector general's office identified 40 patients who died while awaiting 
appointments in Phoenix, but the report said officials could not "conclusively assert that the 

_ ·--- ·-·- -·--·----· ... -~~-~nc~()f!~~~X ... <lll:~!~ty care caused the deaths ofthese vet:rans. "-----------------~----·------

Investigators identified 28 patients who experi:enced "clinically significant delays in care" that 
negatively affected the patients, Griffin said. Of those patients, six died, he said. In addition, the 
report identified 1 7 patients who received poor care that was not related to delays or scheduling 
problems, Griffin said. Ofthose patients, 14 died. 

Three high-ranking officials at the Phoenix facility have been placed on leave while they appeal 
a department decision to fire them. 



Lawmaker, VA IG Clash Over Death Report at Hearing I Fox News 

http://www.military.com/daily-news/2014/09/18/l<iwmaker-va-ig-clash-over-death-report-at­
hearing.html#.VBsTe7ujwb4.email 

The VA is an overly funded bloated bureaucratic behemoth sacred cow with an insatiable 
appetite gobbling up all available resources that are squandered instead ofbeingput to use for 
veterans. There needs to be a fundamental change in this failing organization that has repeatedly 
failed in its core mission to provide quality timely efficient health care to vets. 

1. Fire all top VA admin officials STAT! 

2. Fire all executive VA officials at all of the under performing medical centers STAT! 

3. Fire all executive VA officials at all medical centersinvolved in scandals STAT! 

4. Force VA to pay back all monies that have not been spent directly on veteran care, benefits, 
etc. including but not limited to monies spent on under deserved bonuses, office furniture, 
interior decorating/design, surpluses, etc. 

5. Remove as many bureaucratic layers as possible making the VA as flat a leadership system as 
possible. 

6. The ratio of providers and clinicalstaffmustbe boosted whilst reducing the bloated 
bureaucracy of paper weight positions (the size of the VA workforce and.budget dwarfs the US 
Marine Corps). 

7. All new hires hence forth must be veterans. 

8. A requirement for all VA executive positions and senior officials MUST be veterans. 

9. All VA medical centers must be aligned with an affiliate/associate active duty counter part 
medical center similar to the way the Army realigned all of their medical centers with their Corps 
to synchronize the medical mission with the war fighting capabilities. 

10. The above would reduce redundancy. 

11. Every veteran that is eligible for health care at the VA must receive a voucher card that gives 
that veteran the option of either receiving health care at the worst place possible i.e. the VA or 
selecting the best health care in the private sector that their VA entitlements allow. This would 


