

























































































DEPARTMENT OF VETERANS AFFAIRS
Washington DC 20420

The Honorable Carolyn N. Lerner July 28, 2015
Special Counse!

U.S. Office of Special Counsel

1730 M Street, NW, Suite 300

Washington, DC 20036

RE: OSC File No. DI-14-2762
Dear Ms. Lerner:

| am responding to your letter regarding allegations made by a whistleblower at the
Edward Hines, Jr. VA Medical Center (VAMC) in Chicago, IL. The whistleblower alleged that
“Hines management has failed to adhere to VA patient scheduling policies” and “has directed
staff to use improper scheduling procedures in an effort to conceal excessive wait times for
patient appointments”. The VA Office of Inspector General (OIG) conducted an investigation
into the whistleblower’s allegations and provided a report, dated January 21, 2015, to the Office
of Accountability Review (OAR) on January 26, 2015. The Secretary delegated to me the
authority to sign the enclosed report and take any actions deemed necessary under 5 U.S.C. §
1213(d)(5).

The Secretary directed the Office of Accountability Review (OAR) to conduct an
investigation concerning the whistleblower’s allegations. OAR, in turn, reviewed the OIG report
and related evidence and determined that the OIG report thoroughly addressed the issues the
whistleblower raised in her letter to OSC. Therefore, no additional investigation was required
by OAR. OAR substantiated that Medical Support Assistants (MSAs) throughout the VAMC
were changing data within the VistA system under the direction of MSA supervisors who
asserted these orders originated from the Patient Administrative Services (PAS) Chief.
Although OAR determined that no additional investigation was necessary, appropriate
administrative action is being taken by the facility and Veterans Integrated Service Network
against the Hines’ Chief of PAS for violations of Veterans Health Administration (VHA) Directive
2010-027, VHA Outpatient Scheduling Processes and Procedures. This action is based on the
OIG report and OAR’s subsequent review of the evidence.

Findings from the OIG investigation and OAR review are contained in the enclosed
report, which | am submitting for your review. | have reviewed these findings and agree with
the recommendations listed in the report. We may also send your office a follow-up response
describing actions which have been and will be taken in response to this report.

Thank you for the opportunity to respond.

Sincerely,

SO

Rbbert L. Nabors
Chief of Staff

Enclosure
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statutes.
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Executive Summary

Pursuant to its authority in Title 5, U.S. Code (U.S.C.) subsection 1213(c), the Office of
Special Counsel (OSC), by letter dated June 5, 2014, to the former Acting Secretary of
Veterans Affairs (VA or the Department), referred for investigation specific allegations
made by VA employee, Ms. Germaine Clarno (hereafter, the Whistleblower), that “Hines
management has failed to adhere to VA patient scheduling policies” and “has directed
staff to use improper scheduling procedures in an effort to conceal excessive wait
times’ for patient appointments”. Ms. Clarno is a Social Worker and the local American
Federation of Government Employees (AFGE) Union President. The VA Office of
Inspector General (OIG) conducted an investigation into the allegations and provided a
report, dated January 21, 2015, to the Office of Accountability Review (OAR) on
January 26, 2015. OAR, in turn, reviewed the report and evidence, and determined that
the OIG report thoroughly addressed the issues which Ms. Clarno raised in her letter to
OSC. Therefore, no additional investigation was conducted by OAR.

Specific Allegations of the Whistleblower:

1. Mental Health Service Line staff was improperly directed to record and track
patient appointments on a separate Excel spreadsheet instead of the VA’s
electronic tracking system, in violation of agency policy;

2. Scheduling staff in certain units were improperly directed to “zero out

wait times in violation of agency policy;

patient

3. Management'’s failure to adhere to scheduling protocols and the use of improper
scheduling practices have created a false appearance of acceptable wait times,
while making significant delays in veteran’s access to care.

OAR reviewed the OIG report and determined that conducting an administrative
investigation was not necessary. Based on the OIG report and its evidence, OAR
substantiated allegations when the facts and findings supported that the alleged
events or actions took place, and did not substantiate allegations when the facts and
findings showed the allegations were unfounded. The OAR team was not able to

' Wait time is calculated as the time between the patient’s desired appointment date (or a doctor's consult
date) and the date of the actual scheduled appointment.

% To “zero out’ involves entering the next available “appointment date” as the “desired date” to give the
appearance of zero wait times. VHA Directive 2010-027: “The desired date is defined by the patient
without regard to schedule capacity. Once the desired date has been established, it must not be altered
to reflect an appointment date the patient acquiesces to accept for lack of appointment availability on the
desired date.”
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substantiate allegations when the available evidence was not sufficient to support
conclusions with reasonable certainty whether the alleged event or action took place.

Summary Statement

This constitutes the Department’s response, as required by 5 U.S.C. § 1213(d).

This report was developed after a thorough review of the OIG Comprehensive Report of
investigation entitled “Hines VAH Wait Times”, File No. 2014-02890-1C-0072, to address
OSC's concerns that the Medical Center may have engaged in actions that constitute a
violation of law, rule or regulation, gross mismanagement, an abuse of authority, or a
substantial and specific danger to public health. In particular, OAR has examined the
issues from a Human Resources perspective to establish accountability for improper
personnel practices when necessary. OAR found actions that constituted a violation of
agency policy, however, the actions did not constitute a violation of law, rule or
regulation, gross mismanagement, abuse of authority, or a substantial and specific
danger to public health.

After careful review of findings, VA makes the following conclusions and
recommendations.

Conclusion for Allegation #1:

Not substantiated. — There is no evidence to suggest the tracking tools utilized by
the Mental Health Service Line were in conflict with VHA Directive 2010-027, VHA
Outpatient Scheduling Process and Procedures or used with intent to hide delays in
treatment. It appears the Trauma Services database, and its related spreadsheet
located on a shared drive, were used to assist in the tracking of modern mental
health treatment in a way in which antiquated VA scheduling software was deficient.
The database is used in addition to the Veterans Health Information Systems and
Technology Architecture (VistA), VA Computerized Patient Record System
(CPRS), and other VA programs. It is not used in their place, or used to circumvent
the process. The National Center for Post-Traumatic Stress Disorder has been aware
of the database’s existence.

Recommendation: None
Conclusion for Allegation #2:

Substantiated - Medical Support Assistants (MSAs) throughout the Edward Hines, Jr.
VA Medical Center were changing data within the VistA system under the direction of




MSA supervisors, who asserted these orders originated from the Patient Administrative
Services (PAS) Chief.

Recommendation: Administrative action should be taken for violations of VHA
Directive 2010-027, VHA Outpatient Scheduling Processes and Procedures.

Conclusion for Allegation #3:

Not able to substantiate - There is no evidence to suggest management had
knowledge of improper scheduling practices. In addition, the Patient Advocate Office
provided copies of approximately 1,100 patient complaints for review by the OIG
investigators. The complaints were neither supportive of allegations made during the
investigation, nor were they indicative of problems which can be associated with
intentional schemes to hide wait time data at the Hines VA Medical Center.

Recommendation: None



Report to the Office of Special Counsel
l. Introduction

The former Acting Secretary of Veterans Affairs authorized OAR to investigate a
complaint lodged with the OSC by a whistleblower employed by the Department at the
Edward Hines, Jr. Medical Center, Chicago, IL.. The Whistleblower, Ms. Germaine
Clarno, alleged that Hines management has failed to adhere to VA patient scheduling
policies” and “has directed staff to use improper scheduling procedures in an effort to
conceal excessive wait times for patient appointments”.

Il. Facility Profile

Edward Hines, Jr. VA Hospital (Hines VAH), located 12 miles west of downtown
Chicago on a 147-acre campus, offers primary, extended and specialty care and serves
as a tertiary care referral center for VISN 12. Specialized clinical programs include Blind
Rehabilitation, Spinal Cord Injury, Neurosurgery, Radiation Therapy and Cardiovascular
Surgery. The hospital also serves as the VISN 12 southern tier hub for pathology,
radiology, radiation therapy, human resource management and fiscal services.

Hines VAH currently operates 471 beds and six community based outpatient clinics in
Elgin, Kankakee, Oak Lawn, Aurora, LaSalle, and Joliet. Over 600,000 patient visits
occurred in fiscal year 2010 providing care to over 54,000 Veterans, primarily from
Cook, DuPage and Will counties. In FY 2010 the budget for Hines was over $510
million.

lll. Allegations

A letter, dated June 5, 2015, sent from the OSC to the former Acting Secretary of
Veterans Affairs alleged the following:

e Mental Health Service Line staff were improperly directed to record and track
patient appointments on a separate Excel spreadsheet instead of the VA's
electronic tracking system, in violation of agency policy;

e Scheduling staff in certain units were improperly directed to “zero out” patient
wait times in violation of agency policy; and

¢ Management's failure to adhere to scheduling protocols and the use of improper
scheduling practices have created a false appearance of acceptable wait times,
while making significant delays in veteran’s access to care.



IV. Conduct of Investigation

Between May 15, 2014 and August 14, 2014, interviews of Medical Support Assistants
(MSAs), MSA supervisors (in both outpatient and specialty clinics), clinical staff; and
members of facility and VISN senior management were conducted jointly by members
of the VA OIG Investigations and Audit Division. The OIG team consisted of Special
Agents (SAs) J. Cossairt and S. Humeniak, as well as Auditors O. Young and C.
Nielson. The Whistleblower was interviewed on May 27, 2014 in the presence of her
AFGE Attorney, J. Ward Morrow.

During the site visit, the OIG team interviewed the individuals listed below, who were all
provided their Garrity rights®. Several employees had representation from the union, a
coworker, or a private attorney.

Germaine Clarno, Social Worker, Whistleblower

Joyce Boyd, Health Care Technician

Amin Sahtout, MSA

Parrish Brown, MSA

Richard Gibbs, MSA

Sharel Aldridge, Lead MSA

Curtis Cunningham, MSA Supervisor

Lovette Parks, Inpatient MSA Supervisor

Carla Logan, MSA Supervisor

Eric Shank, MSA Supervior

Mary Muth, MSA Supervisor

Rashad Kighten, MSA

Loretta Haley, Medicine Subspecialty MSA

Sarah Berry, Medicine Subspecialty MSA

Jessica Garcia, MSA

Stella Caro, MSA Supervisor

Priscilla Hartel, Automatic Data Processing Coordinator
Christopher Wirtjes, Chief of Patient Administrative Services
Donna Fagan, former Chief of Patient Administrative Services
Ryan Landi, Section Chief of Ambulatory Care

Joan McKenzie-Hobbs, Assistant Chief, Patient Administrative Services
Dr. Kelly Phipps Maieritsch, Psychologist and Program Manager, Trauma
Services Division, Mental Health Service

® The Garrity warning is an advisement of rights usually administered by state or iocal investigators to
their employees who may be the subject of an internal investigation. The Garrity warning advises subjects
of their potential criminal and administrative liability for any statements they may make, but also advises
subjects of their right to remain silent on any issues that tend to implicate them in a crime.




Dr. Brian Hertz, Associate Chief of Staff

Dr. Christine Erickson, Physician, General Medicine

Dr. Bruce Roberts, Chief of Mental Health

Dr. Jonathan Sachs, Physician, Primary Care

Cecilia Beauprie, Chief Nurse of Outpatient Care

Marivic Gregorio, Quality Improvement and Systems Specialist; former Clinical
Nurse Manager

Deborah Dear, Clinical Information System/Anesthesia Record Keeper
Coordinator; former Staff Nurse in Surgical Clinic

Jodi Azzolin, Clinical Nurse Manager

Catalina Burke, RN, Pain Clinic

Hattie Frierson-Johnson, Acting Supervisor of Admissions and Administrator on
Duty

Karandeep (Kenny) Sraon, Assistant Director

Dr. Jack Bulmash, Chief of Staff

Joan Ricard, former Medical Center Director

Dr. Jeffrey Murasky, Network Director, VISN 12

Tom Grego, Patient Advocate Office

Those interviewed were asked to submit emails and other documents related to the
matters-at-hand. Some individuals were also asked to produce reports. All of the
documentation is included in the “Documents Reviewed” section at the conclusion of
this report.

V. Findings, Conclusions, and Recommendations

Allegation #1: That Mental Health Service Line staff were improperly directed to
record and track patient appointments on a separate Excel spreadsheet instead
of the VA’s electronic tracking system, in violation of agency policy was NOT
substantiated.

Regulations: N/A

Policy: VHA Directive 2010-027, VHA Outpatient Scheduling Process and Procedures,
effective June 9, 2010 and expiring June 30, 2015, provides policy for implementing
processes and procedures for the scheduling of outpatient clinical appointments
and for ensuring the competency of staff directly or indirectly involved in any or all
components of the scheduling process.

In April 2010, the Deputy Undersecretary for Health for Operations and
Management issued a memorandum to all VISN Directors regarding “Inappropriate
Scheduling Practices.” This memorandum called for immediate facility reviews of



current scheduling practices to identify and eliminate all inappropriate practices, and
included a list of known “gaming strategies” for decreasing the appearance of
excessive patient wait times.

In October 2013, the Hines VAH issued Policy Memorandum # 578-13-001P-002,
entitled “Paper Logbook Policy,” to establish policy guiding the limited use of
paper logbooks containing Individually-ldentifiable Information and Individually-
ldentifiable Health Information throughout the Hines VAH and community-based
outpatient clinics. This policy prohibits the use of paper logbooks, which are defined
as follows:

Paper Logbooks: Any written record of activity or events comprised of
data which may uniquely identify an individual or contain sensitive personal
information and maintained over a period of time for the purpose of
tracking information or creating a historic record. Examples include laboratory
or morgue disposition logs, autopsy logs, wound care logs, facility access
logs, logs of cases cleared, and logbooks of hearing attendance.

This policy does, however, provide exceptions for rare instances when a paper log
may be required by directive or compelling business requirement. If so, a
memorandum must be submitted to the Hospital Director outlining why this is
necessary. If approved, they are allowed and must be in a locked cabinet or room.

Findings:

Dr. Kelly Phipps Maieritsch, a psychologist and Program Manager of the Trauma
Services division of the Mental Health Service line, created a database to aid in
tracking veterans' treatments. The Whistleblower stated that the database was created
in response to the mandate from VA Central Office that patients receive care within 14
days, however, Dr. Maieritsch started utilizing the database in approximately 2008, long
before the 2011, 14-day mandate.

The database consists of three separate databases; one for referrals, one for the Core
Program, and one for treatment. The database is used in addition to VistA, CPRS,
and other VA programs. It is not used in their place or to circumvent its use.

The Core Program is a two-day orientation program used as a clinical tool to begin the
process of treatment for Post-Traumatic Stress Disorder (PTSD). Dr. Maieritsch
created the program while at a different VA facility and with no consideration for VA
Central Office-mandated wait time goals. Dr. Bruce Roberts, Chief of Mental Health,
confirmed that the Core Program was not created in response to a performance
measure but instead was developed as a tool to offer group sessions to better



serve veterans reluctant or apprehensive to come in for mental health treatment.

The database is used to comprehensively track veterans’ care in a way currently
not possible with VistA, CPRS, and other VA programs. The database is held on a
shared protected drive, to which all clinicians in her section have access. Dr.
Roberts is aware of its existence, as is the National Center for PTSD, and Dr. Jeffrey
Murawsky, VISN 12 Director.

Dr. Maieritsch stated veterans are immediately scheduled for appointments in VistA,
as available. No Trauma Services’ clinicians have scheduling access. Clinicians

complete scheduling sheets for each veteran and submit them to MSAs assigned to
Mental Health for entry into VistA.

Dr. Maieritsch asserted that the allegation her database was intended as a means in
which to artificially lower wait times is “ridiculous.” She went on to explain that the
VistA system is not reflective of the nature of on-going mental health treatment and
the concept of desired date is not really applicable in the context. She maintained
veterans are being seen in a timely manner, within facility goals, and when they want
to be seen.

Conclusion: There is no evidence to suggest the tracking tools utilized by Mental
Health are in conflict with VHA Directive 2010-027 or used with intent to hide delays
in treatment. It appears the Trauma Services database with related spreadsheets,
which are located on a shared drive, is used to assist in the tracking of modern
mental health treatment in a way that antiquated VA scheduling software was deficient.

Recommendation: None

Allegation #2: That scheduling staff in certain units were improperly directed to
“zero out” patient wait times in violation of agency policy WAS substantiated.

Regqulations: N/A

Policy: VHA Directive 2010-027, VHA Qutpatient Scheduling Process and Procedures,
effective June 9, 2010 and expiring June 30, 2015, provides policy for implementing
processes and procedures for the scheduling of outpatient clinical appointments
and for ensuring the competency of staff directly or indirectly involved in any or all
components of the scheduling process.

In April 2010, the Deputy Undersecretary for Health for Operations and
Management issued a memorandum to all VISN Directors regarding “Inappropriate
Scheduling Practices.” This memorandum called for immediate facility reviews of
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current scheduling practices to identify and eliminate all inappropriate practices, and
included a list of known “gaming strategies” for decreasing the appearance of
excessive patient wait times.

Findings: There were a total of 15 MSAs and MSA supervisors interviewed by the OIG
investigators. There was clear consistency in witness statements regarding instructions
they were provided by former PAS Chief, Donna Fagan versus current PAS Chief,
Christopher Wirtjes.

Ms. Fagan, who was the PAS Chief immediately prior to Mr. Wirtjes, was hired in
approximately January 2011. Before Ms. Fagan assumed her supervisory role as Chief,
if patient appointment wait times were greater than 30 days, MSAs were given lists
of such appointments and told to change the dates in the VistA system to show a
smaller wait time. Under Ms. Fagan'’s supervision, the above practice was stopped.

After the departure of Ms. Fagan and under the supervision of the current PAS Chief,
Mr. Wirties, MSAs were once again given lists of appointment wait times exceeding 14
days, told to enter the VistA system and told to change desired dates in order to
decrease the wait times to the 14-day window.

Mr. Wirtjes revised a Power Point presentation, previously created by Ms. Fagan, to
reflect his scheduling methods and asked MSA supervisors to re-train the MSAs. MSAs
were re-trained in September 2013. Mr. Wirtjes told the MSA supervisors to instruct
their MSAs to find open appointments in VistA and then “back out” of the system.
MSAs were then told to schedule an appointment by setting the desired date as the
same date as the actual appointment, making the wait time appear to be zero days.

A report called the “Priscilla Report” has been generated for many years by employee
Priscilla Hartel. This report is an Excel spreadsheet officially known as an Information
Resource Management (IRM) Data Run and shows appointments where the wait times
exceed 14 days. This report is distributed to Lead MSAs who, in turn, sort the lists by
MSA names and distribute the lists to those MSAs. Under Ms. Fagan, this list was used
to “fix” clerical errors only. Under Ms. Wirtjes, “fixing errors” meant that MSAs were to
go back into the VistA system, cancel the appointment in question, then immediately
re-make the appointment with a desired date showing the same as that of the
appointment date, which decreased the wait time to zero.

There was a meeting held sometime between July and October 2013 during which Mr.

Wirtjes told staff that the Hines wait times numbers were the worst in VISN 12. He also
instructed staff to start using the “back out method” and “make the numbers look good.”
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Mr. Wirtjes further stated that his only intent with using the Priscilla Report was to
educate MSAs. He denied receiving results of Priscilla Report “fixes”. He also denied
instructing MSA supervisors or anyone in their chain of command to purposely alter
dates in the VistA system in response to the Priscilla Report.

After the Phoenix VA Medical Center investigation was conducted, revealing
manipulation of wait times, Mr. Wirtjes told MSAs that the MSA supervisors
“misunderstood” his orders and that he never gave instructions to alter appointment
desired dates. Although he agreed that wait time data was being changed, resulting in
better wait times numbers, Mr. Wirtjes blamed the MSAs and MSA supervisors for their
misunderstandings of the situation.

Mr. Wirtjes stated that he met with the MSA s upervisors in approximately September
2013 and instructed them to view appointments as part of the discussion with the
veteran, and if the veteran didn’t care and agreed to another available appointment
date, to treat the new date as the desired date. He later realized this was too liberal
and was in the process of updating these directions immediately prior to the OIG
investigation.

Conclusion: It has been clearly shown that MSAs were changing data within the
VistA system under the direction of MSA supervisors. Both MSAs and MSA
supervisors asserted these orders originated from PAS Chief, Mr. Wirtjes. The
interpretation of scheduling processes, in specific regard to desired date interpretation
and negotiation of desired date with veterans, varied across the MSAs interviewed.
Mr. Wirtjes admitted to implementing scheduling methods in which the MSAs could
encourage agreement from veterans for alternate desired dates closer to the
scheduled appointment dates. While arguably practical, this violates Veterans
Health Administration (VHA) Scheduling Directive 2010-027.

Recommendation: Administrative action should be taken against the PAS Chief for
violation of the VHA Scheduling Directive 2010-027. As of the writing of this report,
Hines' VA Medical Center senior management and Human Resource Service have
received the complete evidence file in order to determine what kind of appropriate
administrative action should be taken against the PAS Chief. This is being handied at
the local level.

Allegation #3: That Management’s failure to adhere to scheduling protocols and
the use of improper scheduling practices have created a false appearance of
acceptable wait times, while making significant delays in veteran’s access to care
was NOT ABLE TO BE substantiated.

Regulation: N/A
12



Policy: VHA Directive 2010-027, VHA Outpatient Scheduling Process and Procedures,
effective June 9, 2010 and expiring June 30, 2015, provides policy for implementing
processes and procedures for the scheduling of outpatient clinical appointments
and for ensuring the competency of staff directly or indirectly involved in any or all
components of the scheduling process.

In April 2010, the Deputy Undersecretary for Health for Operations and
Management issued a memorandum to all VISN Directors regarding “Inappropriate
Scheduling Practices.” This memorandum called for immediate facility reviews of
current scheduling practices to identify and eliminate all inappropriate practices, and
included a list of known “gaming strategies” for decreasing the appearance of
excessive patient wait times.

Findings: Ms. Fagan, previous PAS Chief, stated that she believed former Medical
Center Directors, Sharon Helman and Joan Ricard, had no idea manipulation of data
was occurring. She further stated that she believes Assistant Director, Kenny
Sraon’s re-implementation of the questioned scheduling practices was done out of
ignorance and a lack of understanding of the MSA scheduling process as opposed to
an intent to “scam” anyone or anything.

When he began at Hines as Assistant Director on November 4, 2012, Mr. Kenny
Sraon, had a dialogue with Dr. Brian Hertz, Associate Chief of Staff, and other
senior staff regarding scheduling wait time issues. Dr. Hertz asserted MSAs were
making “scheduling errors,” which made wait times appear longer. Mr. Sraon was
not ingrained in the details nor did he fully understand them. He received the
“Priscilla Report” as did other senior leaders. He asked Mr. Wirtjes to explain the
Priscilla Reports to him and Mr. Wirtjes explained that errors were identified in the
difference between the “create date” and actual appointment dates, which resulted
in numbers ranging from negative figures to positive figures. His understanding from
Mr. Wirties was that numbers in the zero and one range were deemed likely
“clerical errors,” which were then re-addressed. When shown a “Priscilla Report” by
the OIG, it was pointed out that the difference in desired date and appointment date
was what actually populated the list. Mr. Sraon stated he was unaware of this
distinction.

Mr. Sraon stated that he had observed most MSA scheduling training had been
handled “verbally” by Donna Fagan. He urged the training to be changed to include
giving employees access to VHA handbooks and directives so that they could be

4 Although this term is not referenced in VHA Directive 2010-027, it is interpreted to mean the date the
appointment is put into the VistA system.
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trained correctly. He did not comprehend in detail the issues/problems involving
scheduling at that time.

Mr. Sraon selected Chris Wirtjes to be the new PAS section chief after the departure
of Ms. Fagan. He relied on Mr. Wirtjes and Joan McKenzie-Hobbs, Assistant Chief,
PSA, to properly train MSA supervisors and MSAs on how to schedule patient
appointments according to VHA policy.

Since Mr. Sraon arrived at Hines and prior to the recent issues, he was unaware
anyone was manipulating desired dates in VistA. Mr. Sraon did acknowledge seeing
the memorandum regarding “Inappropriate Scheduling Practices”, dated April 26, 2010.
Prior to this investigation and recent media coverage, he was not aware any of these
practices were occurring at Hines. He does not believe any pressure to “fix” wait
time numbers comes from the directorship at Hines.

Mr. Sraon provided various e-mails in which he addressed possible scheduling
errors by MSAs and the need for training to include proper ways to interpret and
enter desired dates. The e-mails show dialogue among Mr. Sraon, Mr. Wirtjes and
senior management in 2013, wherein management appears to be imploring proper
training and adherence to the scheduling directive and proper use of the Electronic
Wait List.

Dr. Hertz testified that he never instructed Mr. Wirtjes to manipulate desired dates and
he never received orders from anyone above him to have the numbers manipulated.

Marivic Gregorio, Quality Improvement and Systems Specialist, testified that nobody
senior to her ever asked her to have MSAs change desired dates or any appointment
information.

Dr. Jack Bulmash, Chief of Staff, testified neither he, nor anyone in the directorship
at Hines, has ever ordered or condoned the deliberate falsifying of access to care
data. He believes if any intentional changing of data directed by mid-level
management occurred, it was only intended to improve accuracy and decrease input
errors by MSAs. He had no knowledge or understanding of why Mr. Wirtjes would
train or instruct MSAs to change desired dates other than for legitimate data
accuracy.

Ms. Joan Ricard, former Hines Medical Center Director, testified that she was familiar
with the memorandum regarding “inappropriate Scheduling Practices”, dated April 26,
2010. When she came to Hines, she was made aware of MSA clerical errors and
issues regarding desired date interpretation. Ms. Ricard stated that she never
ordered any data manipulations or otherwise instructed anyone to engage in such
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practices. She was unaware that data was being changed, other than the
aforementioned MSA input / clerical errors, over which she had various conversations
with Chris Wirtjes.

The OIG showed Ms. Ricard an e-mail, dated April 9, 2014, wherein the VISN 12
Director, Dr. Murawsky, referenced a hearing where the VA “took a beating” on
access and advised Ms. Ricard that Hines had access issues. She replied to Dr.
Murawsky that sustained improvement takes time and that: “If you want me to put a
band aid on it and do what the majority of other facilities do and do work-arounds, |
am unwilling to do so. | am willing to defend the approach we are taking and if this is
not quick enough for Congress then they will need to find another Director.” After
reviewing this email Ms. Ricard stated she was aware that other facilities in the
past have used “band aid solutions”, i.e. numbers gaming work-arounds, but she
has never and will not utilize such scheduling tactics to improve access numbers.
She was not aware MSAs were changing desired dates at the behest of their
supervisors until recently when audits and investigations were being done. She
believed MSA supervisors and MSAs misinterpreted correction of clerical errors to be
simply changing desired dates. She recently learned from speaking with MSAs that
they were being told to change desired dates by their supervisors and that they
feared retaliation if they did not. She was not previously aware of this. She doesn’t
know why Mr. Wirtjes would say he felt pressure from anyone in the Director’s Suite
to change desired dates.

All facility senior leaders were aware of challenges with scheduling, especially in
measuring access and wait times. Dr. Murawsky echoed this sentiment. In addition, he
stated that, as a provider, he knows there are long wait times for care. As an
administrator, he knows that desired date-based data is very inaccurate, with a lot of
room for human error by MSAs in interpretation of desired date.

Dr. Murawsky was not aware Mr. Wirtjes had re-implemented “block scheduling”. He
has never ordered or otherwise instructed any staff to intentionally alter data to hide
wait times.

There was no testimony from MSAs, MSA supervisors, or either Ms. Fagan or Mr.
Wirtjes that facility senior leadership instructed them to alter the desired date or
manipulate wait times.

Conclusions: There is no evidence to suggest management above Mr. Wirtjes had
knowledge of improper scheduling practices. In addition, the Patient Advocate Office
provided copies of approximately 1,100 patient complaints for review by the OIG

investigators. The complaints were neither supportive of allegations made during the
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investigation, nor were they indicative of problems which can be associated with
intentional schemes to hide wait time data at the Hines VA Medical Center.
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Documents Reviewed

—_—

VHA Directive 2010-027, VHA Outpatient Scheduling Process and Procedures,

dated 06/09/10 and expiring 06/30/15

Memorandum Re: “Inappropriate Scheduling Practices”, dated 04/26/10.

Hines Policy Memorandum 578-13-001P-002, Paper Logbook Policy dated 10/21/13.

Letter from Senator Mark Kirk to Richard Giriffin, dated 05/21/14.

Memorandum from Ms. Joan Ricard to Hines’ employees, Re: Accuracy in

Scheduling Practices, dated 05/08/14.

Letter from Senator Mark Kirk to Sloan Gibson, dated 07/03/14.

E-mail from Dr. Bruce Roberts, dated 05/06/14 and e-mail from Joan Ricard,

dated 5/8/2014.

8. Transcript of interview of Ms. Germaine Clarno, dated 05/27/14.

9. VA Central Office Site Visit Close-Out Report, dated 05/14/14.

10. Fax cover page and e-mail from Deborah Dear, dated 05/14/14.

11.First eight pages of an IRM Data Report, known as a “Priscilla Report,”
dated 05/13/14.

12."“Scheduling Business Rules” PowerPoint presentation, dated 05/10/13.

13.“Scheduling Business Rules” PowerPoint presentation, dated 09/12/13.

14. Two letters of inquiry issued by Ms. Carla Logan, dated 12/03/14 and 12/04/14.

15. Complaint letter of Mr. Rashard Knighten.

16. Transcript of interview of Mr. Christopher Wirtjes, dated 05/19/14.

17.Blank sample pages of the databased referenced by Dr. Kelly Phipps
Maieritsch during her interview

18. Memorandum for Record, dated 07/17/14.

19.E-mails of Ms. Deborah Dear dated 11/14/13, 3/12/14 and sample Minor
Local Procedure log

20.E-mails provided by Mr. Karandeep (Kenny) Sraon from July through November
2013.

21.E-mail of Dr. Jack Bulmash, dated 04/24/14.

22.E-mail between Dr. Jeffrey Murawsky and Ms. Joan Ricard, dated 4/9/14.

23.E-mails between Hines VA Medical Center and VISN 12 management between

2010 and 2014.

24.E-mail of SA Greg Porter to Ms. Germaine Clarno and attorney, dated 07/28/14.

25. Office of Inspector General Report, File No. 2014-02891-1C-0072
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