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issues.” See OIG Report No. 14-03540-123.2 The report further noted that “supervisory
staff did not complete the required number of supervision tasks associated with the
quality of call responses by VCL responders.” The whistleblower also pointed out that
the OIG report found the following deficiencies in VCL responder training:

Of the 33 [responders] hired during [2014], we found that 6 (18 percent) did
not have orientation checklists. The 27 responders who had checklists had
completed training modules related to call center rescues and consult
resources. However, 24 of the 27 (89 percent) orientation checklists did not
have all of the checklist items marked as completed and/or were not signed
or dated by the responders’ supervisors. We also found no evidence that 18
of the 33 (55 percent) responders had taken a post-orientation test. /d.

The whistleblower stated: “OIG’s findings seem to call into question the
VA'’s ability to provide appropriate quality assurance and consistent training, which
is the basis of their decision to keep otherwise unqualified employees actively
involved in the crisis line. It would appear the conclusion there was not a substantial
threat to health and public safety was based solely on'the VA’s own internal quality
assurance controls and training which OIG found to be insufficient.” The
whistleblower also noted that the original 2008 reclassification of VCL employees
from a Title 38 to a Title 5 classification is specifically prohibited under VA policy.
See VA Handbook 5005, Part I1I, Appendix N (b). The whistleblower further
questioned the appropriateness of reassigning employees from one Title 5
occupation to another, when the agency acknowledged these employees wete still
improperly performing clinical duties that must be conducted by clinical staff hired
under Title 38. The whistleblower concluded by asserting that the report
demonstrates that the VA failed to accept accountablhty for its errors and has put
veterans at risk.

I have reviewed the original disclosure, the agency reports, and the
whistleblower comments. I have determined that whiie the reports meets all
statutory requirements, the findings regarding employee qualifications appear
unreasonable. The whistleblower comments are particularly compelling, as they
highlight that the agency’s conclusions regarding VCL responder training and »
quality assurance programs are contradicted by multiple VA OIG investigations and
reports. The VCL is responsible for providing services to vulnerable veterans
experiencing acute mental health crises. Accordingly, employees responsible for
this mission must be held to the hlghest professional standards. The VA’s
reclassification of these positions is troubling, as several OIG reports have indicated
that the trammg and quality assurance monitoring relied upon by the VA to justify
these actions'is senously deficient. The VA OIG’s findings regarding VCL

2 Available at: http://www.va.gov/oig/pubs/VAOIG-14-03540-123.pdf.
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responder training and quality assurance monitoring should instead prompt the VA
to conduct a significant review of VCL management, take appropriate corrective
action as necessary, and prioritize the training and quality assurance procedures of
the VCL.

As required by 5 U.S.C. § 1213(e)(3), I have sent a copy of this letter, the agency
report, and the whistleblower comments to the Chairmen and Ranking Members of the
Senate and House Committees on Veterans’ Affairs. I have also filed copies of these
documents in our public file, which is available at www.osc.gov. This matter is now

closed:
Respectfully,
W
Carolyn N. Lerner
Enclosures

cc: Chief of Staff Vivieca Wright Simpson



