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OUTPATIENT WAITING TIMES

WEDNESDAY, DECEMBER 12, 2007

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

The Subcommittees met, pursuant to notice, at 2:50 p.m., in
Room 345, Cannon House Office Building, Hon. Michael H. Michaud
[Chairman of the Subcommittee on Health] presiding.

Present from Subcommittee on Health: Representative Michaud.

Present from Subcommittee on Oversight and Investigations:
Representatives Mitchell, Space, and Brown-Waite.

Also present: Representative Kennedy.

OPENING STATEMENT OF CHAIRMAN MICHAEL H. MICHAUD,
SUBCOMMITTEE ON HEALTH

Mr. MicHAUD. I would like to call to order this joint hearing on
the U.S. Department of Veterans Affairs (VA) outpatient waiting
times.

I would ask unanimous consent that my full statement be in-
cluded in the record. Hearing no objection, so ordered.

The focus of this hearing is waiting times for outpatient appoint-
ments in the Veterans Health Administration (VHA). Outpatient
waiting times are one aspect of a much broader focus of the Sub-
committee on Health, access to high-quality healthcare. “Access to
healthcare” is defined as the ability to get medical care in a timely
manner when needed. We know that access to healthcare is impor-
tant for veterans. It improves treatment outcomes and the quality
of life for those who have it.

Since the beginning of the 110th Congress, the Subcommittee on
Health has taken broad action to increase veterans’ access to
healthcare. Today I hope that we will learn more about how the VA
is doing, in seeing patients in a timely manner for initial and nec-
essary follow-up appointments, and how the VA tracks this infor-
mation. I would also like to learn how the VA is managing patient
care to provide necessary preventative medicine.

In a system that handles 40 million outpatient appointments per
year, it is clear that efficient and effective policy, training and fol-
lowup is critical in achieving success. I hope that we can use this
time to work toward a solution so that we can all achieve our pri-
mary goal, to improve the access to healthcare for all veterans. I
am confident that, by working together, we will be successful.
Timely access to quality healthcare is something that those who

o))
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have served our country have earned. We must work together to
provide it for them.

I now would like to yield to Ms. Brown-Waite, the Ranking Mem-
ber of the Subcommittee on Oversight and Investigations, for an
opening statement.

[The prepared statement of Chairman Michaud appears on p. 29.]

OPENING STATEMENT OF HON. GINNY BROWN-WAITE,
RANKING REPUBLICAN MEMBER,
SUBCOMMITTEE ON OVERSIGHT AND INVESTIGATIONS

Ms. BROWN-WAITE. Thank you, Mr. Chairman.

I want to thank Ranking Member Miller, who I know is on his
way, along with the rest of the Members of the Subcommittee on
Health for joining us for this important hearing on outpatient wait-
ing times at the Department of Veterans Affairs.

As of October 2007, there were 7.9 million veterans enrolled in
the VA healthcare system. Today there are more than 153 VA
medical centers and 724 community-based outpatient clinics—we
refer to them as “CBOCs”—available to serve the needs of our vet-
erans. When a veteran or a physician calls to schedule an appoint-
ment in one of these clinics, they should be able to receive an ap-
pointment that is timely and appropriate to the medical needs of
the veteran.

I am looking forward to hearing from our first panel of witnesses
today as well as from the other panel as to how they feel outpatient
wait times at the VA has affected them as well as any possible so-
lutions that we can, as a legislative body, come up with to remedy
the situation. I am also interested in hearing from the VA Office
of Inspector General (OIG) on their perspective on the wait time
issue. Finally, I expect to hear from the VA as to how they monitor
wait times and what steps they are taking to improve the timeli-
ness of services provided to our veterans.

On January 4, 2007, I introduced H.R. 92, the “Veterans Timely
Access to Health Care Act,” which would make the standard for a
veteran seeking primary care from the Department of Veterans Af-
fairs 30 days from the date the veteran actually contacts the De-
partment. Unfortunately, the bill is needed because current prac-
tices do not meet that goal.

I monitor data in my area, which is part of Veterans Integrated
Service Network (VISN) 8, from the Department of Veterans Af-
fairs to determine the time new patients and existing patients wait
to receive an appointment. While established patients wait less
than 15 days for an appointment, the numbers for new patients
happen to be much higher.

What I also found interesting, in looking over the data, is that
there appears to be a decrease in the wait times at the major
medical facilities; however, at the CBOC level, the community-
based outpatient clinic level, wait times actually have increased. In
the third quarter of fiscal year 2007, new patients had to wait an
average of 45 to 50 days to receive an appointment at a VA clinic,
while new patients waited an average of 22 to 25 days to receive
an appointment at the VA medical centers. This simply is not ac-
ceptable.
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I am also curious as to the dramatic decrease in the wait times
at the VA medical centers in VISN 8. I question whether patients
are being redirected to the CBOCs to reduce wait times at the med-
ical centers. If veterans are having problems receiving their care
within 30 days, then Congress needs to allow them to look for an
alternative.

My bill is not—and I underline “not”—a scheme to move VA to-
ward privatization. It simply ensures that veterans receive care in
a timely manner.

The VA can and does provide a high level of care to all of the
veterans who are enrolled in the system. However, if a veteran can-
not be seen by a physician in a timely manner, what good does that
do? The Department of Veterans Affairs’ Web site states that it is
the goal of the VA to, and I quote, “provide excellence in patient
care, veterans benefits and consumer satisfaction.” This hearing
today is to determine whether the VA is meeting that goal with
timely access to care.

As everyone knows, this issue is tremendously important to
every American. Our veterans did not wait to answer the call of
duty. They answered their Nation’s call and took up arms to pro-
tect our freedom. They served, and many returned injured and in
need of care.

I talk with veterans from my district on a daily basis about the
issues that they have with the VA, and getting in to see a doctor
in a timely fashion is at the top of their list. I do not believe that
veterans’ care should be a political issue. Instead, Members of Con-
gress should work together to improve veterans healthcare so that
it becomes the model for good governance and excellence in health-
care.

Again, I thank you, Mr. Chairman, and I yield back the balance
of my time.

[The prepared statement of Congresswoman Brown-Waite ap-
pears on p. 30.]

Mr. MICHAUD. Thank you very much.

I now will recognize Mr. Mitchell, who is the Chairman of the
Subcommittee on Oversight and Investigations, for an opening
statement.

OPENING STATEMENT OF CHAIRMAN HARRY E. MITCHELL,
SUBCOMMITTEE ON OVERSIGHT AND INVESTIGATIONS

Mr. MiTcHELL. Thank you, Mr. Chairman.

You know, the Veterans Health Administration is one of the best
healthcare providers in the country, yet our veterans can only take
advantage of this healthcare if they get the appointments they
need to access it. Unfortunately, too many of our troops are return-
ing home and are encountering long waiting times.

When I was back in my district this past weekend, I met with
a group of Arizona veterans. Many of those veterans expressed con-
cerns about the long waiting times they have encountered to get
doctors’ appointments. One local veteran, John Tymczyszyn, tried
to make an appointment for treatment for a service-related injury
he suffered. John requested his appointment in December 2006,
and his appointment was scheduled in late May of 2007, 6 months
after his initial request. John told me that he continued to struggle
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to make appointments with the VA, and because of that difficulty,
he now relies on civilian providers for his healthcare. This is unac-
ceptable.

When we tried to look into the problem to see what we could do
to address it, we were unable to secure verifiable documentation of
waiting times. According to a recent audit by the Department of
Veterans Affairs Inspector General (IG), the waiting times reported
by the VHA are both understated and incomplete. The VA reported
to the Department of Veterans Affairs fiscal year 2006 performance
and accountability report in November 2006 that 95 percent of vet-
erans seeking specialty medical care were scheduled for appoint-
ments within the required 30-day period; however, the IG audit
found sufficient evidence to support that only about 75 percent of
veterans had been seen within 30 days of the requested appoint-
ment time. Furthermore, the IG audit found that schedulers were
not following established procedures for making and recording
medical appointments. This means that we do not even have a
clear picture of how many veterans have requested appointments.

VHA'’s schedulers were supposed to act on a veteran’s request
within 7 days. If this appointment cannot be made within the re-
quired 30 days, the scheduler should place the veteran’s request on
an electronic waiting list. However, the IG found that a majority
of schedulers are not trained to use this system, so they do not use
the electronic waiting list. Perhaps more alarming are reports that
schedulers have been instructed to reduce waiting times by not
putting patients on the electronic waiting list. This attempt to re-
duce cases of long waiting times could lead to gaming of the sched-
uling process.

The VA has discounted the IG’s report because it disagrees with
how waiting times were calculated. This is unacceptable. I am not
willing to walk away from this audit over a disagreement about
methodology. This is a real problem that we must look into.

When our veterans encounter long waiting times, their conditions
go undiagnosed, and serious diseases go untreated. Furthermore,
until we have a clearer picture about waiting times, the VA cannot
improve the situation because we cannot identify problem facilities
or effectively allocate resources. We should not allow our service-
members to encounter long wait times for doctors’ appointments.

I look forward to hearing from our witnesses.

[The prepared statement of Chairman Mitchell appears on p. 29.]

Mr. MicHAUD. Thank you, Mr. Mitchell.

Now I would like to recognize a Member who is a very strong ad-
vocate for veterans’ issues to introduce one of our first panelists.
Mr. Zack Space.

OPENING STATEMENT OF HON. ZACHARY T. SPACE

Mr. SPACE. Thank you, Mr. Chairman.

If I might, very briefly, in advance echo the sentiments of my col-
leagues from both sides of the aisle. Clearly we have an obligation
as a Nation to live up to the promises made to veterans and to pro-
vide them with the best and most efficient care that we can. Cer-
tainly part of what this hearing is about is to ensure that that hap-
pens, but part of this hearing is also to determine whether the very
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numbers that the VA has calculated in terms of the delays are ac-
curate.

As my Subcommittee Chairman, Mr. Mitchell from Arizona, has
pointed out, there is a significant discrepancy between what the VA
has reported compared to what the IG has reported. There is a sig-
nificant discrepancy. The questions that I am hoping will be an-
swered today are as to whether that discrepancy is the result of
mere incompetence or is the result of intentional misconduct. To
me, it would seem reprehensible that our veterans would be short-
changed at the expense of bureaucratic bookmaking.

So, with that in mind, I am delighted to have with us today our
first presenter, Mary Jones, from Ohio’s 18th Congressional Dis-
trict. Mary Jones served with the United States Army from May
1983 to May 1986. She served with the 101st Airborne Division at
Fort Campbell, Kentucky, and she served with the 2nd Infantry Di-
vision at Camp Casey, Korea. Ms. Jones is a graduate of Kent
State University and is currently serving as a Licking County Vet-
erans’ Service Officer. She has been with the office since 1995, and
is accredited as a service officer with the American Legion, the Dis-
abled American Veterans, the Veterans of Foreign Wars (VFW), the
Governor’s Office of Veterans Affairs, and with AMVETS. In that
capacity, she directs an office of four accredited service officers
working in a county with nearly 16,000 veterans.

Ms. Jones is a life member of the Disabled American Veterans
chapter number 23, of the AMVETS post number 345, of the Amer-
ican Legion’s post number 85, and of the VFW’s post number 1060.
She is currently serving as the Second Vice Commander of the
Sixth District of the American Legion Department of Ohio, and is
serving on the board of directors as the Secretary of the Licking
County Veterans’ Memorial and Educational Center. A native of
Ohio, she and her husband Donald reside in Newark, which is in
Ohio’s 18th district. Ms. Jones, I am very happy to report, is also
a member of my Veterans Advisory Board.

I thank you for being here today, Mary, and welcome.

Ms. JONES. Thank you.

Mr. MicHAUD. The second panelist is Kevin P. McCarthy, who is
President and Chief Executive Officer of Unum.

Since the previous panel cut into about 45 minutes of our time,
and since we will have votes, actually, within about 45 minutes,
you will find Mr. McCarthy’s impressive resume in our packets,
and hopefully you will have a chance to look at that as well.

So, without any further ado, I will recognize Ms. Jones to begin
her testimony. I want to thank both of you for coming here today,
and I look forward to hearing your remarks.

So, Ms. Jones.
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STATEMENTS OF MARY C. JONES, LICKING COUNTY VETER-
ANS’ SERVICE OFFICER, LICKING COUNTY VETERANS’ SERV-
ICE COMMISSION, NEWARK, OH; AND KEVIN P. MCCARTHY,
PRESIDENT AND CHIEF EXECUTIVE OFFICER, UNUM US,
PORTLAND, ME

STATEMENT OF MARY C. JONES

Ms. JoNES. Thank you, Mr. Chairman and Members of the Sub-
committee. Thank you for providing me with this opportunity to
testify regarding issues of outpatient waiting times.

I have worked as a County Veterans Service Officer for the past
12 years, and in that capacity I have had an opportunity to enjoy
a great relationship with the staff at both the Columbus VA Out-
patient Clinic and the Newark Community-Based Outpatient Clin-
ic, and I feel privileged to be able to have this relationship. I use
the VA healthcare system as my primary provider of medical care
for my service-connected conditions.

My concern with outpatient waiting times is our inability to get
veterans into an appointment in a timely manner. Their appoint-
ments are scheduled so far out, often 2 to 3 months, that their
condition worsens, and they are left angry and frustrated at a
system that is supposed to be in place to care for those who have
given so much to our great Nation. As examples of the problems
created by these wait times, I offer to you some experiences from
our office.

We see many veterans shortly after their return home. They
have been promised dental care within 90 days from their dis-
charge. One veteran’s first available appointment was scheduled al-
most 90 days from the date of his request. When he got to the den-
tal clinic, he was told that his appointment needed to be canceled
and rescheduled. They did not have any appointments available
within that 90-day period, and he was, therefore, not seen.

Female veterans have unique healthcare concerns and face dif-
ficult wait times to see gynecologists, often as long as 6 to 8
months. Please keep in mind that most of the women who we are
working with do not have other viable options for healthcare. Many
are wartime veterans on a nonservice-connected pension and are,
therefore, very low income. They are unable to get Medicaid treat-
ment for preventative or diagnostic medical care. Pap tests and
mammograms are increasingly important as we get older and often
are life-saving diagnostic tools, but waiting as long as 6 months for
the initial exam, and then often even longer to get the test sched-
uled, can lead to greater problems if a cancer exists.

I mentioned earlier that I am a service-connected veteran, that
I use the VA outpatient clinic myself. I was having health concerns
and tried to schedule an appointment with my physician and was
told the earliest appointment I could get was in 6 months. Because
I am a county employee and have medical insurance through my
employment, I was able to see a doctor outside of the VA system
within 3 weeks and ended up needing major medication changes
and a heart catheterization. I hate to think what would have hap-
pened to a veteran without those options.

We are filing many claims for post traumatic stress disorder
(PTSD). Usually when we file a claim, we have a veteran who has
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a diagnosis for a condition, but PTSD is different. Most veterans
can get into the VA to see a social worker and can get assigned to
group counseling fairly quickly. Most can see a psychiatrist within
3 to 4 months for an initial exam, but within the 12 to 18 months
that a service-connected claim takes to adjudicate, the veteran is
still left without a diagnosis for PTSD because the wait times pro-
hibit the doctor from seeing the patient often enough to provide a
definitive diagnosis of any mental health issue. Because no diag-
nosis exists, the Veterans Benefits Administration must deny the
claim for service connection. Seeing private psychologists and psy-
chiatrists is beyond the financial reach of most veterans.

My most memorable experience is a World War II veteran who
was in receipt of a nonservice-connected pension. He was diagnosed
with prostate cancer through a prostate-specific antigen test done
by his primary care. Treatment was scheduled, but the wait time
was several months. In the meantime, this very gentle man clearly
understood that he would not survive due to the fact that his can-
cer had spread and was continuing to spread during this wait. The
treatment would have only prolonged his life and would not have
saved his life, but this would have been an excellent opportunity
to send a positive message of support from our government to this
World War II vet. That opportunity was missed. He died before his
appointment with an oncologist.

This has been an honor for me to have this opportunity to bring
examples of the difficulties experienced by the veterans who I serve
caused by the long wait times to be seen at clinics. I did not come
to criticize the VA, because the care given by our outpatient clinic
is excellent, but at this time that care comes at a price, and that
price is patience.

Thank you, Mr. Chairman. This concludes my testimony.

[The prepared statement of Ms. Jones appears on p. 31.]

Mr. MiCHAUD. Thank you, Ms. Jones.

Mr. McCarthy.

STATEMENT OF KEVIN P. MCCARTHY

Mr. McCARTHY. Thank you, Mr. Chairman and Members of the
Subcommittee. I would like to thank you for the opportunity to tes-
tify before you. My name is Kevin McCarthy. I am the President
of Unum. I have submitted written testimony, which has been
made available to you, but I will briefly present an overview.

Unum’s involvement was generated by our company’s wanting to
explore how we could assist with sharing best practices that might
be useful in caring for our veterans. Recently, Representative
Michaud visited Unum and viewed firsthand how the combination
of our people and technology are integrated together in a way that
reduces delays in every aspect of claims processing and case man-
agement, including appointment scheduling.

As a result of this visit and our meetings this summer and fall
with House and Senate Congressional staff, with the Department
of Veterans Affairs and with the U.S. Department of Defense (DoD)
on the sharing of best practices between the private and public sec-
tors, I am here today to discuss how we use these smart systems
and our people not only to reduce waiting times in setting up inde-
pendent medical examinations, but also to discuss how these are
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aspects of a larger, integrated case management and claim man-
agement approach that include everything from regular contact
with our insureds so they know what is happening in real-time
on their claims to assisting them with vocational rehabilitation.
This integrated approach actually speeds not only wait times on
individual specific issues, but on the entire case management
process.

With regard to the specific issue before you of outpatient wait
times, we work closely with our insureds, and with their physi-
cians, to make sure that they are receiving appropriate and regular
care, and we follow up shortly after scheduled visits. As a function
of our followup and prompting system, we track our insureds’ med-
ical visits and revisits, and we record new medical information.

As one of the world’s leading employee benefits providers, Unum
helps to protect more than 21 million working Americans and their
families in the event of illness or injury. In 2006, we responded to
more than 420,000 newly filed claims and replaced $4 billion of lost
income to help provide support to our insureds and to their fami-
lies. These benefits are paid directly to our insureds.

Obviously, the management of disability claims differs from
health insurance, but when circumstances warrant, we do follow up
in person with our customers and with their providers to determine
if they have kept medical appointments. Also, we typically follow
up shortly after appointments to determine if their medical status
has changed.

Our ability to pay our customers billions of dollars annually with
these high levels of satisfaction is due to our highly trained people
supported by the right technologies. Specifically, we deploy experi-
enced people and technologies with a comprehensive claims man-
agement process that applies the most accurate and appropriate
resources to each claim and decision making supported by expert
systems and resources with an emphasis on consistent quality and
regular tracking.

While a person’s disability can be a complex, ongoing and ever-
changing life event, our goal is to make the claims process simple
and transparent for our customers during what is a trying time in
their lives, so we make it easy to submit a claim. It can be done
by Internet, telephone, fax or mail. At any time after a claim has
been submitted, our customers can speak regularly with a skilled
specialist. We handle more than 4.5 million calls a year.

While our goal is to make it easy for customers to reach us, we
also understand that many need our help. Thus, we regularly reach
out to our insureds and to their healthcare teams. We view it as
critically important to speak with our insureds and their physi-
cians, and we frequently help our patients follow up with their doc-
tors. We are able to do this because we have invested in an inno-
vative technological process which sorts claims by complexity and
severity, and it allows all case and claim management activities to
be conducted real-time in one place. This technology is supported
by hundreds of highly trained benefits specialists, physicians,
nurses, and vocational rehabilitation specialists. Our technology al-
lows our people, for example, to make appointments, to schedule
exams and follow-up calls, to manage workloads, to review claim
documents, and to provide real-time management access and ro-
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bust quality assurance and continuous improvement. Each one of
the activities the benefits specialist does is scheduled and tracked
to ensure that the right resources are applied to the right claims
at the right time.

The claim status is viewable on the Web so our customers can
access their claim status. Privacy safeguards are in place. For the
more complex claims, each customer is called, and we set indi-
vidual followup action plans in place with the insured based on the
dynamics of their specific medical condition.

Our contribution here today is to provide you with insight into
our best practices, and we welcome the opportunity to continue to
be a resource for public- and private-sector sharing as you continue
to evaluate claim processes.

Thank you very much for the opportunity to testify before your
Subcommittees.

[The prepared statement of Mr. McCarthy appears on p. 32.]

Mr. MicHAUD. Thank you very much, Mr. McCarthy.

As you mentioned, I have seen your system and your facility in
Portland, and I am very impressed with your system. Patients see
specialists very quickly.

What is the average time that it actually takes them to see a
specialist or to see a doctor?

Mr. McCARrTHY. Typically we handle all claim inquiries within 3
to 5 days. The scheduling process, of course, depends on the avail-
ability of physicians and their responsiveness to the claimants, but
we resolve all short-term disability claims within 3 to 5 days and
all long-term disability claims typically within 45 days.

Mr. MICHAUD. As you mentioned, patients can view their cases
online. They can see their care plan, their next appointment, future
appointments, et cetera, and you follow up with the patients, as
you mentioned, to make sure that they understand what they need
and to make sure that they are getting it.

Can you go into a little more detail on how Information Tech-
nology (IT) manages your cases and how that could be implemented
within the VA system?

Mr. McCARTHY. Our systems are designed to assist our claim-
ants and the specialists who manage and work with those claim-
ants to make sure that care is delivered in a high-quality and con-
sistent fashion.

So, for example, in the case of a patient’s requiring an inde-
pendent medical examination, our disability specialist will contact
that claimant, will record the conversation, will log the require-
ment for an independent medical examination. Simultaneously,
that information is available to one of our in-house physicians also
online. We are able to then work with an outside physician to
schedule that appointment. That information is then logged in the
system. The disability benefits specialist then can see the activity.
He knows when to follow up with the claimant to ensure that the
appointment was kept and that care was delivered. All through the
process, this information is available real-time to anyone managing
and supporting our claimants.

Mr. MICHAUD. You also mentioned that you receive 4.5 million
calls a year. How many staff handle those calls? Is there a waiting
list? Is it an automated list, or can they get a live person?
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Mr. McCARTHY. They get a live person. Every call is answered
within 20 seconds. We have 300 people answering these calls.

Mr. MicHAUD. Twenty seconds?

Mr. McCARTHY. Twenty seconds.

Mr. MiCHAUD. Three hundred people?

Mr. McCARTHY. Three hundred.

Mr. MICHAUD. What is the availability if someone calls in? Can
they call in during the evening, or is it during the daytime?

Mr. McCARTHY. Twenty-four/seven.

Mr. MicHAUD. Twenty-four/seven. Thank you.

Mr. McCARTHY. Thank you.

Mr. MicHAUD. Ms. Brown-Waite.

Ms. BROWN-WAITE. Thank you very much, Mr. Chairman.

Ms. Jones, I am very familiar with the great work the veterans
service organization officers do, and my hat is off to you.

You mentioned in your testimony the difficulty in getting vet-
erans appointments for specialty care, including dental, gyneco-
logical and oncology services. Is this a problem with the scheduling
of appointments, or is it a specific problem with staffing in these
specialties in the Ohio area where you are?

Ms. JONES. I have to think it is within the staffing. There is just
not enough staff available.

Ms. BROWN-WAITE. Okay. So there are not enough of the spe-
cialty care physicians available. Am I understanding your response
correctly?

Ms. JONES. Yes, ma’am.

Ms. BROWN-WAITE. Okay. How about primary care? What is the
length of time with a veteran getting primary care?

Ms. JONES. An initial call is usually 2 to 3 months still.

Ms. BROWN-WAITE. So it is 2 to 3 months?

Ms. JONES. Yes, ma’am.

Ms. BROWN-WAITE. I mentioned in my opening statement the bill
that I have that basically says if veterans cannot get medical care
within 30 days, if they cannot get the appointments from the time
that they ask for the appointments, that they would be able to seek
care in the private sector, because the issue, really, is the timeli-
ness of care.

Could you give me your view of whether this is a good idea or
a bad idea or how you think your veterans would react?

Ms. JONES. That is a tough question.

I have to say that it is encouraging for me to think that we are
looking outside of the box. I know that a lot of the veterans organi-
zations are not pleased with that, so I have to make it clear that
I do not speak for them.

For me, to see the possibility of our being able to use outside
physicians might be a good idea. What I like about that is that
maybe outside physicians who are already treating our veterans
anyway would then get some kind of training about dealing with
veterans issues. Right now most doctors do not even ask, “Are you
a veteran,” let alone, “Are you a combat veteran?” That is critical
to their care that they are getting outside of the VA because they
cannot get into the VA.

Ms. BROWN-WAITE. I appreciate your candid response to that.

Ms. JONES. Thank you.
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Ms. BROWN-WAITE. I think that it is a mixed blessing. People
want to receive the services in the VA because, when they do get
the services, overall they are happy. I see you are shaking your
head in agreement.

Ms. JONES. Yes, ma’am.

Ms. BROWN-WAITE. If there is a long delay in getting those serv-
ices, you certainly do not want someone who has an ongoing prob-
lem, such as the one that you pointed out with the fellow with the
prostate cancer—you do not want that going on without receiving
the proper medical care. I know some veterans groups are ada-
mantly opposed to this. If our goal here is to provide quality care,
then care not rendered in an expeditious manner is not quality
care, so we do have to, I think, think outside the box. If we cannot
provide that in the VA, then I think that we need to throw that
gauntlet down to the VA and say, if you cannot do it in 30 days,
then the veteran would have the option to go elsewhere. That is
why I put the bill in. It is not that I do not believe in the VA sys-
tem; I do believe in the VA system, but we also want to make sure
that there is a timeliness of that care.

I have just one other question, and that relates to—you men-
tioned the difficulty of the veterans that you are trying to assist
getting their PTSD claims adjudicated in a timely manner

Ms. JONES. Yes, ma’am.

Ms. BROWN-WAITE [continuing]. Because of the problem in ob-
taining an appointment with a psychiatrist, which, obviously, then
delays the diagnosis needed to adjudicate the claim.

Do you feel that a joint VA/DoD/Benefits Delivery at Discharge
physical may reduce the amount of time that it would take to ob-
tain a diagnosis for PTSD and would allow a claim to be processed
more rapidly?

Ms. JONES. If the veteran is going to start talking about what the
issues are at that time.

What bothers me is that if they are still involved in DoD, they
may not be open to discussing mental health issues.

Ms. BROWN-WAITE. Thank you.

I yield back, Mr. Chairman.

Mr. MiCcHAUD. Thank you very much.

Mr. Space.

Mr. SPACE. Thank you, Mr. Chairman.

My first question, really, is for both of the panelists. The VA has
reported that 95 percent of outpatient appointments are scheduled
within 30 days of the desired date. My question is: Based upon
your experience, is that consistent with your own observations and
experiences?

Ms. JONES. Absolutely not.

Mr. McCARTHY. I would not have any experience, actually, di-
rectly with respect to veterans appointments, but in general in the
private sector, that would be quite a common occurrence to be
within that timeframe.

Mr. Space. Okay. Well, I want to follow up a little bit on what
Congresswoman Brown-Waite referenced.

By the way, Mary, I want to commend you for the diplomatic
fashion in which you responded to her inquiries.
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Given that you have been involved in the system yourself as well
as in your extensive experience with helping others navigate the
system, is there any means—let us take the example of the gen-
tleman whom you referenced in your testimony who suffered from
prostate cancer. Is there any means by which a veterans service
officer can intervene to expedite an outpatient scheduled ap-
pointment in the event that there are exigent or compelling
circumstances?

Ms. JONES. We absolutely call in all the chips that we can when
there is a circumstance where we have someone. Sometimes the VA
can be responsive, but sometimes there simply just is not an avail-
able appointment. I have had experiences similar to what we are
talking about where the VA is able to contract services out. It is
what we saw when we had a large number of troops coming into
our community from a maintenance company that was coming back
from Iraq and was scheduled for dental care. They contracted out
dental care for a period of time, and they did it locally rather than
having them all try to fight their way into the VA clinic in Colum-
bus. So I have seen them do some contracting when we call and
say, “Look, we have a large number of people who are needing the
same treatment,” but that is not across the board, and that is not
always available.

Mr. SPACE. So those are instances in which you have seen or
have observed the active contracting out because of, for example,
a large influx at a given moment in time.

Has that been a productive exercise? Has it been helpful to en-
gage in that contracting out?

Ms. JONES. Absolutely. It has gotten the guys the care that they
needed in a timely manner.

Absolutely. It has gotten them good care with local physicians,
with people who they are probably familiar with anyway in some
cases.

I have seen more and more contracting out with radiation serv-
ices because of our Vietnam vets and the exposure issues and pros-
tate cancer. So we see more and more radiation treatment for pros-
tate cancer contracted out locally, and that has been very produc-
tive. Otherwise, our guys have to drive 2.5 hours daily for 5 to 6
weeks for that treatment to the nearest VA that can provide it.
That is a long drive.

Mr. SPACE. Okay. Thank you, Mary. I have no further questions.

I yield back.

Mr. MicHAUD. Thank you very much.

Once again, I would like to thank you both for your enlightening
testimony, and I look forward to working with you as we move for-
ward on this very important issue of making sure that veterans get
timely access to healthcare.

So, once again, thank you both.

Ms. BROWN-WAITE. Mr. Chairman, if I may ask Ms. Jones just
one additional question?

Mr. MICHAUD. Yes.

Ms. BROWN-WAITE. Because there are so many snowbirds who
come from your State down to Florida, have any of them compared
appointment times that they are able to get in, let us say, Southern
States, not necessarily Florida, when they spend six months in an-
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other State as opposed to when they are in your State? Have any
of them mentioned that?

Ms. JoNES. I have had several talk to me about that. Quite
frankly, when they come to Ohio, they are a little upset. They say,
“We are getting good care. I am calling in,” you know, “and I am
able to be seen very quickly in the Florida area.” They then come
back to Ohio, and it is hard to transfer from one VISN to another.
I mean, that is not something that is easy to do to begin with. Then
to try to get them in is just like trying to get a new patient in
sometimes. Even though he is very involved in the VA in Florida,
when he comes back to the State of Ohio, he is being seen as a new
patient.

So there is a 2- to 3-month delay. What these guys who are
regulars at doing this have learned is to try to get your medication
filled before you leave Florida before you come back to Ohio for the
summer. Yes, ma’am.

Mr. MICHAUD. I guess that raised another question for Rep-
resentative Space.

Mr. SpACE. Thank you, Mr. Chairman, for indulging me. It will
be brief.

Based upon your experience, Mary, do you see, perhaps, a dif-
ference in terms of the scheduling times that apply to those who
have access to rural versus urban areas? In other words, is this a
problem that afflicts rural America more so than urban America?

Ms. JONES. Very much so. I have talked to guys who have moved
into our area, a more rural area, from, say, the Dayton, Cincinnati,
Cleveland area where there is a hospital. A lot of them are ready
to move back to their areas just because they cannot get the treat-
ment that they need in our area.

Mr. SPACE. Thank you.

I yield back.

Ms. BROWN-WAITE. Mr. Chairman, I was just handed a question
from another Member of the Oversight Subcommittee for Mr.
McCarthy, Kevin McCarthy, the representative from Unum.

Mr. McCARTHY. Yes.

Ms. BROWN-WAITE. His question is, “How might the system that
Unum deploys in its intake and management of disability claims
have any relevance to the VA healthcare system?”

The followup question that he has is, “Are there any lessons to
be learned?”

Mr. McCARTHY. Although we are not directly in the provision of
care, we are in the business of tracking the responsiveness of our
company within a care system, and so all of our disability benefits
specialists use a common system.

So, for example, in the example that Ms. Jones just was using,
a patient’s moving—geography—would be tracked within the sys-
tem, and he would be provided the same availability of information
in real-time with the same amount of vocational, clinical and reha-
bilitation support or medical support regardless of where he would
be located. For example, all of our tracking systems would follow
the claimant. They would not be separated by jurisdiction, for ex-
ample.
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Ms. BROWN-WAITE. So, if I understand you correctly—and this
question was directed at you. It was not from Mr. McCarthy. That
is your name. I apologize.

So what you are saying is that your system would prevent the
problems that Ms. Jones has brought to light where they go from
one VISN to another?

Mr. McCARTHY. I think, within our system, we have a number
of quality standards built in. We do quality assurance evaluations
based on those standards of all of our disability benefits manage-
ment specialists. We track the constant availability of the informa-
tion and the transferability of that information, so I would think
that type of system would be beneficial to any administrative proc-
ess involving the delivery of care.

Ms. BROWN-WAITE. Okay. Ms. Jones, let me just tell you that I
used to hear from veterans who would go back North in the sum-
mer. They would have trouble, and they would be considered a new
patient, but somehow I do not hear those complaints anymore, and
I am not sure that they are getting their medications, if that is how
they are solving it, or if in some areas the VA may be better at
sharing the patient information. I do not know which of those two
scenarios explains why it is happening. I have not heard in 2 years
from a snowbird that they have had problems.

Ms. JONES. I have more recently, yes.

Ms. BROWN-WAITE. But it is on your end, not on the Florida end?

Ms. JONES. It is on our end.

Ms. BROWN-WAITE. Okay. Thank you.

I really do yield back this time.

Mr. MiCHAUD. No problem.

Once again, I would like to thank our first two panelists for your
testimony today. We look forward to working with you. Thank you.

Mr. MICHAUD. On our second panel is Belinda Finn, who is As-
sistant Inspector General for Auditing. Belinda is accompanied by
Larlry Reinkemeyer, who also works in the Office of Inspector Gen-
eral.

So I want to welcome you both here today, and we look forward
to your testimony, Belinda.

STATEMENT OF BELINDA J. FINN, ASSISTANT INSPECTOR
GENERAL FOR AUDITING, OFFICE OF INSPECTOR GENERAL,
U.S. DEPARTMENT OF VETERANS AFFAIRS; ACCOMPANIED
BY LARRY REINKEMEYER, DIRECTOR, KANSAS CITY AUDIT
OPERATIONS DIVISION, OFFICE OF INSPECTOR GENERAL,
U.S. DEPARTMENT OF VETERANS AFFAIRS

Ms. FINN. Thank you, Chairman Michaud, Chairman Mitchell
and Members of the Subcommittee.

I am pleased to be here today to discuss our findings and conclu-
sions on outpatient waiting times. With me is Mr. Larry Reinke-
meyer, Director of our Kansas City Audit Office, who directed the
work on our two audits.

The VHA calculates waiting time for each appointment from the
desired date of care, which is defined as the earliest date that ei-
ther the patient or the medical provider requests care. The VHA
has established a performance goal of scheduling appointments
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within 30 days. Veterans who cannot be scheduled within this
timeframe should be placed on an electronic waiting list.

In 2005, we reported that the VHA did not follow established
procedures when scheduling appointments, resulting in inaccurate
waiting times and waiting lists. Because schedulers did not follow
procedures, only 65 percent of the 1,100 appointments we reviewed
had been scheduled within 30 days. Nationwide, the electronic
waiting list could have been understated by as many as 10,000 vet-
erans.

The VHA also lacked a standardized training program for sched-
ulers, and it did not provide sufficient oversight of the process. Al-
most half of the 15,000 schedulers who talked to us about their
training and scheduling practices said they had not been formally
trained on the scheduling system; 81 percent had received no train-
ing on the use of the electronic waiting list. At the conclusion of
our audit, the VHA agreed with our findings and accepted our rec-
ommendations.

In 2007, we conducted a followup audit to determine whether the
VHA had addressed the findings and recommendations in our re-
port. We concluded again that the data in the scheduling system
remains inaccurate, in part because the VHA had not implemented
five of the eight earlier recommendations. We reviewed 700 medical
care appointments that the VHA had reported as being completed
within 30 days. We found that only 75 percent of those appoint-
ments had actually met the 30-day timeframe. Our review of 300
consult referrals found that more than 180 veterans were not in-
cluded on the waiting list, but should have been. The VHA dis-
agreed with our findings and said that patient preference had
caused the unexplained differences. Although policy requires sched-
ulers to document patient preferences, the VHA felt this was an
unrealistic expectation. They conceded, however, that the system
lacked the documentation to support their position.

We contend that, without this basic annotation, the VHA cannot
support its assumption that patient preference caused our findings.
We find it contradictory that the VHA agreed with our 2005 report
but disagreed with our followup audit. We used the same method-
ology and found a continuation of the same problems, problems
that could have been resolved had VHA implemented our recom-
mendations.

In 2006 and 2007, the VA reported high performance affecting
appointments within 30 days. They reported this high level of per-
formance even after we had twice reported the scheduling system
contains inaccurate, incomplete and unreliable data.

In closing, I would like to say the issues today before us go be-
yond reported waiting times. Debating whose numbers are more
correct only overshadows the primary point of both of our audit re-
ports, which is that the information in the VHA’s scheduling sys-
tem is incomplete. The VA and Congress must have reliable infor-
mation for budgeting, assessing and managing the demand for
care. More importantly, they need accurate information to ensure
that every veteran receives timely medical care.

Thank you for having us here today, and we would be happy to
answer any questions.

[The prepared statement of Ms. Finn appears on p. 35.]
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Mr. MicHAUD. Thank you very much, Ms. Finn.

What does the VHA need to do to improve their data reliability?
Have you communicated that with them? What was their response,
if they had one?

Ms. FINN. Yes, sir. We made recommendations in both of our re-
ports that the VHA should provide the oversight of the schedulers,
should monitor what the schedulers do, and should provide quality
assurance over the data in the scheduling system. They agreed
with the recommendation in 2005, but we did not find their actions
had really resolved the problem, and therefore, we reinstituted the
recommendation in our later report. They do have procedures to
monitor the number of veterans who are taking more than 30 days
to get an appointment. We found procedures in place to monitor
this, but not procedures to monitor the quality and the accuracy of
the data in the system.

Mr. MicHAUD. You had mentioned that they have not imple-
mented five out of the eight recommendations. Did they tell you
why they have not implemented those five?

Mr. Reinkemeyer.

Mr. REINKEMEYER. It would be better for them to explain that,
but they have taken some actions. From 2005 to 2007, they created
a pretty detailed directive in 2006-055 as part of the response to
our first audit that lays out step by step procedures for the sched-
ulers to follow, and it is pretty clear. Those, in fact, are the guides
that we used when we did this last audit.

There was one recommendation that dealt with IT that they are
working, and I think they are close to having that implemented
now. I know that they want to close a couple of the recommenda-
tions but we just have not had a chance to evaluate them yet, and
we will take a look at their actions for those to see if we agree with
those or not. However, it would be best to ask them, I think, on
exactly why some of them have not been implemented.

Mr. MICHAUD. Great.

Ms. Brown-Waite.

Ms. BROWN-WAITE. Thank you.

Have you all taken the data actually down and reviewed each of
the VISNs to track the performances that the individual VISNs are
experiencing?

Mr. REINKEMEYER. No. You could do that. The VHA has plenty
of data that will show you by VISN what performance is occurring
in that VISN.

In our first audit in 2005, we went to eight different facilities.
That was the extent of our work. In this last audit, we went to 10
facilities at 4 different VISNs. We did not really compare who was
doing better and who was doing worse. We tried to focus on the ac-
tual appointments themselves to see how well the data that was
in the system was supported by the medical records.

Ms. BROWN-WAITE. I actually asked for information on VISN 8,
which is the VISN that Florida is in, tracking their performance.
When I asked for it, I got information that seems to indicate that
while outpatient wait times are going down in the medical centers,
the wait times are actually increasing at the CBOC level.

Is there any way to account for this situation?
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Mr. REINKEMEYER. Well, typically the CBOCs—I mean, not all
CBOCs are the same, but a lot of the CBOCs are not going to be
staffed with the same type of providers, so I do not know exactly
if it is waiting time for specialists or for primary care, but that
could be one reason.

Ms. BROWN-WAITE. I did have them break it down by primary
care. This was primary care’s average wait time new patients/aver-
age wait time established patients. So we did it both for hospitals
and for CBOCs. Obviously, more and more people are using the
community-based outpatient clinics. I mean, that is, overall, a good
thing that they are using the clinics, but I am now starting to also
hear that there is a wait time. Let me ask you a somewhat related
question.

At what point in time does the scheduling request begin?

On page 2 of the VHA directive 2006-055, number 4, it says,
“‘Desired Date’ is defined as,” quote, “The desired appointment
date is the earliest date on which the patient or clinician specifies
the patient needs to be seen. This desired date may be the date the
request is made by the patient or the date a request is made by
a clinician. When available, the desired date may be a specific date
to be seen submitted by the patient or by the requesting provider.
In some cases, the desired date may need to be modified after an
initial appropriate clinic visit. For example: a patient may request
to be seen by a specialist, but a clinician reviewing the request may
determine that before being seen in specialty care, the patient
needs to be evaluated in primary care,” end of quote.

Isn’t that kind of a very confusing definition of that point in time
that the actual appointment was requested? It is almost like you
read this five or six times, and you say, “Huh?”

Ms. FINN. Yes. I think the ultimate point of the definition is that
both the medical provider and the patient can request a date. The
medical provider, of course, recommends a date of care, and the
patients also have some latitude as to when they schedule their ap-
pointments. We recognize that patients may schedule their ap-
pointments a little later or, perhaps, earlier than when the doctor
absolutely recommends it.

Ms. BROWN-WAITE. Mr. Chairman, just a quick followup ques-
tion. I know my time is almost up, and I will yield back.

Is the problem of how to set that point in time when the request
is made because of the somewhat convoluted description in the
VA’s own directive?

Ms. FINN. The problem is recording the correct desired date of
care in the scheduling system to make sure that it really reflects
what the doctor recommends or what the patient has requested.
That is the date that we measure the waiting times from.

Ms. BROWN-WAITE. I yield back the balance of my time.

Mr. MICHAUD. Mr. Space.

Mr. SPACE. Thank you, Mr. Chairman.

I think we can all agree that inaccurate waiting time data com-
promises the VHA’s ability to assess and to manage the demand for
medical care. That is, in fact, taken directly from your testimony
today. Your testimony also includes the following sentence, and I
will read it and then follow it with a question.
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“VHA managers plan budget priorities, measure organizational
and individual medical center directors’ performances and deter-
mine whether strategic goals are met, in part by reviewing data on
waiting times and lists.”

The operative part of that sentence was measuring an individual
medical center director’s performance. Clearly that data is impor-
tant to assess whether a particular medical center director is per-
forming adequately. My question relates to the bonuses that all of
us are familiar with that raised some controversy earlier this year.

If you know—and perhaps you are not prepared to answer this—
is it possible that bonuses were at least, in part, calculated or
based upon high-performance standards regarding waiting times
that were not accurate?

Ms. FINN. We know that the waiting time is part of the perform-
ance standards for directors. It is one of many factors. We really
do not have a great deal of information today about how that is ac-
tually factored into a particular bonus.

Mr. SPACE. Are you prepared to say today whether there is evi-
dence that waiting time data was intentionally fabricated at any of
the medical centers that you have surveyed?

Ms. FINN. We know that some of the practices used by schedulers
and some that schedulers have told us about would serve to under-
state a specific wait time. As to whether that was a widespread
manipulation, I cannot say right now, but we have seen a number
of cases where we believe that practices serve to understate the
time.

Mr. SPACE. I understand that from reading your testimony. The
word “practices” can encompass a lot of things. Certainly it can in-
clude inefficient habits. It can include procedures that are not up
:cio par, but it could also include the intentional manipulation of

ata.

Did your investigation determine that there has been any act, in-
tentional overt act, to misrepresent the data?

Mr. REINKEMEYER. In this recent audit, which was a followup to
the previous audit, we did not really explore that question, but in
2005, if you have seen that report, we did an extensive survey that
over 15,000 schedulers responded to. One of the questions was,
have you ever been directed to intentionally manipulate scheduling
procedures in order to circumvent the system, which would result
in reduced waiting times? That is not the exact question, but it was
close. Seven percent said yes. So, in 2005, we did have some evi-
dence that schedulers were directed to schedule in a particular way
in order to effect the waiting times.

In 2007, we know that those procedures are still out there. The
two most common procedures would be taking longer than allowed
before they are put on an electronic waiting list, and you probably
saw some of our references to consult referrals from a primary care
to a specialist where the standard is 7 days. If you do not act on
that appointment within 7 days, you are supposed to be put on the
electronic waiting list and the VHA and their directors would take
that information and use it to determine where to apply resources.
By holding onto those referrals for more than 7 days and not put-
ting them on the electronic waiting list, that serves to understate
the waiting list.
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The second procedure that tended to manipulate would be es-
tablishing the starting point for the waiting time. It is the de-
sired date. We have seen both in 2005 and in 2007 that a common
practice for a scheduler was to find out when the first avail-
able appointment was—dJanuary 15th—and then use that as the
desired date of care, which effectively reduces the waiting time to
zero.

So those are the two types of scheduling practices that tend to
manipulate VHA’s data.

Mr. SPACE. If I may just have time for one more question?

Mr. MIcHAUD. If it is quick. We still have one more panel, and
we have votes coming shortly.

Mr. SPACE. I will be very quick. Okay.

The 7 percent that were directed to intentionally misrepresent
the data, that falls separate and apart from those two incidences
which represent practices that you just recited, correct?

Mr. REINKEMEYER. Yes.

Mr. SPACE. Has any action been taken to determine who was in-
tentionally directing people to manipulate the data? If so, what re-
percussions have resulted from it?

Mr. REINKEMEYER. In 2005, we did not ask who did it, and the
survey was anonymous. I cannot tell you now, but we have some
information that would say where they were. If I recall correctly,
they were spread out.

Mr. SPACE. Thank you. I will assume that the answer to that is
no.
With that, I thank the Chairman for indulging me with addi-
tional time.

Mr. MicHAUD. Thank you very much.

I would like to ask the third panel to come up. While they are
coming up, there will be additional questions that we will pro-
vide in writing, and hopefully, you will be able to answer them as
well.

Mr. KENNEDY. Mr. Chairman.

Mr. MICHAUD. On the third panel——

Mr. KENNEDY. Mr. Chairman.

Mr. MICHAUD. Yes.

Mr. KENNEDY. Briefly——

Mr. MicHAUD. If you can hold your question until the end, we
still have one more panel. We have to give this room up at 4:30,
and we have votes, so

Mr. KENNEDY. We have 120 veterans committing suicide a week.
Did you break out mental health appointments on your outpatient
waiting lists?

Mr. REINKEMEYER. No, sir.

Mr. KENNEDY. You did not.

Was there a correlation between inpatient waiting time and out-
patient waiting time in your audits?

Mr. REINKEMEYER. Again, we only looked at the outpatient wait-
ing times.

Mr. MicHAUD. Okay. On the third panel, we have Dr. Gerald
Cross, who is the Principal Deputy Under Secretary for Health; as
well as Dr. Paul Tibbits, who is the Deputy Chief Information Offi-
cer (CIO).
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So I want to welcome the last panel. If you could summarize your
testimony, your full testimony will be submitted for the record. As
you know, we do have votes coming shortly, and we will not be able
to continue the hearing because we will have to give up this room
at 4:30. Unfortunately, the full Committee went over by 45 min-
utes, so I apologize for that.

So, Dr. Cross, without further ado, would you begin?

STATEMENTS OF GERALD M. CROSS, M.D., FAAFP, PRINCIPAL
DEPUTY UNDER SECRETARY FOR HEALTH, VETERANS
HEALTH ADMINISTRATION, U.S. DEPARTMENT OF VETERANS
AFFAIRS; ACCOMPANIED BY WILLIAM F. FEELEY, MSW,
FACHE, DEPUTY UNDER SECRETARY FOR HEALTH FOR
OPERATIONS AND MANAGEMENT, VETERANS HEALTH AD-
MINISTRATION; ODETTE LEVESQUE, CLINICAL/QA LIAISON,
OFFICE OF THE DEPUTY UNDER SECRETARY FOR HEALTH
FOR OPERATIONS AND MANAGEMENT, VETERANS HEALTH
ADMINISTRATION; AND KATHY FRISBEE, DEPUTY DIREC-
TOR, SUPPORT SERVICE CENTER, VETERANS HEALTH AD-
MINISTRATION; AND PAUL A. TIBBITS, M.D., DEPUTY CHIEF
INFORMATION OFFICER, OFFICE OF ENTERPRISE DEVEL-
OPMENT, OFFICE OF INFORMATION AND TECHNOLOGY,
U.S. DEPARTMENT OF VETERANS AFFAIRS

STATEMENT OF GERALD M. CROSS, M.D., FAAFP

Dr. Cross. Thank you. Thank you, Mr. Chairman. And since
time is short, I have a written statement. I will submit that, and
I will abbreviate my oral statement.

Mr. MicHAUD. Thank you.

Dr. Cross. We are making good progress in meeting the needs
of our veterans in terms of access, and we are committed to pro-
viding all necessary care, including preventive care. I want to be
clear that we are talking about waiting times for general, routine
outpatient appointments. Veteran appointments with urgent or
emergent needs are seen immediately separately.

In a healthcare system as large as VA where we provide over 1
million patient encounters in our clinics each week, we understand
there are opportunities for improvement. With national implemen-
tation of the Advanced Clinical Access Initiative, we have made sig-
nificant progress of reducing wait times.

And you may see some of the graphs that are portrayed on the
stands to our left. In the patient satisfaction survey for the third
quarter year to date fiscal year 2007, 85 percent of veterans sur-
veyed reported that they received primary care appointments when
they wanted them, and 81 percent reported that they received their
specialty care appointments and that they were made at a time
that was acceptable to them. In fiscal year 2007, 96 percent of our
40 million appointments were seen within 30 days of the desired
appointment date. This represents waits for outpatient primary
and specialty care appointments.

We continue to improve access for new veterans. The percent of
new primary care patients seen within 30 days of their desired
date has improved from 75 percent in fiscal year 2005, to 83 per-
cent in fiscal year 2007. And in September 2007, 90 percent of new
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primary care patients were seen within 30 days of their desired
date. Our statistics are even better for follow-up appointments.

Finally, we are focusing on mental health access by setting new
standards that require all new mental health patients to be seen
and their needs for care evaluated within 24 hours, and that these
veterans have a follow-up evaluation within 14 days. With the as-
sistance of Congress and the administration, we have increased, by
3,600, the number of mental health professionals with our system
since 2005.

As you are aware, VA has several concerns about VA’s Office of
Inspector General’s audit methodology used in the 2007 report.
While differences in methodology exist, the overriding focus of both
sets of measurements, and our overriding focus, is the veteran pa-
tient. VA has a driving interest to accurately monitor and to con-
tinually improve access for our veterans. There are an estimated 40
million appointments each year in the VA system. There are mul-
tiple variables involved in that measurement, and tracking that
does include patient preferences and differences in the organization
of individual facilities and clinics.

VA has identified ongoing training of our scheduling clerks as
critical for success; however, we are still using antiquated software
for this important task. VA is proactively taking steps to review
this whole scheduling process, including the way VA measures
waiting times.

We will continue to improve our processes, educate scheduling
staff and strive to improve clinic access to further reduce waiting
times, and to this end VA has contracted with an independent
third party to conduct an evaluation of VA scheduling practices and
waiting time metrics. The contractor is beginning the pilot program
phase of its assessment, and we anticipate receiving the final re-
port in the spring of 2008.

In conclusion, we are taking the following substantive actions to
aggressively address the issues of veteran access and wait times.
We ask the VA’s Office of Information and Technology to develop
a new scheduling software package, as well as developing shorter-
term software solutions for our current scheduling package. We are
continually improving our training programs, and we are con-
tracting with an outside consulting firm for an independent review
of our scheduling process and metrics.

Thank you, and I will be pleased to accept your questions.

[The prepared statement of Dr. Cross appears on p. 41.]

Mr. MicHAUD. Thank you very much.

And because of time, Dr. Tibbits, we do have your written testi-
mony, you wouldn’t mind if we go right directly to questions; there
is no objection?

Dr. TiBBITS. No. Fine.

[The prepared statement of Dr. Tibbits appears on p. 42.]

Mr. MicHAUD. I have a couple questions—my first, actually, Dr.
Cross, is you mentioned the methodology, but we heard just from
the previous panel that the methodology was the same in 2005 as
it was in 2007, and you didn’t object to the methodology in 2005.
So I guess my question is why you haven’t implemented, well, five
of the eight recommendations that they recommended.
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Dr. Cross. We are recommending the recommendations that the
IG proposed, and we do track that. I want to point out that one
of the most important things that we are doing is the new directive
to comprehensively approach many of the recommendations that
they made. There was a difference in our analysis. And on review
of the OIG report from 2005 to 2007, there were significant dif-
ferences in what we found, and that was the reason, based on that
evaluation, as to our different response.

Mr. MicHAUD. I understand that the VHA said that this is a doc-
umentation issue, but I also know that on the first page of the fis-
cal 2007 performance report VA provided to Congress just a couple
of weeks ago, VA said it made 96 percent of its outpatient appoint-
ments within 30 days. Do you really feel that VA should be report-
ing 96 percent when you only can document 75 percent to the IG?
How is VA or Congress to make the right policy decisions without
having reliable numbers to go by?

Dr. Cross. Congressman, the report that we did in the prior does
include an additional explanation related to the IG report. So we
did acknowledge the IG report and the difference that they found
as opposed to what we found. And so I don’t want to obscure that.
We understand that and put that in there.

Mr. MicHAUD. Ms. Brown-Waite.

Ms. BROWN-WAITE. Thank you, Mr. Chairman.

Dr. Tibbits, how long has the VA been trying to launch its VistA
scheduling program?

Dr. TiBBITS. The VistA program in the scheduling module dates
back to the 1970s. It is actually in operation. Over that period of
time, it has had modifications to it to get the best performance out
of that kind of architecture and that software approach that we
could get in the system.

It has limitations. Those limitations finally, I guess I can say,
came to a head and were recognized as being not addressable in
total with that old architecture, VistA, and the environment and
programming medium that it is in. And the replacement scheduling
application, helped do that scheduling, in order to replace that
scheduling module in toto, was launched in May of 2001, to turn
off the 2001, and to bring us into a more modern software and ar-
chitecture, and also much more robust functionality, much better
metrics.

Ms. BROWN-WAITE. So it wasn’t just a name change in 2001?

Dr. TiBBITS. Not a name change. It was a complete, and remains
today—that initiative to help do that scheduling is a complete revi-
sion of the programming approach, the architecture, a much more
robust functionality.

Ms. BROWN-WAITE. And the cost of this program?

Dr. TiBBITS. I think I should get back to you with an exact figure
on that, if you don’t mind.

Ms. BROWN-WAITE. Has it been $30 million, $50 million?

Dr. TiBBITS. Well, I would rather get back to you with the num-
ber. I don’t know the number today. We have the numbers both for
the anticipated numbers and the actuals. It will be easy for me to
get that information for you.

[The information from the VA follows:]
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(In Millions)

FY 2009
Presi-
FY 2008 dent’s
FY 2004 | FY 2005 | FY 2006 | FY 2007 | Current Budget
Actual* | Actual* Actual Actual Estimate | Request

VistA Scheduling
Replacement 31,216 12,888 10,553 18,419 28,300 29,909

*FY 2004 and 2005 reports VHA obligations prior to the OI&T centralization. OI&T cannot substantiate
these obligations since Scheduling Replacement was not a specific budget line item in the VHA budget oper-
ating plan. Prior to FY 2004, funds expended for Scheduling project activities were not specifically identified or
reported.

Ms. BROWN-WAITE. I understand that the scheduling module has
been delayed again. Is this accurate?

Dr. TiBBITS. That is the new package. Yes, it is accurate, and un-
fortunately some of that has occurred on my watch. I will be the
first to tell you that we need to strengthen program management
discipline in the Department. We are attempting to do so, both
with IT workforce improvement initiatives, training and education,
real-time coaching and mentoring. We are also bringing in industry
experts, and the Department of Defense has numerous industry ex-
perts attached to them which we are bringing in to do real-time
coaching and mentoring to help us revise our finance and account-
ing and program management practices as well. And also IBM, by
the way, is consulting with us to help us implement the 36 proc-
esses that were recommended to us as part of standing up and re-
organizing the entire Office of Information and Technology. So we
are trying our best to strengthen those practices to get this pro-
gram delivered on schedule to the office site.

Ms. BROWN-WAITE. So do I understand correctly from your testi-
mony that it won’t be fully implementational until 2011.

Dr. TiBBITS. Yes, ma’am. The current schedule is January 2011
to have that new module deployed throughout the VA. The alpha
site deployment date is this summer, and the beta site would be
December of 2008.

Ms. BROWN-WAITE. So 10 years for determining wait times
scheduling.

Dr. TiBBITS. Yes ma’am. There are significant issues in the De-
partment. Many of them

Ms. BROWN-WAITE. Sir, issues—I don’t think is what the tax-
payers want to hear. That there are issues in the Department.

Dr. TiBBITS. Yes, ma’am. And the Department is taking, I would
say, quite a number of steps to try to deal with those issues, not
the least of which was the IT reorganization itself. We have moved
6,000 people from their former alignments in the organization to a
new, we are taking steps to professionalize the workforce, we have
the most empowered CIO in Federal Government, we have now
complete alignment of authority and responsibility with respect to
the CIO, none of which the Department had before, just 1 year ago
the Department did not have this. So while we are well positioned
to address those issues, nonetheless addressing those issues is hard
work, and much work remains to be done.

Dr. Cross. May I add, Congresswoman, that we can’t wait until
2011. We are doing things right now within our side of this equa-
tion to make sure that our veterans get the access that they need.
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That is why we are adding the staff. That is why we are opening
the new clinics. That is what really matters.

We are going to deal with the IT issue working in collaboration
with my colleagues from IT, but in the meantime there is much
that we can do, and we must do that, and that is particularly
boots-on-the-ground people helping veterans, getting them their ap-
pointments, putting the staff in the clinics, and that is what we are
doing right now. That includes 3,600 mental health workers.

Ms. BROWN-WAITE. After all of this period of time, after 12 years
of implementation, and now it is going to be up to 2011. Will this
program be able to calculate waiting times, yes or no?

Dr. TiBBITS. Yes.

Ms. BROWN-WAITE. And if we are here in 2011, will we be told
it will be 2015, and the answer will still be yes?

Dr. TiBBITS. Well, we are certainly taking steps for that not to
be the case.

Ms. BROWN-WATITE. I yield back the balance of my time.

Mr. MICHAUD. Yet earlier today we heard testimony that a lot of
the issues with calculating patients’ waiting times has to do with
the schedulers. Specifically what have you done as far as to help
solve that problem with the schedulers to make sure that we do
have accurate information?

Dr. Cross. Mr. Chairman, what we have done is training, and
training is very important. I think the Congresswoman read from
a part of our directive. It is quite complex. And people have to un-
derstand that that doesn’t come immediately to them. They have
to be trained to do that.

I am going to ask a couple of my colleagues here, Ms. Frisbee or
Ms. Levesque, to comment on that and talk a little bit about our
training program.

Ms. LEVESQUE. We issued a policy on scheduling and subsequent
to that had union negotiations. And once we were cleared, we pro-
vided the training to all the schedulers. And to date, we have
trained about 40,000 schedulers, which means anybody who has ac-
cess to the scheduling package. Many physicians like to schedule
their own patients, so they have had to take the training as well,
and those who have not taken the training have had their permis-
sion to schedule removed from them.

We are in the process of relooking at our directive. Given that
it has been out there for a year, there are issues that bubble up
as any issue would with any directive, and we are in the process
of revising that directive. And once that is revised, we will revise
the training for the schedulers, and we will do that on an annual
basis. They will have to take the training annually. We also asked
all the networks to certify that their facilities have basically
trained all of their schedulers, and we received those certifica-
tions.

Mr. MicHAUD. And you heard the previous testimony from Mr.
McCarthy from Unum in that their timeframe that they deal with
their patients or clients is 3 to 5 days on average, and that they
handle over 4% million calls a year within 20 seconds with very
limited amount of staff 24/7. Have you looked at what the private
sector, such as Unum, is doing that might improve on what the VA
is doing?
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Dr. Cross. I mentioned in my opening testimony that one of the
things we are doing is bringing in an independent reviewer. And
we have established a contract with a well-known, famous con-
tractor, to look at waiting times and how we measure it.

I will ask Dr. Tibbits if he wants to add anything to that. I think
the answer is no.

Mr. KENNEDY. If I might.

Mr. MICHAUD. Is there unanimous consent that Mr. Kennedy be
allowed to ask questions? Any objections?

Hearing none, Mr. Kennedy.

Mr. KENNEDY. In our community health centers in Rhode Island,
we have same-day walk-ins, and they have never thought it could
be possible where they could go without prescheduled appoint-
ments, and they have now done without them. And they have ac-
commodated it, and it is, to everyone’s surprise, not a problem. And
so I would be happy to hook you up with them and figure out how
they have managed to do it. But I understand they are doing it in
the VA in Hartford. They don’t have prescheduled appointments.
They have it via you walk in, you get taken care of.

Now, a big problem that I have is we are not even seeing a frac-
tion of the veterans we need to see. The big issue here that we are
not touching is the numerator and the denominator. VA is only
touching a fraction of the number of veterans that it should be
touching.

Now, the real question is what happens when the VA actually
goes out and does its job, and that is touch all the veterans that
are supposed to be brought into the VA? Then what happens to this
waiting period? That is the real issue. And what happens when it
has to contract out, and will it contract out for partnership with
the private sector in order to meet these needs?

You mentioned the mental health. It is great if you hire a bunch
of mental health providers, but it is a lot easier if you co-opt the
existing mental health providers and use them as leveraging re-
sources so you can build a broader system to meet the need.

But I am interested to hear whether you have heard of this no-
tion of, you know, same-day walk-in services.

Mr. FEELEY. Dr. Cross, might I comment? I would just want to
mention it is Bill Feeley, class of 1969 and Providence College re-
sponding.

I wanted to share with you that we have the 724 community-
based outpatient clinics that were mentioned. So we are out there
with mental health providers in all those clinics. You can have
same-day walk-in service at any VA hospital in the system, and
you can get that at the community-based clinics as well.

Because of the serious nature of the disease entity that we are
talking about, we have established a new standard of a response
within 24 hours to a patient who presents. On a call, they can come
in, but we are going to evaluate them within 24 hours. The stand-
ard to see a patient routinely—not in crisis, but routinely—is drop-
ping from 30 to 14 days, which is the way we are going to use these
mental health warriors that we are hiring out there, and 3,600 of
those employees. In addition, we already contract for $3 billion
worth of services in various community-based setups where there
might be remote challenges. So we are doing it.
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And I would like to get on the record that people come to us as
the subject matter experts on access frequently and view us that
way. We are not perfect. This is a work in progress that will keep
me busy for many years. I set a goal as a professional mental
health worker to wipe out mental illness by the time I was 28. 1
am now 60, and I still have work ahead of me.

Mr. KENNEDY. I would just like to follow up. I was just down in
south Texas, and there is no real VA down in the McAllen area.
They send them up to San Antonio. They tell me that, you know,
it is a 4- or 5-hour drive. That is the only place they can get their
appointments. It would be a lot easier for them if they were able
to get it, obviously, down where they live in that area. The popu-
lation is huge. And rather than—maybe they could get their ap-
pointments all, you know, kind of in an accumulated timeframe
and do better scheduling that way than have them take that 4-
hour drive. Maybe they could do teleconferencing and other things.
Have you thought about these things?

Mr. FEELEY. Let me just share with you, so no one thinks that
you sent me this question in advance. I did a ribbon-cutting cere-
mony in Harlingen last Friday at the CBOC there that has been
expanded from 11,000 square feet to 34,000 square feet, visited the
clinic 35 minutes away. The mental health service delivery system
that you are describing is going to be in this new Harlingen ex-
panded clinic. And we are going to be contracting for inpatient care
whenever needed since it is an unreasonable commute to expect
someone who is having a mental illness breakdown to ride in a van
for 300 miles.

So we are really going to bolster up services in the Laredo,
McAllen, Harlingen, Corpus Christi area by investing in those
mental health providers and bringing them down there. But Mexi-
can food did bring me down to the dedication.

Mr. MicHAUD. I want to thank you, Mr. Kennedy, too, for your
interest not only in veteran issues, but also in mental health. You
have been a true leader in Congress. I really appreciate your inter-
est in these issues.

Ms. Brown-Waite.

Ms. BROWN-WAITE. Thank you, Mr. Chairman.

You know, in thinking about the whole scheduling problem that
VA has had for a very, very long time, have you looked at what
major hospitals do, New York University, Mayo Clinic, M.D. Ander-
son, a little clinic maybe in rural Ohio? Scheduling of patients isn’t
new, it is not rocket science. Why has it taken so long, cost so
much? And yet, I will tell you, I have been here just 5 years. Before
I got sworn in, I got sworn at by the VA people in my Congres-
sional district because I asked them for a list of wait times, be-
cause what I heard on the campaign trail was nowhere like what
they initially provided me. And I challenged them. I said, I don’t
believe these numbers. You better go back. You better look. And I
gave them names of people who had told me how long they had to
wait. Well, then they finally ’fessed up.

I do not believe that they have ever had the audacity to fudge
those numbers again because they know I will call them on it. They
know I stand on those numbers. But why are we reinventing the
scheduling wheel here?
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Dr. Cross. Congresswoman, we are a learning organization. And
I listened to what Congressman Kennedy said and what you said.
We will learn from anyone, and we often do reach out to many dif-
ferent organizations, universities that we are affiliated with and
others. If someone has a better package that will fit within our sys-
tem to do the vast job that we are asking it to do, we are quite
open to that.

Now I will ask my IT colleague to add to mine. I am not an ex-
pert on IT.

Dr. TiBBITS. Well, right. I mean, just from the IT perspective, 1
would say exactly the same thing. We are not wedded to in-house
development, we are certainly not wedded to the legacy system
which has inadequate functionality, and we are happy to look at
cost packages. And so far, we have not identified a cost package.
We have, by the way, looked at DoD’s experience with commercial
off-the-shelf packages for scheduling, which was not a happy expe-
rience. And we have wound up with the conclusion we wound up,
that the existing system needs replacement, it needs replacement
badly, the current foundation is not adequate to build on, and we
need a new module.

Ms. BROWN-WAITE. The current system needs replacement badly,
and so we have been at this now for 10 years?

Dr. TiBBITS. We have been at the replacement system since May
of 2001.

Ms. BROWN-WAITE. That doesn’t equate to quickly, even May of
2001.

As T said, this isn’t rocket science. And I appreciate your offer to
reach out to the private sector, but you can take an off-the-shelf
program that perhaps M.D. Anderson uses, and it can be modified.
You can take those modules and you can modify them.

I don’t understand. Tell me the uniqueness of the VA scheduling
system unless it relates to that very convoluted description that I
read earlier today that I don’t want to bore everybody by reading
again, because it is like, okay, when is it official that appointment
was requested? Is that what makes it unique? Please help me to
understand.

Dr. TiBBITS. Sure. Let me speak to some of that, and then I am
going to defer to my colleagues who understand the scheduling
business far better than I do and the policies. But from an IT per-
spective, when one starts modifying a commercial package, it is a
disaster, because what happens is modification of a commercial
package then creates frequently a separate production line, which
then that industry cannot continue to market commercially, but we
wind up being a unique customer for that commercial package.
That winds up being a very expensive proposition, which has prov-
en to be a failure in many implementations of commercial packages
around the world—around the country.

Now, what specifically makes VA requirements unique? I am not
the best person to answer that, but we have veterans categories
and many of the things that you all are very familiar with that the
private sector does not have to deal with.

Ms. BROWN-WAITE. You are talking about a couple of extra boxes
there on the initial application for an appointment.
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Mr. Feeley, one quick question, and I would like this in writing
from the VA. The bill that I referred to that says you either provide
the healthcare service within 30 days or—really 30 days, by the
way—or the patient can seek care elsewhere, I would like an offi-
cial position by the VA on this, a written position. I realize you
can’t do that now. And you also have a new Secretary coming in.
But I would like that within—I think maybe the next 30 days
would be an appropriate response time. I certainly would appre-
ciate it. And I would, with the permission of the Chairman,
certainly share it with everyone else. And if you would send it to
Mr. Michaud with a copy to me, I would greatly appreciate that.

[Congresswoman Brown-Waite sent a letter to VA on December
13, 2007, requesting additional views for H.R. 92. The request let-
ter and VA’s responses dated July 31, 2008, appear on p. 45.]

Mr. FEELEY. If T could just comment. I think that we need to
meet the standard, and we are working very aggressively to meet
that standard, and my goal is certainly to hope that we do. So we
are continuing to monitor and measure on a biweekly basis. And
I think the bill has elements of reasonableness if we can’t meet the
standard. But we will get the written position of the Secretary.

b N{{s. BROWN-WAITE. I appreciate that. Thank you. And I yield
ack.

Mr. MicHAUD. Thank you.

Once again, I would like to thank you, Dr. Cross and Dr. Tibbits,
for your testimony and for the accompanying panelists. I look for-
ward to working with you as we move forward to deal with the
wait time issue. And we can’t emphasize enough that this is ex-
tremely important because there are individuals out there who
serve this great Nation of ours that need the service. They need it
in a timely manner, and unfortunately, as we heard from the full
Committee this morning, if they do not get that service, unfortu-
nately some do ultimately commit suicide.

So this is an extremely important issue. I look forward to work-
ing with each and every one of you as we move forward to improve
on what the VA currently does. And once again, thank you very
much, and the hearing is adjourned.

[Whereupon, at 4:30 p.m., the Subcommittees were adjourned.]
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Prepared Statement of Hon. Michael H. Michaud,
Chairman, Subcommittee on Health

This Joint Hearing on VA Outpatient Waiting Times will come to order.

Good afternoon. I would like to thank everyone for coming to today’s hearing.

The focus of this hearing is waiting times for outpatient appointments in the Vet-
erans Health Administration. Outpatient waiting times are one aspect of a much
broader focus of the Subcommittee on Health—access to high-quality healthcare.

Access to healthcare is defined as the ability to get medical care in a timely man-
ner when needed.

We know that access to healthcare is important for veterans. It improves treat-
ment outcomes and quality of life for those who have it.

Since the beginning of the 110th Congress, the Subcommittee on Health has
taken broad action to increase veterans’ access to healthcare.

In May 2007, the House passed H.R. 612 which extends the period of eligibility
for VA healthcare for veterans of Operations Enduring and Iraqi Freedom from 2
to 5 years.

Also in May, the House passed H.R. 2199 which develops programs aimed to im-
prove access to care for veterans with Traumatic Brain Injury.

And in July of this year, the House passed H.R. 2874 which among other things,
provides therapeutic readjustment and rehabilitation services to veterans, provides
improved transportation to rural veterans, and improves and enhances services to
homeless veterans.

I am very proud of our accomplishments so far this year and I feel that we have
come a long way in improving healthcare for veterans. But we still have more work
to do.

Today, I hope that we will learn more about how the VA is doing in seeing pa-
tients in a timely manner for initial and necessary follow-up appointments, and how
VA tracks this information.

I would also like to learn how VA is managing patient care to provide necessary
preventative medicine.

In a system that handles 40 million outpatient appointments per year, it is clear
that efficient and effective policy, training and follow-up is critical in achieving suc-
cess.

I hope that we can use this time to work toward solutions so that we can all
achieve our primary goal to improve access to healthcare for all veterans. I am con-
fident that by working together, we will be successful.

Timely access to quality healthcare is something that those who have served our
country have earned. We must work together to provide it for them.

———

Prepared Statement of Hon. Harry E. Mitchell,
Chairman, Subcommittee on Oversight and Investigations

Yet, our veterans can only take advantage of this healthcare if they can get the
appointments they need to access it. Unfortunately, too many of our troops are re-
turning home and encountering long waiting times.

When I was back in the district last weekend, I met with a group of Arizona vet-
erans. Many of these veterans expressed concerns about the long waiting times they
have encountered to get doctors appointments.

One local veteran, John Tymczyszyn, tried to make an appointment for treatment
for a service-related injury he suffered. John requested this appointment in Decem-
ber 2006, and his appointment was scheduled in late May 2007—six months after
his initial request. John told me that he continued to struggle to make appoint-

(29)
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ments within the VHA and because of that difficulty he now relies on civilian pro-
viders for his healthcare.

This is unacceptable.

When we've tried to look into the problem and see what we can do to address it,
we have been unable to secure verifiable documentation of waiting times.

According to a recent audit by the Department of Veterans’ Affairs Inspector Gen-
eral, the wait times reported by the VHA are both understated and incomplete.

The VA reported in the Department of Veteran Affairs Fiscal Year 2006 Perform-
ance and Accountability Report in November 2006 that 95% of veterans seeking
spepi?llty medical care were scheduled for appointments within the required 30-day
period.

However, the IG audit found sufficient evidence to support that only about 75%
of veterans had been seen within 30 days of the requested appointment date.

Furthermore, the IG audit found that schedulers are “not following established
procedures for making and recording medical appointments.” This means that we
don’t even have a clear picture of how many veterans have requested appointments.

VHA schedulers are supposed to act on a veteran’s request within seven days. If
this appointment cannot be made within the required 30 days, the scheduler should
place the veteran’s request on an electronic waiting list.

However, the IG found that a majority of schedulers are not trained to use this
system so they don’t use the electronic waiting lists.

But perhaps most alarming are reports that schedulers have been instructed to
reduce waiting times by not putting patients on the electronic waiting list. This at-
tempt to reduce cases of long wait times could lead to “gaming” of the scheduling
process.

The VA has discounted the IG’s report because it disagrees with how wait times
were calculated. This is unacceptable.

I'm not willing to walk away from this audit over a disagreement about method-
ology. This is a real problem that we must look into.

When our veterans encounter long waiting times, their conditions go undiagnosed
and serious disease go untreated. This is no way to treat those who have honorably
served our country.

Furthermore, until we have a clearer picture about waiting times, the VA can’t
improve the situation because we can’t identify problem facilities or effectively allo-
cate resources.

It is time for us to do the right thing for our veterans and stop hiding behind
unsupported claims that these servicemen don’t encounter long waits for doctors’ ap-
pointments.

I look forward to hearing from our witnesses.

———

Prepared Statement of Hon. Ginny Brown-Waite, Ranking Republican
Member, Subcommittee on Oversight and Investigations

Mr. Chairman,

I thank you and Ranking Member Miller, along with the rest of the Members of
the Subcommittee on Health for joining us in this important hearing on outpatient
waiting times at the Department of Veterans Affairs.

As of October 2007, there were 7.9 million veterans enrolled in the VA healthcare
system.

And today there are 153 VA Medical Centers and 724 Community-Based Out-
patient Clinics (CBOCs) available to serve the needs of these veterans.

When a veteran or physician calls to schedule an appointment in one of these clin-
ics, they should be able to receive an appointment that is timely and appropriate
to the medical needs of the veteran.

I am looking forward to hearing from our first panel of witnesses today on how
they feel outpatient waiting times at the VA has affected them, as well as any pos-
sible solutions they can offer.

I am also interested in hearing from the VA Office of the Inspector General on
their perspective on the waiting times issue.

Finally, I expect to hear from the VA as to how they monitor waiting times, and
what steps they are taking to improve the timeliness of services provided to our vet-
erans.

On January 4, 2007, I introduced H.R. 92, the Veterans Timely Access to Health
Care Act, which would make the standard for a veteran seeking primary care from
the Department of Veterans Affairs 30 days from the date the veteran contacts the
Department.
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Unfortunately, this bill is needed because current practices do not meet that goal.

I monitor data for VISN 8 from the Department of Veterans Affairs to determine
the time new patients and existing patients wait to receive an appointment.

While established patients wait less than 15 days for an appointment, the num-
bers for new patients are much higher.

What I also found interesting in looking over the data is that there appeared to
be a decrease in the waiting times at the major medical facilities; however, at the
CBOC level, waiting times have increased.

In the 3rd quarter of FY 2007, new patients had to wait an average of 45-50 days
to receive an appointment at a VA CBOC, while new patients waited an average
of 22-25 days to receive an appointment at the VA Medical Centers.

This is simply not acceptable.

I am also curious as to the dramatic decrease in waiting times at the VA Medical
Centers in VISN 8.

I question whether patients are being redirected to the CBOCs to reduce waiting
times at the medical centers.

If veterans are having problems receiving care within 30 days, then Congress
needs to allow them to look for an alternative.

My bill is NOT a scheme to move the VA toward privatization; it simply ensures
veterans receive care in a timely manner.

VA can and does provide a high level of care to all the veterans that are enrolled
in the system; however, if a veteran cannot be seen by a physician then what good
does that do?

The Department of Veterans Affairs’ Web site states that the goal of the VA is
“to provide excellence in patient care, veterans’ benefits and customer satisfaction.”

This hearing today is to determine whether the VA is meeting that goal with
timely access to care.

As everyone here knows, this issue is tremendously important to every American.

Our veterans did not wait to answer the call to duty.

They answered their Nation’s call, and took up arms to protect our freedom.

They served and many returned to us injured and in need of care.

I talk with the veterans from my district on a daily basis about the issues they
have with the VA, and getting in to see a doctor in a timely fashion is at the top
of their list.

And the care of our Nation’s veterans should not be a political issue.

Instead, Congress should work together to improve veterans healthcare so that it
becomes the model of good governance.

Thank you again, Mr. Chairman, and I yield back the balance of my time.

———

Prepared Statement of Mary C. Jones, Licking County Veterans’ Service
Officer, Licking County Veterans’ Service Commission, Newark, OH

Mr. Chairman and Members of the Subcommittee:

Thank you for providing me with the opportunity to testify regarding the impor-
tant issue of outpatient waiting times.

I have worked as a County Veterans Service Officer for the past 12 years and in
that capacity have had an opportunity to enjoy a great relationship with the staff
at both the Columbus VA Outpatient Clinic and the Newark Community-Based Out-
patient Clinic and feel privileged to be able to have this relationship. I use the VA
Healthcare system as my primary provider of medical care for my service-connected
conditions. My concern with outpatient waiting times is our inability to get veterans
into an appointment in a timely manner. Their appointments are scheduled so far
out (often two to three months) that their condition worsens and they are left angry
and frustrated at a system that is supposed to be in place to care for those who
have given so much to our great Nation.

As examples of the problems created by these wait times I offer to you some expe-
riences from our office. We see many veterans shortly after their return home. They
have been promised dental care within 90 days from their discharge. One veteran’s
first available appointment was scheduled for almost 90 days from the date of re-
quest. When he got to the dental clinic he was told that his appointment needed
to be canceled and re-scheduled. They did not have any appointments available
within the 90-day period that he was entitled to dental care and therefore he was
not seen.

Female veterans have unique healthcare concerns and face difficult wait times to
be seen by gynecologists—often as long as six to eight months. Please keep in mind
that most of the women that we are working with do not have other viable options
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for healthcare. Many are war time veterans on a nonservice-connected pension and
are therefore very low income. They are unable to get Medicaid treatment for pre-
ventative or diagnostic medical care. Pap tests and mammograms are increasingly
important as we get older and are often life-saving diagnostic tools, but waiting as
long as six months for the initial exam and then often even longer to get the test
scheduled can lead to greater problems if a cancer exists.

I mentioned earlier that I am a service-connected veteran and that I use the VA
outpatient clinic myself. I was having health concerns and tried to schedule an ap-
pointment with my physician and was told the earliest appointment I could get was
in six months. Because I am a county employee and have medical insurance through
my employment, I was able to see a doctor outside of the VA system within three
weeks and ended up needing major medication changes and a heart catheterization.
I hate to think what would have happened to the veteran who had no other options.

We are now filing many claims for post traumatic stress disorder (PTSD). Usually
when we file a claim we have a veteran who has a diagnosis for a condition, but
PTSD is different. Most veterans can get into the VA to see a social worker and
can get assigned to group counseling fairly quickly. Most can see a psychiatrist
within three to four months for an initial exam, but within the 12 to 18 months
that a service-connected claim takes to adjudicate, the veteran is still left without
a diagnosis for PTSD because the wait times prohibit the doctor from seeing the pa-
tient often enough to provide a definitive diagnosis of any mental health issue. Be-
cause no diagnosis exists, the VBA must deny the claim for service connection. See-
ing private psychologists and psychiatrists are beyond the financial reach of most
veterans.

My most memorable experience is a WWII veteran who was in receipt of a non-
service-connected pension. He was diagnosed with prostate cancer through a PSA
test done by his primary care physician. Treatment was scheduled, but the wait
time was several months. In the meantime this gentle man very clearly understood
that he would not survive due to the fact that his cancer had spread and was con-
tinuing to spread during this wait. The treatment would only have prolonged his
life and probably not saved his life, but this would have been an excellent oppor-
tunity to send a positive message of support from the government to this WWII vet-
eran, and that opportunity was missed. He died before his appointment with an
oncologist.

This has been an honor for me to have an opportunity to bring examples of the
difficulties experienced by the veterans that I serve caused by the long wait times
to be seen at the clinics. I did not come to criticize the VA, because the care given
by our outpatient clinic is excellent, but at this time that care comes at a price and
that price is patience.

Mr. Chairman, this concludes my testimony.

————

Prepared Statement of Kevin P. McCarthy,
President and Chief Executive Officer, Unum US, Portland, ME

Mr. Chairman, Members of the Committee, I'd like to thank you for the oppor-
tunity to testify before you. My name is Kevin McCarthy and I am the President
of Unum US. Unum is a subsidiary of Unum Corporation.

Unum’s involvement was generated by our CEO (a graduate of Virginia Military
Institute) wanting to explore how the company could assist with sharing its best
practices that might be useful in a new world, “post-Walter Reed.” Since that time,
Representative Michaud has visited Unum and viewed firsthand how the combina-
tion of our people and technology are integrated together in a way that reduces
delays in every aspect of claim processing/case management. As a result of this visit
and our meetings this summer and fall with House and Senate Congressional staff,
the Veterans Affairs Administration and the Department of Defense on sharing best
practices between the private sector and the public sector, I am here today to dis-
cuss how we use these smart systems and people not only to reduce waiting times
for setting up independent medical examinations or assisting a claimant’s medical
team in developing a treatment plan specific to that individual, but also how these
are aspects of a larger integrated case management/claim management approach
that includes everything from regular contact with our insureds so they know what
is happening “real time” on their claim to assisting them with vocational rehabilita-
tion. This integrated approach actually speeds up not only actions like wait times
on individual, specific issues, but the entire claim/case management process. We
would be pleased to continue to be a resource for the sharing of best practices be-
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tween the public and private sectors as you continue to evaluate the disability adju-
dication/case management processes at the VA.

Corporate Overview

Unum is a company of people serving people. As one of the world’s leading em-
ployee benefits providers, Unum helps protect more than 21 million working people
and their families in the event of illness or injury.

We provide more than a benefit check to customers—we provide a wide range of
benefits and services designed to help people during what is often the most trying
time of their lives—loss of income due to illness or injury.

For 30 years Unum has been an industry leader in providing income protection
and employee benefits. Unum is ranked #1 in long-term disability income protection,
#1 in short-term disability income protection, #1 in individual income protection,
and #1 in group long-term care insurance. We are also among the market leaders
in group life insurance and supplemental benefits. We provide leave management
administration services, health and productivity services and a work-life balance
program with health risk assessments.

In 2006, we serviced more than 420,000 newly filed claims (disability products,
long-term care, and voluntary benefits) and replaced $4 billion in lost income to help
provide support to our insureds and their families. These benefits are paid directly
to our insureds. To our knowledge, this is more than any other private income pro-
tection provider in the world.

Our customers expect that their claims will be paid promptly and accurately. In
order to ensure we get it right the first time, we carefully measure customer satis-
faction. In fact, 9 out of 10 are satisfied with the handling of their claim. In addi-
tion, 97% of the businesses we insure give us high marks.

Our ability to pay our customers billions of dollars annually with these high levels
of satisfaction is due to our highly trained people, coupled with the right technology.

The substance of my testimony will be focused on how we track, manage and pay
the more than 400,000 claims we receive each year with high levels of customer sat-
isfaction.

Our people and tracking systems ensure we stay in close touch with our cus-
tomers as we take the steps necessary to enable us to pay their claims. Our physi-
cians and claims payers work closely with the insureds’ medical providers to, for ex-
ample, schedule medical examinations, set up calls so our doctors can speak directly
with the insureds’ doctors and establish that they are receiving regular care and
treatment.

How do we keep our promises?

By employing:

« experienced people and leading technology;

¢ a claims management approach that applies the most accurate resources to
each claim;

* best-in-class decision making supported by expert systems and resources with
an emphasis on quality and tracking.

Customer Service and the Disability Management Process

While a person’s disability can be a complex, ongoing and ever-changing life event,
our goal is to make the claim payment process simple and transparent for our cus-
tomers during this trying time in their lives.

We make it easy to submit a claim. It can be done by Internet, telephone, fax or
mail.

At any time after the claim has been submitted, our customers can speak with
a skilled person. We handle more than 4.5 million calls a year. Eighty percent of
calls are answered within 20 seconds and 85 percent are managed without holding
or transferring. It is a combination of selecting talent with the right skills, devel-
oping quality training programs, and employing the right technology that enables
us to handle these high volumes with just 300 employees.

While our goal is to make it easy for customers to reach us, we also understand
that many need our help.

Thus, we regularly reach out to our insureds and their healthcare teams. We view
it as critically important to speak with our insureds and their physicians and we
frequently help them follow up with their doctors.

We are able to do this because we have invested in an innovative technological
process which sorts claims by complexity and severity—this technology is supported
by hundreds of highly trained Benefits Specialists, physicians, nurses and vocational
rehabilitation consultants. Again, it is this unique combination of people and tech-
nology that enables us to fully understand and respond to our customers’ needs.
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The Benefit Specialists help the claimants keep everything on track—the Benefits
Specialists essentially “case manage” the claims. For example, they set up medical
exams, help insureds with vocational rehabilitation, assist our customers in obtain-
ing Social Security once we have determined that they may be eligible, and ensure
that the relevant medical records have been received by Unum for a full, fair and
thorough evaluation.

Our technology provides a single point of coordination which enables the team to
efficiently:

manage workloads;

make appointments;

review all claim documents;

schedule follow-up appointments, calls, letters and medical exams; and
provide real-time management access and quality assurance review.

This technology involves an imaging system so all the claims are paperless and
can be viewed across multiple locations at the same time. This allows us to tap into
expertise in other locations while also enabling easy communication between team
members, even if they are not located in the same office. It also allows real-time
claim assessment and processing. Finally, it ensures a consistent claim history,
claim documentation, medical records and correspondence.

The technology also includes an automated scheduling system so claim manage-
ment activities—such as calling doctors’ offices and setting up independent medical
exams—are done accurately and promptly.

Each one of the activities the Benefit Specialist does is scheduled and tracked to
ensure that the right resources are applied to the right claims at the right time.
In fact, the technology gives us the ability to determine whether appointments are
being kept, calls are being made and whether there are delays in the claim proc-
essing.

The claim status is also viewable on the web so our customers can see their claim
status “real-time.” Privacy protections are in place.

Unum’s goal is to make a determination within 3-5 days on 95% of short duration
claims and within 45 days on longer term, more complex claims.

In regard to the specifics of the management process, when a claim is received
it undergoes an initial claim review. During this phase the following steps occur:

» we verify eligibility;

» we evaluate the claimant’s functional ability;

e we work in partnership with the insured’s employer to assess the physical and
cognitive occupational demands;

¢ we partner with the employer to determine any possible accommodations that
could be made so the person can return to work; and

¢ the Benefit Specialist partners with in-house medical, vocational and manage-
ment resources as needed.

The more complex claims are sent electronically to Benefits Specialists and med-
ical professionals who specialize in certain types of claims—allowing efficient, high
quality, customer focused handling. For these claims, each customer is called and
we set up an individual follow-up action plan with the insured based on the dynam-
ics of the specific medical condition. The claims process looks at the whole person,
not just the diagnosis. We provide information and motivation to the claimant and
the employer and work in collaboration to find the most appropriate resolution to
the claim. The claimant’s level of function is assessed, medical records and the
treatment plan are obtained, and activities of daily living are determined. We then
work with the insured on a return to work plan. A specific claim example may be
a behavioral health claim that is based on ICD9 (“International Coding of
Diagnostics 9”—a standardized Medical Diagnosis system where each diagnosis is
assigned a code, i.e. The “ICD9 code”) code and is sent to a Benefits Specialist with
a specific skill set. That Benefit Specialist would review the claim on our image-
based system. Based on the specific facts of the file, the Benefit Specialist could:
call the claimant, obtain medical records, schedule an independent medical exam-
ination if necessary, call the claimant’s doctor or set up a meeting between one of
our doctors and the claimant’s medical team to establish a treatment plan or gather
outstanding information. The system could be set up to automatically remind our
claims payer, nurse or doctor to call the claimant and see whether the appointment
was kept or the agreed upon treatment plan was being followed. Based on the spe-
cific diagnosis, the system can automatically generate follow-up activities to ensure
that our team is in regular contact with the insured and his or her medical team.
As the insured’s condition improves or otherwise changes, we can continuously ad-
just our actions to make sure that the insured is getting the treatment, care and
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claim management that will enable us to assess the individual’s condition “real-
time.”

During the assessment and review process, the Benefits Specialist partners with
the insured’s medical team as well as with our internal doctors, nurses and voca-
tional rehabilitation staff to:

« assess the duration of the claim;
¢ provide rapid resolution to medical issues; and
« assist with helping the claimant return to work.

In addition to medical and vocational professionals, the Benefits Specialist has ac-
cess to a wide variety of experts who can help with Social Security advocacy,
wellness and disease management, an employee assistance program and return-to-
work consulting.

Quality Assurance

The investment in the people and technology has given us the ability to easily
measure and carry out all of the actions we schedule during the claim process.

From a Quality Assurance perspective, it gives us the ability to roll up the infor-
mation in many ways. For example, we know whether appointments are being kept
as we stay in close touch with the claimants and their doctors.

Behind the tracking systems, our robust quality assurance and continuous im-
provement programs also help:

¢ maintain a strong, customer-based focus;

* manage workloads for each of our claims specialists, nurses, doctors, and voca-
tional rehabilitation specialists;

« facilitate an audit of claim decisions, both real-time and post-claim;

« support an appeal process with feedback; and

« allow for management review, involvement and reporting.

In conclusion, we would be more than happy to assist you in any way. You have
an open invitation to visit Unum. We would welcome the opportunity to continue
to share knowledge of our capabilities, systems and expertise. Thank you for the op-
portunity to testify before the Committee.

———

Prepared Statement of Belinda J. Finn, Assistant Inspector General for
Auditing, Office of Inspector General, U.S. Department of Veterans Affairs

INTRODUCTION

Mr. Chairmen and Members of the Subcommittees, I am pleased to be here to ad-
dress the Office of Inspector General’s (OIG) findings related to the Veterans Health
Administration’s (VHA) reported waiting times for outpatient appointments. I am
accompanied by Larry Reinkemeyer, Director of the Kansas City Audit Operations
Division, who directed the teams responsible for the audits we performed. Our audit
coverage on outpatient waiting times and waiting lists consists of two reports. I will
discuss both reports today in order to provide a more complete assessment of the
problems we identified and the current status of actions by VHA to improve out-
patient waiting times.

In July 2005 we issued Audit of the Veterans Health Administration’s Outpatient
Scheduling Procedures (Report No. 04-02887) and concluded that schedulers were
not following outpatient scheduling procedures, resulting in inaccurate waiting
times and incomplete waiting lists. As a followup to the 2005 report, we issued
Audit of the Veterans Health Administration’s Outpatient Waiting Times (Report
No. 07-00616-199) in September 2007. We again concluded that schedulers were
not following established procedures for making outpatient appointments, causing
VHA'’s reported performance on waiting times and waiting lists to be unreliable for
Congressional and VA decisionmaking.

OIG IDENTIFIES DATA INTEGRITY PROBLEMS IMPACTING THE RELI-
ABILITY OF VHA’S WAITING TIMES INFORMATION

In FY 2005, at the request of the Secretary of Veterans Affairs, we audited VHA’s
compliance with outpatient scheduling procedures to determine the accuracy of the
reported veterans’ waiting times and facility waiting lists. Our objectives were to de-
termine whether schedulers followed established procedures when selecting the type
of appointment and entering the desired appointment date into the Veterans Health
Information Systems and Technology Architecture (VistA) and to evaluate the effec-
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tiveness of the procedures used at VHA medical facilities to ensure all veterans ei-
ther had appointments or were identified on electronic waiting lists.

Our 2005 audit work analyzed a statistical sample of 1,104 appointments from a
universe of 38,786 appointments at 8 medical centers. We reviewed scheduling data
and medical records to determine when the appointments were scheduled, how the
schedulers created the appointments, and whether the schedulers used the correct
desired dates when creating the appointments. We also reviewed each appointment
to determine whether the veteran qualified for the electronic waiting list and if
service-connected veterans received appointments within 30 days. In addition, we
gathered information from 15,750 (53 percent) of the 29,818 schedulers nationwide
on their training, experience, adequacy of supervision, and scheduling practices
through a national survey. We also interviewed 247 schedulers at the 8 medical fa-
cilities visited during the audit.

VHA calculates outpatient waiting time for each appointment from the desired
date of care recorded in the VistA scheduling software to the actual appointment
date. The desired date of care is defined as the earliest date that the patient or cli-
nician specifies the patient needs to be seen. In addition, VHA policy establishes a
goal of scheduling appointments within 30 days of the desired appointment but not
more than 4 months beyond the desired appointment date. When a specific appoint-
ment date is not requested, VHA policy requires the scheduler to use the next avail-
able appointment. VHA policy requires that all appointment requests, including con-
sult referrals to a specialist, must be acted on by the medical facility within 7 days.
Acting on the request involves either scheduling the requested care or placing the
patient on the electronic waiting list. The electronic waiting list is a standard tool
that VHA implemented in December 2002 to capture and track information about
veterans waiting for clinic appointments in VHA medical facilities.

Our 2005 results showed that outpatient scheduling procedures needed to be im-
proved to ensure accurate and reliable reporting of veterans’ waiting times and facil-
ity waiting lists. Because schedulers did not follow established procedures, medical
facility directors were unaware that 18 percent of the service-connected veterans in
our sample waited more than 30 days for their appointment. We projected that over
2,000 service-connected veterans waited longer than 30 days from their desired date
to see a physician at these 8 medical facilities. Nationwide, as many as 24,463 serv-
ice-connected veterans could have been similarly impacted. Inaccurate waiting time
data and waiting lists can compromise VHA’s ability to assess and manage demand
for medical care. VHA managers plan budget priorities, measure organizational and
individual medical center directors’ performance, and determine whether strategic
goals are met, in part, by reviewing data on waiting times and lists.

We found that schedulers created appointments using the wrong appointment
type for 380 (34 percent) of the 1,104 appointments and the wrong desired date for
457 (41 percent) of the 1,104 appointments in our sample. When scheduling an out-
patient appointment, schedulers are asked if the appointment should be considered
as “next available.” If the scheduler answers yes to this question, then the system
enters that date as the desired date of care by default. If the scheduler answers
no to the question, then the scheduler must input a desired date of care. In 2005,
VHA strived to schedule at least 90 percent of all next available appointments for
veterans within 30 days. Our results showed, however, that 65 percent of the next
available appointments were scheduled within 30 days—well below the VHA goal
of 90 percent and the medical facilities directors’ reported accomplishment of 81 per-
cent.

VHA medical facilities did not have effective procedures to ensure all veterans
were identified on the electronic waiting lists. In fact, our testing showed that 5
medical facilities understated their waiting list by 856 veterans. Nationwide, the
electronic waiting lists could be understated by as many as 10,301 veterans. We also
identified clinics with substantial backlogs of consult referrals where veterans did
not have appointments within 7 business days, and those veterans were not in-
cluded on the electronic waiting lists. Further, 17 percent of the 247 schedulers
interviewed told us they maintained informal waiting lists of veterans who needed
appointments.

VHA did not have a standardized training program for schedulers so schedulers
were receiving most of their training as on-the-job training. This led to inconsist-
encies implementing the scheduling procedures and directly contributed to the er-
rors we identified. Forty-five percent of schedulers responding to our survey re-
ported that they had received no formal training on the use of the VistA scheduling
module, and 81 percent responded that they had received no training on the use
of the electronic waiting list. Further, 2,246 (68 percent) of the 3,298 schedulers who
identified themselves as trainers in our nationwide survey, did not know how to cor-
rectly create an appointment for a veteran who wanted an appointment as soon as
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possible but who did not need urgent or emergency care. Seven percent of sched-
ulers said that managers or supervisors directed or encouraged them to schedule ap-
pointments contrary to established procedures. Sixteen percent of the schedulers re-
ported that they maintained informal waiting lists.

We recommended that the Under Secretary for Health take the following actions
to improve outpatient scheduling procedures and the data integrity of waiting time
information:

¢ Ensure that medical facility managers require schedulers to create appoint-
ments following established procedures.

¢ Monitor the schedulers’ use of correct procedures when creating appointments.

* Monitor consult referrals to ensure that all veterans with referrals either have
scheduled appointments within 7 business days or are included on electronic
waiting lists.

¢ Establish an automated link from the Computerized Patient Record System con-
sult package to the Vista scheduling module.

¢ Ensure medical facilities prohibit the use of informal waiting lists.

¢ Develop a standard training package for medical facilities to train schedulers
on electronic waiting list and VistA scheduling modules.

e Ensure all schedulers view the video training titled “Vista Scheduling Software:
Making a Difference.”

¢ Require all schedulers to receive annual training on the electronic waiting list
and VistA scheduling module.

The Under Secretary for Health agreed with the findings and recommendations
to make the needed improvements in outpatient scheduling. According to the Under
Secretary, VHA was vigorously addressing problems with waiting times and sched-
uling delays, and they had taken steps to accurately quantify the numbers of pa-
tients on waiting lists, lengths of waits, and the reasons for the scheduling delays.
The Under Secretary also stated that VHA’s Advanced Clinic Access (ACA) initia-
tive, in conjunction with other planned and ongoing improvements, was expected to
result in needed scheduling enhancements that are consistently applied to all VHA
medical facilities. While we did not evaluate the implementation of the ACA initia-
tive, our 2005 results showed that the schedulers’ use of incorrect procedures dis-
torted the reported measurement of veterans’ waiting times and facility waiting
lists, regardless of whether the clinic had implemented ACA.

In response to our 2005 report, VHA issued new policy, Directive 2006-055, on
October 11, 2006, for implementing processes and procedures for the scheduling of
outpatient appointments and for ensuring the competency of staff involved in any
or all components of the scheduling process. VHA’s directive also addressed the VA
medical facilities’ responsibilities relating to recall, reminder systems, and other
forms of patient-driven scheduling, noting that facilities must ensure that the pa-
tient entitled to priority access is given an appointment in 30 days and all others
within 120 days. The facility retains principal responsibility for providing the pa-
tient an appointment to be seen within the appropriate timeframes. VHA policy fur-
ther extends the facility’s responsibility to call and/or send a reminder letter and
to make available a scheduled appointment for the patient to be seen within 30 days
of the originally specified desired date for patients entitled to priority access or 120
days for all others.

OIG FOLLOWUP REVIEW SHOWS VHA’S OUTPATIENT WAITING TIMES
INFORMATION STILL HAS DATA INTEGRITY PROBLEMS

In November 2006, we received a Congressional request to follow up on the pa-
tient waiting times issue to determine if VHA had improved their practices and pro-
cedures related to outpatient scheduling. The objectives of our review, completed in
2007, were essentially the same as our 2005 review, except that we also assessed
whether the 2005 audit report recommendations were fully implemented.

During our followup review, we determined whether established scheduling proce-
dures were followed, outpatient waiting times reported by VHA were accurate, and
electronic waiting lists were complete. We visited 10 medical facilities, testing 700
appointments. A key point of our methodology was that we reviewed appointments
that VHA had reported as being completed in 30 days. We also tested 300 consult
referrals to assess the accuracy of the consult tracking report because medical facil-
ity personnel said that clinic personnel did not always update the report after action
was taken. VHA includes and relies upon this same information in its performance
and accountability reporting measure. At the time of our review, these 10 facilities
listed over 70,000 consult referrals that were over 7 days old on the consult tracking
reports.
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The review showed that many of the data integrity weaknesses reported in 2005
were still impacting the reliability of patient waiting times and that schedulers were
not following established procedures for making or recording medical appointments.
We concluded that the accuracy of VHA’s reported waiting times could not be relied
on and the electronic waiting lists at the 10 medical facilities were not complete.

In reviewing each appointment, we researched the medical records to find out
when the referring medical provider had recommended that the patient receive an
appointment and compared the recommended date of care to the actual appoint-
ment. We found unexplained differences between the desired dates as shown in the
scheduling system and used by VHA to calculate and report waiting times, as com-
pared to the desired dates recommended by the medical provider and indicated in
the patients’ related medical records. In a few appointments, schedulers had anno-
tated the appointment records to indicate when a patient requested a specific date
and we used that date to calculate the waiting time. Our review also found in-
stances where medical providers had suggested a range of time, such as 4 to 6
months, instead of a specific date for care. In those cases, we followed the guidance
in VHA’s scheduling directives and used the earliest point of the time range as the
desired date of care.

Our review of 700 appointments provided us with reasonable assurance to con-
clude that schedulers were not recording either accurate, complete, or in some cases
any information to support the desired date of care used to compute the reported
waiting time. Overall, we found evidence to support that only 524 (75 percent) of
the 700 appointments that VHA reported as having completed within 30 days actu-
ally were. The 700 appointments that had occurred within 30 days included 78 per-
cent of the primary care appointments and 73 percent of specialty care appoint-
ments. As a result, VHA’s reported waiting times are not based on accurate and
complete information. For example, on December 20, 2005, a veteran who was 50
percent service-connected was seen in an Eye Clinic. The provider wrote in the
progress note that the veteran should return to the clinic in 6 weeks (January 31,
2006). On September 6, the scheduler created an appointment for the veteran on
October 17. The scheduler entered a desired date of October 2, which resulted in
a reported waiting time of 15 days. However, based on the provider’s desired date
of January 31, the veteran actually waited 259 days for his appointment. The sched-
uling records did not contain any explanation for the delay. Medical facility per-
sonnel told us the reason this appointment took so long to schedule was because
it “fell through the cracks.”

In order to validate our results at each medical facility, we provided our case re-
view findings to the local medical facility personnel responsible for scheduling. In
response, our findings were validated as being accurate and supportable. Concern
over our methodology did not become an issue until the draft report was presented
to VHA senior management. VHA nonconcurred with this finding and told us that
even though schedulers did not document it, the unexplained differences between
the date recommended by the medical provider and the date shown in the sched-
uling system can be attributed to patient preferences for a specific appointment
date. VHA directives require schedulers to annotate appointment records to indicate
patient requests for specific appointment dates. VHA personnel told us that sched-
ulers often do not document patient preferences due to high workload; and that this
documentation only serves to support audit requirements. We contend that this
basic annotation is critical to the integrity of reported waiting times information.
To accept an assumption that every patient requested a desired date different than
the documented desired date shown in the medical records would be irresponsible
and contrary to VHA’s own directives. We would agree that some of the date dif-
ferences we identified in appointment information could possibly be due to patient
preferences that were not documented by schedulers. However, in the absence of
specific information, neither we nor VHA can be sure whether patient preference or
the scheduler’s use of inappropriate scheduling procedures contributed to the 25 per-
cent error rate we found.

VHA’S ELECTRONIC WAITING LISTS CONTINUE TO BE INCOMPLETE

VHA'’s policy prohibits schedulers from making appointments for veterans that ex-
ceed the 30- or 120-day requirement and the policy requires that those veterans be
placed on the electronic waiting list immediately. Our review identified 64 veterans
(9 percent of the total appointments reviewed) who should have been on the 30-day
electronic waiting list and were not.

Additionally, VHA’s consult tracking report identified over 70,000 veterans with
consult referrals over 7 days old that—in accordance with VHA policy—should have
been on the waiting list of the 10 facilities we reviewed. Our review of 300 consult
referrals found that 183 (61 percent) of the associated veterans should have been
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on the waiting list and more than half of those had been waiting more than 30 days.
The remaining referrals had already been acted on, but facility personnel had not
updated the records to reflect the true status (for example, completed or discon-
tinued). The lack of action on consults may lead to situations such as the following
one highlighted in our 2007 report:

¢ On April 18, 2006, a veteran who was 80 percent service-connected, including
service-connected for hearing impairment, was referred to the Audiology Clinic.
Because this was a consult referral, the veteran should have received the next
available appointment. On September 20 (155 days after the referral), the
scheduler created an appointment for the veteran for October 20 and entered
the desired date of September 20, which resulted in a reported waiting time of
30 days. However, based on the provider’s desired date of April 18, the veteran
actually waited 185 days for his appointment. The scheduling records did not
contain any explanation for the delay. Medical facility personnel agreed with
our recalculated waiting time.

At the time of our review, the 10 facilities had reported only 2,600 veterans on
the waiting list. In 2007, we found that schedulers at some facilities interpreted
guidance from their managers to reduce waiting times as instructions never to put
patients on the electronic waiting list. This seems to have resulted in some “gaming”
of the scheduling process. Medical center directors told us their guidance was in-
tended to ensure patients received their appointments timely and did not need to
be on the electronic waiting lists.

Low priority for training schedulers continues to affect the accuracy of waiting
times and completeness of waiting lists. Schedulers and managers told us that, al-
though training is readily available, they were short of staff and did not have time
to take the training. In 2007, 47 percent of the schedulers we interviewed reported
they had no training on consults within the last year, and 53 percent had no train-
ing on the electronic waiting list within the last year.

PRIOR OIG RECOMMENDATIONS REMAIN OPEN

Outpatient waiting times continue to be inaccurate and waiting lists continue to
be incomplete because management has not yet effectively implemented our rec-
ommendations. Almost 3 years later, five of the eight recommendations remain
open, which included one recommendation that was reopened based on the findings
in our 2007 report. Specifically, actions taken by VHA with respect to one of the
previously closed recommendations proved ineffective in monitoring schedulers’ use
of correct procedures when making appointments.

We believe that the most important recommendations from our two reports con-
cern the need for VHA management to monitor how schedulers perform and rou-
tinely test the accuracy of reported waiting times and completeness of electronic
waiting lists. In our opinion, these are critical quality assurance steps that are nec-
essary to ensure that the VistA system contains complete and accurate information
on waiting times.

In addition to monitoring the accuracy of information, management needs to take
corrective action when testing shows questionable differences between the desired
dates of care shown in medical records and those documented in the VistA sched-
uling package. To date, VHA has not implemented an effective process to routinely
testlthe accuracy of reported waiting times and the completeness of electronic wait-
ing lists.

The findings in our 2005 and 2007 reports demonstrate that the data recorded
in VistA and used to calculate veteran outpatient waiting times is not reliable. It
is our position that until VHA establishes procedures to ensure that schedulers com-
ply with policy and document the correct desired dates of care, whether recom-
mended by medical providers or requested by veterans, that calculations of waiting
times using VHA’s current system will remain inaccurate.

2007 FOLLOW-UP REVIEW LEADS TO FIVE OIG RECOMMENDATIONS

Based upon our follow-up work, we recommended that the Under Secretary imple-
ment the following recommendations:

¢ Establish procedures to routinely test the accuracy of reported waiting times
and completeness of electronic waiting lists, and take corrective action when
testing shows questionable differences between the desired dates of care shown
in medical records and documented in the VistA scheduling package.

¢ Ensure schedulers comply with the policy to create appointments within 7 days
or revert back to calculating the waiting times of new patients based on the de-
sired date of care.
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¢« Amend VHA Directive 2006-055 to clarify specialty clinic procedures and re-
quirements for receiving and processing pending and active consults to ensure
they are acted on in a timely manner and, if not, are placed on the electronic
waiting lists.

¢ Ensure all schedulers receive required annual training.

¢ Identify and assess the alternatives to the current process of scheduling ap-
pointments and recording and reporting waiting times, and develop a plan to
implement changes to the current process.

VHA RESPONSE TO LATEST OIG REPORT AND OIG REBUTTAL

The Under Secretary for Health agreed that our report correctly identifies areas
VHA needs to address to improve outpatient waiting times accuracy. The Under
Secretary acknowledged that our report highlights many of the roadblocks VHA
faces making improvements in wait times. However, VHA took exception to the find-
ings on the wait times because of their perceived limitations of our review method-
ology.

The Under Secretary stated that one of the most valid measurements VHA has
relating to access efficiency is generated directly from a patient satisfaction survey
of the veterans seeking healthcare services and noted that 85 percent of the vet-
erans who completed the survey reported that they had access to primary care
appointments when they needed them, and 81 percent of these same veterans also
reported satisfaction with timely access to specialty care.

We see no valid basis for comparison between the results of the patient satisfac-
tion survey and the results of our audit. Further, there is no basis for comparing
overall patient satisfaction and VA’s compliance with specific policy requirements,
or the accuracy of waiting time information reported by VHA. We also noted that
waiting time information reported by VHA was obtained by the same data system
that the OIG used to conduct the audit, not from the patient satisfaction survey.
To support any level of comparison, the patient satisfaction survey would have to
ask veterans whether they were seen in the 30-day requirement.

In addition, the patient satisfaction results do not support the results VHA re-
ported to Congress in November 2006. VHA reported that 96 percent of all veterans
seeking primary care and 95 percent seeking specialty care were seen within the
30-day standard. Only 85 percent of the veterans who responded to the survey re-
ported satisfaction with access to primary care and only 81 percent were satisfied
with timely access to specialty care. These percentages are closer to the results in
our audit, which were 78 percent and 73 percent, respectively. Our results are accu-
rate, well-documented, and based on all available VA information.

We also disagree with the Under Secretary’s statement that during our review we
did not consider a patient’s preference for a specific date other than what the med-
ical provider requested. We accepted schedulers’ comments on specific date requests
as evidence of patient preference, but we cannot accept a blanket statement that
all differences are due to patient preference. Although the Under Secretary stated
that it is unrealistic to expect schedulers to document patient requests due to work-
load demands, we noted that scheduling directives contain numerous requirements
for documentation of patient requests and actions.

While we recognize that ensuring scheduling information nationwide has its
challenges, both the 2005 and 2007 OIG reviews showed that schedulers were not
following VHA’s policies and procedures to record the correct desired date of care.
Further, the findings in our reports do support the fact that data recorded in VistA
and used to calculate veteran outpatient waiting times is not reliable. Until VHA
establishes procedures to ensure that schedulers comply with policy and document
the correct desired dates of care, whether recommended by medical providers or re-
quested by veterans, calculations of waiting times from the current system will re-
main inaccurate.

Our follow-up review results showed that VHA has not taken timely action to im-
plement five of the eight recommendations in our 2005 report, and the Under Sec-
retary for Health, by his own admission said the system information is inaccurate
in that it does not always document patient preference for a specific date. We find
it contrary for VHA to state their agreement with the findings and recommenda-
tions in our 2005 report and then to disagree with our follow-up report that found
a continuation of the same problems—problems that could have been resolved had
VHA implemented the recommendations in our 2005 report. In fact, VHA’s response
to our 2007 report concedes the failure of scheduling clerks to adequately document
patient preferences in appointment dates. Both reports demonstrated and supported
the fact that the system is not accurate and therefore should not be relied on as
an accurate source for reporting waiting times to Congress.
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PERFORMANCE AND ACCOUNTABILITY REPORTING

VA’s FY 2006 Performance and Accountability Report prominently reported that
96 percent of primary care outpatient appointments and 95 percent of specialty care
outpatient appointments were scheduled within 30 days. We cannot compare this
performance measure to the results of our latest audit because we selected appoint-
ments from a different timeframe. In FY 2007, VA reported that 97.2 percent of pri-
mary care appointments and 95 percent of specialty care appointments were sched-
uled within 30 days. We took great exception to VA’s reporting of this performance
measure because our audit clearly showed significant issues with the integrity of
data being used to formulate these performance measures. Although VA has contin-
ued to report these measures, they added a footnote acknowledging our reports.

CLOSING

Long-term fixes and changes to the scheduling system may take years to imple-
ment; however, in the meantime VHA needs to address the data integrity issues as-
sociated with its scheduling system and ensure accuracy in its current system. In
addition, VHA needs to ensure scheduling procedures are followed and implemented
consistent with its own policies. It is problematic when VHA continues to report
waiting time information to Congress that was knowingly derived from a system
that contains inaccurate and incomplete data. Debating the differences between our
reported error rate and VHA’s reported waiting times would only serve to over-
shadow the primary point of both audit reports, which is that the data in VHA’s
scheduling system is inaccurate. Our concern is that VA and Congress not only have
accurate and reliable information for budgeting, assessing, and managing the de-
mand for care but, more importantly, for ensuring no veteran falls through the
cracks and fails to receive timely medical care.

Mr. Chairmen, that concludes my remarks and thank you once again for the op-
portunity to discuss this important issue. Mr. Reinkemeyer and I would be pleased
to answer any questions.

———

Prepared Statement of Gerald M. Cross, M.D., FAAFP,
Principal Deputy Under Secretary for Health,
Veterans Health Administration, U.S. Department of Veterans Affairs

Good afternoon Chairman Michaud and Chairman Mitchell and Members of the
Subcommittees. Thank you for inviting me here today to discuss the issue of out-
patient waiting times. Accompanying me today are Mr. William Feeley, Deputy
Under Secretary for Health for Operations and Management; Ms. Kathy Frisbee,
Deputy Director of the VHA Support Service Center; and Ms. Odette Levesque,
Clinical/QA Liaison for the Office of the Deputy Under Secretary for Health for Op-
erations and Management.

I am pleased to have this opportunity to share with you the current actions the
Department of Veterans Affairs (VA) is taking to guarantee that our veteran pa-
tients have access to timely medical care at our VA facilities. We are making good
progress in meeting the needs of our veterans and we are committed to providing
all necessary care, including preventive care, in a timely manner. I just want to be
clear that we are talking about waiting times for general routine outpatient appoint-
ments; veteran patients with urgent or emergent needs are seen immediately. In a
healthcare system as large as VA, where we provide over one million patient en-
counters in our clinics each week, we understand there would be opportunities for
improvement. VA is actively seeking solutions to further reduce wait times as we
are committed to ensuring the care we provide our veterans is timely as well as
high quality.

VA has identified timely access to outpatient care as a top priority. With national
implementation of the Advanced Clinical Access initiative, we have made significant
progress in reducing waiting times, but challenges continue. In the patient satisfac-
tion survey for the third quarter year to date for FY 2007, which is administered
by the National Research Corporation (NRC), 85 percent of veterans surveyed re-
ported they received primary care appointments when they wanted them, and 81
percent reported that their specialty care appointments were made at a time that
was acceptable to them.

In FY 2007, 96 percent of our 40 million appointments were seen within 30 days
of the desired appointment date. This percentage represents waits for outpatient
primary and specialty care appointments. It does not, however, reflect waits for out-
patient or inpatient procedures such as colonoscopies or joint replacements. VHA is
also building upon existing measures by actively moving forward with enhance-
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ments to the current scheduling package. For example, an enhancement to the cur-
rent surgery case scheduler is expected to be released nationally during the middle
of this fiscal year and will better enable us to manage and measure wait times for
outpatient and inpatient procedures.

We are improving access for new veterans as well as improving waiting times for
mental health services and medical procedures. The percent of new primary care pa-
tients who were seen within 30 days of their desired date has improved from 75 per-
cent in FY 2005 to 83 percent in FY 2007—and the percent of new primary care
patients seen within 30 days of their desired date for the month of September 2007,
was 90 percent. Our statistics are even better for patients seen for follow-up ap-
pointments. Finally, we are focusing on mental health access by setting a new
standard this fiscal year that requires all new mental health patients be seen and
their needs for care evaluated within 24 hours and that these veterans have a fol-
low-up evaluation within 14 days. With the assistance of Congress, we have in-
creased by 3,600, the number of mental health professionals within our system since
2005. This includes physicians, psychologists and social workers.

The conclusions made by VA’s Office of the Inspector General (OIG) in the recent
September 10, 2007 report on outpatient waiting times differs from the 85 percent
patient satisfaction score with respect to access and VA’s metric on the 96 percent
of appointments seen within 30 days of the desired date. VA has several concerns
about the OIG’s audit methodology that was used in this particular audit. VA takes
OIG reports seriously. Non-concurrences are infrequent with the last major non-
concurrence occurring in the early 1990’s. For this report on wait times, specifically,
the methodology used by OIG and VHA to calculate waiting times do not match.
VA’s waiting times data reflects a “real time” approach to measure patient access
using an old scheduling system not designed for this purpose. While differences in
methodology exist, the overriding focus for both sets of measurements is the veteran
patient. VA has a driving interest to accurately monitor and continually improve ac-
cess for our veterans.

VA has worked diligently to develop an objective, reliable process to measure
waiting times. I am not aware of any other large system in the public or private
sector that has attempted to duplicate the efforts of VA to measure the waiting
times for each appointment. There are an estimated 40 million appointments each
year in the VA system. There are multiple variables involved in this measurement
tracking, which includes patient preferences and differences in the organization of
individual facility services and clinics, including scheduling practices. VA has identi-
fied that ongoing training of our scheduling clerks is critical for success. For this
reason, we require our scheduling clerks to be trained using our scheduling edu-
cation modules and to pass a competency exam for certification. We also began re-
quiring annual refresher training.

VA is proactively taking steps to review the total scheduling process, including
the way VA measures waiting times. We will continue to improve our processes,
educate scheduling staff, and strive to improve clinic access to further reduce wait-
ing times. To this end, VA has contracted with an independent third party to con-
duct an evaluation of VA’s scheduling practices and waiting time metrics. The con-
tractor is beginning the pilot program phase of its assessment, and VA anticipates
receiving the final report in Spring of 2008.

In conclusion, we are taking the following substantive actions to aggressively ad-
dress the issues of veteran access and wait times—we are developing a new sched-
uling software package as well as developing shorter term software solutions for our
current scheduling package; we are continually improving our training programs,
and we are contracting with an outside consulting firm for an independent review
of our scheduling process and metrics.

Thank you, again, for having me here today. I would be pleased to answer any
questions you or any of the Members of the Committee may have.

———

Prepared Statement of Paul A. Tibbits, M.D.,
Deputy Chief Information Officer, Office of Enterprise Development,
Office of Information and Technology, U.S. Department of Veterans Affairs

Good afternoon Chairman Michaud, Chairman Mitchell, Ranking Member Brown-
Waite, Ranking Member Miller and Members of the Subcommittees, thank you for
the opportunity to report on the progress made by the Department of Veterans Af-
fairs (VA) on providing the information technology needed to ensure that veterans
are afforded timely access to health care. We are committed to serving veterans and
meeting the wait time policies of the VA.
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VHA has been using a scheduling system that was designed in the 1970’s and
is out-of-date, negatively impacting patient scheduling and patient access. The
HealtheVet Scheduling Project (Replacement Scheduling Application) was initiated
in May 2001 to address this deficiency. The RSA software offers a number of advan-
tages over the current scheduling system and I will highlight just a few:

e Improved support and flexibility for site management of resources (people,
rooms, equipment).

« Greater efficiency in scheduling appointments.

¢ Improved continuity of care for referral management and veterans who travel
to other VA medical centers.

RSA waiting time metrics will be similar in construct to the metrics now used by
VHA but will have a higher degree of specificity because they will be provider based
rather than clinic based.

As you know the RSA project has experienced significant delays from the original
plan to release the software in mid-2005. These delays have resulted from both ven-
dor and VA related issues. My office is actively addressing the causes of these
delays by taking the following actions:

* Bringing in industry experts to strengthen program management discipline;

¢ Establishing standard IT processes for system development, based on industry
best practices, with mentoring for the VA staff by industry experts;

o IT staff professional development focused on implementation of the high priority
industry best practices needed to assure software delivery on schedule and at
cost.

¢ Re-organizing the IT development organization to better focus on high priority
software projects and to identify and develop common services once for use in
all projects.

However, much work remains to be done.

The current schedule for RSA is to release the alpha version to Muskogee VAMC
in early summer 2008. This release will support basic functionality followed by a
test release with full functionality at the Dallas VAMC in December 2008. I antici-
pate that RSA will be installed at all VAMC’s by January 2011.

Recognizing the difficulty that these delays impose upon VHA, th