DEPARTMENT OF VETERANS AFFAIRS
Under Secretary for Health
Washington DC 20420

July 12, 2018

The Honorable Johnny Isakson
Chairman

Committee on Veterans' Affairs
United States Senate
Washington, DC 20510

Dear Mr. Chairman:

In response to your letter dated February 28, 2018, in which you requested all
Veterans Health Administration (VHA), Office of the Medical Inspector (OMI) unredacted
reports, OM! is providing you with our findings from an investigation at the Manchester
Veterans Affairs Medical Center, Manchester, New Hampshire.

The enclosed information is disclosed to the Committee pursuant to its oversight
authority. The report contains sensitive information that is protected under the Privacy
Act, 5 United States Code § 552a. VHA requests that the Committee keep this
document in a secure location, limit use to those purposes consistent with the
Committee’s oversight, and ensure no further disclosure.

Thank you for your continued support of our mission. A similar response has
been sent to the Ranking Member of your committee, as well as the Chairman, House
Committee on Veterans’ Affairs and the Ranking Member.

Sincerely,

AN Lo

Carolyn M. Clancy, M.D.
Executive in Charge
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DEPARTMENT OF VETERANS AFFAIRS
Under Secretary for Health
Washington DC 20420

July 12, 2018

The Honorable David P. Roe, M.D.
Chairman

Committee on Veterans’ Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

In response to your letter dated April 18, 2018, in which you requested all
Veterans Health Administration (VHA), Office of the Medical Inspector (OM!) unredacted
reports, OMI is providing you with our findings from an investigation at the Manchester
Veterans Affairs Medical Center, Manchester, New Hampshire.

The enclosed information is disclosed to the Committee pursuant to its oversight
authority. The report contains sensitive information that is protected under the Privacy
Act, 5 United States Code § 552a. VHA requests that the Committee keep this
document in a secure location, limit use to those purposes consistent with the
Committee’s oversight, and ensure no further disclosure.

Thank you for your continued support of our mission. A similar response has
been sent to the Ranking Member of your committee, as well as the Chairman, Senate
Committee on Veterans’ Affairs and the Ranking Member.

Sincerely,

Carolyn M. Clancy, M.D.
Executive in Charge

Enciosure



DEPARTMENT OF VETERANS AFFAIRS
Under Secretary for Health
Washington DC 20420

July 12, 2018

The Honorable Jon Tester
Ranking Member

Committee on Veterans' Affairs
United States Senate
Washington, DC 20510

Dear Senator Tester:

In response to your letter dated February 28, 2018, in which you requested all
Veterans Health Administration (VHA), Office of the Medical Inspector (OMI) unredacted
reports, OMI is providing you with its findings regarding the investigation at the
Manchester Veterans Affairs Medical Center, Manchester, New Hampshire.

The enclosed information is disclosed to the Committee pursuant to its oversight
authority. The report contains sensitive information that is protected under the Privacy
Act, 5 United States Code § 552a. VHA request that the Committee keep this
document in a secure location, limit use to those purposes consistent with the
Committee’s oversight, and ensure no further disclosure.

Thank you for your continued support of our mission. A similar response has
been sent to the Chairman, House Committee on Veterans’ Affairs and the Ranking

Member.

Sincerely,

G e T
Carolyn M. Clancy, M.D.

Executive in Charge

Enclosure



DEPARTMENT OF VETERANS AFFAIRS
Under Secretary for Health
Washington DC 20420

July 12, 2018

The Honorable Tim Walz
Ranking Member

Committee on Veterans' Affairs
U.S. House of Representatives
Washington, DC 20515

Dear Congressman Walz:

In response to your letter dated April 18, 2018, in which you requested all
Veterans Health Administration (VHA), Office of the Medical Inspector (OMI) unredacted
reports, OMI is providing you with our findings from an investigation at the Manchester
Veterans Affairs Medical Center, Manchester, New Hampshire.

The enciosed information is disclosed to the Committee pursuant to its oversight
authority. The report contains sensitive information that is protected under the Privacy
Act, 5 United States Code § 552a. VHA requests that the Committee keep this
document in a secure location, limit use to those purposes consistent with the
Committee's oversight, and ensure no further disclosure.

Thank you for your continued support of our mission. A similar response has
been sent to the Chairman, Senate Committee on Veterans’ Affairs and the Ranking
Member.

Sincerely,

e
Carolyn M. Clancy, M.D.
Executive in Charge

Enclosure



DEPARTMENT OF VETERANS AFFAIRS
Under Secretary for Health
Washington DC 20420

July 12, 2018

The Honorable Maggie Hassan
Committee on Veterans’ Affairs
United States Senate
Washington, DC 20510

Dear Senator Hassan:

This letter is in response to your staff's concerns regarding two recent
investigations at the Manchester Veterans Affairs (VA) Medical Center, Manchester,
New Hampshire. Enclosed is a redacted copy of the Office of the Medical Inspector's

VA report.
Thank you for your continued support of our mission.
Sincerely,
m C—%
Carolyn M. Clancy, M.D.
Executive in Charge

Enclosure
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Executive Summary

Introduction

The Secretary (SecVA), Department of Veterans Affairs (VA), through the Under
Secretary for Health (USH), requested that the Office of the Medical Inspector (OMI)
assemble and lead a VA team to complete a thorough review of the Manchester VA
Medical Center (the Manchester VA), Manchester, New Hampshire, in response a,
allegations published by the Boston Globe on July 15, 2017. The wmsﬂeb!owe rS{S8
self-identified and some anonymous, reported to the paper that there are sevgfal
problems at the Manchester VA regarding Veteran care, management issy Escope of
services offered, and the Veterans Choice Program (VCP). The VA teapiet

site visits there on July 20-23, July 26-29, and October 10-12, 201 Q

Background on the Scope of Services provided at the Man{c{%@r VA

VA determines which types of services each Veterans Hegithy
facility i is. able to prov;de based upon its resources. Ea is assigned a

reports, performance reviews, research studies, QUiCORTE companson and budgeting
under the Veterans Equitable Resource Allocatioht} RA) There are five levels: 1a,
1b, 1¢, 2, and 3. Level 1a facilities are the m mplex and those designated at level
3 are the least complex with the lowest Vete@ volumes, clinical acuities, and physician
specialist ratios. They tend to have little Q&O research activities.

s ®domplexity level 3 facility, but it is an unusual one.
s (NAMC) are devoted to inpatient MH and long-term
8.0 inpatient beds apart from its CLC. The Manchester

te beds in November 1999. It provides acute inpatient
local hospital, Concord Hospital, and by referral to the
ction (WRJ) VA medical centers.

care through a contract
Boston and White Ri

VHA assigns surgi¢@) programs an "operative complexity” level of Standard,
Intermediate, mplex, and each of its ambulatory (outpatient only) surgery centers
plexity level of either Basic or Advanced. The Manchester VA's
plexity level is Ambulatory Basic. The requirements for this surgical
esignation include:
&Sitcess to basic pre-operative and postoperative diagnostic evaluation,
A Post Anesthesia Care Unit,
Pharmacy and Blood Bank services available within the hour during weekdays,
and
¢ Protocols to transfer Veterans within 60 minutes to VHA or community acute care
facilities.




The Manchester VA provides an array of outpatient services in urgent, primary and
specialty care, ambulatory surgical care, mental health (MH), geriatrics and extended
care, and has a 41-bed Community Living Center (CLC) with 6 beds dedicated to
palliative care. It does not provide any inpatient medical services. The decision to limit
the type of services provided in Manchester, which was made 19 years ago, continues
to have an impact on the care provided to New Hampshire Veterans today. The lack of
a full-service VA medical center in the state of New Hampshire aiso substantially affects
the percentage of Veterans who are eligible for participation in the VCP in that ove @§
percent of the state's Veterans are eligible to seek care under its eligibility rule

fiscal year (FY) 2016, the Manchester VA incurred a $6 million spending defic ted
to the provision of inpatient care in community hospitals. The establishme E‘f@\ CP and
changes in eligibility rules has made its implementation difficult for clinic%%ﬁas they
have tried to provide comprehensive care for Veterans.

ested new surgical
strated with the

above. He proceeded to hire new surgical staff members
equipment to support this expansion; however, he becarpg

ige, but nevertheless continued
deérvices dictated by the Basic
expansion capabilities.

o persevere. Ultimately, the limited scope or sur
Ambulatory Surgical Complexity in place limited h

—

Specific Allegations Abstracted from th%, Q%ton Globe Article
A. VA Care in the Community @ﬁ‘}

Allegation 1. Providers alleged e Chief of Staff (hereafter, CoS 2) restricted their
ability to refer Veterans for C he Community (CITC) outside of the Veterans
Choice Program (VCP). )

Allegation 2. The Ma ‘~ VA's program for setfing up appointments with outside
specialists has brokég dbwn and thousands of Veterans, some with life-threatening

conditions, struet any care at all.
S
B. Scope @vices provided at the Manchester VA

Allegat Q? Surgical Services have allegedly been stymied by a failure to replace
ob o quipment and there is a lack of space for new diagnostic equipment.

Allegation 4. Rust or blood stained surgical instruments that were supposedly sterile
have been delivered to the operating room (OR).

Allegation 5. There is an ongoing fly infestation that has closed an OR since October
2016.



Alfegation 6. The Manchester VA lacks a reliable Nuclear Medicine (NM) camera; this
impairs its ability to diagnose certain conditions in a timely fashion.

C. Veteran Quality of Care Concerns

Allegation 7. A Veteran alleged to the investigative team a 6-9 month delay in his
prostate cancer diagnosis.

Allegation 8. A Veteran’s daughter contacted the investigative team and allege 2
father received substandard care while he resided in the Community Living Cef of

(CLC). '*
D. Manchester VA Leadership A

&
Alfegation 9. Providers alleged that Manchester VA leadership i@sponsive to their
concems. é

Allegation 10. Manchester VA leadership appointed an @aliﬁed person as the Acting
Chief of Primary Care (PC).

&
Allegation 11. Providers alleged that nursing | Eeg%p exercised an unusual amount
of decision making authority. E%

™

Allegation 12. High-ranking doctors at thg%!ﬁnchesrer VA have given up leadership
positions or plan to leave the hospital, ther physicians are indignant on their
behalf, citing frustration with mana {

&
We substantiated aﬁegation@ the facts and findings supported that the alleged
events or actions took place did not substantiate allegations when the facts and

findings showed the allegafiens were unfounded. We were unable to substantiate
allegations when th;e@;@le evidence was insufficient to support conclusions with

reasonable certaint whether the alleged event or action took place.

N i . .
After careful reieiv*of findings, we make the following conclusions and
recommen s.

A. VA%% in the Community (CITC)
~&
@usions and Recommendations regarding VA CITC

¢« We do not substantiate that CoS 2 restricted providers' abilities to refer Veterans
for CITC outside of using the VCP.

¢ Prior to the establishment of VCP in 2014, the Manchester Spinal Cord Injury and
Disease (SCI/D) service referred the majority of Veterans needing neurosurgical
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L

evaluation to one non-VA provider in Boston, Physician 1, via the traditional CITC
process.

After the enactment of the Veterans Access, Choice, and Accountability Act
(VACAA) of 2014, the Manchester VA appropriately referred eligible SCI/D Veterans
needing neurosurgical care to VCP, based on the guidance provided by VHA’s
Hierarchy for Purchased Care. Per the guidance, VCP is the primary mechanism
used when Veterans are eligible for Choice care. This includes Veterans in Ne
Hampshire who reside more than 20 miles from the WRJ VA “&S‘f
Physician 1 chose not to participate in VCP, and therefore Veterans co ~ﬁ"’t be
referred to him for the provision of Choice care without an establisl&i}% vider

Agreement with the Manchester VA. O

Throughout his tenure, CoS 2 strictly followed the guidance d in the Hierarchy
for Purchased Care, as required by VHA Central Office in #§& ©clober 1, 2015, VA
memorandum, and faced pressure from Veterans Inte ,5- Network (VISN)
1 that strongly discouraged the use of local funding s C when other options
were available. fés,

N

CoS 2 individually evaluated each CITC re &gﬂ purchase non-VA care, and
gd

made decisions based on the Hierarchy of hased Care guidance. In FY 2016
he authorized 11 of 38 requests to be ref to Physician 1 using CITC funding,
and, in the first 5 months of FY 2017 orized 2 more.

decreased CITC funding, th chester VA ran a $6 million deficit in FY 2016, We
found evidence that VISN isted in the management of this deficit before the

end of the FY. )
* {\c‘}

External third-pa@r reviews determined 95 episodes of care for Veterans with
iving nonsurgical care at the Manchester VA received services

SCI/D who wer
that met the\@am of care, and six episodes of care for Veterans with SCI/D who

Due to a confluence of factors, ;ﬁﬁ&ing growth in utilization by Veterans and

were rece\é@ onsurgical care at the Manchester VA did not.
The i g;? and CoS 2 were actively engaged in addressing concems that had been

sedand were wholly committed to providing Veteran-centric solutions. They
aiémipted to work within the existing VCP laws, rules, and regulations as they
&volved from 2014-2017 to provide a scope of services at the Manchester VA in

accordance with its designation as a level 3 facility with basic ambulatory surgical
services.

The Manchester VA leadership worked diligently to maximize their budget, including
obtaining funds for additional options under the CITC program, to ensure that they
could provide care.




o The MCD and CoS 2 were extremely engaged, transparent, and supportive of
exploring options to further develop programs, ali signs of their commitment to open
communication and psychological safety to ensure that Veterans receive the highest

quality of care.

¢ The VERA funding model does not provide adequate funding to support the real-
time needs and actual productivity of the Manchester VA. :

Recommendations to the Manchester VA ‘@?%
1. Request additional funding as needed for traditional CITC, and continu \@’scrutinize
requests for non-VA purchased care to ensure that each is the most priate for

the eligible Veteran's needs and cost effective for the American ta er,
' S

2. Ensure that Manchester and Boston VA leadership review e{%@ their respective
cases that did not meet the standard of care and take app te action in
accordance with VHA Handbook 1004.08, Disclosure rse Events to Patients.

Recommendations to VHA fégj

1. Ensure that all the SCI/D cases pending e &?ﬂvird—pady peer review are

completed. These reviews should addres her myelopathy was diagnosed in a
timely manner and whether the treatme ical and nonsurgical) was
appropriate. ‘:’;3

2. Reevaluate the VERA funding rﬁt%%and its implementation at the Manchester VA
in view of the unique limitati@posed by implementation of VACAA in New

Hampshire. K\,
Conclusions and Recm-@mndations related to Consultation Management

&
e We substantiat@ the third party administrator (TPA) serving the Manchester

VA, Health ailed to meet its contractual obligations to provide services in
connectio he VCP, which resulted in the Manchester VA’s inability to ensure

e received timely medical care. During the course of this investigation,
qidied six Veterans whose care had been referred to a third-party external
islver to determine if delays in care resulted in harm or adverse outcomes. The

e The Manchester VA's Business Office lacked necessary resources to adequately
handle its workload and became seriously overwhelmed as it attempted to address
Health Net's failures. The VISN 1 Business implementation Manager did not
completely understand the challenges facing the Business Office or its need for
increased staffing. The VHA Office of Community Care (OCC) did not adequately
respond to the quality of care concerns raised by the MCD and CoS 2.
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The MCD and Co$S 2 consulted with the VHA OCC for guidance and made
appropriate decisions to coordinate the care needs of Veterans through other CITC
options.

The Manchester VA Business Office staff failed to make administrative changes to
community care consults for VCP referrals as they moved through the consultation
process, which resulted in inaccurate community care consult data, violating V
Directive 1232, Consult Policies and Processes. Over 3,000 open commur‘%égﬁa
consults for VCP referrals had not been moved from pending to completig} us
until late July 2017. All of these consults were reviewed for relative ad@ events

and none were found. , Q}

rding their knowledge
of the VHA Support Service Center (VSSC) data and ability tg ‘a:: ess the data.
While VSSC data are available on community care consuligiohs, they are not
included in the SAIL reports that VA medical facilities gnd-y¥tSNs automatically
receive. The weekly National Consultation Performapge-improvement
teleconference is not mandatory, and while the da available on the
Consultation SharePoint site, there had not foliow up with the Manchester
VA regarding the upward trend of open and thg community care consultations
reported on the call in September 2016.

We found a lack of follow up by VISN and VHA leadership reg g

Recommendations to the M&é’&ster VA

3.
4.

5.

Ensure that all Busm%ﬁ‘@fﬁce staff members are trained on VHA Directive 1232.
Implement a mou@ audit process for community care consults for VCP referrals to
ensure compit with VHA Directive 1232.

Dependi the results of the external third-party review, take action if necessary
in ac nce with VHA Handbook 1004.08.

)
Rewendaﬁon to VISN 1

1. Review the Manchester VA’'s budget and ensure that the Business Office has
adequate staff and resources {0 address workload.

Recommendations to VHA

3.

Consider including very specific accountability expectations and resulting actions if a
new contract is awarded to a TPA. Prior to award, VA should gain reasonable
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assurance that the proposed TPA has the clinical and administrative resources
necessary to schedule appointments for requested care.

4. In addition to VHA Recommendation 1, develop means to provide real-time funding
to support the real-time needs and productivity of the Manchester VA.Trace the
history of Issue Briefs submitted by the MCD to determine whether or not the
process as outlined in the VHA Guide for Issue Briefs was followed.

5. Ensure Community Care Support Center (CCSC) and VSSC create their mq@%
reports to distribute to VHA facilities with their individually trended data. ‘Ei‘*

6. Monitor the newly established CCSC to ensure community care congﬁa\'on data
are provided to every VHA facility and VISN, and that VHA OCC fi pport staff

members are documenting corrective action plans and progre the VHA
facilities that have difficulty meeting consult management meé;% efined in VHA

Directive 1232. Y
\\8;

7. Ensure that each VHA facility participates in the VH monthly teleconference
and receives the monthly national report on CCSC ure that VHA OCC field
support staff members’ oversight activities of Cl @d VCP consultation data are

io

occurring, including VISN and VAMC correc% n plans and progress reports.

B. Scope of Services provided at the Ma@ster VA

&

Conclusions and Recommendatig% ted to Surgical Services

¢ We do not substantiate th anchester VA’'s Surgical Services are stymied.
This VHA facility is a Basi latory Surgical Complexity medical center, which is
limited in the complexity R cases it can perform due to a lack of inpatient care
and other acute care~§\?ﬁces needed to support more complex surgeries.

to purchase uipment requested by the Chief of Surgery until FY 2017.
e equipment was received in July 2017, the Chief of Surgery

)
e Because of bud % constraints, neither the Manchester VA nor VISN 1 was able
However, c&%ﬂ
indica’%‘ uld have to be returned because it could not be used due to the

Manc r VA's designation as a Basic Ambulatory Surgical Complexity facility.

S
Re%?%endahon to the Manchester VA

6. “Confirm whether the high-cost, high-tech equipment procured in FY 2017 is needed
by Urology or can be utilized by surgical services elsewhere within the Manchester

VA or VISN 1.
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Recommendations to VISN 1

2. Informed by recommendations received from the VA New Hampshire Vision 2025
Task Force, the MCD should determine which surgical services are feasible for the
Manchester VA to provide. Once determined, take the appropriate steps for
implementation.

3. Review the Manchester VA's budget to ensure sufficient financial resources ar ey
allocated to meet the clinical needs of the increasing number of unique Vet
being served by the Manchester VA and to address the unique demand f th
care services in the State of New Hampshire. @‘\

Conclusions and Recommendations related to Stained Surgical I@ments

¢« Small amounts of particulate matter, not rust or blood, were i@ on surgical
instruments and inside of the packaging. These benign p ates resulted from
the city of Manchester’'s water supply, which is high in metal content. These
instruments never came in contact with Veterans. Q,

Y\s
e The Manchester VA OR nurses were appropria %ake immediate action “to stop
the line” of surgical cases in the OR, their ag}i nd the Manchester VA's actions
that followed were proactive and appropri ensure safety of Veterans, and no
Veterans were rescheduled or cancelled wing the initial report.

o

Recommendation to the Manches e@@

7. Continue to collaborate with @Iational Program Office for Sterile Processing
(NPOSP) to ensure Vetera{ ty in surgical care, and complete corrective action
plan accordingly.

[

Conclusions and R endations related to Cluster Flies
¢ We found n mented evidence of surgeries, endoscopies, or colonoscopies
being canc% or rescheduled as a result of flies in OR #2.
WS

vighahester VA continues to have flies in OR #2, so it continues to take all
recegnpiended actions to monitor OR #2 for flies and to mitigate infiltration.

N

@mmendaﬁms to the Manchester VA

8. Continue to implement the recommendations made by VHA's Pest Management
Program Manager and the pest management company.

9. Ensure that OR staff members continue to check for flies in each room, each
morning, prior to the start of the first scheduled case.
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Conclusions and Recommendations related to Nuclear Medicine (NM)

¢ Due to a confluence of factors, including changes in the National Acquisition Center
(NAC) process to prepare sites for new equipment installation and associated
construction funding, the NM suite renovations were not funded in FY 2017, leading
o a delay in construction, and subsequent delivery and installation of the new NM

camera. Q:.k
&

¢ The MCD and CoS 2 appropriately decided to temporarily pause NM serv
refer Veterans to the Boston or WRJ VAs, and Catholic Medical Center
considering muitiple factors including the construction project delay,,
retirement, cardiologist resignation, and a concemn for Veteran safety;
radiation exposure from repeated cardiac NM stress tests. T@ s no intention to

permanently stop offering NM services, and there was an apg iate plan in place
to provide care to Veterans in need of NM testing. Qi\

e The MCD and CoS 2 intended to fill the vacant cardiglpfiét position, and hire an
intermittent NM technologist. Human Resources (HR ppropriately posted the
vacant cardiologist and NM technology positigngknmeet the workload demand.
However, HR documented the selecting offigteiytiose not to interview four
applicants that met qualifications in late M%for unspecified reasons.

S
gig completed. We have not determined

e External third-party peer reviews are }
whether any of the three cases idgpitfie d by the Cardiology Nurse Practitioner (NP)

as having a delay in care recew ¢ Wwadequate care.

Recommendations to the L‘F(%\ester VA

10.Continue ongoing el‘f’b&%‘:o ensure Veterans receive NM studies and testing in a
timely manner. \Q«

11.Informed by mendations received from the VA New Hampshire Vision Task
Force, the should ensure renovation and construction funds are available and

the N is completed on time to take delivery of the new NM camera on
Dece 30, 2018.

£ e ng external third-party peer reviews results for the three cases identified by

‘Wardiology NP as having a delay in care, take appropriate action, if indicated, in
accordance with VHA Handbook 1004.08.

Recommendation to VISN 1

4. Continue to work with MCD and the VA New Hampshire Vision 2025 Task Force to
ensure renovation and construction projects are funded and completed on time to
take delivery of the new NM camera on December 30, 2018.




C. Veteran Quality of Care Concerns
Conclusions for Veteran Quality of Care Concerns
e  We have requested an external third-party peer review of the first Veteran's medical
care related to the diagnosis of prostate cancer and are awaiting the resulis. U
then, we cannot determine whether the Veteran received appropriate care. )
N

¢ The extemal third-party peer review of the second Veteran's CLC care \een
completed and it has been determined that it met the standard of ceq%

Recommendation to the Manchester VA \r\\

13. Depending on the results of the external third-party reviewd:
with prostate cancer, take actions if necessary in accordagsgay
1004.08.

D. Manchester VA Leadership {f}
Conclusions related to Manchester VA Lea@%‘a
time of this investigation was un ive to provider concerns; however, the Office

of Accountability and Whistleblo rotection (OAWP) will make a determination in
a separate report of whethe enior leader misconduct occurred.

e We do not substantiate that the @swr VA leadership that was in place at the

e We do not substantlatgB an unqualified person was appointed as Ac‘(mg Chief
of PC. According to ylaws of the Medical! Staff, a clinical leader is appointed by
the MCD upon t mendation of the CoS; the appointment of a Physician
Assistant (PA) Emcal leader is not prohibited. The MCD appointed a physician

' ef of PC 1 month after the PA’s appointment upon the receipt of
doh several physicians.

'
e We d%( substantiate that nursing leadership at the Manchester VA exercised an
mount of decision-making authority.

e MCD and CoS 2 were actively engaged, transparent, and supportive of
exploring options to further develop programs: all signs of their commitment to open
communication and psychological safety to ensure that Veterans receive the highest
quality of care.

Recommendation to VHA
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8. Consider a National Center for Organizational Development (NCOD) consultation to
assist Manchester VA staff members in uniting and moving forward.

Analysis of Findings

Significant challenges faced the Manchester VA leadership and staff members as they
attempted to provide care to New Hampshire's Veterans. Specifically, its' status as a
complexity level 3 facility without any acute inpatient medical services, as well as t

~ lack of any other VHA facilities within the state designated for this level of care, ed
in 93 percent of New Hampshire's Veterans being eligible for CITC through th

This unique situation, along with Health Net's inability to provide timely CIT;

consultation management, significantly contributed to the untenable stat re. Inthe
midst of this turmoil, Manchester VA clinicians, some of whom thought{Hgt their mission
was to improve and expand the scope of care within the facility, a ted to add
services despite a lack of VHA's prior authorization and approvag‘)

The VCP, established in 2014, changed the business n, 4he Manchester VA
leadership team was required to follow in providing CIT -‘ eterans. Several
clinicians became concerned about clinical quality of cdigdue to limited services and an
inability to refer patients for care using the former ref@rtdl rules. Despite leadership's

efforts to both improve communication and psyé folks

Saical safety in an effort to provide
timely care for Veterans, several clinicians be “distrustful and frustrated. When
they felt as if their clinical concerns were not

ssed by their leadership, several
chose to voice them publicly. %Q‘,

While there were several confoundm%&xors contributing to significant challenges, we
found that Manchester VA clini members involved in direct patient care are very
engaged and appropnately ed about the clinical care of Veterans.

Summary Statement «{}%

We have deve!eped@eport in consultation with other VHA and VA offices to address
concerns that t hester VA had problems with Veteran care, management issues,
scope of sewicmced, and the VCP. In particular, the Office of General Counsel
has provid gal review, and OAWP has reviewed the report to determine whether it
makes fi s against senior leaders requiring OAWP action, and the National Center
for Ethi Health Care has provided a health care ethics review. We found one
Qﬁwﬁ\ policy, no violations of law, rule or regulation, and no evidence of

vnoia\n
g%%; ismanagement or a gross waste of funds.
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I. introduction

The Secretary (SecVA), Department of Veterans Affairs (VA), through the Under
Secretary for Health (USH), requested that the Office of the Medical Inspector (OM)
assemble and lead a VA team to complete a thorough review of the Manchester VA
Medical Center (the Manchester VA), Manchester, New Hampshire, in response to
allegations published by the Boston Globe on July 15, 2017. The whistleblowers, some
self-identified and some anonymous, reported to the paper that there are several <
problems at the Manchester VA regarding Veteran care, management issues, of
services offered, and the Veterans Choice Program (VCP). The VA team coﬂ@%
site visits there on July 20-23, July 26-29, and October 10-12, 2017. @

N

Ii. Facility Profile
S

The Manchester VA, part of Veterans Integrated Service Net\m%@m 1, is a Joint
Commission accredited, complexity level 3 medical center sendg ,198 enrolied
Veterans in southermn and eastern New Hampshire at its @pus and its four
Community Based Outpatient Clinics (CBOC) in Conwa smouth, Somersworth,
and Tilton, New Hampshire. The Manchester VA initi x%perated as a 28-bed full-

service hospital, however, inpatient services hatlted j g, and it now refers Veterans
in need of inpatient services to the Boston VA Center (Boston VA) in
Massachusetts, the White River Junction (W Medical Center in Vermontorto a

contracted Community Hospital in Concord@ Hampshire.

Background on the Scope of Serv‘cg&ovided at the Manchester VA

VA determines which types of s s each Veterans Health Administration (VHA)
facility is able to provide base@\ h its resources. Each facility is assigned a
complexity level, the intent ofyhich is to group similar organizations for operational
reports, performance revigys, research studies, outcome comparisons, and budgeting
under the Veterans Eqable Resource Allocation (VERA) model. There are five levels:
1a, 1b, 1c, 2, and 3. _gvel 1a facilities are the most complex and those designated at
level 3 are the | ith the lowest Veteran volumes, clinical acuities, and physician
specialist ratio% ey tend to have few or no research activities.

The Manglester VA is classified as a complexity level 3 facility, but it is an unusual one.
et S VA medical centers are devoted to inpatient mental health (MH) and long-
"” but the Manchester VA has no inpatient beds apart from its Community

Ko ] enter (CLC). The Manchester VA closed its acute inpatient care beds in
November 1999. it provides acute inpatient care through a contract with a local

hospital, Concord Hospital, and by referral to the Boston and WRJ VA medical centers.

VHA assigns surgical programs an “operative complexity” level of Standard,
Intermediate, or Complex, and each of its ambulatory (outpatient only) surgery centers
an operative complexity level of either Basic or Advanced. The Manchester VA's




operative complexity level is Ambulatory Basic. The requirements for this surgical
complexity designation include:

Access to basic pre-operative and postoperative diagnostic evaluation,

A Post Anesthesia Care Unit,
Pharmacy and Blood Bank services available within the hour during weekdays,

and
¢ Protocols to transfer Veterans within 60 minutes to VHA or community acut re
facilities. e
| &

The Manchester VA provides an array of outpatient services in urgent, prirasty's
specialty care, ambulatory surgical care, MH, geriatrics and extended caré,
41-bed CLC with 6 beds dedicated to palliative care. It does not prg dg My inpatient

medical services. The decision to limit the type of services providad=tthe Manchester

VA, which was made 19 years ago, continues to have an impact e care provided to
ical center in the
eo

New Hampshire Veterans today. The lack of a full-service V.
state of New Hampshire also substantially affects the per@ f Veterans eligible for
participation in the VCP in that over 93 percent of the s eterans are eligible to
seek care under its eligibility rules. In fiscal year (FY $ the Manchester VA
incurred a $6 million deficit related to the provisio atient care in community
hospitals. The establishment of VCP and chan eligibility rules has made its
implementation difficult for clinicians as they tried to provide comprehensive care

for Veterans. | o)
%); B

QRjerof Surgery was hired during FY 2016, he
¥nding the scope of surgical services described
above. He proceeded to hire ngygurgical staff members and requested new surgical
equipment to support this exggnsion; however, he became frustrated with the
bureaucracy involved in wI% believed to be his mission, but nevertheless continued
limited scope of surgical services dictated by the Basic

to persevere. U!timatefyﬁ

Ambulatory Surgical@@ exity in place limited his expansion capabilities.

ill. Backgroun%g&he Boston Globe Article

Jonathan ﬁ%an and Andrea Estes of the Bosfon Globe Spotlight Team contacted
o

Along these same lines, when a ne
thought that his charge included exp

the Man r VA on May 30, 2017, with questions about problems ranging from more
than 3 erans having their referrals to the VCP returned to the Manchester VA so
%@q ar, to a lack of medical equipment at the hospital.! The Manchester VA's
Affairs Officer (PAQ) immediately notified the Manchester VA Director (MCD) and
the VISN 1 PAO. To keep leadership at all levels informed of the Bosfon Globe
interview scheduled for June 14, the MCD sent an Issue Brief to the VHA Central Office
through the VISN, updating it nine times before the Globe article was published on July
15. In preparation for the interview, the MCD and her senior staff met several times with
VHA subject matter experts (SME) in the areas of the media inquiry. On June 14, the

' Medical Center Issue Brief and updates submitted to VHA Central Office through VISN 1, June 14-16, 2017.
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journalists interviewed the MCD and Chief of Staff (Co$ 2, who served from November
2015 until July 2017), who were assisted by the SMEs, VHA and VISN
Communications, and the North Atlantic District Office of Public Affairs personnel, the
Deputy Under Secretary for Health (DUSH) for the Office of Community Care (OCC),
the Deputy Executive Director, Provider Relations and Services, VHA, and the
Manchester VA’s Office of Public Affairs.?

Immediately after the interview, the MCD debriefed the Principal Deputy Under Gy
Secretary for Health (PDUSH), the Assistant DUSH (ADUSH) for Clinical Ope
the DUSH for Organizational Excellence, VHA’s Deputy Executive Director, Otfics of
Communications, the Directors of Management Review Service and Netwqr RSupport,
the ADUSH for Integrity, and VISN 1's Director and CoS.} She also brie] 3 Ihe local

Congressional delegation and worked with VISN leadership to formul response
plan. The MCD and senior staff arranged Town Hall meetings to i “staff and
provide opportunities for questions and answers related to the u ing article and
media attention.’ \XQE

The Boston Globe article described an “extraordinary re !..,‘ led by [Manchester VA]
doctors” who felt that they had almost no say in how th&Jjespital was run. The article
emphasized that only one of the four top administrai@ ¢there is a doctor, and asserted
that nursing leadership exercised most of the de Geibn-making authority. In most private
sector hospitals, physicians in private practice Z0ply for privileges and are appointed to
an affiliated medical staff distinct from the r“;?’ al administration. Although a separate
entity with its own leadership structure, t%dical staff holds great influence over the
scope of services and other aspects 0 ical practice at the facility, because the

hospital depends on its physicians errals, admissions, and, ultimately, revenue.

Unlike the private sector, all ~\%embers at government hospitals, including
physicians, are salaried emp s. The typical structure of the senior leadership team
at a VHA facllity consists %g quadrad or pentad of executives: the MCD (CEO),
Associate Director (CQS ﬁ, 08 2 (Chief Physician Executive), Associate Director for
Patient Care Serviceg ’ ODPCS: Chief Nurse Executive), and sometimes an Assistant
Director. MCDsnfy, come from any professional community, most are career health
care administra% but some are nurses, physicians, or allied health professionals. All
quadrad report to the MCD, and it is common for the CoS to be the only
physician%a A leadership team.

Me@ of the medical staff are appointed by the MCD and ultimately report to him or
t%‘r ugh a hierarchy of leadership. Senior physicians hold leadership positions with
sighificant management responsibility, such as Service Chiefs (e.g., Chief of
Anesthesia, Chief of Emergency Medicine) and heads of entire divisions (e.g., Chief of
Medicine, Chief of Primary Care (PC), or Chief of Surgery). The entire medical staff
works under the supervisory control of the CoS. A similar leadership hierarchy exists

z Manchester VA Issue Briefs submitted to VHA Central Office through VISN, June 14-16, 2017.
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within the nursing staff. Mid-level and upper-level nurse managers work under the
supervision of the ADPCS, who in tum reports to the MCD. In addition to overseeing
nursing practice, the ADPCS usually has management responsibility for ancillary
hospital services such as the laboratory and pharmacy.

In July 2017, the quadrad at the Manchester VA consisted of the MCD, a nurse who
also holds a Master of Business Administration degree, appointed in May 2015; the
Co8, an intemal medicine physician appointed in November 2016; the ADPCS, in
role since 2004; and the Associate Director, a health care administrator appoin%}
January 2017. RN

IV. Specific Allegations Abstracted from the Bosfon Globe Article §

A. VA Care in the Community *&,
Allegation 1. Providers alleged the CoS 2 restricted their ablll%isger Veterans for
Care in the Community (CITC) outside of the VCP. ®

Allegation 2. The Manchester VA’s program for setting‘qf/appointments with outside
specialists has broken down and thousands of Vete §RS, some with life-threatening

conditions, struggle to get any care at all.

B. Scope of Services provided at the Mar@st&r VA

Allegation 3. Surgical Services have dly been stymied by a failure fo replace
obsolete equipment and there is a I space for new diagnostic equipment.

Allegation 4. Rust or blood s B’?&surgrcal instruments that were supposedly sterile
have been delivered to the o ting room (OR).

Allegation 5. There ls@{%orng fly infestation that has closed an OR since October
2016.

Allegation 6. Th&anchester VA lacks a reliable Nuclear Medicine (NM) camera; this
impairs rts%@ to diagnose certain conditions in a timely fashion.

C. Ve E%Quality of Care Concerns

&
@ion 7. A Veteran alleged to the investigative team a 69 month delay in his
prostate cancer diagnosis.

Allegation 8. A Veteran’s daughter contacled the investigative team and alleged her
father received substandard care while he resided in the CLC.




D. Manchester VA Leadership
Allegation 9. Providers alleged that leadership is unresponsive to their concerns.

Allegation 10. Manchester VA leadership appointed an unqualified person as the Acting
Chief of Primary Care (PC).

Allegation 11. Providers alleged that nursing leadership exercised an unusual am%i%t

of decision making authority.

positions or plan to leave the hospital, and other physicians are indignants RN
behalf, citing frustration with management.

V. Conduct of Investigation ”’%@

The VA team conducting the investigation consisted of G@Qox M.D., MHA,
Assistant DUSH for integrity; Erica Scavella, M.D., FACE, R&CHE, the Medlcai
Inspector; Marcia Bowens, MSN, RN, Clinical Program ager and Kathleen Logan,
MS, RN, Clinical Program Manager, all of OMI; Natg §hi de Silva, Office of Veterans
Access to Care (OVAC), David Douglas, M.D., ChiefsHealth Informatics Officer,
Portland VA Medical Center, and Erin VanVors{ YA

interviews of employees, 6 telephoneititerviews with Veterans, and provided 36
listening sessions onsite for sta ibers requesting to speak with us. We reviewed at
least 363 documents, includi Wnt policies, procedures, professional standards,
reports, memorandums, efc.; ed in Attachment A. On July 19, 2017, a catastrophic
pipe failure occurred on{ venth floor causing significant flooding and damage on
the four floors below esult, we limited our tour to the OR.

We held entrano@d exit briefings with the following:

VISN 1 :ea%;@m

etwork Director
&ty Management (QM) Officer
ork Communications Officer




Manchester VA leadership:

e & o ®» e 0 © & o

We interviewed the following employees: \%@

<€
@

From VISN 1: Q?i@

® & o e o

Acting MCD

Associate MCD

Acting CoS (CoS 3)

ADPCS

Acting ADPCS

Chief of QM @
Executive Assistant (EA) to the MCD . %%g‘e
EA to the Acting MCD {2‘*

Congressional Liaison @‘Z@‘
O

From VHA Central Office: &
sz}%

Members of the OCC Staff
Members of the OVAC Staff @

Network Director g“"}
Chief Medical Officer (CMO) &
QM Officer Q:b
Chief Financial Officer (CFQ) \é‘}
Business Office Director \%}%

From the Manchester VA: K\S\Q"

® ® & @ @ @ o @

Manchester VA Lead@ eam

Acting Members xecutive Leadership Team

Chief of Medicin Semce Line Manager for Medicine and Speciaity Care
Members of ministrative Staff

Members of edical Staff

3: e Nursing Staff

Membgbof the Business Office Staff

Men@ § of the QM Staff

Q%ndings, Conclusions, and Recommendations

A. VA Care in the Community

The following two allegations fall under this section:

Allegation 1. Providers alleged that CoS 2 restricted their ability to refer Veterans for
Care in the Community (CITC) outside of the VCP.




Allegation 2. The Manchester VA’s program for setting up appointments with outside
specialists has broken down and thousands of Veterans, some with life-threatening
conditions, struggle to get any care at all.

Background of VA Care in the Community
Background on Veterans Choice Program

In August 2014, President Obama signed into law the Veterans Access, Choica,
Accountability Act (VACAA).® Among other things VACAA required VA to es
program, known as VCP, to temporarily expand the availability of hospital e
medical services from community providers for eligible Veterans. VA imple
authority by publishing an interim final rule on November 5, 2014. "

&(\Q
In order to provide care under VCP VA modified the existing Pa@entered
Community Care (PC3) contract which had been set up the , s year to create a
network of community providers for VA to use when care gotglgiot feasibly be provided
within VA. The modified contract required a third , vaistrator (TPA) to create a
network of eligible providers eligible to provide care r4/CP.
In instances where VA was unable to acquire tggg}éssary services through the

PC3/Choice contract, VACAA, as amended o uary 15, 2015, provided VA with
authority to enter into agreements, known wi A as Choice Provider Agreements,
directly with individual providers. These ements could only be entered into when
VA's existing contracts and acquisitiqry orities were not sufficient to procure the
necessary care. ‘[2\

To be eligible to receive care VCP Veterans must be enrolled in VA health care
and meet at least one of th wing criteria:

¢ The Veteran pag re that his or her local VA medical facility does not offer;

e The VA Med' foenter medical facility is not able to schedule an appointment for
apd.care within the wait- time goals of VHA or, with respect to care and

s.thét are clinically necessary, the period VA determines necessary for

m]e or services if such period is shorter than the wait-time goals of VHA.

VHA defined its wait-time goals as "a date not more than 30 days from

rga either: (1) the date that an appointment is deemed clinically appropriate by

a VA health care provider. In the event a VA health care provider

@ identifies a time range when care must be provided (e.g., within the next 2
months), VA will use the last clinically appropriate date for determining

® Amendments to VACAA were made on September 26, 2014, by the Department of Veterans Affairs Expiring
Authorities Act of 2014 (Pub. L. 113-175); on December 16, 2014, by the Consolidated and Further Continuing
Appropriations Act of 2015 (Pub. L. 113-235); on May 22, 2015, by the Construction Authorization and Choice
Improvement Act (Pub. L. 114-19); and on July 31, 2015, by the Surface Transportation and Veterans Health Care
Choice improvement Act of 2015 (Pub. L. 114-410; and on Aprit 19, 2017 by an act to amend the Choice Act to
modify the termination date for the VCP, and other purposes {Pub. L. 115-26).




whether or not such care is timely. (2) Or, if no such clinical determination
has been made, the date that a veteran prefers to be seen for hospital
care or medical services.”® ‘
¢ The Veteran lives more than 40 miles driving distance from the closest VA
medical facility with a full-time PC provider; The Veteran lives in a state or
territory without a full-service VA medical facility and more than 20 miles from
such a facility in another state; this includes approximately 93% of Veterans in
New Hampshire because they reside more than 20 miles from the White Ri@c}
Junction (Vermont) VA Medical Center (WRJ).
¢ The Veteran resides in a location other than Guam, American Samoa, oide
Republic of the Philippines and needs to travel by air, boat, or ferry nearest
VA medical facility;
¢ The Veteran faces an unusual or excessive burden in travelin VA medical
facility based on geographic challenges, environmental fa ng\or a medical

[y

condition that affects the ability fo travel, or other factors Q‘} termined by VA.

VA has implemented VCP in part, through the PC3/Choi act which uses two
contractors to act as TPAs that manage regional netw providers for VA, These
contractors are Health Net, the TPA for the Medical %%f and TriWest Healthcare
Alliance. In order to participate in the VCP netwarie naged by the TPAs, non-VA
providers must accept VCP's terms of participaf jreement and join the TPA's
network of providers. In a state where approxigalely 93 percent of Véterans are eligible
to use this program, the Medical Center ¢ ced numerous difficulties implementing
the VCP. Health Net was unable to sch many Veterans in a timely manner or
provide access to some of the spec'? e needed; it subsequently retumed

numerous referrals to the Medical r for action. We will address these challenges
in detail later in this report.
&

Veterans Choice ngrat_l{‘;%\eline8
Ny

As stated above, in \‘2014, President Obama signed into law the Veterans
Access, Choice, a ountability Act (VACAA).> Among other things VACAA

Tk
® 38 CFR §17,15¢5yefintions.
{https:/ > cvlfdsyslsearchfpagedetails.action?sn-7&original$earch=&st=Access+List+lS&ps=10&na=&se=
&sb=re&yi me=&dateBrowse=8&collection=&historical=false&packageld=CFR-2015-itle38-

vol1& &fromState=8granuleld=CFR-2015-title38-vol1-sec17-
1 @ecﬁonmd%CFR&bmwsePam =Title+38%2FChapter+1%2FPart+17%2F Sublgrp%2F Section+%26sect%

“1505&collapse=true&fromBrowses=true).
"N@Fact Sheet, Veterans Access, Choice and Accountability Act of 2014, Title I: Choice Program and Health Care

llaboration. Updated December 1, 2015. { hitps:/ivww.va.gov/opa/choiceact/documents/choice-program-fact-
sheet-final. pdf.

® hitps:/fwww.va.gov/opalchoiceact/.
® Amendments to VACAA were made on September 26, 2014, by the Depariment of Veterans Affairs Expiring
Authorities Act of 2014 (Pub. L. 113-175); on December 16, 2014, by the Consolidated and Further Continuing
Appropriations Act of 2015 (Pub. L. 113-235); on May 22, 2015, by the Construction Authorization and Choice
Improvement Act {(Pub. L. 114-18); and on July 31, 2015, by the Surface Transporiation and Veterans Health Care
Choice Improvement Act of 2015 (Pub. L. 114-410; and on April 19, 2017 by an act {o amend the Choice Act to
modify the termination date for the VCP, and other purposes (Pub. L. 115-26).




required VA to establish a program, known as VCP, to temporarily expand the
availability of hospital care and medical services from community providers for eligible
Veterans. VA implemented this authority by publishing an interim final rule on
November 5, 2014.

In order to provide care under VCP VA modified the existing (PC3) contract which had
been set up the previous year to create a network of community providers for VA to use
when care could not feasibly be provided within VA. The modified contract require@
third party administrator (TPA) to create a network of eligible providers eligible

provide care under VCP. This network would be the primary method for VA ”%%f
statutory requirements to provide care under VCP. in instances where VA Wa$:

amended, provided VA with authority to enter into agreements, knowrniyil
Choice Provider Agreements, directly with individual providers. How®w

authorities were not sufficient to procure the necessary care. -

distance from a Veteran's residence to the nearest V. ical facility from straight-line
to driving distance. In December 2015, VA publish ird interim final rulemaking to
implement additional amendments to VACAA, y @mong other things, defined
additional criteria for determining when a Veterdiys travel to VA is unusual or excessive,
removed the 60-day limitation on an episodes :* are, and revised what constitutes a
qualifying VA medical facility for purposeg /{0

On April 24, 2015, VA issued another interim final rulz%‘%%mg how VA measures the

determining eligibility based on residence.
The change in how VA measures dist nd revision to the definition of VA medical
facility impacted some Veterans in ampshire, many of whom are eligible based
on residence due to the fact tha\%ge is no full-service VA medical facility in the state.
A memorandum dated October$:2015, entitled, VA Care in the Community (Non-VA
Purchased Care) and use of {hd Veterans Choice Program, created a hierarchy of care
that was required to be f ed by medical centers when determining the appropriate
way to provide care i mmunity. VA expected the Hierarchy for Purchased Care
to be strictly enforce@and indicated VISNs/facilities that do not follow the guidance
and incur costs fgr@JTC outside of the guidelines will be required to use operating
funds from the ﬁ%)cat services account to cover the expense. Additionally, the
October 1, % memorandum instructed VISN Directors not to implement any new
agreeme r renewals for existing local contracts and local sharing contracts for the
purcha services covered by VCP or national contracts. The following Hierarchy for
Pum@d Care was included in the October 1, 2015, memorandum and remained in

e@ ntil June 2017.

Hierarchy for Purchased Care'’: must be used when the Veteran's primary VA
medical facility cannot readily provide needed care fo a Veteran, either because
the care is unavailable at the facility or because the facility cannot meet VHA's
timeliness standard based on the clinically indicated date. When care cannot be

'® acting Principal Deputy Under Secretary for Health Memorandum, VA Care in the Community and the Use of the
Veterans Choice Program, October 1, 2015.




provided within required timeliness standards, the Veteran’s primary medical
facility will follow the below guidance as it applies:

a) Refer to another VA medical facility using usual interfacility referral patterns,
or Department of Defense (DoD), Indian Health Service (IHS), or Tribal
Health Facility in accordance with the terms of the applicable agreement, if
that facility can accommodate the Veteran within the specified timeliness
standards. If the VA medical facility can schedule the referred service w,
VHA’s timeliness standard, the Veteran is not eligible for VA CITC. &

-referral facility means that the VA medical facility is the pnmaryl or
this type of care, is staffed to accommodate the referrals, and th
medical facility usually sent this service to the referral medlcal p
VCP;

rtor fo

b) Facilities may make exceptions to this referral rule whﬁ service is not
offered in the primary facility and it was normally sey. the community
prior to VCP or there is a wait list at the referral mg 7’
facility should refer the Veteran to CITC using Y68

d) If the Veteran is not eligible or §€,
the primary facility may utilizexdifer VA CITC options, pending availability of
local funds. Local facility¥e " Brship must make this determination;

e) If the Veteran is eligj r VCP, but elects nof to use the program, then the
facility should eith hedule an appointment in VA, use the recall reminder
system, or p! : Veteran on the eiectronfc wait list (EWL), cons:stent with

use Vg(@j_ocal facility leadership must make this determination;

f) @ care is authorized, but the VCP contractor returns the authorization,
rimary facility may use other VA CITC options, pending availability of
al funds, until the VCP provider agreement option is available later in FY

\\% 2016;

% g) Medical facilities may continue to use radiation oncology services acquired
through an existing contract or sharing agreement where those services are
integral to the oncology program at the VA medical facility. If no existing
contract or sharing agreement that are integral to the VA medical facility
oncology program exists, these services should continue to be referred to
VCP.
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in January 2017, the VA determined that the remaining VCP funds were sufficient to
finance the program through the end of the FY. However, as the year progressed, the
agency realized there may not be enough funds after all. On June 7, 2017, VA sent out
a memorandum rescinding the QOctober 1, 2015 memorandum. On June 12, 2017,
however, the June 7, 2017 memorandum was rescinded by another memorandum titled
“Options for Providing Community Care” to VISN Directors which similarly rescinded the
October 1, 2015, memorandum, but also included the following measures to be
implemented across VA as a means to optimize VCP funds.
¢ Continue to send Veterans with VCP eligibility based on residence (40 mjleg
their residence to the closest VA medical facility), wait times (30 days R+
clinically indicated date), or other special criteria for the residents of Klas
Hawaii and New Hampshire, to VCP contractors. N
¢ Medical facilities must now follow their usual referral patterns g fer Veterans
to other VA medical facilities, DoD medical facilities, or to otlyaldraditional
community care providers when services are not available: ’3“ eir facility and the
Veteran does not qualify for VCP under eligibility identifisd & pove.
¢ VA is realigning internal resources fo ensure com % ’.{"‘ funding through
the end of FY 2017.
In August of 2017, the President signed the VA C P%nd Quality Employment Act
authorizing $2.1 billion in additional funds in Ag 17 as a temporary funding

solution for VCP, enabling VA to increase the ber of appointments scheduled and
ensure payments to community providers. e additional funds were projected to be
exhausted by January 2018, but the Pregidént signed a Continuing Resolution on
December 22, 2017, which appropriat other $2.1 billion into the Choice Fund. The
additional funds allowed VA to conti o administer the Choice program into 2018.
VCP will expire when the fundsi@,e Choice Fund are exhausted.

e%&

Background on SCI/D (':aén3

The spine, also kno r&he vertebral column, helps support the upper body's weight,
supports posture wh lowing for movement and flexibility, and protects the spinal
cord, the continpgign of the brain and brainstem, a bundle of nerve fibers and nerve
cells that extepg %ebm the brain to the lower back. The spine consists of 33 vertebrae
\ffal¥ the base of the skull to the pelvis through five regions, the neck
(cervical rehest (thoracic), lower back and trunk (lumbar), gluteal region (sacral), and
the tall bmé (coccygeal). The vertebrae are aligned so that there is a central tubular
canaldlie spinal canal, through which the spinal cord passes. The surrounding bony
rae protect the spinal cord from external forces and damage. [n the healthy
condition, the diameter of the canal is large enough that the spinal cord takes up only 50
to 75 percent of the cross-sectional space, allowing ample room so that the spinal cord
is not compressed during movement or while at rest. Intervertebral discs made of thin
cartilage separate each vertebra, and small spaces between each adjacent vertebra,
the intervertebral canals, allow nerves to pass from each level of the spinal cord to
various regions of the body. Nerve cell bodies within the spinal cord have important
sensory, motor, and integrative functions. Spinal cord nerve fibers carry sensory
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information (e.g., temperature, pain, touch, vibration) from the body up to the brain, and
motor impulses from the brain to muscles to control movement. !

SCl/Ds may iead to a spectrum of neurologic deficits collectively referred to as
myelopathy.'? Spinal cord injury can result from violent traumatic events, such as motor
vehicle collisions, falls, violence, sports or recreational activities. Spinal cord disorders
may be caused by illnesses and processes that lead to spinal cord injury, such as
tumors, infections, degenerative neurological disorders such as Amyotrophic Later%)
Sclerosis (also known as Lou Gehrig's Disease) and Multiple Sclerosis, and )
musculoskeletal d;seases that produce narrowmg (stenosis) of the spma! can: .‘

treatment requires on%omg management of existing lmpairme%s\ ahd prevention of

secondary problems.’ Q

The seven vertebrae of the cervical spine are small in Gafpparison with other regions of

the spine, and allow for significant neck flexibility andxévement as well as greater
vulnerability to injury. Spinal injury or disease heledfthe cervical region results in
paraplegia, which produces loss of motor and ory function of the trunk and lower
body including the legs, bladder, and bowel. aplegia, formerly referred to as
quadriplegia, results from injury to the upgg;ewucal spinal cord and causes impairment

of motor and sensory function in both s and lower body.

Spinal stenosis results from we ear changes of the vertebral column and is
typically found in older adultsg, ing in narrowing of the spinal canal. Osteoarthritis

of the joints between the bo rtebrae is the most common cause of spinal stenosis.'
Arthritic changes cause nafrewing of the spinal canal and the space between each
vertebra. The signs ptoms of cervical myelopathy may include loss of hand
function, such as ¢l ess, difficulty with fine motor skills, and problems with activities
of daily living, a ems in the lower body including difficulty with walking, balance,
and bladder or | control mamfested as include leakage of urine and/or stool,
difficulty ur‘n@ or constipation.'® Clinicians evaluate spinal stenosis and the
possibiﬁty@ccompanymg myelopathy by performing a physical examination and

ﬁ fé’é

rae of the Spine. h
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.com/image/skel0S. htmi#full-descnntxon, https {wrorw.cedars-

mnerb

.
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the~SQm6 aspx. Spinal Cord. h p-/iwww.merckmanuals. com/hom forain,- mal-cor —and-new

disorders/biclogy-of-the-nervous-system/spinal-cord.
12 > Myelapathy. American Joumal of Neuroradiology. May 2008, Volume 329 (5) 1032-1034. htto://wvowain.org/.

® United Spinal Association. hitps://www.unitedspinal.ora/about/what-is-spinal-cord-injurydisorder-scid/, American

Spmal Injury Association {ASIA). hiip:/fasia-spinalinjury.org/.
'* VA and Spinal Cord Injury. (htip:/imperial.networkofcare ora/veteransilibrary/article aspx?id=1687).
™ NIH National Institute of Arthritis and Musculoskeleta! and Skin Diseases. Questions and Answers about Spinal

Stenosis. August 2016. { hitps:/fwww. niams.nih.gov/Health info/Spinal Stenosis/#spine d).
16 Cervical Stenosis and Myelopathy. hitp://www.rushcopley.comircma/services/neurosurgery/conditions-and-

rocegur rvical-stenosis-and-myelopathy/
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assessing the Veteran’s current symptoms, past medical history, diagnostic studies, and
relevant imaging findings from plain x-rays, computed tomography (CT), or magnetic
resonance imaging (MRI) scans.

The management of spinal stenosis focuses on symptomatic relief and prevention of
neurologic sequelae via both nonsurgical and surgical interventions. Nonsurgical, or
conservative, treatment is directed at symptomatic relief of pain, stiffness, muscle
spasticity, and functional problems. This typically involves a combination of therapeutic
modalities, medications, and rehabilitation such as strengthening exercises, en @e
training, activities to im7pfove balance, and exercises to improve flexibility in th k
arms, trunk, and legs." ‘

RN

If symptoms are severe or progressive, or fail to respond to nonsurgical treatment, the
clinician may refer the Veteran for evaluation by a neurosurgeon or orthopedic surgeon.
Surgery may be indicated when severe or chronic symptoms are present, including pain
that interferes with quality of life, and the symptoms correlate with the radiologic
evidence of spinal stenosis. The decision to seek surgical intervention should only be
made if the likelihood of improvement with nonoperative measures is low.'® The goal of
surgery may not necessarily be to restore normal function but to stabilize the spine so
as to prevent further decline and relieve neck pain and neurological symptoms such as
weakness or numbness.’® Surgical treatment involves removing pressure from the
spinal cord and spinal nerves, known as surgical decompression, and often includes
some form of stabilization of the affected area via spinal fusion. The surgeon may place
metal implants to support the vertebrae while they heal and fuse together.?°

Although a nonsurgical provider carngidgnose myelopathy and refer the Veteran for a
surgical evaluation, the orthopedic®r heurosurgeon will determine what, if any, surgery
is appropriate, based on a physfal:examination and the Veteran's presentation, history,

diagnostic studies, and prefe{ghces. The surgeon must weigh the risks and benefits
when determining whetheg'syrgery is best for the Veteran. There are significant risks
from cervical decompgggbish surgery, including complete paralysis and death. The
overall incidence of %]‘f icant complications varies in the literature, depending on the
specific surgicalprfzedure, age of the Veteran, and comorbidities. Reported
complications frt urgical decompression include infection, cerebrospinal leak,

a, venous thrombosis, respiratory and cardiac complications, and
pinal cord injury. Further impairments following decompressive surgeries
have a|géBeen reported including worsened neck pain, decreased neck range of
mo nd increased neck stiffness. The risk of death following surgery has been
r@i\ to be as high as 1 percent in some reviews. The evidence base for when to

Y Spinal Stenosis Treatment and Management. February 13, 2017.
http:/femedicine. medscape.com/article/1913265-treatment).

'8 Spinal Stenosis Treatment and Management. February 13, 2017.
{(hitp.//emedicine medscape.com/article/1913265-treatment).

¥ Cervical Spondylotic Myelopathy: Surgical Treatment Options. The American Association of Orthopasdic
Surgeons. (hitp:fforthoinfo.agos.org}.

2 Gervical Stenosis and Myejopathy. hitp./fwww rushcopley.comircmalservices/neurosurgery/conditions-and-

procedures/cervical-stenosis-and-myvelopathy/ North American Spine Association.
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perform surgery versus nonsurgical management is unclear because there are varied
cervical decompression surgical techniques and the lack of well-designed prospective
randomized controlled studies. Advanced Veteran age has been reported as a risk
factor for higher rates of complication that lead to unexpected critical care, increased
length of hospital stay, and the necessity to be discharged to a nursing facility. Finally,
severe spinal degenerative and anatomic changes do not necessarily correlate with an
unfavorable prognosis or a mandate for surgery.?'

Background on VA's SCI/D System of Care *@?ij

The primary mission of VHA is to provide complete medical and hospital s \s for the

care and treatment of Veterans, as provided in section 7301(b) of Title ited States
Handbook

Code (U.S.C).#2 When SCI/D care is delivered within the VHA syste
1176.01 requires that it be delivered through VHA's SCI/D Syste@‘are (SoC). Per
this Handbook, the mission of VHA's SCI/D SoC is to support, pf e, and maintain
the heaith, independence, quality of life, and productivity of in divjduals with SCI/D
throughout their lives.*® The VHA provides a full range of seffees and care for all
enrolled Veterans who have sustained an SCI or have a gfable neurologic disease of
the spinal cord, and is the largest single network of SGi{3-tare in the nation, integrating
medical, functional, vocational, psychological, and s@bi&l services within a continuum of
care that addresses changing needs throughout sd¥eteran's life. These services

include acute and sustaining, primary, specia ventive, long-term, hospice, and
end-of-life care, as well as preventive health uations, assistive technology,
environmental control units, prosthetics, lles, medications, education for these

Veterans, and the maintenance of t% ble medical equipment.

The SoC consists of an integrated@gtwork of care, based on the hub and spoke model.
Facilities with advanced SCI/ ices serve as hubs, receiving Veterans with SCI/D
from the spokes of local me centers or community hospitals. The hub addresses
the unique aspects of d &jng primary and specialty health care, rehabilitation
services, home and lapd#erm care to those Veterans. In addition to PC, the provided
services include ort ‘aﬁ?& prosthetics, sensory aids, assistive technology, chronic pain
management, % health, geriatrics, medical nutritional therapy, environmental
modifications, spite care. Veterans living in the geographic area of the hub
generally redgfv@ their PC from a provider embedded in that SCI/D Service. The hub
provides gXpprehensive preventive health evaluations, focusing on preventive or early
ot of complications related to SCI/D. Annual evaluations must be offered to

identifigdtd
Vetée@instand performed at SC/D Services.

<
T%hub's SCI/D Center accepts Veterans from the spokes, coordinating and providing
care and services that the spokes are unable to provide, in order to ensure the Veterans
have access to the full range of services that they need. Veterans with SCI/D

?' Cervical Stenosis and Myelopathy. http:fiwww.rushcopley.com/remaglservices/neurosurgery/conditions-and-
I resicervical-stenosis-and-myslopathy/ North American Spine Association.

22 38 U.S.C. §7301(b).
* VHA Handbook 1176.04, Spinal Cord Injury and Disorders (SCI/D) System of Care. February 8, 2011,
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experiencing complex problems or in need of complex procedures requiring specialized
knowledge must be referred to the SCI/D Service as indicated in the referral guidelines
in VHA Handbook 1176.01.%

Background on VA’s Initial Investigation at the Manchester VA in Response to a
Referral from the Office of Special Counsel

Whistleblowers at the Manchester VA originally contacted members of the New .G
Hampshire Congressional delegation on September 6, 2016, through their atto _-;.a

who in turn encouraged them to raise their concerns to the U.S. Office of Speglal-
Counsel (OSC), the independent agency within the Executive branch of gg EX

and protecting whistleblowers from retaliation. After collecting and veting
information provided by several whistleblowers, OSC formally refe hree specific
allegations to then-SecVA Robert McDonald on January 10, 20 's referral letter
required the SecVA to investigate the allegations and submit &0 al written report, and
indicated that the whistleblowers wished to remain anonymaug® The allegations that
OSC referred to VA for investigation were related to:
e the care of Veterans at the Manchester VA sufigligg from SCI/D, a large

e improper copy and pasting of the cont electronic health records by the
former Chief of SCI/D; and e

+ repeated infestations of flies in th that were alleged to have impacted
access to surgical procedure Manchester VA.

diagnosis or delayed referral for additiog et

Citing the standard statutory la%@e contained in 5 U.S.C. §1213(d), OSC's referral
letter states that the Special el had concluded that “there is a substantial
likelihood that the informati%b istleblowers provided to OSC discloses a violation of
law, rule or regulation; ah(% se of authority; gross mismanagement; and a substantial
and specific danger ¢ health. The “substantial likelihood” phrase does not
indicate that the alle ns have been proven, but rather that they are of sufficient
potential conce further investigation by the Agency is required to determine
whether the 3 ions are, or are not, substantiated.
S, N

The Sec! ,’b signed OMI to assemble an investigative team, including VA SMEs in
SCi/D & gjn,.ﬁ employeeflabor relations, to conduct an initial site visit to the Manchester VA
in Faltudry 2017.2 VA submitted its report of investigation to OSC in June 2017

ntiating that the former SCI/D Chief there had improperly copied and pasted
clinlcal information from at least 2006 to 2012, but found that the facility had taken
adequate steps to ensure that Veterans had not suffered adverse outcomes as a result

“ Jid.
2 The processes that OSC uses to address whistieblower disclosures are outlined in 5 U.S.C. §1213(d). 0SC did
not disclose the whistieblowers’ identities fo VA.
& OMI conducts independent internal investigations of matters related to the quality of Veterans' health care on
behat of the Under Secretary for Health. OMI has performed 78 investigations of whistieblower disclosures
requested by OSC since 2014.
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of this activity, and to discipline the physician prior to his transfer to another VA facility in
2012. The longstanding problem with the seasonal appearance of cluster flies in one of
the ORs, which dated back at least a decade, was also substantiated. The fly
infestation had proven resistant to extensive and repeated pest control measures,
leading to the MCD's decision in late 2016 to close the OR in question. However, we
determined that there had been no adverse impact on access to operative services due
to low surgical volume and facility complexity. ‘

We were not able to determine conclusively whether Veterans with SCI/D had gy
adverse outcomes, including myelopathy, as a result of delayed diagnosis, tredinént, or
referral. The SCI/D SME reviewed the records of 97 Veterans on a list proyided by the
current SCI/D Chief, and determined that the Veterans’ worsening -:.»f% were due
to the natural progression of disease in 74 of the 97 cases. As the evijerte was
inconclusive in the other 23 cases, we recommended that they sho;@.b referred to

external, non-VA experts for additional review. .
o

7. In accordance with

VA submitted its report of investigation to OSC on June 20x§
its standard procedures, OSC shared the Agency’s resp
who remained anonymous at that point. At about the sahe time, VA began to receive
inquiries from the investigative reporters with the Bogpdd Globe Spotlight Team about
similar allegations at the Manchester VA, as wall's ' sther issues that had not been
included in OSC's January 2017 referral to th VA. The Bosfon Globe's Spotlight
report appeared on its front page Sunday, J , 2017. VA issued a press release
that evening announcing that the SecVA h&] ordered OMI and the OAWP to
immediately conduct a top-to-bottom rwgb of conditions there, and that he would

ad

remove the MCD and CoS 2 from th%\ ership positions pending the review.

Subsequently, OSC submﬁte@ of additional questions to VA in late July based on
comments it had received f istleblowers, and requested a formal supplemental
report, which VA submitieg en October 7, 2017. On January 25, 2018, the Special
Counsel determined the¥A’s report met all statutory requirements but determined the
VA'’s findings did nof\afipear reasonable. While the matter is closed, VA will provide
0osC supremen{@ds detailing the status of clinical reviews referenced in this
report.? B

Issue Bri®®
e

Ac@ to the VHA Guide entitled VHA Issue Briefs, dated May 2017, an Issue Brief

i ternal document used and reviewed by senior leaders within our organization, up
to and including the SecVA. They provide specific information to leadership within the
organization, working through the appropriate chain of command, regarding a situation,
event, or issue. VHA facilities submit Issue Briefs to their VISN leadership, who in tumn
submit them to their assigned VHA Central Office VISN Support Team via an
"Automated Issue Brief Tracker.” The VISN Support Team is responsibie for informing

7 U.S. Office of Special Counsel, The Special Counsel's letter to Secretary Shulkin: OSC File Nos. DI-16-5687, Di-
16-5688, DI-16-5689, and Di-16-5690. January 25, 2018.
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VHA leadership and maintaining their situational awareness through the ability to
access information, anticipate critical information requirements, and determine
necessary follow-up actions for the facility, VISN, VHA Central Office, and/or senior
leaders by sharing information regardlng situations, untoward events and issues of
potential interest to the SecVA.?®

Allegation 1. Providers alleged that CoS 2 restricted their ability to refer Veterans for
Community Care outside of the Veterans Choice Program (VCP). Q(?
&

R

&
Concerns raised by a physiatrist
According to the Boston Globe Spothght Team article, 2 physmtnst at anchester
¥3o send advanced

Findings

the quality of care that the Manchester VA could provide ack of ability to refer
patients to the community. Prior to the implementation , this physiatrist was able
to refer these types of patients to community provideig g traditional CITC funds.

Manchester VA could or would not provide. This physiatrist ‘\":

The Boston Globe article indicated the rationale for 8itg VCP and not the traditional
CITC funding was financially motivated and wa%} d on the hospital’s projected

deficit of $6 million in 2016. N

From 2012 until the establishment of VC 14, the Manchester VA's SCI/D service
referred most Veterans needing an ev on for surgery to one non-VA neurosurgeon
in Boston, Physician 1. The referra t through the traditional CITC process, also

known as non-VA purchased ca{g@r,fee basis care. During FY 2015, the SCI/D
department made 38 request %On-\//\ purchased neurosurgical CITC. The former,
now retired, CoS (hereafter 1) served prior to CoS 2 from 2012-2015. During his
tenure he authorized 26+ Is to Physician 1 using CITC funding and the remaining
12 referrals to the Bos@, for care.

Because New ire is a state without a full-service VA medical facility, Veterans
fiving more tha iles from WRJ are eligible to receive care in their community under
VCP. The MeHibal Center appropriately referred Veterans to VCP fo give them the

obtain neurosurgical care locally. CoS 2 invited Physician 1 to join the
, however he chose not to participate in VCP, and therefore Veterans

opportum ;{_!r

VA applies the VERA model to fund its medical facilities. VERA funding is based on
data that are nearly 2 years old, resulting in funding based on utilization patterns in prior
years rather than a projection of future demand. In FY 2016, the Manchester VA
experienced a 3.4 percent increase in utilization of its services without receiving

% Deputy Under Secretary for Health for Operations and Management (DUSHOM) Guide: VHA /ssue Briefs, May
2017.
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comparable operational funding increases. As a result of this and many other factors, it
had incurred a $6 million deficit by mid-2016. Given these funding challenges, it was
required to closely scrutinize where Veterans were sent for care VA was unable to
provide within the Manchester VA.

VA implemented the Hierarchy for Purchased Care on October 1, 2015, but the
Manchester VA's CoS at that time (CoS 1) did not immediately enforce the use of VCP.

CoS 2, who was initially appointed as the Acting CoS in November 2015 and later c_}
appointed permanently in May 2016, did try to enforce the new rules. Upon hi 81,
he communicated his and VA’s expectations and provided clear guidance to

staff that the VCP should be the primary mechanism available when Veter. @a ein
need of care that VA could not provide. In the event that the required se& under the
PC3/Choice contract is not available or the Veteran is not eligible for he
Hierarchy for Purchased Care would be strictly enforced for determiding the most
appropriate option for providing CITC. According to the Hierarcydor Purchased Care,
it is the local leadership’s decision to use facifity funds for tradiffgfigi CITC when the
Veteran is not eligible for VCP or the needed services arepghdevered by that program.

Providers who agree to participate in VCP agree to acceg dicare reimbursement

rates, or when there i 1s no Medicare rate, payment de #ed in accordance with VA's

payment regulations.?® ngx
CoS 2 invited Physician 1 to join the VCP ne ut since he chose not to participate,
the Manchester VA could no longer refer pa to him for care since the same care

fin Manchester's VISN. Although

ditional CITC on a case-by-case basis, the
VISN strongly discouraged the use | funding for CITC when other options were
available. Because it does not pplidé inpatient care, the Manchester VA relies upon
community hospitals in New Kafgeshire to provide inpatient services at VA’s expense.
In FY 2016, the Manchester {&: pent approximately $36 million of its CITC budget for

Veterans requiring local gq’:ga [alization, as well as outpatient medical and dental care.

was availabie at two other VHA facilities
Manchester VA leadership could ap

The VISN CFO testifi the VISN expected the Manchester VA to “redirect more
CITC requests to th , and he was flabbergasted it did not.” ‘

In addition to th@brarchy of Care, CoS 2 based his decisions on the nature and
urgency oft dividual needs of each Veteran, and the availability of timely
neurosurgifigl access at the Boston VA. Despite the pressure to avoid using CITC

, g,., options were available, in FY 2016, the SCI/D department made 32
®tsfor purchased neurosurgical CITC. CoS 2 authorized 11 of them to be referred
\G) ician 1, using CITC funding, and referred the remaining 21 to the Boston VA.

D ng the first 5 months of FY 2017, there were two requests for purchased

neurosurgical CITC, both of which CoS 2 authorized to be referred to Physician 1.

External Case Reviews

% Department of Veterans Affairs, Acting Principal Deputy Under Secretary for Health Memorandum on VA Care in
the Community (Non-VA Purchased Care) and use of the Veterans Choice Program, October 1, 2015,
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Following the publicity of the Boston Globe article, VA determined that it would obtain
independent, external reviews of 100 percent of the cases that the Manchester
physiatrist had raised concerns about, not just the 23 cases that VA’s SCI/D SME had
identified. The total number of cases sent for external third-party review included 97
Veterans and 143 episodes of care. As of March 30, 2018, external third-party peer
reviews are complete for 101 episodes of care for Veterans with SCI/D who were
receiving nonsurgical care at the Manchester VA. Of these episodes of care, 95 met
the standard of care and six (5.9 percent) did not. Of these six, two lacked approp,
documentation about the nonsurgical care provided and the subsequent treat &
one lacked a timely initial diagnostic evaluation; two lacked timely follow-up c
one lacked adequate and appropriate findings to support a diagnosis of ce
myopathy. These six episodes of care remain under review to determin ther the
Veterans were harmed. If there is any evidence of patient harm, the Nﬁ%»ester VA will
be advised to take actions in accordance with VHA Handbook 10 isclosure of
Adverse Events to Patients, October 2, 2012.%° C}

N

One of the whistleblowers alleged that some SCI/D Vetergagysere adversely affected
because they were referred to the Boston VA for neurosyrtidal care, instead of to
eléffed to the Boston VA for
adiihe third-party external review
and are ongomg Any cases that do not meet thé-slandard of care will be addressed in
accordance with VHA Handbook 1004.08. é

Findings related to Complementary a tegrative Medicine®'

Complementary medicine includes a of medical and health practices that are not
considered part of conventional or & thic medicine.. Integrative medicine refers to
complementary practices such ag-afupuncture and massage that can be used in
addition to conventional or allggaihic medicine. Specific VA-approved complementary
and integrative approaches d(8 authorized as part of the medical benefits package, as
addressed in. VHA Dir 1137, Provision of Complementary and Integrative Health
(CiH), May 18, 2017 ise, certain identified CIH approaches are provided by
community pmvxde'&g cordance with the VA Hierarchy of Care.

During the co the investigation we found some Veterans who are eligible for VCP
but who dlq@ to invoke this option for care, and instead had requested that CoS
2 authorizg aditional CITC with providers they have specifically chosen for

ctdré or massage therapy. The CIH providers that qualified to be part of the
VCPR&&Work were invited to join, but declined the invitation. In March 2017, CoS 2 did
*.»o Veterans to seek care from their preferred community providers in accordance

% VHA Handbook 1004.08, requires clinical or institutional disclosures of adverse events as a formal process by
which facility leaders, together with clinicians and other appropriate individuals, inform the patient or the patient's
personal representative that an adverse event has occurred during the patient’s care that resulted inor is
reasonably expected to resull in death or serious injury.

Complementary and integrated medicine includes acupunciure and massage therapy. Complementary medicine
is a group of different medical and health practices that are not considered part of conventional or allopathic
medicine. Integrative madicine refers to complementary practices such as acupunciure.
hitps:/www . warrelatediliness va.govieducation/factsheets/complementary-and-integrative-medicine . pdf.
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with the Hierarchy for Purchased Care guidance that states “if the Veteran is eligible for
VCP, but elects not to use the program, then the medical facility should either schedule
an appointment in VA, use the recall reminder system, or place the Veteran on the
electronic wait list (EWL ), consistent with VHA policy. In rare circumstances, the facility
may use CITC options to secure care, pending availability of local funds, when the
Veteran elects not to use VCP. Local facility leadership must make this determination.”

On March 10, 2017, CoS 2 subsequently informed three Veterans in writing that thecfact

that their preferred non-VA provider for specifically requested complementary -
integrative health services did not wish to participate in the VCP is not suffi c; ason

to justify authorization of non-VA care. If a Veteran does not want to come VA for
these types of services, they have the opportunity to opt into VCP, and r e the care
from a provider who has elected to be part of the VCP and accepts M

reimbursement rates. At the time, massage services were not avm%e hrough the VA
or the PC3/Choice contract, so CoS 2 informed the Veterans th& ould authorize
traditional CITC only when a VA provider determines massa ICes are warranted.
As of August 3, 2017, massage services are covered by t @4 services approved by
the USH, and available to Veterans when clinically indic%

Conclusions regarding VA Care in the Commur@\

¢  We do not substantiate that CoS 2 restn@pmwders abilities to refer Veterans
for CITC outside of using the VCP. %

Prior to the establishment of VCR 4, the Manchester SCI/D service referred
the majority of Veterans needing rosurgical evaluation to one non-VA provider in

Boston, Physician 1, via the ional CITC process.

®

After the enactment of@ﬁ‘ in November 2014, the Manchester VA appropriately

referred eligible SCI/ erans needing neurosurgical care to VCP, based on the
guidance provid 's Hierarchy for Purchased Care. Per the Hierarchy's

guidance, VCP j§ primary mechanism used when Veterans are eligible for
Choice care@e includes Veterans in New Hampshire who reside more than 20
miles from RJ VA,
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-% ment with the Manchester VA.

%hmughout his tenure, CoS 2 strictly followed the guidance outlined in the Hierarchy
for Purchased Care, as required by VHA Central Office in the October 1, 2015, VA
memorandum, and faced pressure from VISN 1 that strongly discouraged the use of
local funding for CITC when other options were available.

¢ CoS 2 individually evaluated each CITC request to purchase non-VA care, and
made decisions based on the Hierarchy of Purchased Care guidance. In FY 2016,
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he authorized 11 of 38 requests for referral to Physician 1 using CITC funding, and
in the first 5 months of FY 2017 authorized 2 more.

e Due to a confluence of factors, including growth in utilization by Veterans and
decreased CITC funding, the Manchester VA ran a $6 million deficit in FY 2016. We
found evidence that VISN 1 assisted in the management of this deficit before the
end of the FY.

¢ External third-party peer reviews determined 85 episodes of care for Veterzggﬁ
SCI/D who were receiving nonsurgical care at the Manchester VA receive ices
that met the standard of care, and six episodes of care for Veterans wi /D who

were receiving nonsurgical care at the Manchester VA did not. QS

¢ The MCD and CoS 2 were actively engaged in addressing con that had been
raised and were wholly committed to providing Veteran-cent . utions. They
attempted to work within the existing VCP laws, rules, and¢gagalations as they
evolved from 20142017 to provide a scope of .f%\ e Manchester VA in
accordance with its designation as a level 3 facmty "; asic ambulatory surgical

services. (’E}
¢ The Manchester VA leadership worked dilig maximize their budget, including
obtaining funds for additional options und CITC program, to ensure that they

could provide care.

<
¢ The MCD and CoS 2 were extrewﬁggaged, transparent, and supportive of

exploring options to further dev rograms, all signs of their commitment to open
communication and psychol%’éi safety to ensure that Veterans receive the highest
quality of care.

S

¢ The VERA funding @@ does not provide adequate funding to support the real-
time needs and @mducﬁvity of the Manchester VA.

Recommendat%gl(o the Manchester VA

1. Reque% itional funding as needed for traditional CITC, and continue to scrutinize
req &fsfor non-VA purchased care to ensure that each is the most appropriate for
% ible Veteran’'s needs and cost effective for the American tax payer.

2 <Ehsure that Manchester and Boston VA leadership review each of their respective
cases that did not meet the standard of care and take appropriate action in
accordance with VHA Handbook 1004.08.

Recommendations to VHA

1. Ensure that all the SCI/D cases pending extemnal third-party peer review are
completed. These reviews should address whether myelopathy was diagnosed in a
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timely manner and whether the treatment (surgical and nonsurgical) was
appropriate.

2. Reevaluate the VERA funding model and its implementation at the Manchester VA
in view of the unique limitations imposed by implementation of VACAA in New

Hampshire.

Allegation 2. The Manchester VA’s program for setting up appointments with outs
specialists has broken down and thousands of Veterans, some with I:fe-threafe @
conditions, struggle to get any care at all.

Background on Consultation Management - N
Consultations are requested by chmmans when a patlent s medlcal Qr _.a ical care

handled. The requestor includes pertinent clinical informagigiif
request so that the accepting consultant is able to make a seund clinical assessment
and plan. As consultations move from pending to co d status, the status of the
consultation should be updated. C.g.;

Consult Status Definitions
The receiving service must update the sta e@f pending as soon as possible and no
later than 7 calendar days of receiving t uest.

Pending: This status desi requests that have been sent, but not yet acted
on by the receiving service. \{1\

Active: This status o when a consult is “received” and efforts are underway
to fulfill it. . {\c.,}

Scheduled: ﬁ@‘ﬁdicates that an appointment has been made and linked to
eduled status automatically sends an alert to the requesting

the consult reques
clinician. The status should not be manually changed to “scheduled” in the
consult packa should be linked to appointments so that the consult status

changes V% e appomtment status is changed

%g" Complete: This status designates completion of the requested service,

In 2008, VHA began to require that all consultations with the exception of consultations
for Prosthetics and Future Care be moved from pending status to active within 7 days.*
These directions apply to consultations that are requested for what is now known as

® VHA Directive 2008-056, VHA Consult Policy, September 16, 2008 and VHA Directive 1232, Consulf Processes
and Procedures, August 23, 2016.
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Care in the Community (CITC). As of June 5, 2017, VHA policy requires all pending
consultations be moved from pending to active status within 2 business days.®® The
Office of Veterans Access to Care (OVAC) hosts a weekly National Consultation
Performance Improvement teleconference to discuss process management and to
review pending consultation requests. All VHA facilities are expected to be compliant
with these consultation management requirements.

Findings related to Consultation Management C{i?
&

Overview @ié&‘

Over 90 percent of Veterans in New Hampshire are eligible to use the, because
they reside in a state without a full-service VA medical facility and also ive more than 20
miles from the WRJ VA. We reviewed FY 2016 and 2017 consulteligri'requests for over
500 Veterans who sought medical care from the Manchester VAOE were referred to

the VCP. These eligible Veterans did not receive appoincause the TPA for

the VCP, Health Net, was unable to meet its contractual tion to refer and schedule
appointments for these patients with non-VA providers eviewed several email
exchanges for the same two FY's between the Manc r VA leadership and Health
Net that reported a lack of sufficient staff membe ealth Net's staff to scheduling
requests for consultation, and a lack of commuhbify providers for particular medical
services.>* Veterans responded by complaini their Congressional representatives,
who often passed the concerns on to the l\@é ester VA with the expectation that the
problems would be addressed. &y

to lodge a variety of complaing inst Health Net, including unanswered telephones,

Several Veterans also contacted tg\bﬁanchester VA’s Patient Advocate and the MCD
excessive on hold telephone§ imes exceeding an hour, experiences with reporting
0

to community providers for intments that had never been scheduled, and
interactions with provider were not being paid for their services. If Veterans were
able to speak with a@ Net employee, they then faced significant challenges to
provide the clinical ipfermation Health Net requested. The MCD reported that her own
father, a Veterag$ilwself, had complained to her that his telephone calls to Health Net

went unans e

in FY 0@ response to these concerns, the MCD and CoS 2 authorized Business
Office.§ig¥ members to intervene with the management of VCP referrals for Veterans

Veterans were unable to successfully communicate with Health Net in order to schedule
appointments. This additional workload further overloaded an already understaffed

Business Office.

3 BUSHOM Mernorandum, Scheduling and Consult Policy Updates, June 5, 2017.
% Health Net Federal Services PowerPoint/Manchester VA Veteran-Centered Community Care and Veterans Choice

Program, March 2015-June 2017.
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Health Net's Contractual Obligations

In FY 2017, Health Net's contractual obligation was to schedule appointments within 5—
10 days of receipt of a consultation request or to return the request to the Manchester
VA indicating that it could not schedule the appointment. Health Net retumed an
average of 36 percent of the Manchester VA's referrals between October 2016 and
February 2017.% The rate of returns for January through May 2017 was 65 percent,
with the rate peaking in April and May 2017 at 85 percent (over 2,500 consultations).>®
This volume of returned consultations was nearly impossible for the Manchester V. o
manage.”’ In response, the Manchester VA assembled a team of medical, nu '&nd
administrative staff members after May 2017 to prioritize appointments base -.A
clinical needs. Staff members notified Veterans and offered them options igiteteive
care at the Manchester VA or through the VCP as they had initially req “t\ In some
cases, the Manchester VA was able to arrange care using previously-8stablished

Provider Agreements.® AR
According to our review of documents from Health Net, the hi?% ume of returned
&

. consultations was due to their failure to anticipate the vol referrals received from
the Manchester VA combined with a lack of adequate regotstes to schedule
appointments within 5~10 days, per the contract. The-gepénd largest reason for
returning consultation requests to the Manchester Yi¥és due to missing clinical

5P based upon their residence.®® In

information for Veterans who were eligible for the“
response to their own deficiencies to meet co

ual obligations, Health Net identified

three action items: (1) gain a better unders ing of the anticipated volume of
consultation requests to ensure that they §ive the proper resources in place to
schedule appointments; (2) increase h’ ume of Health Net scheduling agents to
increase productivity; and (3) focus d{iNtie categories of care that generate the most

retums. {{;\\%

These processes created g Q%stantia! increase in the Business Office’s workload,
which was untenable, angigacording to the VHA OCC, was not the Manchester VA's
responsibility.*® In respShde to this increased workload, the Business Office reported
the issues and resul nterventions to the VISN and VHA OCC and arranged

teleconferences%i@m with Health Net in an attempt to resolve them.
Patient Pre

ces
A3t Several Veterans who needed subspecialty care preferred to invoke their
Mlity rather than receive a referral to Boston or WRJ VA, most often due to the
Yhey would have been required to travel to get care at either of these VA

{@2s. In January 2017, the Manchester VA altered its VCP consultation process to
~

* big.

% Between January and May 2017, 3,142 of 4,857 consultations were returned to the Medical Center by Health Net.
During the last 2 months of this time period (April and May 2017), the Medical Center received the highest volume

o of retumed consultations at 85 percent (over 2,500 consultations).
Ibid.

% Manchester VA Email and Health Net Returns Triage Spreadsheet.

# Health Net Federal Service Power Point/Manchester VA Patient Centered Community Care Veterans Choice
Program, July 24, 2017.

“ Statement from K. Matthews, Deputy Executive Director, Provider Relations and Services.
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include options based upon mileage eligibility in order to ensure that individual
Veterans' preferences for where they wanted to receive care were included in the
request to Health Net. The Manchester VA referred to these as “Choice Mileage”
consultations. While Health Net initially accepted these consultations, after a few
months they reviewed their contract and realized that it does not allow VA to initiate any
VCP consultations based upon mileage eligibility. We found at least 1,400 of these
Choice Mileage consultation requests that were returned to the Manchester VA. In July
2017, the Manchester VA modified the process to allow Veterans to refer themselves.to
Health Net by providing Veterans with a Choice Mileage letter. The letter provi qf e

18
detailed instructions for Veterans when making self-referrals to Health Net, i .?‘* the

telephone number for Health Net's schedulers and reminding them to tff*'* evant

clinical information to ensure timely, Veteran-centric care. (Q N

VISN 1 and VHA Central Office — Awareness of Health Net’s F

Beginning in August 2016, the Manchester VA engaged with V C on numerous

occasions via telephone and email to report the challenges lt aving with the VCP

and Health Net. After Health Net began to return large QI@? s of consultation
requests in 2017, the MCD submitted two issue Briefs t VISN 1 to VHA Central

Office to highlight the issues she was having and to raé R ncems about quality of care

as a result of Health Net's inability to schedule appeiriments as requested

The MCD submitted the following two Issue Brigf&am

e May 15, 2017 — the MCD submitted an{ssé
rate of consuitation returns from Heglti{iNet and the Manchester VA's plans to
mitigate risk*’

e June 7, 2017 — the MCD submj
Health Net consultation ret
June 9, 2017 — the MC
June 20, 2017 ~ the

a second Issue Brief to VISN 1 regarding
nd quality of care concerns due to delayed care
ed the June 7 Issue Brief
pdated the June 7 Issue Brief a second time*?

Although the MCD follo Y C'ghe VHA Guide to Issue Briefs and submitted timely lssue
Briefs to VISN 1 lea , the perception of Manchester VA leadership was that this
process did not re% any assistance with managing VCP consultations.*®

Through thi umcatjon VHA OCC leadership became aware of Health Net's
failures . anchester VA’s efforts to coordinate care for Veterans. During our
A Fthe VHA OCC informed us that they were confident that Manchester VA
leaders z;,!;:- was proactive in their attempts to address this demand for services. While
the MISN CFO attested to the investigative team that the Manchester VA should be

handle its workload. In response to the increased demand to manage CITC referrals,
the MCD restructured the Business Office and assigned additional staff members to
manage Health Net returns, but the workload became overwhelming. The MCD and
CoS also requested that the VHA OCC and VISN 1 Business Implementation Manager

“' Medical Center Issue Brief, dated May 15, 2017.
42 Medical Center Issue Brief, dated June 7 and updated on June 9 and 20, 2017.
“ DUSHOM Guide: VHA Issue Briefs, May 2017.




(BIM) include them in a pilot program to develop a local OCC within the Manchester VA;
however, they were not selected for participation and were unable to attain staffing
models to develop their own OCC until completion of the pilot program. On July 30,
2017, the reorganized Business Office implemented a local OCC within the Manchester
VA with 17 additional full-time employee equivalent staff members.

National Health Net Deficiencies

By May 2017, significant concerns had been raised across VHA about Health Net' Sy
inability to meet its contractual obligations. By May 5, 2017, the VHA OCC hagd

at least 25 Letters of Cormrection addressing Health Net's failure to meet the f&&mg

contract performance standards:

e Appointments must take place within 30 days @’

¢ Medical documentation must be returned to VHA upon the cog;é&on of
appointments PN

¢ The average speed to answer telephone calls c:;%{}

¢ The telephone call abandonment rate A\

¢ Urgent appointments must be scheduled within 2 b@ss days

¢ There are insufficient networks of community prﬁprs

¢

Several returned consultation authorizations l@ in the control/responsibility of
the contractor (Health Net).** Q,g)

The VHA OCC was also aware of the high vo@ of retumed consultations from Healith
Net, citing it as a national problem, due to Qt? mpany’s inadequate staff to process

consultations, and in some cases insuffi networks of providers.*

RS

VISN 1’s Involvement ,

On November 10, 2015, VIS 1®ined Manchester VA staff members on VISN-specific
consultation management m%cs, including pending consultations, and best practices
for managing community géee Tonsultations. As of July 201 7, only one of the trained
staff members remaingd e staff at the Manchester VA in a consultation-management
capacity. Since Nove hser 2015, the Manchester VA has participated in several
national consultafig nitiatives focusing on closing open consultation requests,
reviewing those ding more than 7 days, and dispositioning consultations more than
90 and 18 d@ old as part of standard consultation management processes.

In add' OVAC resources, the VHA Support Service Center (VSSC) makes a
varigigo¥consultation data reports available on its website where VHA staff members
fddave been granted access can drill down to specific data on each individual
cohdultation.® The Consultation Trigger Tool that exists for in-house consultations
includes metrics for those pending more than 7 days; however, CITC consuitations do
not trigger notification when wait times exceed the allowed time frame. In order to
facilitate the management of consultations for CITC, OVAC has requested that CITC

“ OCC Updates PowerPoint, April 25, 2017.
*> VHA OCC, FY 2017 Letter of Correction Report, May 5, 2017.
* hitps:/ivssc.med.va.gov/VSSCMainApp/.
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consultations be included in the tool. Training on the VSSC reports is available, but not
required. Furthermore, VSSC data on community care consultations must be actively
retrieved, as they are not included in the Strategic Analytics for Improvement and
Learning (SAIL) reports that VHA facilities and VISNs receive automatically.

In December 2016, the VISN 1 BIM conducted a site visit to the Manchester VA to
examine processes surrounding CITC. However, she did not write a report
documenting any findings from the site visit and did not seem to initially have any
concerns about the Manchester VA's ability to manage consultation requests fi
VCP. The VISN 1 BIM did not completely understand the challenges facing

Business Office or its need for increased staffing to manage the VCP. Sh ed us
that it was not until April 2017, that she became aware of problems with referrals
through attempts to individually manage initial referrals and returned tions for

some Veterans. The BIM admitted that she was unaware of any ata that
indicated both the upward trend in the number of consultations a%b ll as a substantial
increase in the number of open consultations beginning in Se r2016. The VISN
1 Director also indicated during his interview that he was %@e of these VSSC
consultation data.

¥
Mitigation of Risk — The Consultation Stand D \@x
On July 29 and 30, 2017, the Manchester VA h onsultation Stand Down to review
open consultations for the VCP. In some insa%s consults remain open despite the
fact that the required service has been proyidgd. Thirty-two staff members participated
in the stand down and were able to suc lly close a high volume of consultations
because care was being, or had alre en, provided. This was reflected in the
VSSC data by a precipitous drop in’b%‘e consultations. We reviewed a sample of staff
comments related to these closﬁg‘;which supported the information provided during
interviews in support of ongoi completed care. The Manchester VA and VISN 1
staff members assigned to these consultations were also required to identify any
instances of Veteran han&é‘? adverse events related to delays in care. They
recommended 13 ¢ review by the Chief of QM. She found no adverse events or
evidence of harm; a@concurreod
On October 17, 2017, the Manchester VA had only 37 consultations for the VCP
pending meréJian 7 days. During this review they identified a Veteran who had not
received aphappointment to see an oncologist more than 4 weeks after a diagnosis of
lung cancsf. This case has been referred for a third party review, and we await
sfeidn of this review for any evidence of Veteran harm.

Care in the Community Consultation Data

During the course of the investigation we discovered a system-wide lack of knowledge
and awareness related to CITC consultation data. We found that over 500 VHA staff
members participate in OVAC's weekly national teleconference; however, this meeting
is not mandatory so participation is not tracked. Presentations from these meetings,
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which include individual VISN- and facility-specific consultation data, are available on
the Consultation SharePoint site that is accessible by all VHA staff members.

On July 24, 2017, immediately after our first site visit, the Acting MCD informed us that
there were over 10,000 open consultations for the VCP that had not been properly
managed. He added that this information had just been identified and had not been
investigated. The following day, he informed us that this was erroneous as the
information was retrieved from an incorrect data source. He clarified his previous ,
statement, informing us that he believed there were approximately 3,900 such -_;-;::-?l i
consultations and that he had assigned the Acting Manager of the Business Offige™
investigate the matter further. The Acting Manager of the Business Office, s}

responsible for all of the office’s operations, retracted an initial stateme
“thousands of Veterans were waiting for care,” instead offering that “tHeredwere a lot of

consultations that needed to be completed for administrative rea Dy moving them
from pending and completing the consultations [because] a lot o had already
received the care.” Q&‘

VSSC data show that the Manchester VA had an upwar %%& in community care
consultations starting in September 2016, and with thi V%me a substantial increase in
open consultations. This trend plateaued in March , which coincided with
consultation closing initiatives. The data then % upward spike of approximately

2,700 open consultations in June 2017 with a ipitous drop at the end of that month.

Additionally in the fall of 2017, in support %(aééh VHA facility, the VHA OCC created a
Community Care Support Center (C provide and explain facility-specific CITC
data. The CCSC distributes data to VHA facility and its VISN leadership on a
monthly basis and holds monthly t&@gconferences with the VISN BIMs to review the
reports. The VHA OCC field staff members assigned to each facility assist with
challenges that they may ex nce related to meeting the metrics defined in VHA
Directive 1232, Consult PrdepSses and Procedures, August 24, 2017. The CCSC is

currently collaboratin he VSSC on a monthly report to VAMCs with their
individually trended > Once that report is up and running, CCSC will have monthly
calls to discuss rends and help challenged VAMCs develop and implement action
plans for impro nt.

Conclusi&é&"elamd to Consultation Management
e

o WR$lbstantiate that Health Net failed to meet its contractual obligations to provide
- ices in connection with the VCP, which resulted in the Manchester VA's inability
0 ensure that Veterans received timely medical care. During the course of this
investigation, we identified six Veterans whose care has been referred to a third-
party external reviewer to determine if delays in care resulted in harm or adverse
outcomes. The care provided to these six Veterans is discussed in this report under

the relevant sections.
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The Manchester VA's Business Office lacked necessary resources to adequately
handle its workload and became seriously overwhelmed as it attempted to address
Health Net's failures. The VISN 1 BIM did not completely understand the challenges
facing the Business Office or its need for increased staffing. The VHA OCC did not
adequately respond to the quality of care concerns raised by the MCD and CoS 2.

The MCD and CoS 2 consulted with the VHA OCC for guidance and made
appropriate decisions to coordinate the care needs of Veterans through other % .

options. <

The Manchester VA Business Office staff failed to make administraﬁv@ges to
community care consults for VCP referrals as they moved through } sultation
process, which resulted in inaccurate community care consuit dajawiglating VHA
Directive 1232. Over 3,000 open community care consults for ~refenals had not

been moved from pending to completion status until late July.8847. All of these
%ﬁee found.

consults were reviewed for relative adverse events and n

We found a lack of follow up by VISN and VHA 'i{ regarding their knowledge

community care consultations, they are not inglgghetd”
medical facilities and VISNs automatically regéig&. The weekly National
Consultation Performance improvement { ference is not mandatory, and while
the data are available on the Consultatjgh®harePoint site, there had not been any

follow up with the Manchester VA reg t g the upward trend of open and pending
community care consultations repof

We have requested an exte%@hird—party review of the Veteran diagnosed with
lung cancer. Until this re as been completed, we cannot determine whether
the Veteran received a riate medical care.

Q)
Recommendation% he Manchester VA
3. Ensure t@usiness Office staff members are trained on VHA Directive 1232.

4. impl a monthly audit process for community care consults for VCP referrals to
@compliance with VHA Directive 1232.

~d¥épending on the results of the external third-party review, take action in
accordance with VHA Handbook 1004.08.

Recommendation to VISN 1

1. Review the Manchester VA's budget and ensure that the Business Office has

adequate staff and resources to address workload.
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Recommendations to VHA

3. Consider including very specific accountability expectations and resulting actions if
a new contract is awarded to a TPA. Prior to award, VA should gain reasonable
assurance that the proposed TPA has the clinical and administrative resources
necessary to schedule appointments for requested care.

4. In addition to VHA Recommendation 1, develop means to provide real-time ing
to support the real-time needs and productivity of the Manchester VA. Tr '
history of Issue Briefs submitted by the MCD to determine whether or ndt%p
process as outlined in the VHA Guide for Issue Briefs was followed.

5. Ensure CCSC and VSSC create monthly reports to distribute to acilities with
their individually trended data. A\

are provided to every VHA facility and VISN, and tha CC field support staff

6.  Monitor the newly established CCSC to ensure commung‘ %?r?consultation data
members are documenting corrective action plans g rogress for the VHA

facilities that have difficuity meeting consult man ent metrics defined in VHA
Directive 1232. ‘ QS}

7. Ensure that each VHA facility participate e VHA OCC monthly teleconference
and receives the monthly national repo CCSC. Ensure that VHA OCC field
support staff members’ oversight ac@%&s of CITC and VCP consuiltation data are
occurring, including VISN and %ﬁ\%@ rrective action plans and progress reports.

B. Scope of Services provide@} e Manchester VA

S
The following four allegation%u under this section:

«

Allegatibn 3. Operati &m (OR) Surgical Services have allegedly been stymied by a
failure to replace ob equipment and there is a lack of space for new diagnostic

equipment. e,
N

Allegation .ﬁa@st or blood stained surgical instruments that were supposedly sterile
I

have bee vered fo the OR.
,
g&¥ph 5. There is an ongoing fly infestation that has closed an OR since October

Allegation 6. The Manchester VA lacks a reliable Nuclear Medicine (NM) camera; this
impairs its ability to diagnose certain conditions in a timely fashion.

The Manchester VA is an Ambulatory Basic Surgical Complexity facility, which limits the

complexity of OR cases due to lack of an inpatient intensive care unit and other acute
care services needed to support more complex surgeries, such as joint replacement,
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An OR suite typically consists of individual rooms where procedures are performed, as
well as areas where sterile supplies are stored and others where dirty instruments are
placed for pick up. ORs are generally windowless and feature controlled temperature
and humidity. Special air handlers filter the air and maintain a slightly elevated pressure
to ensure a sterile environment.

On August 4, 2017, the SecVA announced a VA New Hampshire Vision 2025 Tas Cey
Force that will develop a future vision of what VA must do to best meet the nee@y

New Hampshire's Veterans. This comprehensive review will include input fro

Veterans and other key stakeholders and will develop recommendations o to best
configure future VA services in the state. Members of the task force are -
disciplinary subject matter experts from the local medical community, {elerans and VA,
including a staff member from the Manchester VA who brought fo concerns to
New Hampshire’s Congressional delegation as well as the medig ecial Medical
Advisory Group, which includes prominent leaders in U.S. hegﬁ , will review the

Task Force recommendations. Final recommendations a cted to be forwarded to
the SecVA in May 2018.

x
Allegation 3. Surgical Services have allegedly bee @}nied by a failure fo replace
obsolete equipment and there is a lack of space w diagnostic equipment.

Background on Surgical Services ‘. Q"

The Manchester VA’s surgical suite consigté,of four ORs, three for surgical procedures
and one for endoscopies and colonogeapies. The Manchester VA uses a small room
inside the adjoining Post AnesthesiaBare Unit (PACU) for minor procedures. Prior to
early FY 2013, a contracted ophth&nology practice group performed cataract surgeries
there. In 2013, the Manche started a major heating, ventilation and air
conditioning (HVAC) renovatidir-project which required the closure of the entire OR in
order to gain access o tl‘%%yl ding's HVAC system, and the Manchester VA's OR
remained closed unti 014.*7 Thereafter, 84 cases were performed in the OR
during the remainde& FY.

Findings rela;é@if Surgical Services

A urologist recruited by CoS 1 to be the Chief of Surgery began his employment in June
2015. He provided testimony that he thought he could develop a robust surgery center
in Manchester for Veterans. The complexity of surgical cases is limited due to a lack of
inpatient intensive care and other acute care services available at the Manchester VA.
In order to provide a wider variety of surgical care, the Chief of Surgery recruited two
nurse anesthetists, one anesthesiologist, one otolaryngologist (Ear, Nose, and Throat
(ENT) surgeon}, and one urologist.

He also requested additional high-cost, high-tech surgical equipment valued at
$239,358. The Manchester VA submitted this request to VISN 1 for purchase in FY

4 Once the OR re-opened, the Manchester VA contacted the practice group to resume cataract surgery, but the
group declined. Leadership is exploring other options for providing cataract surgery.
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2016. The VISN pricritizes all such equipment requests from all of its facilities, and this
one was prioritized as third for purchase. Based on available funding, the VISN was
only able to purchase equipment for the two highest priority requests in FY 2016. The
Manchester VA resubmitted the request to VISN 1 in FY 2017, at which time the
purchase was approved, but the equipment was not delivered by the vendor untit late in
the year. The Manchester VA's Chief Logistics Officer reported that on July 12, 2017,
the Chief of Surgery told him, "he would not be using the equipment here for some time
up to a year or longer,” and then on July 19, 2017, told him “we are going to have to
retumn it, because we cannot use it here; it has to do with the complexity of the place.”
While the MCD and CoS 2 were supportive of the expansion of surgical services and
the subsequent hiring and equipment purchasing actions, these requests were not
aligned with the scope of services provided at the Manchester VA.

Conclusions related to Surgical Services \%»

* We do not substantiate that the Manchester VA's Surgi aliSe
This VHA facility is a Basic Ambulatory Surgical Compleii i
limited in the complexity of OR cases it can perform ?‘. a lack of inpatient care
and other acute care services needed to support mgnwmplex surgeries.

to purchase the equipment requested by t ief of Surgery until FY 2017.
However, once the equipment was receiv@ghin July 2017, the Chief of Surgery
indicated it would have to be retume use it could not be used due to the
Manchester VA’s designation as \2\ Ambulatory Surgical Complexity facility.

¢ Because of budgetary constraints, neither tgibgﬂchester VA nor VISN 1 was able

Recommendation to the Manc@er VA
RS

6. Confirm whether the high t, high-tech equipment procured in FY 2017 is needed
by Urology or can be- ed by surgical services elsewhere within the Manchester

VA or VISN 1. @
Recommendatf@‘ fo VISN 1
S

2. Informeg commendations received from the VA New Hampshire Vision Task
fy MCD should determine which surgical services are feasible for the

aghpdter VA to provide. Once determined, take the appropriate steps for
Wiefnentation.

<

S%eview the Manchester VA's budget to ensure sufficient financial resources are
allocated to meet the clinical needs of the increasing number of unique Veterans
being served by the Manchester VA and to address the unique demand for health
care services in the State of New Hampshire.
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Allegation 4. Rust or blood stained surgical instruments that were supposedly sterile
have been delivered to the OR.

Findings related to Stained Surgical Instruments

On June 8, 2017, Manchester VA OR nurses informed their leadership that they
discovered discoloration or questionable particulate matter in a surgical instrument pack
as they were preparing for a surgical case. The nurses opened a second instrument
pack and discovered the same issue. The discoloration was suspected to be water
stains, possibly iron residue, and the Manchester VA responded immediately by
temporarily closing the OR to conduct a thorough investigation. Two OR surgical cases
were canceled as a result, one was deemed urgent and the patient had surgery
performed on June 9 at the WRJ VA. The second case was not urgent and was
rescheduled for a later date. There were no surgical cases scheduled for June 9. All
instruments required for scheduled surgeries during the week of June 12 16 were
sterilized at the WRJ VA, and no surgeries had to be canceled or rescheduled as a
result.

Manchester VA leadership consulted the National Prgggfam Office for Sterile Processing
(NPOSP) on June 12 to discuss plans to addre cerns over the discoloration, which
was suspected to be water stains or heavy m sidue related to the heavy metal

content of water in Manchester. The leader: eam restarted sterilization operations
at the facility and validated that the equipglént used to sterilize scopes was in
compliance with manufacturing guidzli S.4nd the correct water filtration system was in

place. Additionally, Sterile Process \Service (SPS) staff members began to perform a
final rinse of all instruments wit ized water after the sterilization process. The
Chief of SPS modified operatk cedures to reflect this change and all SPS staff
members were trained acco ly. The steam sterilizer manufacturer, Steris, was
onsite June 14 for a congutative visit. Steris indicated that staining problems often are
a result of impurities ig ifiteam and recommended replacing steam filters as a
preventive measureX_The

The Boston VA SPS leadership also conducted a consultative visit
onJune 14top “additional input on SPS procedures. in addition, the Manchester
VA replaced m urgical instruments and sterilizer trays on June 13, and has since
purchased.an&iditional $60,000 of surgical instruments.

fal
in follow up to the above concerns, NPOSP conducted a site visit to the Manchester VA
on June 20-22, 2017. Discoloration identified as water stains, possibly from iron
residue, was found on the majority of the peel packages sampled, and a small amount
of particulate material was found inside the majority of the surgical instrument sets, but
not on the instruments themselves. NPOSP reported the facility has developed and
implemented a corrective action plan to address the concems. The facility engineering
service purged and flushed both steam and water lines the weekend of June 24-25 to
remove suspected sediments. The steam autoclave chambers had been professionally
cleaned and appeared in good working condition.
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The Manchester VA's boiler plant has been under construction as part of a large utility
plant upgrade. As a result, steam pressures have varied and a steam “surge” occurred
in June. The heavy metal content of Manchester water becomes particulate matter
when subjected to steam. Approximately 50 percent of the steam traps from the original
construction of the 1950s have been addressed or replaced. NPOSP found no
nonconformities in the sterilization processes and procedures, determined the
discoloration and particulate matter found was neither blood nor rust, and identified the
overall risk as negligible due to the quality assurance audits completed by OR staff.

Following publication of the Boston Globe article, the NPOSP Director led another site
visit to the Manchester VA on July 19-20, 2017, and reviewed SPS Decontamination
and Preparation Areas and the OR, and inspected a number of sterilized packages from
the storage areas. Discoloration identified as water stains, possibly iron residue, were
found on some stainless-steel instruments and instrument containers, and also on a
sample of peel-packaged items. There continued to be small pieces of particulate, not
rust or blood, found on surgical instrument packaging, identified as benign particulates
resulting from multiple construction projects and the use of temporary boilers. These
instruments never came in contact with Veterans. The sterilized items sampled had
fewer particulates noted inside the packaging compared to those sampled 4 weeks
earlier. SPS staff continues to utilize the bottled deionized water as a final rinse for
reprocessed reusable medical equipment.

The Boiler Efficiency Institute, LLC, completed a steam analysis on

September 11, 2017. The tests conducted onsite reveal that this condition is not
impacting steam quality at the sterilizers. Essentially, the building itself acts as a steam-
filter, removing impurities and excess liquid from the steam flow prior to its reaching the
sterilizers. The water quality in the processing area is a known problem that produces
similar issues at other facilities. While the boiler condition must be addressed, the
consultants concluded that the domestic water quality issues in the processing area are
the most likely cause of the observed defects in packaged, sterilized instruments,

NPOSP continues to collaborate with the Manchester VA that has moved forward with
the installation of in-line steam filters and deionized water to effectively mitigate SPS
reprocessing challenges. Two additional Manchester VA construction improvement
projects may also be a contributing factor related to steam and water problems. Two
temporary boiler units were mounted in August 2017, but are not expected to be
operational until the entire project is complete in June 2018.

Wsions related to Stained Surgical instruments

¢ Small amounts of particulate matter, not rust or blood, were found on surgical
instruments and inside of the packaging. These benign particulates resulted from
the city of Manchester's water supply, which is high in heavy metal content. These
instruments never came in contact with Veterans.
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¢ The Manchester VA OR nurses appropriately took immediate action “to stop the line”
of surgical cases in the OR. Their actions and the Manchester VA's actions that
followed were proactive and appropriate to ensure safety of Veterans, and no
Veterans were rescheduled or cancelled following the initial report.

Recommendation to the Manchester VA

7. Continue to collaborate with NPOSP to ensure Veteran safety in surgical care, @9
complete corrective action plan accordingly. @

Allegation 5. There is an ongoing fly infestation that has closed an OR sm@ober
2016.

Background on Cluster Flies

Cluster flies are common in many countries around the world, Qé)?ng the northern
parts of the United States. They feed on flower nectar, ar ites to earthworms,
and breed in fields and lawns during the spring and sumg onths. Their complete

life cycle from egg to adult is 27 to 39 days, and they y produce four generations
per year. Q%

Adults are attracted to the sunny side of buildi in the fall, iooking for access to the
inside before the onset of winter. As tempe s drop, the flies enter buildings

through cracks and small openings, inclydigo gaps under windows, eaves, roof lines,
and siding. They hibernate in wall vQig&xyFhese flies become active on warm days and
crawl out of the wall voids in an attergpto return to the outside. On sunny days
throughout autumn, winter, anda@ pring, the flies become active if the surrounding
temperature rises above 54 Fahrenheit. Some find their way outside, while
others are trapped indoors, %man be seen flying near lights or windows, as they are

v

attracted to light. ‘-‘é‘)

Cluster flies do not or nest in buildings. They usually cause no structural damage
and pose no kn ealth problems to humans. Physical barriers to access are the
best method cluster flies from entering homes and buildings. Cracks around
windows, Sidmg utility pipes, and other openings should be sealed with silicone

or smcon [diex caulk. Exterior applications of insecticides may offer some relief from

g here the task of compietety sealmg the exterior is difficult or impossible.
e chemical make-up of insecticide and can render them less effective, thus, the
residual effect of the material wm be greatly decreased and may not kill the flies much
beyond several days or a week.”®

Findings related to Cluster Flies

“® penn State College of Agriculiural Sciences, Departrent of Entomology
http:/lento.psu.edu/extensionffactshe luster-flies.
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In our earlier investigation, we found that in the fall of 2014, OR staff members began
noticing flies in OR #2, while preparing the room for the first scheduled case of the day.
The insects were identified as the cluster flies common to the area. The staff notified
OR leadership and then prepared for and completed the procedure in one of the other
ORs. An Environmental Management Services (EMS) employee terminally cleaned OR
#2, and the room remained closed for 6 consecutive days, during which time staff
members saw no flies there. They saw no cluster flies after a Veteran was brought into
OR #2 or while surgery was in process, but did see some throughout the remainder

the fall of 2014 and the following winter.

Staff members began seeing cluster flies again in OR #2 late in the summ @01 5.
Some sprinkler heads were resealed and Engineering Service checked w HVAC
system, and found it was 100 percent air tight. As a result of the repestegfinsect
sightings, the use of OR #2 was discontinued until the issue could solved. The
room remained closed from September 2015 until January 2016 pril 2015, the
Manchester VA contracted a new pest management company%‘\‘i stalled flying insect

lights with glue boards for surveillance and capture of ins e contractor installed
these lights in OR #2 and the mechanical room above it. indows in the OR were

sealed as part of the renovation. However, because iscommunication with the
Manchester VA about safety concerns and weathe itions, the company did not
spray insecticides outside the building in Augu ptember 2016, the optimum time
to prevent these infestations. ; ‘{}

In August and September 2016, the pest giiitrol contractor applied exterior pesticide
treatments in an attempt to eradicate thiaflies. In October, the contractor treated the
outside roof line above the OR with :.,_z%— to repel and eradicate various pests
including cluster flies. it was diffip@t to determine the success of the treatment since
some flies may already have ated the building before the treatment began. The
Manchester VA obtained a d opinion regarding cluster fly mitigation options from a

different pest manageme &.. mpany. These recommendations, which the Manchester
Gde:

VA has implemented,

1%

e Treating jor walls with pesticide, specifically in the areas of the OR suite and
roof iin%%a times in the fall during August, September, and October.
e I vents and other suspected areas of interior and exterior entry points in

-ii the holes or openings in the ceiling lights in OR #2 to reduce light
raction between ceiling and mechanical room floor.

P
ORstaff members saw no additional flies throughout calendar year 2016 until that
autumn. During VA's site visit in February 2017, the VA team, which included the
VHA's Pest Management Program Manager, toured the entire OR suite and the
mechanical room above the OR. We did not identify any obvious visible entry points,
though several OR staff acknowledged muiltiple sightings of cluster flies in OR #2. We
reviewed recent pest control surveillance logs: staff members documented five

sightings of flies in OR #2 between January 3 and 27, 2017. There were none present
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during our tour, nor were any flies in the insect light or glue traps in OR #2; however,
there were a few flies of various types in one of the insect light traps in the mechanical
room above the OR. The Pest Management Program Manager determined that while
the Manchester VA had taken the actions recommended by the third-party consultant,
flies were still entering OR #2 on an intermittent basis. During our visit in July 2017, we
toured the OR, including OR #2, and found no evidence of flies; however, the room
remains closed.

and 25, 2017, to evaluate the continued presence of cluster flies. He determingd-{hat
the facility was continuing to implement all previously recommended actiong cahd was
monitoring OR #2 for flies. He discovered several small openings in the, &iling of OR
#2 associated with installation of the new HVAC system, and recommentied:

e That the openings be sealed,
e That the ceiling of OR #2 be enclosed with a plastic bam@@t least 3 months
to determine whether the ceiling lights are the access pg or the flies.
e That electrical panels and windows in OR #2 be co orthe next 3to 4
months,
That the room be monitored daily for the prese f flies,
That OR #2 be closed with continued moni until there are no fly sightings
for 3 to 4 consecutive months, beginningy ptember 2017, and
¢ That the Manchester VA treat the exteré@all of the third to fifth floors with long-
acting pesticides in early August. QZE
As of March 2018, the Manchester @%} completed all recommended actions and
plans to block all windows in the O&reduce the portals of entry for flies.
The whistlieblowers cited in th %%ton Globe article alleged that the fly infestation led to
delays and cancellations of.suigical procedures. Only one staff member stated that the
flies in the OR had causgdRe Manchester VA to cancel cases and delay care to
Veterans, a conclusigwcr@ised on an incomrect assumption that since OR #2 was closed,
cases must have bgénsancelled. We reviewed the OR scheduling and surgical reports
and found no d%&nted evidence of surgeries, endoscopies, or colonoscopies
cancelled or r duled as a result of flies in OR #2. We found that as of early 2017,
endoscopi y\§r¢3 scheduled up to 6 months from the time they were requested
because ues with the scheduling system, not because OR #2 was closed. After
the © m addressed the scheduling system issues, staff members were able to
sci@e endoscopies within 6 weeks of the time requested instead of 3 to 6 months.

During FYs 2015 and 2016, the Manchester VA was only able to use three ORs instead
of its full capacity of four, because of a lack of sufficient staff in the Anesthesia and
SPS, not because OR #2 was closed. Additionally, during FY 2016, there was a delay
in the completion of orthopedic cases because the surgeon was not available for an
extended period of time. When he returned to duty, he gradually resumed his workload.
These three reasons for delays in care were unrelated to the closure of OR #2 due to
the presence of flies. No OR cases have been scheduled for OR #2 since the decision

37




was made to close it in the fall of 2016, and it will remain closed until the Manchester
VA can confirm that flies are no longer gaining access to the room. According to
surgical and OR staff members, Veteran surgeries are only scheduled to take place in
the open OR rooms. The Manchester VA did not cancel or send any patients to
community providers because of OR#2's closure.

In July 2017, a large pipe burst at the Manchester VA, resulting in extensive damage to
many areas, including the PACU. The damage to the PACU resulted in the closur eng
the OR until the Manchester VA remediates the water damage in the PACU, si %
fully functional PACU is vital for immmediate postoperative care. As of March 2 all
surgical cases are referred to other VAMCs or non-VA community hospitalg the OR
remains closed for an issue unrelated to fly sightings in the OR. Althoughdke OR
remains closed, the Manchester VA continues to monitor for the “s__ “- flies in the

OR, noting the last fly sighting was 8 months ago in November 20%

Conclusions related to Cluster Flies Q_{}S‘%\
¢ We found no documented evidence of surgeries, en %ples or colonoscopies
being cancelled or rescheduled as a result of flies #2.

e The Manchester VA continues to have flies i 2, so it continues to take all
recommended actions to monitor OR #2 f@gs and to mitigate infiltration.

Recommendations to the Manchester @.«

8. Continue to implement the reco datnons made by VHA's Pest Management
Program Manager and the pe&@anagement company.

9. Ensure that OR staff me continue to check for flies in each room, each
morning, prior to the atgmof the first scheduled case.

Allegation 6. The M@ester VA lacks a reliable Nuclear Medicine (NM) camera; this
impairs its abflr(@agnose certain conditions in a timely fashion.

Backgrou ] d@ Nuclear Medicine

Jigkises small amounts of radioactive material called radiotracers that are
eI the bloodstream, inhaled, or swallowed. The radiotracers travel through
R da-being examined and gives off energy in the form of gamma rays which are
delécted by a special NM camera and processed by a computer to create i images of the
inside of the body. NM imaging provides unique information that often cannot be
obtained using other imaging procedures and offers the potential to identify disease in

its earliest stages.*

4 American College of Radiology htips://www.acr.org/Advocacy/Economics-Health-Policy/imaging-3/PEC-
Resources/radiologyinfo Accessed August 24, 2017.
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NM Bone Scans offer the potential to identify disease in its earilest stages and fo help
diagnose and evaluate a variety of bone diseases and conditions.™

Cardiac Nuclear Medicine imaging evaluates the heart for coronary artery disease and
cardiomyopathy. Initially the patient receives an injection of a radiotracer while they are
resting. Approximately 20 to 40 minutes after the radiotracer is injected, the Veteran will
lie on a moveable imaging table with their arm(s) over their heads for about 15 to 20

minutes while images are recorded.”!

monitored. When blood flow reaches its peak, the radiotracer is; Ju" n:stered
Approximately 20 to 40 minutes after the stress test portion is qu Bted, the Veteran
will have a second series of images recorded with an EC ge the motzon of the
heart. Total time in the NM department will be from 2 toéj

Findings related to Nuclear Medicine Q«Z\}

The Manchester VA provided full-service imagi ntil January 2017, when a NM
technologist retired. Bone scans and cardia ss tests made up the majority of NM
imaging studies completed prior to that tige., In FY 2016, they averaged approximately
150 such tests per year.>® The Manghester VA does not have an emergency room, an
intensive care unit, or the ability to ‘ advanced cardiac life support. As a resut,
fans who are symptomatic and transfers any

it cannot perform stress tests o
Veteran inurgent needofa s st to a community hospital affiliate.

The Boston Globe articlegpp ed that the Manchester VA “ordered a $1 million NM
camera in 2015 to re alky one, but never installed it because it was too big for
the examination roo&hout a reliable camera, the hospital in February stopped
offering nuclear ests for heart disease risk, and bone scans that detects tumors.
The building is éﬁed to be remodeled for the new camera in 2018. A cardiology
Nurse Practitioger (NP) has been especially worried about Veterans with potential heart
%g‘ Ing weeks for nuclear stress tests, which have been referred to providers
outside-féManchester VA since NM was shut down. A cardiologist claims the
cardiglogy program has been in free fall since officials closed the NM program in
etary. Not only does he have to send his Veterans to other facilities for nuclear
caidiac stress tests, he also runs the cardiology program alone. A second full-time
cardiologist left several months ago and the hospital hasn't replaced him, though

% American College of Radiology hitps://www.acr.org/Advocacy/Economics-Health-Policy/Imaging-3/PEC-
Resources/radiologyinfo Accessed August 24, 2017.

American College of Radiology hitps://iwww.acr.org/Advocacy/Economics-Health-Policy/imaging-3/PEC-
o2 Resourceslradnotogymfo Accessed August 24, 2017.

Ibid.
* Nuclear Camera Purchase Mesting Minutes Amendment, January 17, 2017.
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hospital officials say they are now sharing a second cardiologist with a sister facility.”
The remaining cardiologist is quoted in the article “Since I've been here, there's been a
gradual deterioration in the quality of care, not the quality of care | deliver, but the
quality of care I'd iike to deliver.” '

The end of the projected lifespan of the facility's current NM camera is 2018. In FY
2014, the National Acquisition Center (NAC) authorized the purchase of a new NM
camera and allocated funds.>® The size of the new camera required renovations t
existing NM suite, which was well known at the time of the purchase. Once the sf
ready, delivery of the new camera will be scheduled, and it will be the most ct
model of the camera available. A modification to the ori%inal purchase co K‘
March 30, 2016, added plans for a Turnkey Installation.® i§hed

d,%e

Leadership belig}
Tumkey Installation would include the architectural, engineering, and &ohet
services necessary to renovate the existing NM Suite, including thgdception desk,
waiting area, restrooms, and office to accommodate the new calhéa: The vendor

In October 2016, the Manchester VA planned for constry
2017. In January 2017, the NM technician retired and,8tjbrtly thereafter, one of the two
cardiologists resigned. in light of the impending copgisfittion and renovation required to
install the new camera, the retirement of the NN} fe¢briologist, and resignation of a
cardiologist, leadership decided to temporarily igid off on hiring a new technologist and
pause NM studies for 6 to 9 months until the ‘\ ovation, construction, and installation
of the new camera could be completed.*’. Rigéting minutes indicate that CoS 2, the
ADPCS, and the Chief of Medicine djs; this matter with key staff on January 9,
2017, including plans to hire a new chnologist and a new cardiologist and resume

full NM operations at Mancheste@p the project was complete.
S

In the meantime, Manchese%A leadership planned to meet the demand for NM
services by referring patiegits for care in accordance with the Hierarchy of Care

8@ patients in need of NM studies to the Boston or WRJ VA, and
Catholic Medical CeRtex"a participating Choice provider located 2.3 miles from the
Manchester VA. 2 verified that all three of these medical centers had capacity to
meet this temp need. While the Cardiology NP voiced concems about referring
nuclear stug ut to the community, his workload decreased and he was given

ilftfor coordinating the care of these Veterans to ensure they received the
appropgi@te“level of care.>” As clinically indicated, Veterans are scheduled within 30

days.@f ¥e clinically indicated date at any of the referral facilities. The NP reported an
@e wait time prior to the pause of nuclear stress testing of 11 business days.

% The National Acquisition Center {NAC) is responsible for supporting the health care requirements of VA as well as
the needs of other Government agencies. The NAC solicits, awards, and administers VA's Federal Supply
Schedule and National Contract Programs including the acquisition of high technology medical equipment.

* Tumkey instaflation is when a vendor is responsible for providing both the equipment and construction services
required to make imaging equipment and space fully functional. This incorporates renovations to the rooms such
as construction of walls; electrical power runs; additional cooling; lighting; flooring; wall finishes; ceiling tiles; and
other work needed for the equipment.

* Nuclear Camera Purchase Meeting Minutes, January 8, 2017,

%" Clinic Workload Report Cardioiogy NP October 2014-July 2017
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On January 11, 2017, the Manchester VA was informed that the NAC was changing the
Turnkey Installation process, and only approving funding for work required to install new
equipment. This new process became effective on January 25, 2017. In the past, the
NAC has funded relevant renovation and construction projects related to new
equipment installations. The Manchester VA planned to swap the room where the
existing nuclear camera is located with the existing waiting room because of the size of
the camera, which would also improve patient flow and patient confidentiality. Ho%eéer,
this plan was not within the scope of installation and the Manchester VA now e
local funds to pay for renovation and construction. The Manchester VA requvg?
$250,000 of additional funding from the VISN to cover renovation and const n
costs. However, the VISN High Cost High Tech Equipment Committee ¢ i\t provide
funding in FY 2017, a decision that the VISN Executive Leadership Bda " atified in May
2017. Additionally, on May 19, 2017, the NAC provided official gui to the field
regarding the new process to prepare sites for new equipment i% tion and
associated construction funding. Due to the lack of constructi@ ing, the purchase

contract for the new NM camera was modified on May 25 ¢ delaying the delivery
date until December 30, 2018.

As a result of the project delay, leadership did adve&a new cardiologist position with
an intension to hire on February 23-March 6, 2 he workload only justified the
need for a parnt-time cardiologist; however, a p, e cardiologist is difficult to hire, so
the Manchester VA sought either a full-time @ﬂmme position. In the meantime, the
rdidlogist. According to the Human Resources
\ agtarhal applicants and one internal applicant.
HR issued the Certificate to the ChisfafdMedicine, the selecting official, on March 20,
2017. He retumned the certificate f&HR on March 28, 2017, without making a selection.
HR noted that there was a qug) applicant who applied directly to the local HR office
on March 14, 2017; HR also rred this application to the selecting official and
documented that he expresss no mterest in interviewing or selecting this qualified
applicant for unspecified¥pa sons HR posted a Cardlotogist position again from
May 1125, 2017, tHig h
VA and 50 perc another VAMC, and two qualified applicants applied. HR issued
the Certificate t Chief of Medicine, on May 26, 2017. The Chief of Medicine
reported og 26, 2017, that the Manchester VA would be sharing a Cardiologist
R3. VA The Manchester VA collaborated with the WRJ VA and worked out

an agreéajent for the new cardiologist to work at the Manchester VA during half of the

@hich satisfied the cardiologist's workioad needs. As of July 18, 2017, the plan

“the WRJ VA cardiologist to begin working on site at the Manchester VA in

Seplember 2017. In the meantime, some remote sharing of work is occurring.
Additionally, leadership evaluated the need to hire an NM technician and based on the
low workload determined an intermittent technician would be most appropriate. An

% LSAJOBS Manchester VA Non-Invasive Cardiclogist Postings, February 23, 2017
% MR Specialist Email to HR Officer regarding Physician — Non-Invasive Cardiologist, July 12, 2017.
€ HR Specialist Email to HR Officer regarding Physician — Non-Invasive Cardiclogist, July 12, 2017.
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annoa.é?cement was posted for an intermittent NM Technologist from June 26-July 6,
2017.

We received testimony that over the course of the last few years there have been
consistency problems with the operation of the NM camera: it had broken down on
numerous occasions, and at times Veterans have had to have repeat stress tests as a
result. The Chief of Medicine reported that in some months the camera was down 50
percent of the time, leading to appointment cancellations. The Patient Safety Ofﬁc%é}
(PSO) told the investigative team that he received verbal reports of concems fi
Cardiology NP regarding the reliability of the camera in late December 2016 y
January 2017. The Cardiology NP reported that the camera had broken d '
number of times in the middle of tests, which required repeat testing an
exposed Veterans to additional radiation. The PSO rightfully reportedyh
the MCD and Co$, and this Veteran safety concem was a key factQrin

g ib'the Boston VA, WRJ VA, or

Catholic Medical Center, the Manchester VA's Chiefkef QM, Risk Manager, and PSO

have found no evidence of adverse outcomes Qglélays. However, the Cardiology NP

identified three cases he believed had a del care. We have referred these cases

for external, non-VA peer reviews to dete € whether the care received was

appropriate. As of March 30, 2018, e third-party peer reviews are pending.
S

Conclusions related to Nucle@ ine

S
¢ Due to a confluence of fa » including changes in the NAC process to prepare
sites for new equipme%f:ipstallation and associated construction funding, the NM
ot funded in FY 2017, leading to a delay in construction and

suite renovations
subsequent deli nd installation of the new NM camera.

e The MCD oS 2 appropriately decided to temporarily pause NM services and
refer Vet to the Boston VA, WRJ VA, and Catholic Medical Center only after
gxipg multiple factors including the construction project delay, technician
gmiEnt, cardiologist resignation, and a concern for Veteran safety from excess
@ation exposure from repeated cardiac NM stress tests. There was no intention to
anently stop offering NM services, and there was an appropriate plan in place

a’r
éo provide care to Veterans in need of NM testing.

e The MCD and CoS$ 2 intended to fill the vacant cardiologist position, and hire an
intermittent NM technologist. HR appropriately posted the vacant cardiologist and
NM technology positions to meet the workload demand. However, HR documented

¥ USAJOBS Manchester VA intermitient ~Nuclear Medicine Technologist, June 26, 2017.
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the selecting official chose not to interview four applicants that met qualifications in
late March.

e External third-party peer reviews are being completed. We have not determined
whether any of the three cases identified by the Cardiology NP as having a delay in
care received inadequate care.

Recommendations to the Manchester VA ij

10.Continue ongoing actions to ensure Veterans receive NM studies and tes %34’1 a
timely manner.

11.Informed by recommendations received from the VA New Hamps@:s:on Task
Force, the MCD should ensure rengvation and construction fu Sare available and
the NM project is completed on time to take delivery of the ni} camera on
December 30, 2018.

Cardiology NP as having a delay in care, take ap te action, if indicated, in
accordance with VHA Handbook 1004.08. Q,,j%,;

4. Continue to work with the MCD and ;@A New Hampshire Vision 2025 Task Force

12.Pending external third-party peer reviews results fo % ree cases identified by

Recommendation to VISN 1

to ensure renovation and construg rojects are funded and completed on time to
take delivery of the new NM cam December 30, 2018.

C. Veteran Quality of Care Q\%ms
The following two aliegat@fan under this section:

Allegation 7. A Vete%ﬂeged to the investigative team a 6-9 month delay in his
prostate cancer@aosis.

father re substandard care while he resided in the CLC.

e

The | vignettes provided here to explain the medical care received by these
\%&ns will be concluded upon together, along with the requisite recommendations.
Allegation 7. A Veteran alleged fto the investigative team a 6-9 month delay in his

prostale cancer diagnosis.

Allegation g.‘%gl/eteran 's daughter contacted the investigative team and alleged her

Findings related to a Veteran's Prostate Cancer Diagnosis

A Veteran decided to change his PC Provider to the Manchester VA, which is closer to
his home. This Veteran was evaluated for the first time on April 20, 2016, by his new
Primary Care provider (PCP) at the Manchester VA. His laboratory test results included
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an elevated prostate specific antigen (PSA) of 6.3, which was an increase from the
value obtained 3 years ago of 4.48. The Veteran's PCP documented the elevated PSA
in the electronic health record (EHR), but that this was not uncommon for a man this
age. The PCP added that he planned to recheck the Veteran's PSA in 6 months. The
PCP entered a consultation request for Boston VA Urology on April 24, 2016, since they
had been following him for a few years for other urologic conditions. The Veteran A
received appointments for Boston VA Urology on May 19, 2016, and June 20, 2016, but
he later canceled these appointments. He was evaluated by the Boston VA Urol
service on June 23, 2016, and his prostate examination was abnormal, prompti $m
to order a biopsy on August 11, 2016. They diagnosed him with prostate cangi(e
August 25, 2016. We have referred this case for external, non-VA peer reyiéwHo
determine whether the care received was appropriate. As of March 9 " ’

external third-party peer review is pending.

Allegation 8. A Veteran’s daughter contacted the investigative g‘i@nd alleged her
father received substandard care while he resided in the CLC

Findings related to a Veteran's Care in the CLC @

The Manchester VA received a telephone call from a {-.\. an’'s daughter who had
concerns regarding the geriatric care her father recefyde while he resided in the CLC.
The Veteran was a 98-year-old male with a histoRei$E
including hypertension, anemia, peripheral va f disease, congestive heart failure,
chronic kidney disease, prostate and bladde cer, and chronic obstructive pulmonary
disease. He was initially admitted to the €1 on August 10, 2011, for rehabilitation after
hospitalization for injuries sustained a " g’fall. On September 16, 2011, the CL.C
discharged him to his home in a senigrReommunity with his daughter providing
assistance at his home as need%i\&] he Home Telehealth program began coordinating

and providing his care.

Between September 204 $§ September 2016, the Veteran was seen numerous times
for the evaluation an ent of issues with his hand, knee, anticoagulation
monitoring, corona riosclerosis, and other health issues. In September 2016, the
Veteran request iative care for his declining health; however, since there were no

beds available i CLC, he was admitted to a community nursing home for hospice
careon O %18, 2016. The Veteran determined that he did not want to be
resuscitatglljn the event that his heart stopped or he stopped breathing. His family was

aware. e at the community nursing home, the Veteran's blood pressure became
ele Q?and in mid-December 2016, the nursing home transferred him to a community
@ where he received treatment. During this hospitalization he was also :
diggnosed with pneumonia and treated with an antibiotic. The Veteran improved:
however, his family expressed concerns about his ability to care for himself. The
Veteran was admitted to the CLC on December 28, 2016, for rehabilitation.

During his CLC admission, the Veteran developed decompensation of both his chronic

kidney disease and congestive heart failure. His health declined over the course of the
month of January, and he was transferred to a local emergency room at a community
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hospital for evaluation. The Veteran was diagnosed with septic shock and due to the
fact that the physicians providing his care did not know his wishes related to
resuscitation, he was placed on a mechanical ventilator and prescribed medications to
sustain his blood pressure.

Later that same day, the Veteran’s daughter spoke with the Manchester VA CLC staff
members to relay her concems related to his care, stating that he had been complaining
of urinary symptoms for several weeks. The Veteran’s condition continued to decl%}
and he died on January 22, 2017, as a result of a complication of the urinary tr

infection and the development of septic shock. {K&

We requested an external third-party peer review of this Veteran's medi@‘re, which
has been completed and determined to have met the standard of car

2
Conclusions for Veteran Quality of Care Concerns c§§
e We have requested an external third-party peer revie ‘ fié first Veteran's medical
care related to the diagnosis of prostate cancer and ate~@waiting the results. Until
Celived appropriate care.

o The external third-party peer review of the sg¢
completed and determined that it met the gfapdard of care.

&

Recommendation to the Mancheé?%l\

13. Depending on the results external third-party review of care for the Veteran
with prostate cancer, tak ions if necessary in accordance with VHA Handbook
1004.08. . {«;

>
D. Manchester VA L epdership

&

The following % legations fali under this section:

Allegatio ‘x}’roviders alleged that Manchester VA leadership is unresponsive to their
CONCeras:

@ion 10. Manchester VA leadership appointed an unqualified person as the Acting
Chief of Primary Care (PC). A

Allegation 11. Providers alleged that nursing leadership exercised an unusual amount
of decision making authority.
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Allegation 12. High-ranking doctors at the Manchester VA have given up leadership
positions or plan to leave the hospital, and other physicians are indignant on their
behalf, citing frustration with management.

The concemns provided here are addressed individually, but concluded upon under
Manchester VA Leadership together, along with the requisite recommendations.

Background on Manchester VA Leadership Q{‘;}
)

Allegat/on 9. Providers allege that Manchester VA leadership is unresponsiv ‘%;u
concerns.

Findings related to Leadership’s Responsiveness to Concerns O

One now-retired physician alleged that he could not get things add 83 3ged through his
chain of command; however, he provided no evidence during h, y fas)
this allegation. However, we found that the MCD, while ultimatglpatcountable for
approving management decisions, encouraged collaboratived
making by the entire quadrad. Similarly, various multidi cipdi
responsibie for recommending management decisiong¥ii§“so
minutes for endorsement to the pertinent member gfgR quadrad (e.g., via CoS 2 for
clinical practice matters, or the Associate Directo '_‘,’} administrative issues) before
obtaining final approval by the MCD. This ap h ensured that input from leaders at
multiple levels, including service chiefs and s of the Medicine and Surgery
divisions, was incorporated into manager&)@ ecision making.

As noted above, a physiatrist allege“@t Veterans were getting substandard spinal
care at the Manchester VA. H gven organized a conference of doctors and
administrators, including the n September 2015 to discuss this concern, but felt
that nothing had changed. %n‘a! attendees told us that the MCD only gave opening
remarks for the Septemb ‘2015 conference and was not present for the remainder of
the meeting. They fu thEs i
profanity and went off the topic of the agenda. Someone notified the MCD who
instructed the S Line Chief to direct that doctor to get the conference back on
topic in order to t the requirements of Continuing Education. The MCD neither
returned ta t nference, nor was the doctor asked to leave the stage. Other than
this physigfan’s testimony, we found no evidence to substantiate or refute these

allegati

@%n 10. Manchester VA leadership appointed an unqualified person as the Acting
Chief of PC.

Findings related to the Appointment of an Acting Chief of PC

The Boston Globe article indicated “the Administration named a low-ranking employee,
a Physician Assistant (PA), rather than a physician, to serve as the Acting Chief of PC.
In fact, CoS 2 incorrectly thought that he possessed sole authority to make this
temporary duty assignment, but he did not. Ultimately, the MCD is responsible for all
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personnel actions at VHA facilities. In addition to being considered unqualified by the
physicians in PC, the PA also had a record of two arrests for driving while intoxicated.
Within 2 weeks of his temporary assignment, the MCD downgraded him to Acting
Associate Chief of PC. Hospital officials said they wanted someone with additional
qualifications.” We discovered that CoS 2 intended to recommend the PA to serve
temporarily as Acting Chief of PC during the recruitment and hiring process for a new
Chief. According to the Bylaws of the Medical Staff, the MCD selects or appoints a
clinical leader upon recommendation of the CoS. Clinical leaders must be board
certified or have equwaient experience in comparable training as vetted throug
credentialing process.®? Although the Director never appointed the PA as Acti ief
of Primary Care, the bylaws do not prohibit the appointment of a PA to clinjgld.:
leadership. Despite the information reported in the Boston Globe article \‘ isa
high performing, well-respected, senior PC provider who holds an unregtri¢
license. ’

Allegation 11. Providers alleged the nursing leadership at th @ester VA exercised
an unusual amount of decision making authority.

Findings related to the Nursing Leadership S N
The ADPCS has been a member of the leadership tea conszderably longer than the
other quadrad members. It is not unusual for ag AL¥PTS to be involved in hiring and
promoting mid-level and senior nurse ieaders&qng under his or her supervisory
authority. We found that some medical staff bers perceived that the ADPCS had
disproportionate influence at the Manchesgfér, VA because of her longevity in her
leadership role and the number of ot sing leaders that were viewed as being loyal
to her. The fact that the MCD train a nurse before becoming a health care
executive may also have led to eption that nurses “ran the hospital.”

positions or plan to leave, ospital, and other physicians are indignant on their

Allegation 12. High-rankin: rs at the Manchester VA have given up leadership
behalf, citing ifrusiran‘uzg;§a management.

Findings relat ysmian Attrition

The 2016 AllE ee Survey (AES) results after the MCD's first year showed a
marked im ent, and also compared favorabiy to facility average improvement at

five Rk ,f >
r%é,}, rather than continuing to work at the Manchester VA. We reviewed exit
intérview information for these physicians and were unable to attribute this attrition to

their concems with leadership.

In October 2015, the MCD actively engaged with the National Center for Organization
Development (NCOD) to help create an Executive Team Development (ETD) program
{o facilitate team building, and help her improve employee engagement, psychological

62 Manchester VA Bylaws, Rules & Regulations of the Medical Staff, March 2016.
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safety, and organizational health within the facility. In August 2016, NCOD assisted the
ETD in creating and executing a plan to enhance organizational health facility wide
through AES action planning at the workgroup level. The ETD created and executed a
communication plan to help staff understand the purpose and benefits of AES action
planning, and NCOD provided four virtual training sessions on this planning for
supervisors with active involvement from the ETD. Following the training, NCOD
provided survey feedback to the EDT and discussed methods to support AES action
planning implementation over time. In June 2017, with knowledge of the lmpendm%,g
Boston Globe atticle, the MCD reached out to NCOD for a plan to support staff jn;
coping with the aftermath of the negative publicity.®® Staffers agreed that the*Rf
very proactive and responded to service-level requests to meet with front-lip&$t
regarding the article. ; )

themselves as whistleblowers, and met with an additional 36 emp ;‘»;
an opportunity to speak with us. Six different physicians havefipetioned as appointed
or acting CoS at the Manchester VA since June 15, 2015.¢Qe371, who retired in 2015,
allowed each service line chief to manage autonomousi e M5 successor, who served in

:J : requwed to conduct a

Administrative Investigative Board that resultedyr- érhoval of some staff in Ieadership
positions, and shortly thereafter, enforce the

Hierarchy of Care guidelines related

to care in the community. The combination ese enforcement actions, problems with
ealth Net's inability to meet its contractual

new leadership style, and his emphasis on
increased accountability led to a bri wn of working relationships between CoS 2

and some providers. We also w’t at space constraints, the age of the facility, the
inability to obtain high-tech e nt expeditiously, and the arduous acquisition

process in general also d:ss% ed some staff.

the VCP, the additional workload cause
obligations, budgetary constraints, t

Several employees, jrellig g service chiefs, told us that the MCD and CoS 2 have been
extremely engaged, ®pp ‘oachable, visible, and supportive of further developing
programs. Oneé@&e line chief stated, “l can’t say enough about [CoS 2] and | have
nothing negati say about [the MCD]." Several recognized the MCD's
implementgtiéhbdf the Red Button on the Manchester VA website as a huge

grifor staff members to easily communicate Veteran safety, compliance, and
ethical gbgems, as well as general concems and complaints. The ability to send an
email’gi) ctiy to “Ask the Director,” and to subsequently receive a personal response,
%& as a way to open new lines of communication and improve transparency at the
facliity. Many mentioned that the MCD had open forums to which all staff members

were invited.

Conclusions related to Manchester VA Leadership

% NCOD Email Correspondence regarding Manchester, July 18, 2017.
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¢ We do not substantiate that the Manchester VA leadership that was in place at the
time of this investigation was unresponsive to provider concermns. OAWP will make a
determination in a separate report of whether any senior leader misconduct
occurred. .

¢ We do not substantiate that an unqualified person was appointed as Acting Chief
of PC. According to the Bylaws of the Medical Staff, a clinical leader is appointed by
the MCD upon the recommendation of the CoS; the appointment of a PA as a
clinical leader is not prohibited. The MCD appointed a physician as the Acti ief
of PC 1 month after the PA’'s appointment upon the receipt of complainti@d ’

several physicians. @
¢ We do not substantiate that nursing leadership at the Manches; exercised an
unusual amount of decision-making authority. . \Q\

exploring options to further develop programs: all sig eir commitment to open
communication and psychological safety to ensure ﬂ% terans receive the highest
quality of care. %

e

Recommendation to VHA %

N
¢ The MCD and CoS 2 were actively engaged, transpax;wg%upporﬁve of

8. Consult NCOD to assist Manchester V@ members in uniting and moving
forward.

NS
N
Vil. Analysis of Findings Q,
N

Significant challenges faced & anchester VA leadership and staff members as they
attempted to provide care $6-New Hampshire's Veterans. Specifically, its’ status as a
complexity level 3 facjlityadthout any acute inpatient medical services, as well as the

lack of any other VHA Yaeilities within the state designated for this level of care, resulted
in 93 percent of ampshire’s Veterans being eligible for CITC through the VCP.
This unique sit , along with Health Net’s inability to provide timely CITC

consultation Qegemem, significantly contributed to the untenable state of care. In the
midst of thig4urmoil, Manchester VA clinicians, some of whom thought that their mission
was fo j ve and expand the scope of care within the facility, attempted to add
servi\ espite a lack of VHA's prior authorization and approval to do so.

T%%CP, established in 2014, changed the business rules that the Manchester VA
leadership team was required to follow in providing CITC for Veterans. Several
clinicians became concerned about clinical quality of care due to limited services and an
inability to refer patients for care using the former referral ruies. Despite leadership’s
efforts to both improve commiunication and psychological safety in an effort to provide
timely care for Veterans, several clinicians became distrustful and frustrated. When
they felt as if their clinical concerns were not addressed by their leadership, several
chose to voice them publicly.
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While there were several confounding factors contributing to significant challenges, we
found that Manchester VA clinical staff members involved in direct patient care are very
engaged and appropriately concerned about the clinical care of Veterans.

VIil. Summary Statement

We have developed this report in consultation with other VHA and VA offices to a $S
concerns that the Manchester VA had problems with Veteran care, managem %@es,
scope of services offered, and the VCP. In particular, the Office of General C@set

has provided a legal review, and the Office of Accountability and Whistleb!
Protection (OAWP) has reviewed the report to determine whether it ma
against senior leaders requiring OAWP action, and the National Cent
Health Care has provided a health care ethics review. We found

jolation of VHA

policy, no violations of law, rule or regulation, and no evidence o s
mismanagement or a gross waste of funds. Qf?*
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Attachment A

Department of Veterans Affairs Memorandum: VA Care in the Community (Non-VA
Purchased Care) and use of the Veterans Choice Program. Versions: May 12, 2015,
and October 1, 2015.

Department of Veterans Affairs Memorandum: Options for Providing Community Care.
June 12, 2017. Q(?

Referral Hierarchy for VA Care in the Community, Non-VA Purchased Care. @i%nt as
of June 30, 2015. (hitps://s3.amazonaws.com/sitesusa/wp-
content/uploads/sites/912/2016/01/20151006-03J- §

N

Referral Hierarchy for Care In Community-if Then.pdf).

VA Community Care A New Hierarchy of Care and the Veterang@ce Program

(VCP). (https:/iwww.va.gov/ICOMMUNITYCARE/provider inf% hierarchy.asp)
38 U.S.C. §7301(b). @

Departiment of Veterans Affairs: VHA Guide for Issue %gfe May 2017.

@\‘
The Boston Globe: Portrait of a Four-Star Vet &?ﬁlospital Care Gets Worse and
Worse, July 15, 2017. e%}
™

Cervical Spondylotic Myelopathy: Surgi Fpeatment Options. The American
Association of Orthopaedic Surgeons. -/forthoinfo.aaocs.org
Cervical Stenosis and Myelopathy \%

: : I ery/conditions-and-

Choice Referral Templat%{:’;?

Communications froRy Manchester VA to VISN related to Status of Mid-Year

Supplemental frqpg ACO and Concerns About funding.

Communi

K’ ..
Commun§$® from the Manchester VA with the VACO Office of Care in the

Documentation of NCOD's Guidance to the Manchester VA.

Emails from the Manchester VA Director to the VISN Director Related to Concemns with
Veterans Choice Program and Veteran Safety Concerns.
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Executive Leadership Board Meeting Record during which the previous Medical Center

Director report about Health Net's Response.
Executive Leadership Board Retreat Presentation: Community Care Operating Model

and VA Community Care Updates.
Health Net's Communications to the Manchester VA.

Health Net Federal Services/VA Veteran-Centered Community Care and Veterans &y

Choice Program, March 2015—-June 2017. @
List of Durable Medical Equipment Requested for SCI Veterans. @@
Manchester VA Issue Briefs for the previous 3 years. “x@@
Manchester VA's Actions Tracker. C}%
Manchester VA's Administrative Executive Board Meeting@%w 2015, 2016 and 2017
through August 2017.

“Q
Manchester VA's Adverse Events Tracker. {{\%‘

Manchester VA's Administrative Investigative {@;3 related to MH Leadership.
Manchester VA’s All-Employee-Survey R%Q;g“ for the Past 3 years.

Manchester VA's Analysis of Neuro!%&al Single Source Referrals from FY 2015
through FY 2017. \Qg‘

Manchester VA's Cardlology Workload 2013-2017.
Manchester VA's Carg@%?dmatmn Cell Organizational Chart.
Manchester VA’s{i@p of Staff Choice Clarification Memorandum.

Manchest %% Choice First Nuclear Medicine Consultations January 15, 2017
through J@ 2017

n@er VA'’s Choice Hierarchy Flow.
Manchester VA's Choice Mileage Master Spreadsheet.
Manchester VA's Choice Mileage Returns Triage Sheet.
Manchester VA's Choice Referral Updates.

Manchester VA's Choice Return’s Process.
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Manchester VA’s Choice Returns Action Steps.
Manchester VA's Choice Update Memorandum (June 2, 2017).

Manchester VA's Clinic Management Committee Meeting Minutes Aprit 2016 through
June 2017.

Manchester VA's Clinic Management Committee-Consultation Steering Meeting ¢,
Minutes January 2017 through April 2017. ‘ %Q}
N

Manchester VA’s Daily Data for Manchester Community Care Office for A \201 7.
Manchester VA’s Documentation for Choice Delay FY 2017, Quaﬂe@

Manchester VA's Documentation of Discussions with VACO Cor ’3 Care Office
Related to CHOICE Issues Unique to Manchester. =y

. &
Manchester VA’s Documentation Related to Acquisitionsqg% rology Equipment
Requested by Dr. Chibaro. %,‘

Manchester VA’s Documentation related to He l&%&s Failure to Answer Phones,
Make Appointments, High Volume of Retumns endor Payment issues.

Manchester VA’s Documentation Reques%%ﬁ%uidance for Realignment of the
Manchester CITC Office. @;}

Manchester VA Email and Heam@t eturns Triage Process.
N
Manchester VA HR NM Tec an Vacancy Documents.

Manchester VA HR C@gist Physician Vacancy Documents.
Manchester VA’q@;ﬁment and Unique Veteran Workload for FYs 2014 through 2017.

Manchesteggs Equipment Management and Board Meeting Minutes.

Manch VA’s Executive Decision Memorandums for:
%‘\;‘W mary Care Staffing Request

L
-%\ hole Health Partners
CARF

My Access Improvement Funding

Dermatology

Menta! Health, Primary Care (PACT), Home Based Primary Care, Same Day
access

Dermatology and Cardiology Access Improvement

Pain Clinic Support Enhancement
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MyVA Access Improvement Project
° Patient Care

Manchester VA's Fact Finding Documents Related to OR Narcotic Discrepancy.
Manchester VA's Health Net CHOICE Program Report for New Hampshire.
Manchester VA's Hierarchy of Care SOP.

&
Manchester VA Issue Briefs submitted to VHA Central Office through VISN 1“@'& 14—~
16, 2017, &

Manchester VA's List of Radiology Cancellations for June-August .'ZQ{%,*"Q

Manchester VA's Medical Staff Bylaws. i?}(%
Manchester VA's NM Camera Purchase. QEX%
Manchester VA's Nuclear Camera Purchase Meeting Midrtes Amendment,
January 9 & 17, 2017. ng

S
Manchester VA's OR Staffing Methodology fo@s 014 and 2016.
Manchester VA's Organizational Chart. \:g:g,
Manchester VA's Veteran Advocate rts.

&
Manchester VA’s Process fo@g Returns from Health Net (triage and appointment
scheduling). %Q

Manchester VA’s Qn@g}ecutive Board Meeting Minutes from January 2015 through
July 2017,

&
Manchester V. ‘gg‘uality Executive Board Strategic Planning Forum Meeting Minutes
for 2015 a% 6 Forums.

Manch%gl VA’s Quality Management's Deep Dive for Oncology Care.
h@ester VA’s Resource Board Meeting Minutes.

Manchester VA’s Specialty and Acute Care Committee Meeting Minutes.
Manchester VA’s Staff Training Records.

Manchester VA’s Status NM Camera Functional Status Update (August 10, 2017).
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Manchester VA's Workforce and L.abor Management Meeting Minutes from January
2015 through July 2017.

Manchester VA's Written Communications with Selected Veterans.
Myelopathy. American Journal of Neuroradtology May 2008, Volum329 (5) 1032-

1034. http://www.ainr.org/.

Notes from Manchester VA's (AD) Call with VACO Care in the Community. Q‘S?
Orkin Pest Control Report Related to Flies in OR. .;;{33;*

Penn State College of Agricultural Sciences, Depariment of Entomology, \‘
(http://fento.psu.edu/extension/factsheets/cluster-flies %53

American College of Radiology https://www.acr. org/Advocacy/E@lcs-Heafth—
Policy/imaging-3/PEC-Resources/radiologyinfo Accessed Au , 2017.

Referral Hierarchy for VA CITC Non-VA Purchased Car% rrent as of June 30, 2015.
3ieites/912/2016/01/20151006-

U.S.C. 1701, Né@tﬁ

title38-secti 1 &nurin-—O&ed mon-prebm)

VA CITC: All ViISNs Veterans CHOICE Statistics.

VA CITC: A New Hierarchy of Care and the Veterans Choice Program (VCP).
(https://www.va.qoviCOMMUNITYCARE/provider_info/vacc hierarchy.asp)

VA Memorandum: Mental Health Funding for SPC, February 8, 2007.
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VA Memorandum: National Veteran Record Flag for High Risk for Suicide,
October 17, 2012.

VACO OCC Memorandum: Availability of Veterans Choice Program Funding and
Rescinding of this Memorandum.

VACO OCC Updates PowerPoint, April 25, 2017. QE}

Vertebrae of the Spine. http: . .
https://iwww.cedars-sinai.edu/Veterans/Proarams- -ent
Veteran-Guide/Anatomy-of-the-Spine/Vertebrae-of-the-Spine.aspx

VHA Directive 056-2008, September 16, 2008, and VHA Dire@é‘l 32, Consult
Policies and Processes, August 23, 2016. @

VHA Directive 1137, Provision of Complementary and, rative Health (CIH), May 18,

2017. é:\
VHA DUSHOM Memorandum, Scheduling an%;b;?sult Policy Updates, June 5, 2017.

VHA Directive 1116(2), Sterile Processin %;féwces (SPS). March 23, 2016.
httos.//www.va.qov/vhapublications/Vi blication.asp?pub 1D=318

VHA Directive 1116(2), Sterile R{@s
RS
VHA Directive 2010-053, Ve Record Flags. December 3, 2010.

ing Services (SPS). March 23, 2016.

&S
VHA Handbook 116! %niform Mental Health Services in VA Medical Centers and
Clinics, November 201

&
VHA Handbook‘@‘ﬁ.m , Spinal Cord injury and Disorders (SCI/D) System of Care.
February

VHA Syfelde Prevention Coordinator Guide, June 18, 2015.
\@%mvﬁder’s Guide to Navigating the Hierarchy of Care.

VISN Email Describing Changes to Choice: Seep of 0172 Provider Agreement Funds.
Whistleblowers Attorney Letter to Senator Shaheen, September 6, 2016.
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Attachment B

m

AMODEO-VICKERY
& BANDAZIAN, PA.

Arnmneys At Low

Stephen E. Borofsky
Andrea Amndeo-Vickery

September 6, 2016

Senator Jeanne Shaheen
2 Wall Street, Suite 220
Manchester, NH 03101

Desr Senator Shaheen,

Please be advised that 1 represent several doctors currently employed at the
Manchester VA Clinic in New Hampshire. These doctors have come to me as
‘Whistleblowers® and as such, they should be protected under the Federal Whistleblower
Protection Law, With that as 8 caveat, as their representative and advocate, I herein
summarize serious and tragic issues currently extant at not just the Manchester facility, but
the Boston, Massachusetts, VA Hospital as well. These doctors came to me afier numerous
attempis fo effect remedial action by the VISN, as well as the administration in Manchester,
have fallen on deaf ears. Veterans are dying and becoming paralyzed because of the failures
that these doctors have tried, in vain, to remedy.

As you are aware, there are numerous issues interfering with the proper care of
Veterans who are patients of the VA Center in Manchestes, New Hampshire. Each of these
issues is serious on its own, but the real issue is the Administration’s unwillingness or
inability to correct systemic problems. The Center is “governed” by a Quadrad.

The leadership style adopted by the Quadrad is both insular and not focused on
patient care. There are no treating clinicians represented on the Quadrad, and the four
members ignore the views of the physicians, even those who have worked at the Center for
many years. The VA Center is run solely by an Administration whose main goal is to put on
a pood face for the various entities who review their facility. The members of this foursome
have & vested interest in covering up issues that would shine a negative light on the actual
serious lapses in patient care resulting from the above behavior.

;
z

‘The Quadrad measures problems in the VA Center with & yardstick of how they can
provide cover for themselves. The results of this behavior have been actions or better yet,
inactions, which have endangered patients and have ruined many lives. What follows is a
litany of the many issues that have caused substandard treatment of our Veterans. The recent
example in the medical malpractice action brought in US District Court in Concord, New
Hamgpshire, where a judge rendered a verdict in excess of $21 million in 2015, illustrates just
how poorly this facility operates. The doctors named in that lawsuit were unfairly biamed by

708 Pine Stvect, Manchescer, NH 03104.3103 . 24A Broad Styeer, Nushua, N1 03064-2013
(603) 256441 & Fan 625-8351 WWWw.c-atty.net (603} 389-8857 B Fax 889.7126
G . ]
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the judge for actions that were not of their making. I can certainly flesh out the specifics of
what was wrong with the conclusion of the presiding Justice, if need be.

The most troublesome example of the disconnect between the burcaucrats and the
clinicians is the situation involving Myelopathy, a condition that became preventable twenty
(20) years ago. However, despite this, there is a list of approximately seventy (70)
Manchester Veterans who were patients at the Center who have suffered quadriplegia or
quadra paresis, through clinical neglect as well as the lack of effective neurosurgical p
intervention. These conditions, as indicated above, were all but eradicated twenty (20) years
ago, when patients were given the proper neuro-surgical intervention. This shocking number
will in fact grow at the current time because of the Administrative decisions that have
recently been enacted by the Quadrad at the Manchester VA.

The facility in Manchester, New Hampshire does not have a neurosurgeon on stafl
and so patients must be referred to the Boston VA for stenosis of the cervical spine. The
Boston VA was not treating these patients appropriately and so the former Chief of Staff of
the Manchester VA, Dr. Andrew Breuder, agreed to fund private “fee care” in the community
for these Veterans, Dr. W. E. Kois, & pain specialist, who became employed at the
Manchester VA in 2012, is the physician who discovered these seventy (70) cases of
paralysis. For more than three years under Dr. Kois and Dr. Breuder, these Veterans were
sent to New England Baptist Hospita! in Boston to be treated by a reknowned neurosurgeon.
This neurosurgeon was shocked at the condition that he found Veterans to be in. His letter,
attached herein, illustrates his opinion on the substandard care provided to spinal stenosis
Veterans at these facilities. (See Attachment “A” attached hereto),

When these Veterans were seen at the Boston and West Haven VA’s they were
referred to physical therapy instead of to & neurosurgeon. In some instances these Veterans
were seen by a Chiropractic Resident instead of a Neurosurgeon, which is beyond the pale.
One such patient drove his own vehicle to the Manchester VA and was able to walk into the
hospital. He was subsequently transferred to the Boston VA, at the conclusion of his surgery
this patient was rendered severely quadriparetic and was forced to use a motorized
wheelchair. He was limited in the use of his right hand to work the controls on his
wheelchair. Sadly, he has expired from complications. As stated above, this result would
never occur in the private treatment setfing. Why is it acceptable for our Veterans to be
subjected to such low quality treatment?

One of the doctors who met with you is the Chief of Medicine, Dr. Stewart Levenson,
and is directly involved in securing treatment of these Veterans, but, under the current
Manchester Administration and the new Chief of Staff, Dr. Schlosser, he has been thwarted.
He has been told that there is no money in the budget to fund “fee care” in the community
and that Veterans must be referred to Veterans Choice. As you know, this is 2 new program
which has numerous problems, not the least of which is the refusal of many community
based doctors to accept this plan. In addition, the HeaithNet telephones are answered by
unqualified persons with no medical training. This has resulted in many Veterans being
referred to inappropriate specialists. In addition, the use of Veterans Choice cuts off the
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Veteran from his actual treating physicians at the Manchester VA and they are, therefore,
unable to follow up on their patients to assure that they are receiving the appropriate care.

Tragically, there are few if any participating neurosurgeons in this program that will
see Velerans on a timely basis. And when they are seen there are significant problems with
follow up and carry through. Unfortunately many providers have had difficulty getting their
fees paid under this program and refuse to see Veterans until this situation is resolved.
Although some providers have agreed to come back into the system, their stay is tenuous and
wholly dependent on the payment status. This has left many patients at the Manchester VA
languishing in pain and without care. The previously cited neurosurgeon in Boston, who is
part of the neurosurgeon practice at New England Baptist, as well as a professor at Harvard
Medical School, has agreed to see these patients on & priority basis, but the Manchester
Quadrad refuses to authorize this.

The decisions about patient care at the Manchester VA are made by Administrators
without input from the treating physicians or the Chief of Medicine or other Specialists. This
is not a situation that exists in the private sector. The corporate structure of the Manchester
VA is an inverted pyramid. The Chief of Medicine in Manchester has attempted on
pumerous occasions to educate Dr. Mayo Smith on these serious issues and has asked for his
assistance, all to no avail,

In addition to the Administrations’ refusal to consider the doctor’s input on treatment,
the equipment at the Manchester VA is substandard and is known to be so by the Quadrad.
Although the cost of a new nuclear medicine scanner had been expensed well over a year
ago, the build out for the new scanner has been delayed to an unknown time in the future.
The old scanner is so out of date that it is off line as much as 50% of the time and it is so old
that parts are no longer being manufactured for it. Again, this impacts directly on the care
available to our Veterans.

This past winter there was an instance where dirty surgical instruments were reused
without sterilization. The instruments were placed in bags to be autoclaved, but instead were
placed on the supply table. OR techs then picked up the bags and brought them for reuse to
another OR. Each bag has not one, but two indicators, to demonstrate sterility, yet no one
picked up on this error. When Administration was informed of this serious lapse, their only
concern was damage control and did nothing to investigate how and why this had occurred
or take any steps to assure it didn’t happen again. In addition, many instruments are used
beyond their useful life. The Surgery Chief discovered that the bladder curettes were so dull
that they would not cut out tumors in the bladder. When he asked for replacements he was
told by Administration that this would have to wait to be purchased until next year when a
new budget cycle started! The building is so old that flies come into the OR through gaps in
the bricks and the surgeons have had to cancel surgeries frequently because of this
unsanitary issue. The director hired the iowest bidder 10 eradicate the flies but the company
has been totally ineffective in solving this situation.
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Another example of the low regard in which physicians are held at the Manchester
VA facility has to do with the safety and security of its doctors. There is no screening
apparatus, securily guard or locked doors at the entranceway or in the hallways, which would
prevent patients from walking inio a doctor’s office without notice. This became an issue
subsequent to 2012 when Dr, Kois became the only Specialist in Pain Management et the
Center. Prior to his employment at the Manchester VA, Dr, Kois was in private practice for
25 years. He was shocked to discover the rampant use of opioids in the treatment of our
Veterans in the Manchester facility. Sadly, it had been the prior Administrations policy to
start pain patients on opioids because they were cheap 1o buy at the VA Medical Center when
compared to definitive surgical treatment. At one point, Dr. Kois tried to prescribe topical
non-steroid gels or oral Cymbalta, but was denied and told to use opioids first, because they
were cheaper. Fortunately he refused to do this and has been successfully weaning Veterans
off said opioids. However this has come with a personal cost 1o Dr. Kois.

In the past six months several unhappy Veterans, not the majority of pain Veterans,
but a small group, who are at high risk for overuse or diversion of the drugs, threatened the
life of Dr. Kois when he cut them off. They did this in writing as well as verbally and
specifically mentioned using guns and aluminum baseball bats to kill him. This was reported
to the Security personne] at the VA and a meeting was held by the Quadrad to address this
issue and a decision was made to install a secure door for his office. The security door has
Just been installed. This event occurred more than five months ago. Meanwhile, when a
threat was made against some Administrators, a security door was installed within a week.

The treating physicians and clinicians at the Manchester VA are woefully
understaffed. They lack Physician's Assistants, nurses and scoretarial help. Oftentimes nurses
must assist four or more physicians. The doctors must type their own reports and they must
wait for more than a week for their dictated chart notes to be transcribed. Unfortunately this
lag time has resulted in numerous instances where the lack of continuity of care has
negatively impacted the patient. Again, complaints about these issues fal} on deaf ears.

While hiring a needed clinician is woefully difficult, if not impossible, adding new
layers of ineffectual bureaucrats happen routinely. In the past, new hires have been made for
data safety officers, patient safety officers, compliance officers, research compliance officers,
privacy officers and most recently, an attorncy was hired for Risk Management.

At the Manchester VA, the Quadrad has a complete distrust of the clinician to the
point of total exclusion from decision-making processes that directly involve patient care. A
prime example of this is in the decision made two years ago by Administration to purchase a
$1.4 million dollar cardiology camera without consultation with the Cardiologists. When said
camera arrived af the Manchester VA facility the Administration discovered that it did not fit
into the space that the old camera was occupying. To this date this $1.4 million dollar camera
remains in a warchouse waiting for a larger room to be built in Cardiology to house it.
Meanwhile the Manchester VA is left with an old camera that only functions half the time

and as a result, once again, the Veterans suffer.
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An easy illustration of these priorities is demonstrated by a look at the employee
parking lot. A former chief of surgery characterized that out of the 800 vehicles parked in
that lot, approximately 80 belong to clinicians who provide direct patient care. As | stated to
you during our meeting with the doctors currently employed at the Manchester VA, these
doctors are greatly concerned about the substandard care that the VA in Manchester provides
to our Veterans, and they have failed in all attempts 10 have their voices heard orto find a-
person above them who will {ake corrective action. Each of them became VA physicians
because of their deep commitment to the care of our Velerans and each are totally frustrated
with their ability to provide care. The Administration in Manchester has failed and continues
to fail to provide these physicians with the necessary resources to do their jobs.

These doctors have asked me to assist them in being heard by Dr. Shulkin, If
needed, the Chief of Medicine as well as the Pain Management Specialist and a Cardiologist
are happy to come to Washington, DC for a personal meeting with Dr. Shulkin.

Thank you for your attention to this matter and the doctors truly appreciate your time
and input and concern about these important issnes. I will be happy to provide any other
documentation which you fecl is needed to move this forward.

Smcerely M

Andrea Amodeo-\’:ckery
aamodeovickery@aol.com
(603) 625-6441

AAV/tmb
cc: Dr. William Kois
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SHochned] A~

From: Ohaegbulam, Chime 0., MD (Neurological Swrgery} <gohaegbu@nebh org>
Date: Tussday, May 6, 2014

Subject: Cervical Myelopathy

To: William Kols <wekois@qgmail.com>

Ed

Thank you for the recent referrals. It Is sad to see fhe large number of significantly disabled patients that have come
my with conditions that could have been treated more successfiudly earller in their clinical course.

As you know, and as we have frequently discussed, the diagnosis of cervical myslopathy is a clinical one rather
than radiographic. Most clinicians (certainly most surgeons) would agree that there is enough variability to
presentation, and enough palients with progressive deficits in spite of seamingly unconceming MRI reparts, that the
tigger for surgical intervention is usually derived the history and exam, and not primarily the MRI report. If | .
screened patients based on a specific measurement of the spinal canal, | would be doing several patients a

disservice, putting them at risk of permanent deficits.

Ris sad to see 21%' century patients in the US progressing to wheelchair dependence for cervical myelopathy, when

*this coutd be treated. This has besn a treatablo Cause of gait disonder for several decades. Only in 3 world
countries is it common to see patients end up es disabled from myelopathy as the ones who have been showing up
afler referral from you. | see such patients on visits to Nigeria, and realy only see them In Boston when they show

up from the VA!

! would be willlng to help in any way that | can lo facllitate care for patlents as early as possible in their clinical
course, which would greatly enhance their outcome and decrease disability, if such treatment is nol
available/possibla in the VA system. The cost of caring for these Individuals when they decline to the extent that |

have recently seen is far greater than what the costs to the system wouki be with early treatment- and more
imponantly, the individual would be given a much better quality of life than they are cumently ending up with.

Best wishes,
Chima

Hips:Amall.acl comAvebmell-siten-us/PrintMessage
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