VA Regional Office
AFGE LOCAL 520
PO BOX 1778
COLUMBIA, SC 29202
May 26, 2014
Chairmen, Ranking Members, Members of the US House and Senate Committees of Veterans
Affairs
/
Dear Committee Members:
AFGE Local 520, the exclusive representative of the bargaining unit of VARO Columbia, SC,
wants to address the ongoing saga of "secret list", oversight, accountability, and the political
football being passed around the chambers of the Congress and the campaign trail.
First our Memorial Day message: For those who have lost family members or comrades,
Memorial Day is every day.
There is an expectation that when soldiers are sent to war some will not return. However, there
should not be an expectation that if a Veteran is waiting for an appointment at a VA hospital they
would die waiting.
The following questions were asked by Candy Crowley to the two chairs of the Committees on
CNN, State of the Union presentation on Sunday May 25, 2014, What is Congress' role in the
VA Scandal?
Is this also not a failure of oversight?
What is the good of oversight?
Why would people not stand up and say that they can't meet these goals?
Why cook the books? What is the rationale?
What happened to oversight?
Is this a political football?
The answers to these questions range from incompetent administrators, good to excellent VA
healthcare validated by Veterans and service organizations, VA self-imposed goals of 14 days, 2
million more Veterans entering into the VA health care system in recent years, some people may
be cooking the books, bonuses and promotions, the VA authorization to use outside facilities to
serve Veterans, manipulation and mismanagement, World War II system vs. a 21st Century one,
resource problems, failed legislation to fund VA, entrenched bureaucracy, VBA's transition to
electronic records, improved homelessness, and 188 outstanding requests.
Despite 90 hearings in 2013 to include 10 joint ones, the problems continue at the VA.

As to more funding a response and questions of failure of oversight, the article, Veterans Affairs
Budget Soars as Problems Continue to Mount, Newsmax, May 23, 2014 provides answers and is
so revealing it is presented in its entirety.
"The backlog of claims and unnecessary delays in veterans' care has broadened despite a
235 percent increase in the budget of the Department of Veterans Affairs between 2001
and 2013.
That finding has prompted veterans' advocates to contend that it is a lack of
accountability, not funding, that is at the root of the systemic crisis.
"While everyone claims increased funding is the answer to what ails the VA, I am not
sure that a bigger budget will necessarily fix the underlying issues," retired Marine Sgt.
Mai. Joseph VanFonda, CEO of the nonprofit Disabled Veterans National Foundation,
wrote in a recent blog post.
"The VA has been overburdened for years, but the real issue is a systematic failure to put
proper procedures in place to meet the needs of veterans and prevent these types of
abuses in the first place," VanFonda said.
Budget increases at the VA have come as the total number of veterans is decreasing due
primarily to the deaths of aging World War II participants.
According to figures from the Office of Management and Budget, funding for medical
care, which composes 40 percent of the VA's annual budget, increased 193 percent from
2001 to 2013.
During the same period, the overall veterans' population declined by 4.3 million,
Investor's Business Daily reported.
Tal Coley, senior policy analyst with Concerned Veterans of America, agrees that the
current problems at VA hospitals are not due to budgetary skimping.
"The department has experienced budgetary increases since 2006, yet it continues to fail
to meet its own goals. And as the VA's performance has failed to meet basic standards,
nobody has been held accountable — making it nearly impossible to change VA's
calcified culture," Coley said in a statement.
According to the OMB, the VA budget increased in real terms from $45 billion in fiscal
2001 to $150.7 billion in fiscal 2014. Only the Department of Defense experienced a
larger increase. And from 2008 to 2012, per-patient spending at the VA climbed 27
percent.
Nevertheless, Democrats continue to cite inadequate funding as the source of the ongoing
VA scandal.

Sen. Jay Rockefeller, a Democrat from West Virginia, argued the delays in delivering
care were a consequence of inadequate funding. "If the VA does not have enough doctors
to see these patients, then these problems are a result of a lack of funding," he said.
His position was echoed by Rick Weiland, a Democratic candidate for the Senate in
South Dakota, who urged veterans to "get out there today" and "demand that Congress
stop pretending their refusal to properly fund the VA is not the real problem."
Defenders of the VA also contend that budget increases are needed to handle an increase
in claims related to traumatic brain injuries among Iraq and Afghanistan veterans.
However, in Senate testimony in 2013, VA Secretary Eric Shinseki said the department's
budgetary request for traumatic brain injury (TBI) would be lower because he anticipated
that even while the number of veterans being treated for TBI would increase, they could
be treated at less cost.
In the VA's proposed 2015 budget, TBI funding was reduced from $232 billion to $229
billion. VA Under Secretary for Health Dr. Robert Petzel, who recently resigned, said
although the VA had budgeted for increases in care for TBI, the actual spending had gone
down slightly in the past few years.
According to the Military Times, Petzel testified that there has been a 70 percent decline
in the number of severe TBI cases, while more moderate cases had increased.
In 2013, the VA sought $164 billion, including $68.4 billion for healthcare spending and
$95.6 billion for disability compensation, pensions, and to deal with a disability claims
backlog.
Verna Jones of the American Legion said part of the backlog is due to VA officials
hastily and improperly processing claims.
"The claims are being processed, but are not done correctly, so they are remanded back to
the regional offices, who are having to redo them," Jones told Newsmax.
"This just adds to the delays in care. The officials need to have better training and
incentives to get it right rather than having in place incentives that result in officials just
trying to meet numbers. [The VA] is placing stress on the number of claims and less on
the actual accuracy of the claims," Jones said.
"There is a long laundry list of areas of mismanagement that is far too long, and Phoenix
is just the straw that broke the camel's back. There needs to be some accountability so
that our veterans get quality and timely treatment," Jones added.
Jones referred to the scandal that erupted last month when it was revealed that at least 40
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veterans at the Phoenix Veterans Affairs Health Care system had died while waiting for
treatment. Many of the patients succumbed to their illnesses as their names sat on a secret
waiting list that was intended to conceal how long they actually had to wait before being
seen by a physician.
A House source familiar with a probe of the VA told Newsmax the problems plaguing
the system are due to a lack of accountability.
"Across the board the main problem is an extreme lack of accountability. We have seen
this in every healthcare scandal from Pittsburgh, where six veterans died of Legionnaire's
disease and no one was disciplined, to Atlanta, where six veterans committed suicide and
officials were only issued temporary written warnings," said the individual, who spoke on
background.
The lack of accountability also is reflected in the awarding of bonuses.
In 2011, the Government Accountability Office reported that the Veterans Health
Administration's "oversight is inadequate to ensure that medical centers comply with
performance pay and award requirements" and that VA officials asserted the purpose of
performance pay is to improve healthcare outcomes and quality, but had never codified
that goal in its policy.
And in 2011, about 80 percent of VHA's nearly 22,500 providers received about $150
million in performance pay.
That figure included a bonus to Columbia, S.C., VA Regional Office Director Carl
Hawkins, who received almost $80,000 in bonuses despite a doubling in the office's
backlog of disability compensation claims, according to The Washington Examiner.
And despite chronic management failures, which directly led to the deadly Legionnaire's
disease outbreak in the VA Pittsburgh Healthcare System, VA Pittsburgh Director Terry
Gerigk Wolf was given a perfect performance review. Also, Pittsburgh Regional Director
Michael Moreland received a $63,000 bonus.
Regardless of four preventable patient deaths, former Atlanta VA Medical Center
Director James Clark received $65,000 in bonuses over four years."
The article, The VA's troubled history, CNN, May 23, 2014 chronicled the VA trouble since the
Revolutionary War. It, states, "Scandal, controversy and veterans care in the United States have
gone hand-in-hand for virtually as long as there's been a republic." Here is over a decade of
incidents to include the current one.
"2000 — The GAO finds "substantial problems" with the VA's handling of research trials
involving human subjects.

2001 — Despite a 1995 goal to reduce waiting times for primary care and specialty
appointments to less than 30 days, the GAO finds that veterans still often wait more than
two months for appointments.
2003 ~ A commission appointed by President George W. Bush reports that as of January
2003, some 236,000 veterans had been waiting six months or more for initial or followup visits, "a clear indication," the commission said, "of lack of sufficient capacity or, at a
minimum, a lack of adequate resources to provide the required care."
2005 ~ An anonymous tip leads to revelations of "significant problems with the quality
of care" for surgical patients at the VA's Salisbury, North Carolina, hospital, according to
congressional testimony. One veteran who sought treatment for a toenail injury died of
heart failure after doctors failed to take account of his enlarged heart, according to
testimony.
2006 ~ Sensitive records containing the names, Social Security numbers and birth dates
of 26.5 million veterans are stolen from the home of a VA employee who did not have
authority to take the materials. VA officials think the incident was a random burglary and
not a targeted theft.
2007 ~ Outrage erupts after documents released to CNN show some senior VA officials
received bonuses of up to $33,000 despite a backlog of hundreds of thousands of benefits
cases and an internal review that found numerous problems, some of them critical, at VA
facilities across the nation.
2009 ~ The VA discloses that 10,000 veterans who underwent colonoscopies in
Tennessee, Georgia and Florida were exposed to potential viral infections due to poorly
disinfected equipment. Thirty-seven tested positive for two forms of hepatitis and six
tested positive for HIV. VA Director Eric Shinseki initiates disciplinary actions and
requires hospital directors to provide written verification of compliance with VA
operating procedures. The head of the Miami VA hospital is removed as a result, the
Miami Herald reports.
2011 — Nine Ohio veterans test positive for hepatitis after routine dental work at a VA
clinic in Dayton, Ohio. A dentist at the VA medical center there acknowledged not
washing his hands or even changing gloves between patients for 18 years.
2011 — An outbreak of Legionnaires' Disease begins at the VA hospital in Oakland,
Pennsylvania, according to the Pittsburgh Tribune-Review. At least five veterans die of
the disease over the next two years. In 2013, the newspaper discloses VA records showed
evidence of widespread contamination of the facility dating back to 2007.
2012 — The VA finds that the graves of at least 120 veterans in agency-run cemeteries are
misidentified. The audit comes in the wake of a scandal at the Army's Arlington National
Cemetery involving unmarked graves and incorrectly placed burials.
2013 ~ The former director of Veteran Affairs facilities in Ohio, William Montague, is
indicted on charges he took bribes and kickbacks to steer VA contracts to a company that
does business with the agency nationwide.
January 2014 ~ CNN reports that at least 19 veterans died at VA hospitals in 2010 and
2011 because of delays in diagnosis and treatment.
April 9 — Lawmakers excoriate VA officials at a hearing. "This is an outrage! This is an
American disaster!" says Rep. Jackie Walorski.

> "Democrats in three high-profile 2014 races are calling for embattled Veterans
Affairs Secretary Eric Shinseki to resign over a scandal that has rocked his agency
and again placed the spotlight of scrutiny on the Obama administration.
> Alison Lundergan Grimes, running for Senate in Kentucky, and Charlie Crist, seeking
to regain his old job as Florida governor, are going beyond sentiment expressed
publicly by Democrats in Washington, who are overall sticking with Shinseki so far.
> They were joined on Friday by Michelle Nunn, the Democratic nominee for Senate in
Georgia.
> A CBS News poll released Thursday shows about a third of Americans surveyed
think Shinseki is to blame for the VA problems. Republicans blame Obama more than
Democrats and independents, who the poll indicated are more likely to fault Shinseki
or the local hospitals."
Excerpts from the article, McConnell: 'We've Known for Years That the VA Backlog Was
Enormous', cnsnews.com, May 20, 2014, shows this is not a new problem and everyone knew
about it.
> "Senate Republican leader Mitch McConnell (R-Ky.) says the Veterans Administration
has longstanding problems that pre-date the Obama administration:
> "It doesn't make any difference that he (President Obama) just heard about Phoenix in
April, we've known for years that the VA backlog was enormous. I had the secretary of
Veterans Administration in my office a year and a half ago on the same subject, and other
members have as well.
> Speaking to Fox News Monday night, McConnell said issues at the VA are a
"management problem, not a money problem."
> "So it's obvious that the management team needs to be changed in order to address this
problem," he added."
> Even before Barack Obama became president, he was talking about problems with the
Veterans Administration: "When a veteran is denied care, we are all dishonored," he said
in 2007.
In sum, Candy Crowley asked the right questions, but unfortunately received no answers.
However, the aforementioned articles did. The problems are the same. However, the solutions
continue to evade all leaving Veterans and their families to pick up the pieces. If VA is declared
a National disaster maybe someone will begin working on the real problems.
Excerpts for the article, Number of veterans who die waiting for benefits claims skyrockets, The
center for investigative reporting, Dec 20, 2012, reminds us that it's one thing to die on the
battlefield, but waiting on VA benefits or health care is equivalent to friendly fire.
> "The VA's inability to pay benefits to veterans before they die is increasingly
common, according to data obtained by the Center for Investigative Reporting. The
data reveals, for the first time, that long wait times are contributing to tens of
thousands of veterans being approved for disability benefits and pensions only after it
is too late for the money to help them.

April 23 — At least 40 veterans died while waiting for appointments to see a doctor at the
Phoenix Veterans Affairs Health Care system, CNN reports. The patients were on a
secret list designed to hide lengthy delays from VA officials in Washington, according to
a recently retired VA doctor and several high-level sources.
April 28 -- President Barack Obama calls for an investigation into the situation in
Phoenix.
April 30 -- Top officials at the Phoenix VA deny the existence of a secret appointment
waiting list.
May 1 ~ Shinseki places the director of the Phoenix VA and two aides on administrative
leave pending the investigation into the veterans' deaths.
May 5 -- Veterans groups call for Shinseki's resignation. American Legion National
Commander Daniel Dillinger says the deaths reported by CNN appear to be part of a
"pattern of scandals that has infected the entire system."
May 6 ~ Despite the clamor for Shinseki's ouster, White House spokesman Jay Carney
says Obama "remains confident in Secretary Shinseki's ability to lead the department and
take appropriate action." Shinseki tells the Wall Street Journal he will not resign.
May 8 — The House Veterans Affairs Committee votes to subpoena Shinseki and others
in relation to the Phoenix scandal.
May 9 — The scheduling scandal widens as a Cheyenne, Wyoming, VA employee is
placed on administrative leave after an email surfaces in which the employee discusses
"gaming the system a bit" to manipulate waiting times. The suspension comes a day after
a scheduling clerk in San Antonio admitted to "cooking the books" to shorten apparent
waiting times. Three days later, two employees in Durham, North Carolina, are placed on
leave over similar allegations.
May 15 — Shinseki testifies before the Senate Veterans Affairs Committee. "Any
allegation, any adverse incident like this makes me mad as hell," he says. At the same
hearing, acting Inspector General Richard Griffin tells lawmakers that federal prosecutors
are working with his office looking into allegations veterans died while waiting for
appointments.
May 19 — Three supervisors at the Gainesville, Florida, VA hospital are placed on paid
leave after investigators find a list of patients requiring follow-up care kept on paper, not
in the VA's computerized scheduling system.
May 20 — The VA's Office of Inspector General says it is investigating 26 agency
facilities for allegations of doctored waiting times.
May 21 — Obama says he "will not stand" for misconduct at VA hospitals, but asks for
time to allow the investigation to run its course. The same day, Shinseki rescinds Phoenix
VA director Sharon Helman's $8,495 bonus. Helman got the bonus in April, even as
agency investigators were looking into allegations at the facility.
May 22 — The chairman of the House Veteran Affairs Committee says his group has
received information "that will make what has already come out look like kindergarten
stuff." He does not elaborate.
Now, the "secret list" has become a political football as the article Dem 2014 candidates want
VA chief out, CNN, 5/23/2014 shows:

> In the fiscal year that ended in September, the agency paid $437 million in retroactive
benefits to the survivors of nearly 19,500 veterans who died waiting. The figures
represent a dramatic increase from three years earlier, when the widows, parents and
children of fewer than 6,400 veterans were paid $7.9 million on claims filed before
their loved one's death.
> Rep. Jeff Miller, R-Fla., chairman of the House Committee on Veterans' Affairs, said
the data confirmed the worst fears of many veterans and members of Congress.
> But in a conference call with CIR, VA officials said that while the long delays
generally were unacceptable, the growth in posthumous payments was not disturbing.
> "It's a good thing that the VA pays benefits to honor the service of veterans and the
sacrifices of their family members despite the fact that a veteran has unfortunately
died," said Dave McLenachen, director of the agency's pension and fiduciary service.
> Some veteran advocates say the number of survivors being approved for retroactive
payments represents a fraction of the veterans who die waiting because grieving
families must file paperwork with the agency to keep a claim from expiring with the
veteran."
The excerpts from the article, VA program for new vets slowly improving; accuracy still a
concern, watchdog says, The Washington Times, May 21, 2014, shows VBA's response to the IG
reports on its Quick start program.
> "The Veterans Benefits Administration's Quick Start Program offers members of the
military a "seamless transition" into VA's health care system once they leave active duty,
and processed 30,900 disability claims last fiscal year.
> Improvement has been gradual but steady, the IG said. The agency was able to reduce the
Quick Start disability claims backlog by half-— 8,800 claims — and reduced the average
wait time for new veterans from 291 days in 2011 to 249 days between April and June
last year.
> But the accuracy in processing those claims is still a concern. The VA was able to
improve the amount of claims it correctly processes by 7 percent in two years, but that
still means that as of 2013, only 69 percent of claims are being correctly dealt with.
> "Accuracy rates are still considered low because of insufficient oversight and training,
and conflicting guidance on granting service connection for medical disabilities," the IG
said. "The delay in payments had the potential to adversely affect veterans' quality of
life."
> Investigators noted a number of specific examples, including a member of the military
who was diagnosed with hearing loss while on active duty, but was denied service by the
VA."
> Officials at the VA disagreed that the backlog and accuracy problems are a result of the
program. Instead, the agency is dealing with a larger number of claims thanks to better
outreach by the VA to veterans informing them of their benefits.
> "VBA has worked diligently to address the challenges associated with an increasing
number of disability claims filed by our nation's veterans The challenges are significant
and often result from factors outside VBA's control."
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> But investigators said that VA officials often did not review the operations and controls
they had in place, nor whether the program was being as effective as it should be. VA
staff who are supposed to be dealing with the Quick Start claims are often reassigned to
other duties in the agency, further slowing down the process.
Here is another "secret list" - how many claims - rating, nonrating, and appeals that are not being
counted in these numbers. However, the Committees know about this list.
Again, the VBA only measures EPs 010,110, and 020 to ensure they are established within the 7
days metrics. The average control time (ACT) for these three EPs is over 14 days and only
nearly 62% of these three EPs are established within 7 days.
According to the Monday Morning Workload Report (MMWR) as of March 2, 2013 and May
17, 2014, respectively, numerically the backlog of claims have been reduced from 600,108
(69.7%) to 293,302 (50.8). However, the percentage of claims over 125 days has only been
reduced by 18.9%. Moreover, the end products that VBA focuses on are still over 50% and 60%
if EP 930 (majority are premature rating decisions) are added to the backlog as shown below.
Furthermore, EP 010 and 110 original claims are over 54%.
C&PRB>125

5/10/2014

010
110
020
930

23,456
77,810
188,439
21,354
311059

TOTAL

5/17/2014 DIFF
23,074
75,639
182,907
21,465
303085

-382
-2,171
-5,532
111
-7974

5/10/2014

5/17/2014 DIFF

53.8%
55.7%
52.4%
81.2%
60.8%

53.6%
54.8%
51.4%
80.6%
60.1%

This does not account for EP 400s (provisional ratings) with associated documents that have not
been decided. EP 400s are also used as place holders for informal claims in E-benefits.
Dates
Other Claims
400

3/2/2013

5/10/2014

29,141

107,063

5/17/2014 W-DIFF
106,961

-102

DIFF
77,820

Appeals stand at 275,083 as of May 10, 2014 according to the MMWR. They have increased by
25,269 since March 2, 2013. NOTE: No one knows how many have not been inputted to be
counted.

Nonrating compensation claims (EPs 130, 290, and 600) stand at 408,614. They have increased
by 108,352 since March 2, 2013 according to the MMWR.

-0.2%
-0.9%
-1.0%
-0.7%
-0.6%

Dates
Other Claims
130
290
600
Totals

3/2/2013

5/10/2014

181,744
75,956
42,562
300,262

249,349
99,544
60,020
408,913

5/17/2014 W-DIFF
248,309
100,152
60,153
408,614

-1040
608
133
-299

DIFF
66,565
24,196
17,591
108,352

NOTE: Again, we would like to emphasize that without determining the time it takes for ALL
CLAIMS to be established in the VA system, these, numbers are meaningless.
Survivors should not remember Memorial Day for Veterans who died waiting for care or a
disability rating.
Therefore, AFGE Local 520 will continue to safeguard the public interest and contribute to the
effective conduct of public business as required by law.
We will also continue to chime hi weekly on this most critical subject with objective evidence"
because Veterans have earned the right to have a claims processing system that works for ALL of
them and employees can only effectively serve them if they are provided with the
LEADERSHIP. PROCESSES. PEOPLE SYSTEMS AND WORKPLACE CULTURE that are
conducive to providing timely and accurate decisions.

Ronald RoVmson
President
(803) 647-2385 (Ofc)
(803) 239-7682 (Cell)
rbnsnrnld@yahoo.com
www.seniorvsr.com
Employees Putting Veterans 1st

CF:
President Obama
VA Secretary Shinseki
President AFGE
President NVAC
60 Minutes
NY Times
Washington Post
Center for Investigative Reporting
The Washington Examiner
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